MPUHA APXUITOBA

ENGLISH FOR
PSYCHOTHERAPY
AND
COUNSELLING:
HANDBOOK FOR
PRACTITIONERS

AHTTTIMUCKKIM ANng
MCUXOTEPAMNKMM

1 KOHCYNIbTUPOBAHMS:
MPAKTUYECKOE PYKOBOACTBO




HNpuna ApxunmoBa
English for Psychotherapy and
Counselling: Handbook for
Practitioners. AN CKHAN
IJIS1 IICHXOTePanuu
U KOHCYJbLTHPOBAHUSA:
NPaKTHYEeCKOE PYKOBOICTBO

http://www.litres.ru/pages/biblio_book/?art=73262618
ISBN 9785006896529

AHHOTaAIMA
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TEPMUHOJIOTUSA, KOHTEKCThI M3 MPAKTHKH, Pa3rOBOPHUK TeparieBTa,
MPOTOKOJIBI CeCCHii — Bce Juist OwicTporo crapra. He mpocto
y4eOHMK aHIJIMACKOrO, a WHCTPYMEHT JJIsl paclIMpeHHs Ballix
podeCCUOHATIBHBIX BO3MOKHOCTE.
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IIpeaucaoBue

Hoporoil uutatesnb, 100pO MOKAIOBATh HA CTPAHMIIBI STOU
KHUTH!

CKkaxy HECKOJIBKO CJIOB, MTPEXK/IE YEM MEepeNieM K OCHOBHOM
YJacTu.

B ncuxonorvio MeHs npuBena mos mneppas npodeccus —
JMHTBHCTHKA. B mponuiom s padortasia mpernogaBaresieM u Tie-
PEBOUMKOM AHIJIMICKOTO SI3bIKA M OIHAX[Ibl pelluia repeBe-
CTU C QaHIJIMHACKOTO KHUTY JJIs APY3€U-TICUX0JIOTOB, KOTOpast ObI-
Jla UM OYEHb HyXkHa. Bripouem, NCUXOIOruen s yBjeKanach 3a-
JoIro 10 3Toro. KoneuHo, Xotenoch MOHSTh cedsl, APYruX U Kak
9TO Bce ycTpoeHo. OHaKO UMEHHO CIIOPTUBHBIN UHTEpEC Mpu
nepeBojie MOoCHOCOOCTBOBANI TOMY, YTO Yepe3 BpeMs s Iolluia
00y4JaThCsl Ha MCUXOJIOra-KOHCYJIbTAHTA, TPernogaBatess Cuxo-
JIOTUH, a TI03%Ke — Ha KJIIMHUYECKOro rcuxosnora. [IpakTukoBarhb
HayaJa erie BO Bpemsi yueObl, U ¢ TeX MOp MCUXOJIOTUsl OKOHYA-
TEJIbHO CTajla MOl OCHOBHOM cpepoit nestenbHocTH. COOCTBEH-
HO, TOT/IA K€, KOTJa 51 MPOIITYAMPOBAIA CYIIECTBYIOIIME yueo-
HblE MaTepualibl N0 aHIJIMIACKOMY JIsl ICUXOJIOTOB, Y MEHsI 3a-
porIach ues O CO3MaHUM YIeOHNKA, TOCOOUS WITH TIIOCCApHS.
He xBarajio nmpakTHKOOPHEHTUPOBAHHBIX MAaTEpUAIOB, OCOOCH-
HO C YYETOM OTPOMHOr0 KOJIMYeCTBA TEPMUHOB B 0OJIACTH TICH-
XOJIOTMH Y TICUXOTEPAIUY, TPULLIENINX U3 AHTJIOS3BIYHOTO KOH-
TEKCTa, ¥ C YYETOM OOJIBIIIOrO YMC/Ia HellepeBeICHHBIX Ha pycC-



CKM SI3bIK KHUT IICUXOTePANeBTUYECKON TEMATUKHU.
JlaBaiiTe paccMOTpUM TMOAPOOHEE CTPYKTYpPYy 3TOM KHUTH
¥ JIUIS1 KOTO M YeM OHa OyJIeT ToJie3Ha.

Crpykrypa

B knure 10 ronutoB (v 10 raB). Kaxapiii 10OHUT COCTOUT
U3 CJEYIONMX CEKIIUI:

Lead-in — BBOHas cek1us, I1i€ Bbl aKTUBU3UPYETE CBOU 3Ha-
HUSI, 3HAKOMUTECH C KJII0YEBOUM TeMOM M HACTpauBaeTeCh Ha pa-
00Ty B paMKax IOHUTA.

Reading — npodeccroHanbHO OpPUEHTHPOBAHHBIA TEKCT
C AyTEHTUYHOU JIEKCUKOM U MPUMEPAMHU.

Vocabulary — pa6ota ¢ KJIl0ueBbIMU TEPMUHAMU, BBIPAKEHH-
SIMU ¥ TPOhECCUOHATIBHBIMHU CIIOBOCOUYETAHUSIMHU, HEOOXOMIMBI-
MU 151 TOHUMaHKS U BeAEHUs1 TPO(ECCUOHATBHOIO JUAJIOra.

Grammar Focus — u3yuyeHne rpaMMaTu4eckux KOHCTPYK-
M Ha MaTepuane MpOo(PecCUOHANBHBIX TeM, C aKIIEHTOM
Ha (hOPMBI U CTPYKTYPHI, YACTO UCTIOJIb3yeMble B TICUXOTEpAareB-
TUYECKOU MPaKTHUKE.

Communication — npakTMka KOMMYHUKATUBHBIX HABBIKOB:
aHaJIM3 U Pa3bIrpbIBAHUE TUITMYHBIX TPOGECCUOHATIBHBIX JUAJIO-
OB, CUTYaIlUi U3 CECCHI M MHTEPBBIO, PA3BUTHE SI3BIKOBOW T'MO-
KOCTH.

Professional Practice — npumeHeHue W3y4YEHHBIX CTPYK-
TYp U TEPMUHOB B MPAKTUYECKUX 33JaHUSIX: CAMOIPE3EHTALUS,
OIMCaHUE CIyYaeB, YIPaXHEHUs JJ151 3aKperyieHus1 Npogeccro-



HaJIbHOTO SI3BIKA.

Vocabulary and Collocations — non6opka KJo4eBoi JeKcu-
KU I0HUTA ¥ IPOPECCHOHATBHBIX YCTOMYMBBIX 0OOPOTOB C Tiepe-
BOJIOM Ha PYCCKHH S3BIK /TSI OBICTPOTO IOBTOPEHUS M YJOOHOTO
UCIIOJIb30BaHMs B padore.

PyKoBOACTBO mMpenHa3HaYeHO [UIsl CHElUAINCTOB C YPOB-
HeM aHmmickoro sizbika B1—B2 (Intermediate — Upper-
Intermediate). OmHako Gnarogapst TOAPOOHBIM CIIPABOYHBIM Ma-
TepUaJlaM U CTPYKTYPUPOBAaHHOM IOAAYe 3HAKOMOM MPOdeCcCh-
OHAJTLHOW TEMATHKH PYKOBOJCTBO OylIeT MHTEPECHO TaKkKe CIie-
[MaIrcTam ¢ ypoBHeM aHriuickoro A-2 (Pre-Intermediate).

PykoBozacTBO nocrpoeno Ha npunuune i+1 (comprehensible
input) CtuBeHa KpareHa: Bbl BcTpevyaeTe s3bIKOBOM MaTepua
YyTb BBIILIE TEKYILEro YPOBHS, YTO CTUMYJIUPYET €CTECTBEHHOE
SI3bIKOBOE Pa3BUTHE.

Tekctol B cekiu Reading comepxar Oonee CIOXHYIO rpam-
MaTHKy ¥ pa3HOOOpa3Hble CTPYKTYpHI, YeM H3ydaeMble B CEK-
uuu Grammar Focus. Bel BcTpedaeTe HOBbIE SI3bIKOBbIE SIBJIEHUS
B MpoheCCUOHAIILHOM KOHTEKCTe, TJIeé OHM TMOHSITHBI Oiaroga-
Ps 3HAKOMOM MPOPECCUOHAILHON TeMaTHKe, KJTI0UEBOH JIEKCUKE
u3 Vocabulary, KOHTEKCTy ¥ mipe/iBaputesibHON padorte B Lead-
.

PykoBoacTBO  ciegyer  KOMMYHUKAaTMBHOM — METOIM-
ke (Communicative Approach), koTopast IeXUT B OCHOBE BCEX
COBPEMEHHBIX AyTEHTUYHBIX KYPCOB QHIJIMHCKOTO SI3bIKA, TAKMX



kak Headway, New English File, Total English. 9to o3Hauaer,
YTO BCE MaTepuasibl IOHUTOB — TEKCThI, 3a[aHusl, UHCTPYKLIUU
Y YIIpaXXKHEHU 1 — [PeICTaBJIeHbl UCKTIOUMTEIbHO Ha aHTTTUHACKOM
SI3BIKE, UTO co31aeT 3P EKT SA3bIKOBOTO MOTPY;KEHU S M TIOMOTaeT
Pa3BHUBATh CIOCOOHOCTH TyMaTh HA AHTTIMACKOM O€3 MBICJIEHHO-
ro nepesona. B cTpykrype camMoro pykoBOJCTBA PYCCKHUM SI3bIK
ucnonb3yercs B cekiuu Vocabulary and Collocations B KoHIe
KaXJIOrO I0HUTA, a TAK:Ke B MPUTIOKEHUSIX.

[TpencraBieHHble 3aJaHUsI U YIPAKHEHUS] MOTYT OBITH HC-
NOJIb30BaHbl KaK Jyisl IPYIIIOBOM, Tak U JJIsi CaMOCTOSITEJIbHOM
padoTHI.

B KoHIle pyKOBOJCTBA B TaKKe HalIeTe YeThipe MPUIIOKe-
HUs1, KOTOpbIE CITyXaT CIIPaBOYHBIMU MaTephajiaMu [IJIs CaMo-
CTOSITEJTLHOU pabOThI U MTPAKTHUKU:

Appendix 1. Vocabulary and Collocations — nonssiii cnu-
COK KJTI0U€BO# MpoheCCUOHATLHOM JIEKCUKH Y YCTOMUMBBIX CJI0-
BOCOYETaHMI1 IO TeMe KOHKPETHOT'O IOHUTA C MIEPEBOIOM Ha pyc-
CKU# s13bIK. MICTONb3yHTe 3TO MPHIIOXKEHHE JIJIs1 OBICTPOTO TIOUC-
Ka TEPMHUHOB U TIOBTOPEHUsI MaTepUaa.

Appendix 2. Grammar Reference — cnpaBouHuk no rpam-
MaTUYECKUM TeMaM, U3yYeHHbIM B PYKOBOJICTBE, C MPaBUIaMHU
U TIpuMepamMu U3 MpodecCHOHATBHBIX KOHTEKCTOB. OOpariaii-
TeCh K HEMY IPY BBINOJTHEHUH 3aaHUI WM ISl CCTeMaTu3a-
UM TPAMMATHYECKUX 3HAHW.

Appendix 3. Therapist’s Phrasebook — Hatop roroBbix



npoeccroHanbHbIX (Ppa3 ¥ BbIPAKEHUN 1Sl pa3IMUHBIX CUTY-
AU U KOHTEKCTOB B TE€PANEBTHUYECKOM MPAKTUKE: OT HayaJia
ceccuu J10 paboThI ¢ COMPOTUBJIEHUEM KineHTa. Ectb nmepeBon
Ha PYCCKUU A3bIK. DTOT pa3rOBOPHUK MTOMOKET BaM MIOYYBCTBO-
BaTh ceOsl yBepeHHee B peaibHOW KOMMYHUKAIIUH.

Appendix 4. Protocols — 06pa3iibl MpOTOKOJIOB TEpaIeBTU-
YeCKuX ceccuil ¢ nmpumepamu (hOpMYyIUPOBOK [JIs1 TOKYMEHTH-
pOBaHMs PabOThI C KIMEHTAMH B COOTBETCTBUM C MEXYHAPO/-
HBIMU CTaH/IapTaMH.

Kakue 3a1aun noMokeT pemiuTh 3TO PyKOBOCTBO?

DTO PYKOBOJACTBO MOMOXKET MCHUXOJIOTY-KOHCYJIbTaHTY, TCH-
XOTEpaneBTy, KIMHUYECKOMY IICUXOJIOTY PElIMTh CIIeIyIole
MPAKTUYECKUE 3a0aUM:

B pa6ore ¢ kimeHTamu*:

 TlpoBectn mepBUYHYI0 KOHCYIbTaluio (intake interview)
Ha aHIJIMHACKOM SI3bIKE

» CoOpaTb aHaMHe3 U 331aTh AMArHOCTUYECKHUE BOITPOCHI C UC-
MOJIb30BaHUEM TOYHOM MPOECCUOHATTBHOM JIEKCUKHU

* OOBbBSCHUTh KJIMEHTY CyTh TEparneBTUYECKOro MOIxoaa
Y TEXHUK HA IOHATHOM aHTJIMHACKOM

* BeICTpOUTD TeparneBTHUeCKUe IPAHUIIbI U OOCYIUTh YCIIOBUS
padoTHI

* Bectu mpoTOKONBI ceccuil U JAOKYMEHTHUPOBATh Cllydyau
MO MEX/TyHApPOJHBIM CTaHAApTaM



#

B npodeccunonaibHOM pa3BUTHH:

e YuraTh aKkTyasbHble UCCIEOBAHUS U MPOGECCUOHATIBHYIO
JIUTEpATypy B OPUTHHATIE

* Y4acTBOBATh B AHIJIOS3BIYHBIX CYTIEPBU3HSX U TIOJTy4YaTh 00-
PaTHYIO CBSI3b OT 3apyOEKHBIX KOJIIET

* [lpeacraBisATh KJIMHUYECKHUE Caydyad (case presentations)
Ha MpodecCHOHATbHBIX BCTpeYax

* YyacTBOBaTh B MEKAYHAPOAHBIX KOH(PEpEHIUsAX, CEMUHA-
pax ¥ TPEHUHTrax

* [TpoXomuTh JONOJHUTEIBHOE OOyYEHHE Y MEXTyHAPOIHbIX
CMeUancToB 6e3 sI3bIKOBOro 0apbhepa

B noBceqHeBHOM NPaKTHKE:

* lcnonp30BaTh TOTOBbIE IMpodeccuoHabHble pas3bl AJis
BaXHbIX MOMEHTOB CECCUM (MMAaTHs1, KOH(PPOHTALMS, 3aBepllIe-
HUE)

* [IpumMeHATh cO 3HaHMEM JieNa CTIEUATU3UPOBAHHYIO TEPMU-
HOJIOTHIO TICUXOJMHAMHYECKOT0, KOIHUTUBHO-TIOBEJEHYECKOIO
Y 9K3UCTEHIMAIbHO-TYMAHUCTUYECKOTO TIO/IXO/I0B

* [loHumarp KynbTypHBIE OCOOEHHOCTH MPOQeCCUOHATBHOU
KOMMYHHMKALIMU C QaHIJIOSA3bIYHBIMU KJIMEHTAMU U KOJUIEraMU

* 3pmech W jganee Mbl OyJeM HCHOJNB30BaTh WMEHHO Tep-
MUH “KJIMEHT”, a He “NalueHT . B aHII0sI3bIYHOM MPaKTUKE Tep-
MUH “KJIMEHT” SIBJISIETCS OOMIETIPUHSITHIM B KOHCYJIbTUPOBAHUN
1 OOJIBIIMHCTBE HaMpaBJeHui ncuxotepanuu. KinveHr — 3to ak-



TUBHBIY YYaCTHUK TEPAreBTUUECKOTO MPOIIecca, B KOTOPOM OT-
HOIIIEHUSI CTPOSITCS HA IPUHIIMIIAX TAPTHEPCTBA U COTPYIHUYE-
crBa. [TockonbKy 11e/1b pyKOBOAICTBA — MOATOTOBUTH Bac K pado-
Te B MEXIyHAPOIHOI cpefie, Mbl Oy/eM MpUIepKUBATbCS TOU
TEPMUHOJIOTUUYECKON HOPMBI

i1 Koro Oy/JeT moJie3Ha 3Ta KHUra?

#

IIpakTuKyomnue cnenuaJInucTbl:

¢ [lcuxoteparneBThl U TICUXOJIOTU-KOHCYJIBTAHTHI, IJIAHUPYIO-
e padoTaTh C aHIJIOSI3BIYHBIMU KJIMEHTAMU

* KoHCy/IbTaHTHI, TIEpeexaBIlie B aHIJIOSA3bIYHbIC CTPAHbI WIN
padoTarolie OHIalH C MEXKyHAPOIHOW ayAUuTOpHen

e KimHMuecKkue MCHUXOJIOTH, KeJalollue PACHIMPUTh CBOIO
MPAKTUKY HA aHTJIOS3BIYHBINA PHIHOK

* CrienuaJTucCThl, TPOXOASAIIe CEPTUDHKAIIIO WIH CYTIEPBU-
3UI0 y 3apYOeKHBIX KOJJIer

CTyaeHTbI H 00yJYaloNIuecs:

e CTyaeHTbl TICHXOJNOTMYECKUX M ICHXOTEPANIEBTUYECKUX
[POrpamMM, TOTOBSIIIIKECS K CTAXKHUPOBKAM 32 PyOeKOM

* Chymareau mporpaMm MepernoAroToBKy Mo MCUXOTEPanu
C HaMEpEeHHEM MPAKTUKOBATh Ha aHTJIMACKOM

* [Tcuxosoru, MocTynaroIye Ha MaruCTepCKHe UIT aCIIMPaHT-
CKME MPOrPAMMbI B AHIJIOSI3bIYHBIX YHUBEPCUTETAX



HccaenoBaren 1 npenojaBaTeJin:

* [IpenonaBaresiv ICUXOJIOTMH, BEAYIIIUAE 3aHATHS HA aHIJIAN-
CKOM SI3bIKE

* Uccnenosatenu, myOnyKyoIpe padoThl B MEXyHAPOTHBIX
JKypHaiax

* CrieuyanucTel, y4acTBYIOIIME B MEXAYHApOIHBIX KOH(e-
PEHIUSX U HAyYHBIX OOMEHaxX

CnenuajncTbl CMEKHBIX 00J1acTe:

* Koyuw, paboTarorye ¢ ICHXoJI0ru4ecKUMU aclieKTaMu pas-
BUTHSA JIMYHOCTU

* CrieliajiicThbl 10 MEHTaJIbHOMY 3JI0POBBIO B ME3KIyHAPO/I-
HBIX OpPraHu3aIKsIX

C 601vUL01E 01A200APHOCBIO BCEM MOUM YUUIMENIM U ONU3-
KUM, KOMOpble NOOOEPHCUBANU MEHSL HA SMOoM nymu!

Ipusimnozo uzyuerus!



UNIT 1.
INTRODUCTION
TO PSYCHOTHERAPY

LEAD-IN:
Mental Health Professionals
and Their Roles

Activity 1: What Do You Know?
Look at the list of mental health professionals below and think
about the questions:

Mental health professionals:

* Clinical psychologist

* Psychiatrist

* Counselling psychologist

* Psychotherapist

Think about:

* What do you know about each professional? What do
they do?

e How are they different? (education, methods, types
of problems)



* Which specialist would you recommend for: anxiety,
depression, relationship issues, serious mental illness?

Activity 2: Vocabulary brainstorm

Work in small groups. You have 3 minutes to write down as
many words as you can related to mental health and therapy.

Example: therapy, counselling, treatment, session,
assessment, diagnosis. ..

Activity 3: Discussion questions

Discuss these questions with your partner:

1. What comes to mind when you hear the word
“psychotherapy”?

2. Do you think psychotherapy is different from
psychology? How?

3. What do psychotherapists do?

4. What is the difference between a clinical psychologist and
other psychologists?

5. Why do people go to therapy?

6. Are there different types of psychotherapy? What do you
know about them?

Key vocabulary for this unit:

Match the words with their definitions:
1. Psychology



2. Counselling

3. Psychotherapy

4. Psychiatry

5. Mental health

6. Clinical psychology

a) Medical specialty dealing with diagnosis and treatment
of mental disorders

b) The scientific study of the mind and behaviour

c) Treatment using psychological methods through regular
interaction

d) Professional guidance to help people cope with specific
problems

e) A person’s condition regarding their psychological and
emotional well-being

f) Branch of psychology focused on assessment and treatment
of mental health disorders



READING:
Mental Health Professionals:
Who Does What?

Pre-reading task

Before you read, discuss:

1. What do you think is the main difference between these
four professions?

2. What does a clinical psychologist do that other
psychologists might not do?

3. Which profession requires medical training?

4. Which focuses on short-term problems?

#

Mental Health Professionals: Who Does What?

When people experience emotional difficulties, mental health
problems, or simply want to understand themselves better, they
often wonder: “Who should I see?” The field of mental health
includes several types of professionals, and while their work
overlaps, there are important distinctions between them.

Psychology is the scientific study of the mind, behaviour, and
mental processes. Psychologists are trained professionals who
typically hold a doctoral degree (PhD or PsyD) in psychology.
They use evidence-based methods to assess, diagnose, and
treat mental health conditions. Unlike psychiatrists, psychologists



in most countries do not prescribe medication; instead, they focus
on psychological interventions and therapy.

Clinical Psychology is a specialized branch of psychology
that focuses on the assessment, diagnosis, and treatment
of mental health disorders and psychological distress. Clinical
psychologists work with individuals, couples, families, and
groups to address a wide range of psychological issues, from
mild adjustment problems to severe mental disorders such as
schizophrenia, bipolar disorder, and severe depression.

What makes clinical psychologists unique is their extensive
training in psychological assessment. They are skilled
in using various assessment tools, including clinical interviews,
behavioural observations, and standardized psychometric tests.
A clinical psychologist conducts comprehensive psychological
evaluations to understand the nature and severity of a client’s
difficulties, considering biological, psychological, and social
factors.

Clinical psychologists provide evidence-based psychological
therapies and interventions. They work in diverse settings
including hospitals, mental health clinics, rehabilitation centers,
private practices, universities, and research institutions. Many
clinical psychologists also conduct research to develop new
treatments and improve existing interventions. Additionally, they
often supervise other mental health professionals and contribute
to training programs.

The work of a clinical psychologist typically involves:



* Conducting detailed psychological assessments and
diagnostic evaluations

* Developing individualized treatment plans based on
assessment findings

* Providing various forms of psychotherapy (CBT,
psychodynamic, family therapy, etc.)

* Monitoring client progress and adjusting treatment as
needed

* Working collaboratively with other healthcare professionals

* Conducting applied research and contributing to evidence-
based practice

* Providing clinical supervision to trainees and other
professionals

Counselling Psychology is another branch of psychology
that shares some similarities with clinical psychology but has
a different focus. Counselling psychologists typically work with
clients experiencing less severe psychological distress and focus
more on personal development, life transitions, and adjustment
issues. While clinical psychologists often work with severe
psychopathology, counselling psychologists emphasize wellness,
growth, and helping people function better in their daily lives.

Counselling (as a profession distinct from counselling
psychology) is a helping profession that focuses on specific
problems or life transitions. Counsellors, who usually have
a master’s degree in counselling or a related field, help clients
cope with immediate issues such as career decisions, academic



stress, grief, or relationship conflicts. Counselling is typically
shorter-term than psychotherapy and more solution-focused. It
emphasizes practical coping strategies and goals rather than deep
exploration of underlying emotional patterns.

Psychotherapy, often called talk therapy, is a treatment
intervention that uses psychological methods through regular
personal interaction to help people change behaviour,
increase well-being, and overcome problems. While clinical
psychologists, counselling psychologists, and counsellors may
all provide psychotherapy, the term “psychotherapist” often
refers to professionals who engage in more in-depth, long-term
therapeutic work. Psychotherapy explores deeper emotional
issues, past experiences, and unconscious patterns that influence
present behaviour.

Psychiatry 1s a medical specialty focused on the
diagnosis, treatment, and prevention of mental, emotional,
and behavioural disorders. Psychiatrists are medical doctors
(MDs) who complete medical school followed by specialized
training in psychiatry. Because of their medical background,
psychiatrists can prescribe medication and may use biological
treatments. While some psychiatrists provide psychotherapy,
many focus primarily on medication management, especially
in contemporary practice where they often work collaboratively
with clinical psychologists and other therapists.

Three Main Approaches in Psychotherapy



Within psychotherapy (practised by clinical psychologists and
other therapists), three major theoretical approaches have shaped
modern practice:

Cognitive-Behavioural Therapy (CBT) is a structured, goal-
oriented approach that focuses on the connection between
thoughts, feelings, and behaviours. CBT therapists help clients
identify negative automatic thoughts and cognitive distortions,
then work to challenge and change these patterns. This approach
is typically short-term and emphasizes practical homework
assignments and skills development. CBT has strong research
support for treating anxiety, depression, and many other
conditions. Clinical psychologists often use CBT because of its
evidence-based effectiveness.

Psychodynamic Therapy has its roots in psychoanalytic
theory and emphasizes the role of unconscious processes,
early childhood experiences, and relationship patterns.
Psychodynamic therapists explore how past experiences
shape current behaviour and help clients gain insight into
recurring patterns. This approach pays particular attention
to the therapeutic relationship itself, including transference
(when clients project feelings onto the therapist) and
countertransference (the therapist’s emotional reactions to the
client). Psychodynamic therapy is usually longer-term than CBT
and is often used by clinical psychologists working with complex
personality issues and trauma.

Existential-Humanistic Therapy emphasizes personal growth,



self-actualization, and the client’s inherent capacity for healing.
This approach, which includes person-centered therapy and
Gestalt therapy, focuses on the here-and-now experience,
authenticity, and the therapeutic relationship. Humanistic
therapists provide unconditional positive regard, empathy, and
congruence, creating a safe space where clients can explore
their feelings and develop self-awareness. Rather than directive
techniques, this approach follows the client’s lead and trusts their
inner wisdom.

Each approach has its strengths, and many modern clinical
psychologists and therapists integrate elements from different
schools of thought, practising what is called “integrative” or
“eclectic” therapy. The choice of approach often depends on the
client’s needs, the assessment findings, and the nature of their
difficulties.

Comprehension questions:

1. What is the main educational difference between
psychologists and psychiatrists?

2. What makes clinical psychology different from other
branches of psychology?

3. According to the text, how does counselling differ from
psychotherapy in terms of focus and duration?

4. What is the difference between clinical psychology and
counselling psychology?

5. Which professional can prescribe medication? Why?



6. What are the three main approaches to psychotherapy
mentioned in the text?

7. Which therapeutic approach focuses on thoughts, feelings,
and behaviours?

8. What does “transference” mean in psychodynamic therapy?

9. Which approach emphasizes personal growth and self-
actualization? #



VOCABULARY:
Professional Terminology
and Collocations

A. Find words in the text that match these definitions:

1. Based on scientific research and proven methods

(paragraph 2):

2. A wide range of psychological issues and conditions that
clinical psychologists assess (paragraph 3):

3. A complete evaluation of someone’s psychological
condition (paragraph 4):

4. Tests that measure psychological variables like intelligence
or personality (paragraph 4):

5. Concentrating on finding practical answers to current
problems (paragraph 7):

6. Mental processes that happen without our awareness
(paragraph 11):

7. Inborn, natural, existing from birth (paragraph 12):

8. Being genuine and true to oneself (paragraph 12):
B. Complete the collocations from the text. More than one

answer may be possible:
1. mental health



. psychological

. evidence- methods
plans

strategies

. therapeutic

. clinical

. automatic

. personal

10. assessment

NI RN le SRV I NN

C. Word families
Complete the table:

Noun (person) Noun (process) Adjective

psychology

clinical psychology clinical
therapist

psychiatrist

Discussion questions:

1. In your country, which mental health professional do people
usually consult first?

2. What is the role of clinical psychologists in your healthcare
system?



3. Do you think the distinctions between these professions are
clear in your language?

4. Which therapeutic approach appeals to you most? Why?

5. Should all clinical psychologists be trained in all three
approaches, or specialize in one?

6. What are the advantages of seeing a clinical psychologist
vs. a psychiatrist?



GRAMMAR FOCUS:
Present Simple for definitions and
descriptions / Comparative structures

A. Present Simple for Definitions and Professional
Descriptions

We use Present Simple to define concepts and describe what
professionals do:

Form:

* Affirmative: Subject + verb (+ s/es for he/she/it)

* Negative: Subject + don’t/doesn’t + main verb

* Questions: Do/Does + subject + main verb?

#

Examples from Psychology:

* Psychology studies human behaviour and mental processes.

* Clinical psychologists assess and treat mental health
disorders.

* Psychotherapists help clients manage emotional difficulties.

e A psychiatrist prescribes medication for mental health
conditions.

* Counselling focuses on specific life problems.

#

Exercise 1: Complete the sentences



Use the correct form of the verb in brackets:

1. Clinical psychologists (assess) mental health
conditions using psychometric tests.

2. Psychotherapy (involve) regular communication
between therapist and client.

3. Clinical psychologists (not prescribe) medication.

4. (do) clinical psychologists conduct research? Yes,
many of them (do).

5. Humanistic therapy (emphasize) personal growth
and self-actualization.

6. A counselling psychologist (focus) more on life

transitions than severe pathology.

B. Comparative Structures

We use comparative structures to show differences and
similarities between concepts:

#

Structures:

* as + adjective + as (equally)

» more/less + adjective + than

* adjective + -er + than

Examples from Psychology:
* Psychotherapy is more intensive than counselling.
* Clinical psychology is as important as psychiatry in mental



healthcare.

* Psychoanalysis is less directive than CBT.

* Clinical psychology training is longer than counselling
psychology training.

#

Exercise 2: Compare the professionals

Complete the sentences using comparative structures:

1. A psychiatrist’s training is (long) than a clinical
psychologist’s.

2. Clinical psychologists typically work with (severe)
mental health problems than counselling psychologists.

3. A clinical psychologist’s assessment is (detailed)
than a counsellor’s initial interview.

4. Counselling sessions are usually (short) than
psychotherapy sessions.

5. Clinical psychology is not (medical) as psychiatry.

6. Psychotherapy can be (effective) than medication
for some conditions.

7. Clinical psychologists do (much) research than
general counsellors.

8. Assessment skills are (important) in clinical

psychology than in some other areas.

Exercise 3: Correct the mistakes
Find and correct the mistakes in these sentences:
1. A clinical psychologist are working with complex mental



health conditions.

2. Psychiatrist training is more longer than counselling
training.

3. Does psychiatrists prescribes medication?

4. A psychotherapist don’t just provide therapy; they also
works with emotions.

5. Psychological assessment is as important than medication
in clinical practice.

6. What a counselling psychologist do during a first session?

7. Clinical psychologists works in hospitals, clinics, and
private practice.

8. Is clinical psychology more scientific than counselling
psychology?

9. A counsellor are helping clients with mild to moderate
difficulties.

10. Psychiatrists is medical doctors who can prescribe
medications.

11. Does a psychotherapist needs a doctoral degree?

12. Counselling psychologists provides talk therapy and don’t
diagnose conditions.



COMMUNICATION: Understanding
Mental Health Professionals: An
Interview with Dr. Sarah Mitchell

Participants: Rebecca Williams (Reporter, Mental Health
Today Magazine) and Dr. Sarah Mitchell (Clinical Psychologist,
Private Practice)

Reporter: Good morning, Dr. Mitchell. Thank you for
agreeing to talk with us today. Our readers are often confused
about the differences between mental health professionals. Can
you help us understand who does what?

Dr. Mitchell: Of course! I'm happy to clarify. It’s a common
confusion, and it’s actually quite important to understand the
distinctions.

Reporter: Let’s start with psychiatrists. How are they
different from psychologists?

Dr. Mitchell: Well, the main difference is their training and
what they can do. Psychiatrists are medical doctors. They go
to medical school and can prescribe medication. They focus
mainly on the biological aspects of mental health — things like
brain chemistry and medications that can help with conditions
like depression or anxiety.

Reporter: I see. And what about clinical psychologists? That’s
your specialty, right?



Dr. Mitchell: Yes, exactly. Clinical psychologists have
a doctoral degree in psychology, not medicine. We can’t
prescribe medication, but we’re trained to diagnose mental
health conditions and provide therapy. We also do psychological
assessments and testing to understand what’s going on with
a person’s mental health.

Reporter: So, you both diagnose, but only psychiatrists
prescribe?

Dr. Mitchell: Correct. And I should mention counselling
psychologists too. They’re similar to clinical psychologists, but
they typically work with less severe issues — like relationship
problems, stress management, or life transitions. They focus
more on helping people with everyday challenges rather than
serious mental disorders.

Reporter: That’s helpful. What about psychotherapists?
Where do they fit in?

Dr. Mitchell: Psychotherapist is actually a more general term.
It can include clinical psychologists, counseling psychologists,
and other professionals who provide talk therapy. The key is
that psychotherapists use various therapeutic approaches to help
people change their thoughts, feelings, and behaviours.

Reporter: Speaking of approaches, can you briefly explain
the main types of psychotherapy?

Dr. Mitchell: Sure! There are three major approaches we
commonly use. The first is psychodynamic therapy, which comes
from Freud’s work. It focuses on unconscious thoughts and how



our past, especially childhood, experiences affect us today. It’s
often long-term therapy.

Reporter: And the second approach?

Dr. Mitchell: That’s cognitive-behavioural therapy, or CBT.
This is very popular today because it’s practical and usually
shorter. CBT helps people identify negative thought patterns and
change them. The idea is that if you change how you think, you’ll
change how you feel and behave. It works really well for anxiety
and depression.

Reporter: I've heard a lot about CBT, and what’s the third
approach?

Dr. Mitchell: The third is humanistic therapy, which includes
person-centered therapy. This approach believes that everyone
has the potential to grow and solve their own problems. The
therapist creates a supportive, non-judgmental environment
where clients can explore their feelings and find their own
solutions. Carl Rogers developed this approach.

Reporter: So different approaches for different people?

Dr. Mitchell: Exactly. Some people benefit more from
exploring their past, others need practical strategies they can use
right away, and some just need a safe space to figure things out
themselves. Many therapists today actually combine approaches
based on what each client needs.

Reporter: That makes sense. One last question — if someone
is struggling with mental health issues, how do they know which
professional to see?



Dr. Mitchell: Good question! If you think you might need
medication, start with a psychiatrist. If you want therapy and
psychological testing, a clinical psychologist is a good choice.
For relationship issues or life stress, a counselling psychologist
or counsellor works well. And remember, many people see
both a psychiatrist for medication and a psychologist for
psychotherapy.

Reporter: Dr. Mitchell, thank you so much for making this
clearer for our readers.

Dr. Mitchell: My pleasure. The most important thing is that
people get the help they need, no matter which professional they
choose!

#

TASK 1: True / False / Not Mentioned

Instructions: Read the statements below about the interview.
Decide if each statement is:

* TRUE (T) — the statement agrees with the information in the
interview

* FALSE (F) - the statement contradicts the information
in the interview

* NOT MENTIONED (N/M) — the information is not given
in the interview

#

Statements:

1. Psychiatrists go to medical school and can prescribe
medication.



2. Clinical psychologists work only in hospitals.

3. CBT is the oldest approach to psychotherapy.

4. Counselling psychologists typically work with serious
mental disorders.

5. Dr. Mitchell has a doctoral degree in psychology.

6. Psychotherapist is another name for psychiatrist.

7. Clinical psychologists can do psychological assessments and
testing.

8. Dr. Mitchell thinks medication is more effective than
therapy.

9. Psychiatrists focus on the biological aspects of mental
health.

10. Psychodynamic therapy focuses on childhood experiences
and unconscious thoughts.

#

Task 2: Personal Response

Discuss: which professional would you prefer to see and why?
Which therapy approach sounds most interesting to you?

Task 3: Creating a Comparison Chart

Try to create a visual comparison chart of the four
professionals (education, what they can do, typical clients/
patients, work settings).



PROFESSIONAL PRACTICE:
Self-Introduction as
a Psychology Professional

Sample Introductions

#

Counselling Psychologist

Hello, my name is Sarah Mitchell, and I'm a counselling
psychologist. I work with individuals and couples who are
experiencing difficulties in their personal relationships or facing
challenging life transitions. My approach focuses on helping
clients develop coping strategies and build resilience. I specialize
in stress management and career counselling. I've been practicing
for eight years, and I currently work at a community mental
health center. I believe in creating a supportive, non-judgmental
environment where clients feel comfortable exploring their
concerns.

Psychiatrist

Good morning. I'm Dr. James Chen, a psychiatrist at St.
Mary’s Hospital. I assess, diagnose, and treat mental health
conditions from a medical perspective. My work involves
evaluating patients’ symptoms, prescribing medication when
appropriate, and monitoring treatment progress. 1 specialize



in mood disorders and anxiety-related conditions. In addition
to medication management, I collaborate with psychologists
and therapists to ensure comprehensive care for my patients.
I completed my medical degree and psychiatric residency at
Johns Hopkins University.

Clinical Psychologist

Hi, 'm Dr. Emma Rodriguez. I'm a clinical psychologist
specializing in assessment and treatment of psychological
disorders. 1 conduct psychological evaluations, administer
diagnostic tests, and provide evidence-based therapy for
individuals with various mental health conditions. My
areas of expertise include depression, trauma, and
personality disorders. I use cognitive-behavioural therapy and
psychodynamic approaches in my practice. [ work both in private
practice and as a consultant at a local psychiatric hospital.

Psychotherapist

Hello, 'm Michael Thompson, a licensed psychotherapist.
I provide talk therapy to help people understand their thoughts,
feelings, and behaviours. I work with clients dealing with
anxiety, relationship issues, and personal growth challenges. My
therapeutic approach is integrative, drawing from humanistic
and existential traditions. I've been in practice for twelve years
and currently see clients in both individual and group therapy
settings. My goal is to help people gain insight and make



meaningful changes in their lives.
#
Useful Phrases for Self-Presentation

Stating Your Name and Title
* My name is..., and I'm a...

* 'm Dr./Mr./Ms. ..., a licensed/qualified. ..
* You can call me... [ work as a...

Describing Your Role

* I specialize in...

* My main focus is...

* [ work with clients/patients who...
* My area of expertise is...

* [ primarily deal with...

Explaining Your Approach
* [ use/practice. ..

* My approach is based on...
* [ combine... with...

* [ believe in...

* My therapeutic style is...

Mentioning Your Experience
* I’'ve been practising for... years
* [ have... years of experience in...



* [ completed my training at...
* I previously worked at/as. ..

Describing Your Work Setting

e [ work at/in...

* 'm currently based at...

* [ maintain a private practice in...
* [ see clients both in... and...

Highlighting Your Goals

* My goal is to help clients. ..

* [ aim to support people in...

* [ focus on helping patients. ..

* [ work towards. ..

#

Practice Exercises

#

Exercise 1: Complete Your Introduction

Fill in the blanks with information about yourself to create
your own professional introduction.

Hello, my name is ,and 'm a .
I work with who are experiencing .My
approach focuses on . I specialize in .
I’'ve been practising/studying for , and I currently

work/study at . I believe in



Exercise 2: Match and Complete

Match the sentence starters with appropriate endings, then
write three sentences about yourself.

Sentence starters:

* My main focus is...

* I've been practising for...

* My therapeutic approach is based on...

* [ work with clients who...

* My goal is to help...

Possible endings:

» ...are struggling with anxiety and stress

* ...cognitive-behavioural principles

* ...supporting people through difficult transitions

» ...five years in various clinical settings

» ...working with children and adolescents

Exercise 3: Build Your Introduction (Step-by-Step)

Write one sentence for each category to build your complete
introduction:

1. Name and title:

2. Who you work with:

3. Your specialization:

4, Your approach/methods:




5. Your experience/education:

6. Your workplace:
7. Your professional philosophy:
#

Exercise 4: Listening and Note-Taking

Listen to your partner’s introduction and complete the
information:

* Name and title:

* Specialization:

* Type of clients:

. Approach/methods:

» Experience:
. Current workplace:




Vocabulary and collocations for Unit 1

psychology — nicuxosorus

counselling — KoHCyIbTpPOBaHKE

psychotherapy — ncuxorepanus

psychiatry — ncuxuarpus

mental health — ncuxnueckoe 3m0poBbE

clinical psychology — knHUYeckast ICMXoNIorus
clinical psychologist — Kk MHMYECKHIA TICUXOJI0T
psychiatrist — ncuxuarp

counselling psychologist — nicuxosor-KkoHCyJIbTaHT
psychotherapist — ncuxorepaneBrt

emotional difficulties — smoroHaTbHBIE TPYTHOCTH
mental health problems — npoGiemsl ncuxuvyeckoro

310POBbSI
mental health professionals - cnemmamcTsl
M0 TICUXUYECKOMY 3/I0POBBIO
evidence-based methods — wmeToABl, OCHOBaHHBIE

Ha HAayYHBIX JaHHbIX
prescribe medication — Ha3HauaTh JIeKapcTBa

psychological interventions - rmcuxojoruueckue
BMEIIIATENILCTBA/ HWHTEPBEHINU
mental health  disorders -  paccrpoiictBa

TICUXMYECKOTO 3/I0POBbSI
psychological distress — ncuxonornueckuii qucTpecc
adjustment problems — npo0Giembl aganTanuu
severe mental disorders — Tskenbie TICMXUYECKUE



paccTpoiicTBa

psychological assessment — nicuxonornyeckas oreHKa

assessment tools — UHCTPYMEHTBI OLIEHKU

clinical interview — KJIMHIYECKOE MHTEPBBIO

behavioural  observations -  noBeneHuyeckue
HaOOeHU ST

psychometric tests — ncuxomeTpuyecKkye TecThl

comprehensive  psychological  evaluation -
BCECTOPOHHSISI [ICUXOJIOTMUECKAast OLIEHKa

mental health clinics — KJIMHUKM TICUXWYECKOTO
30POBbSI

rehabilitation centers — peaGuTalOHHBIE LIEHTPBI

private practice — yacTHas pakTHKa

treatment plans — riaHbl JeueHUs

assessment findings — pe3ynabraThl OlIeHKH

monitor client progress — otciexuBarh Iporpecc
KJIMeHTa

adjust treatment — KOppeKTUPOBATH JIUEHHE

healthcare professionals - MEIUIMHCKHE
CTIEIUAIICTBI

clinical supervision — kiMHUYeCKast CynepBU3UsI

personal development — TMYHOCTHOE pa3BUTHE

life transitions — X13HEHHbIE TEPEXO/bI

adjustment issues — poGemMbl aganranyuu

cope with — cripaBnsiThCs C

relationship conflicts — koH(IUKTH B OTHOIIEHHAX

coping strategies — cTpaTteruu CoBJIalaHUS

solution-focused — opueHTHPOBaHHBIN Ha pelleHue

underlying emotional patterns —  ckpbIThe



SMOIMOHAIbHBIE MTATTEPHBI
psychological methods — ncuxonornyeckrie MeToIbI
change behaviourehavior — u3smenuTs oBeeHNe
increase well-being — noBbicuTh Onaromnonyumne
overcome problems — npeononers poOIEeMbI
unconscious patterns — 6ecco3HaTe/bHbIe NATTEPHBI

biological treatments — OuonormuecKkue MeTOJbI
JIeYeHUA
negative automatic thoughts - HeraTuBHBIE

ABTOMATUYECKUE MBICIIH
cognitive distortions — KOTHUTHBHbIEC UCKaKEHUS
unconscious processes — 6ecco3HaTebHbIE TPOLIECCHI
childhood experiences — neTckue nepexuBaHus
relationship patterns — narrepHsI OTHOIICHUI
gain insight — o6pectu/nonyunTh UHCAAT
therapeutic relationship -  TepaneBTHYeckue

OTHOILICHUSI
transference — nepeHoc
countertransference — koHTprIepeHOC
personal growth — nu4aHOCTHBIN poCT
self-actualization — camoakTyamzanus
inherent capacity — BpoxaeHHast CHOCOOHOCTh
unconditional positive regard - 6e3ycioBHOE

MO3UTHBHOE TIPUHSITHE
self-awareness — camoco3zHaHue
authenticity — ayreHTHYHOCTD
psychopathology — ncuxomnaTonorus
mental health condition — cocrosiHue ncuxuveckoro

300POBbSI



UNIT 2.
FIRST CONTACT AND
BUILDING RAPPORT

LEAD-IN:
First Impressions and
Creating a Safe Space

Activity 1: First Impressions Matter

Think about your own experiences. Reflect individually for
2 minutes, then share with a partner:

* What makes you feel comfortable when meeting someone
new in a professional setting?

* Can you remember a time when someone made you feel
welcome immediately? What did they do?

* What might make a person feel nervous about meeting
a psychologist for the first time?

* How quickly do you form an impression of a new person?
Do first impressions change?

Activity 2: Creating a Safe Space
Work in small groups. Look at these scenarios and discuss:



Which therapist behaviours help build trust? Which might create
barriers?

Scenario A: The therapist greets the client warmly, offers
them a choice of where to sit, and begins by saying, “I'm glad
you’re here. Take your time to settle in”.

Scenario B: The therapist immediately starts asking detailed
questions about the client’s problems without any introduction.

Scenario C: The therapist explains what will happen
in today’s session and checks if the client has any questions before
beginning.

Scenario D: The therapist talks extensively about their own
qualifications and achievements.

Activity 3: Think-Pair-Share

Think (1 minute): What questions might a client have when
they first meet a psychologist?

Pair (3 minutes): Share your ideas with a partner and add
to your list.

Share (5 minutes): Groups share with the class. Create
a master list on the board.

Key vocabulary for this unit:

Match the words with their definitions:
1. Rapport

2. Therapeutic alliance

3. Confidentiality



4. Boundaries
5. Informed consent
6. Safe space

a) The agreement to protect private information shared
in therapy

b) Professional limits that define the therapeutic relationship

¢) A trusting connection between therapist and client

d) Permission given by a client after receiving full information
about treatment

e) The collaborative relationship between therapist and client
working toward goals

f) An environment where a client feels comfortable expressing
themselves



READING:
The First Meeting with a Client:
Building Trust and Therapeutic Alliance

Pre-reading task

Before you read, discuss with a partner:

1. What do you think happens in the first therapy session?

2. What information should a therapist provide for a new
client?

3. How might a client feel during their first meeting with
a psychologist?

4. What makes a good first impression in a professional
helping relationship?

#

The First Meeting with a Client: Building Trust and
Therapeutic Alliance

The initial therapy session is unlike any other professional
encounter. For the client, it often represents a significant step —
one that may have taken weeks or months of consideration before
they finally picked up the phone to make an appointment. Many
clients arrive feeling anxious, uncertain, or vulnerable. They may
be wondering: “Will this person understand me? Can they really
help? What if I'm judged?” For the therapist, the first session is
an opportunity to create a foundation of trust and safety that will



support all future therapeutic work.

Creating the Right Environment

The first impression begins before any words are spoken.
Research shows that the therapeutic alliance — the collaborative
relationship between therapist and client — is often established
in the first session and remains stable throughout treatment.
This means that what happens in the initial meeting matters
tremendously.

When greeting a new client, warmth and professionalism
are equally important. A therapist typically welcomes the client
in the waiting area, makes eye contact, offers a warm greeting,
and invites them to follow to the therapy room. Some therapists
offer a brief tour, which helps the client orient themselves and
reduces anxiety. Simple gestures like offering the client a choice
of where to sit can give them a sense of control and comfort.

The therapy room itself should feel safe and private.
Comfortable seating, appropriate lighting, and the absence
of distractions all contribute to creating what therapists call
a “safe space” — an environment where clients feel they can speak
freely.

The Opening Conversation

Once seated, the therapist typically begins by acknowledging
that first sessions can feel uncomfortable. A statement like,
“I know it can feel strange talking to someone you’'ve just met



about personal matters. That’s completely normal, and we’ll take
things at your pace,” can immediately reduce anxiety.

Before diving into the client’s concerns, the therapist explains
what will happen during this first session. This might sound
something like: “Today, we have about 50 minutes together.
We'll spend some time going over important information about
confidentiality and how therapy works, and then I'd like to hear
from you about what brings you here. Do you have any questions
before we begin?”

Informed Consent and Confidentiality

A critical component of the first session is discussing
informed consent. This isn’t just a legal formality — it’s an ethical
cornerstone that empowers clients and establishes transparency.
Informed consent means ensuring the client fully understands
what they’re agreeing to before therapy begins.

The therapist explains several key elements:

The nature of therapy: What therapy involves, the
approaches the therapist uses, and what clients can generally
expect from the process.

Confidentiality: Everything discussed in therapy remains
private and confidential. This principle is essential because
clients need to trust that their information is safe in order to speak
openly. However, there are important limits to confidentiality
that must be clearly explained:



« If the client is at risk of harming themselves

* If the client is at risk of harming someone else

* If there is suspected abuse or neglect of a child, elderly
person, or dependent adult

* If records are subpoenaed by a court

« If the client provides written permission to share information

Most therapists say something like: “What we discuss here
1s confidential, which means I won’t share this information
with anyone without your permission. However, there are a few
exceptions where I'm legally required to break confidentiality,
particularly if there’s a risk of harm to you or someone else.
Does that make sense? Do you have any questions about
confidentiality?”

Risks and benefits: while therapy is generally beneficial,
it can sometimes be uncomfortable as clients explore difficult
emotions or memories. The therapist discusses both potential
benefits and any risks.

Practical matters: this includes session frequency, length,
fees, cancellation policies, and what to do in case of emergency.

Client rights: clients have the right to ask questions, refuse
any intervention, seek a second opinion, and end therapy at any
time.

While many therapists provide written consent forms, the
verbal discussion is equally important. The therapist should
invite questions and check for understanding throughout this



explanation.

Establishing Therapeutic Boundaries

Boundaries are the professional limits that define the
therapeutic relationship. Clear boundaries create safety and help
clients know what to expect. Boundaries are established from the
very first contact and are maintained throughout treatment.

Therapeutic boundaries include:

* Session structure (length, frequency, location)

» Contact between sessions (whether clients can call or email,
and under what circumstances)

* Social media policies (most therapists maintain strict
boundaries around social media connections with clients)

* Physical boundaries (professional, appropriate physical
space)

* Role clarity (the therapist is not a friend, but a trained
professional providing treatment)

Boundaries are not meant to be cold or distant. Rather, they
create a consistent, safe framework within which the therapeutic
relationship can develop. Good boundaries actually build trust
because clients learn that the therapist is reliable, consistent, and
professionally committed to their wellbeing.

Building Rapport
Once the administrative matters are addressed, the therapist
invites the client to share their story. This is typically done with



an open-ended question such as, “What brings you to therapy at
this time?” or “Tell me a bit about what’s been going on for you”.

Building rapport — a sense of connection and trust — is the
primary goal of the first session. The therapist does this through:

e Active listening: giving full attention, avoiding
interruptions, and showing through body language that they’re
engaged

* Empathy: trying to understand the client’s experience from
their perspective

* Unconditional positive regard: accepting the client
without judgment

* Validation: acknowledging the client’s feelings and
experiences as real and understandable

» Appropriate self-disclosure: occasionally sharing relevant
professional experiences (but keeping the focus on the client)

Research consistently shows that the quality of the therapeutic
relationship is one of the strongest predictors of positive therapy
outcomes. A strong therapeutic alliance means the therapist and
client are working together collaboratively toward agreed-upon
goals.

Collaborative Goal-Setting
Toward the end of the first session, the therapist and client
begin discussing goals. What does the client hope to achieve



through therapy? What would improvement look like for them?
This collaborative goal-setting ensures that therapy is focused
and meaningful.

The therapist might ask, “If our work together is successful,
what will be different in your life?” or “What would you like
to focus on first?”. These goals provide direction and help both
therapist and client track progress over time.

Closing the First Session

As the session draws to a close, the therapist typically
summarizes what has been discussed. This might include
acknowledging the main concerns the client has shared,
highlighting any strengths noticed, and outlining the next steps.

The therapist provides encouragement, recognizing the
courage it takes to seek help. They discuss the frequency of future
sessions and schedule the next appointment. Many therapists
also check in about how the client is feeling: “How are you
feeling about our meeting today? Do you have any questions or
concerns?”.

The goal is for the client to leave the first session feeling heard,
hopeful, and clear about what to expect moving forward. While
one session cannot solve all problems, a strong first meeting
creates the foundation for meaningful therapeutic work to come.

Comprehension Questions
1. According to the text, why do many clients feel anxious



before their first therapy session?

2. Why is the first impression so important in therapy?

3. What is a “safe space” and why is it important?

4. What are the main elements that therapists explain during
informed consent?

5. What are the limits to confidentiality that therapists must
explain?

6. How do therapeutic boundaries help clients?

7. What are the ways to help therapists build rapport with new
clients?

8. What is the therapeutic alliance and when is it typically
established?

9. Why is collaborative goal-setting important in the first
session?

10. What should happen at the end of the first session?



VOCABULARY:
Rapport, Boundaries, and
Therapeutic Relationship Terms

A. Find words or phrases in the text that match these
definitions:
e Easily hurt physically or emotionally (paragraph 1):

* The person receiving therapy (used throughout):

» Agreement and permission based on full information
(paragraph 5):

* The quality of being open and honest (paragraph 5):

* Listening with full attention and engagement
(paragraph 11):

* Understanding and sharing another person’s feelings
(paragraph 11):

* Acceptance without criticism (paragraph 11):
» Working together toward a common goal
(paragraph 13):

#

B. Complete the collocations from the text:
1. therapeutic

2. spaces



3. informed

4, consent

5. build

6. establish

7. listening

8. open- question

9. regard

10. collaborative -setting

C. Word families
Complete the table:

Verb Noun (thing/concept)

confide confidentiality
inform
comfort

collaborate

empower

D. Vocabulary in context

Adjective

confidential

Choose the correct word to complete each sentence:

1. The therapist showed great

(empathy / sympathy)



by truly understanding the client’s perspective.

2. Clear (borders / boundaries) help create a safe
therapeutic environment.

3. The client felt (vulnerable / week) sharing such
personal information.

4. Therapists must (establish / install) trust from the
very first meeting.

5. The (relationship / rapport) between therapist and
client developed quickly.

6. (Informed / Knowledgeable) consent ensures
clients understand the therapy process.

7. The therapist practised (active / busy) listening
throughout the session.

8. Setting (collaborative / collective) goals helps

focus the therapy work.



GRAMMAR FOCUS:
Present Simple vs. Present
Continuous / Question Formation

A. Present Simple vs. Present Continuous

We use different tenses to describe different types of actions
in therapy:

Present Simple:

* For regular routines, permanent situations, and general
truths

* For describing what professionals generally do

Form:

* Affirmative: Subject + verb (+ s/es for he/she/it)

* Negative: Subject + don’t/doesn’t + main verb

* Questions: Do/Does + subject + main verb?

Examples from therapy practice:

* Therapists explain confidentiality in the first session.

* [ work with clients on Mondays and Wednesdays.

* Clinical psychologists don’t prescribe medication.

* Do you feel comfortable discussing this topic?

Present Continuous:
* For actions happening now, at this moment
* For temporary situations



* For describing what is currently happening in a session
Form:

* Affirmative: Subject + am/is/are + main verb-ing

* Negative: Subject + am/is/are + not + main verb-ing

* Questions: Am/Is/Are + subject + main verb-ing?
Examples from therapy practice:

* [ am listening carefully to what you're saying right now.
* The client is describing their recent experiences.

» We are working together to identify your goals today.

* Are you feeling anxious at this moment?

Key differences in therapeutic context:

Present Simple Present Continuous

I see clients every day I'm seeing a new client
this afternoon

Therapy sessions last 50 This session is lasting longer
minutes than usual
I work in private practice I'm currently working on

building rapport

How do you usually cope How are you coping with this
with stress? situation right now?

Exercise 1: Choose the correct tense
Complete the sentences with the correct form of the verb



in brackets:

1. In our first session, we typically (discuss) what
brings you to therapy.

2. Right now, | (explain) how confidentiality works.

3. Most therapy sessions (last) between 45 and 60
minutes.

4. At this moment, the client (share) very personal
information.

5. Clinical psychologists (assess) clients using
various methods.

6.1 (listen) carefully to what you (say).

7. We (not make) major decisions in the first session.

8. you (feel) comfortable talking about
this now?

9. Therapists (build) rapport from the very first
meeting.

10. 1 (think) about what goals we should focus on.

Exercise 2: Correct the mistakes

Find and correct the mistakes in these sentences:

1. I'm usually working with adolescents and young adults.

2. Right now, I explain the limits of confidentiality to my
client.

3. Are you understanding what I'm saying about boundaries?

4. The therapeutic relationship is building over time.

5. What do you feeling about starting therapy?



6. I'm believing that the first session is very important.

7. We are typically discussing informed consent at the
beginning.

8. The client is seeming nervous in every first session.

9. Do you currently experiencing any major stressors?

10. I work on establishing rapport with you at this moment.

#

B. Question Formation in Therapy

Asking the right questions is essential for building rapport and
gathering information. In therapy, we use both closed questions
(yes/no answers) and open-ended questions.

Closed Questions (Yes/No):

* Present Simple: Do/Does + subject + main verb?

* Present Continuous: Am/Is/Are + subject + verb-ing?

* Present Perfect: Have/Has + subject + past participle?

Examples:

® Do you feel ready to start therapy?

e Are you experiencing anxiety right now?

e Have you been in therapy before?

Open-ended Questions (encourage detailed responses):

Use question words: What, Where, When, Why, How, Who

Examples:

* What brings you to therapy today?

e How are you feeling about being here?

e What would you like to achieve through therapy?

e How do you usually cope when things are difficult?



e What made you decide to seek help at this time?

Exercise 3: Form questions

Create appropriate questions for a first therapy session using
the prompts:

1. (you / ever / see / therapist before)

?
2. (what / bring / you / here today)

?
3. (how / you / feel / right now)

?

4. (you / have / any questions / about confidentiality)
()

5. (what / you / hope / achieve / through therapy)
?

6. (how long / you / experience / these difficulties)
()

7. (you / feel / comfortable / talking about this)
")

8. (who / know / that you / come / therapy)
?

Exercise 4: Open or Closed?

Identify whether these questions are open or closed. Then,
rewrite the closed questions as open questions:

1. Do you have a support system?



2. What does your support system look like?
3. Are you sleeping well?
4. Have you thought about your goals for therapy?

5. What brings you here today?
6. How are you managing stress?
7. Is this situation affecting your relationships?
8. Do you want to tell me more about that?



COMMUNICATION:
Intake session

Setting: Dr. Maria Santos, a clinical psychologist, is meeting
her new client, Robert, for the first time. Robert is a 28-year-old
man who has been experiencing anxiety.

Part 1: The Greeting and Opening

Dr. Santos: Hello, Robert? I'm Dr. Santos. It’s nice
to meet you.

Robert: Hi. Nice to meet you too.

Dr. Santos: Please, follow me. My office is just down this
hallway. (They walk to the office) Have a seat wherever you're
most comfortable.

Robert: Thank you. (Sits down, looks a bit nervous)

Dr. Santos: So, I know first sessions can feel a bit awkward
or strange — you’re talking to someone you’ve just met about
personal things. That’s completely normal. We’ll take things at
your pace today.

Robert: Okay, that’s good to hear. I am feeling a bit nervous,
actually.

Dr. Santos: That’s very understandable. Before we get into
what brings you here today, I need to go over some important
information about how therapy works and confidentiality. It
might feel a bit formal at first, but it’s important that you know



what to expect. Does that sound okay?
Robert: Yes, sure.

Part 2: Explaining Confidentiality

Dr. Santos: Great. So, first of all, everything we discuss
in our sessions together is confidential. That means I don’t
share what you tell me with anyone else without your written
permission. This confidentiality is really important because
I want you to feel safe talking openly about whatever is on your
mind.

Robert: Okay, that’s clear to me.

Dr. Santos: However, there are a few limits to confidentiality
that I'm legally required to tell you about. If I believe you're at
risk of harming yourself or someone else, or if there’s suspected
abuse of a child or vulnerable adult, then I would need to take
action to ensure safety. Also, if a court orders me to release
records, I will have to comply. But in all of these situations,
I would discuss it with you first whenever possible. Do you have
any questions about confidentiality?

Robert: No, I think I understand. Those exceptions make
sense.

Dr. Santos: Good. And just so you know, you can ask
questions at any time — either today or in future sessions. This is
your time, and I want you to feel comfortable.

Part 3: Discussing the Therapy Process



Dr. Santos: So, let me tell you a bit about how we typically
work. Sessions last 50 minutes, and most people find that
meeting weekly works well, at least initially. We’ll work together
to identify your goals and figure out the best approach to help
you. My style is collaborative — that means we’re working as
a team. Youre the expert on your own life, and I'm here
to provide support, tools, and a different perspective.

Robert: That sounds good. I was worried you might just tell
me what to do.

Dr. Santos: (Smiles) No, therapy is really a collaborative
process. TI'll offer suggestions and we’ll explore different
strategies, but ultimately, you're making the decisions about your
life. My role is to support you, ask questions that might help you
see things differently, and provide evidence-based techniques
that might be helpful.

Robert: Okay, I like that approach.

Dr. Santos: I'm glad. Now, I do want to mention that therapy
can sometimes be uncomfortable. When we talk about difficult
experiences or emotions, it can bring up challenging feelings.
That’s actually a normal part of the process, and it often means
we’re working on something important. But I'll always check
in with you about how you're doing, and we can adjust our pace
as needed.

Part 4: Exploring the Client’s Concerns
Dr. Santos: So, Robert, tell me — what brings you to therapy?



Robert: Well, I've been struggling with anxiety for a while
now, maybe about six months. It’s been getting worse recently,
and it’s starting to affect my work.

Dr. Santos: I appreciate you sharing that. When you say
“anxiety”, what does that look like for you? What are you
experiencing?

Robert: It’s mostly worry. I worry about everything — work
performance, what people think of me, whether 'm making
mistakes. And physically, 1 feel tense a lot. My heart races
sometimes, especially at meetings.

Dr. Santos: That sounds really challenging. It takes a lot
of energy to carry that constant worry around. You mentioned
it’s affecting your work. Can you tell me more about that?

Robert: Yeah, I'm having trouble concentrating. I keep
second-guessing my decisions. I even avoided a presentation last
week because I was so anxious about it.

Dr. Santos: I hear you. It sounds like the anxiety is limiting
what you feel able to do. That must be frustrating.

Robert: It really is. I used to be more confident.

Part 5: Beginning Goal-Setting

Dr. Santos: Robert, if our work together is successful, what
would be different for you? What change would you like to see?

Robert: I’d like to feel calmer, more in control. And I want
to be able to do my job without this constant worry hanging
over me.



Dr. Santos: Those are great goals. Feeling calmer, having
more control, and being able to engage fully with your work.
We can definitely work on those things together. In our future
sessions, we’ll explore where this anxiety comes from and
develop practical strategies to help you manage it.

Robert: That would be really helpful.

Dr. Santos: (Glancing at clock) We’re coming toward the end
of our time today. Before we finish, I want to check in — how are
you feeling about our conversation today?

Robert: I feel good, actually. I was nervous coming in, but
I feel like you understand what I'm going through.

Dr. Santos: I'm so glad to hear that. It takes courage to take
this step and come to therapy, and I want you to know that I'm
committed to supporting you through this process. Let’s schedule
our next session for the same time next week. Does that work
for you?

Robert: Yes, that works.

Dr. Santos: Perfect. And Robert, if anything urgent comes
up between now and then, you can call the office. But otherwise,
I'll see you next week. Take care.

Robert: Thank you, Dr. Santos. See you next week.

TASK 1: Comprehension and Analysis

Answer these questions about the dialogue:

1. How does Dr. Santos make Robert feel comfortable at the
beginning?



2. What does Dr. Santos explain about confidentiality?

3. What are the limits to confidentiality that she mentions?

4. How does Dr. Santos describe the therapy process?

5. What type of questions does Dr. Santos use to explore
Robert’s concerns?

6. What are Robert’s main goals for therapy?

7. How does Dr. Santos show empathy during the
conversation?

8. What does Dr. Santos do at the end of the session?

TASK 2: Identifying Communication Techniques

Find examples in the dialogue where Dr. Santos uses these
rapport-building techniques:

1. Normalizing the client’s experience:

2. Asking open-ended questions:

3. Reflecting/validating feelings:

4. Explaining the collaborative nature of therapy:

5. Checking in on the client’s comfort:

6. Summarizing what the client said:

7. Acknowledging the client’s courage:

TASK 3: Role Play Practice
Work in pairs. Student A is the therapist, Student B is the
client.

Scenario 1: A new client’s first session. The client is feeling



depressed and withdrawn. Practice:
* Greeting and creating comfort
* Explaining confidentiality
* Using open-ended questions
* Building rapport

Scenario 2: A client who is anxious about confidentiality.
Practice:

* Addressing their concerns

* Explaining limits clearly

* Checking for understanding

Scenario 3: A first session with a client who has been
in therapy before (but with a different therapist). Practice:

* Asking about previous experience

* Discussing expectations

* Collaborative goal-setting

#

TASK 4: Discussion Questions

Discuss with a partner or in small groups:

1. Why do you think the therapeutic alliance is so important?

2. What might happen if a therapist doesn’t explain
confidentiality clearly?

3. How can a therapist balance being warm and friendly while
maintaining professional boundaries?

4. What cultural differences might affect how rapport is built



in the first session?

5. Why is it important to give clients choice and control from
the first meeting?

6. How would you feel as a client in your first therapy session?



PROFESSIONAL PRACTICE:
Introducing the Therapeutic
Framework and Informed Consent

Understanding how to explain the therapeutic framework and
obtain informed consent is a critical professional skill for all
mental health practitioners.

Key Components to Cover in a First Session

1. Welcome and Orientation

Create a warm, welcoming environment from the moment
of first contact. Your goal is to help the client feel safe and
comfortable enough to share personal information.

Sample language:

* “Welcome. I'm glad you're here. Please, have a seat wherever
you feel comfortable”.

* “I know it can feel a bit uncomfortable talking to someone
new about personal matters. That’s completely normal, and we’ll
take things at your pace”.

* “Before we begin, do you have any immediate questions or
concerns?”

2. Explaining Confidentiality
Sample language:



* “Everything we discuss in our sessions is confidential. This
means | don’t share what you tell me with anyone without your
written permission”.

* “Confidentiality is essential because I want you to feel safe
talking openly about whatever is on your mind”.

* “However, there are some important limits I need to tell you
about...”

Explaining the limits:

* “If I believe you are at serious risk of harming yourself, I will
need to take steps to ensure your safety”.

* “If I believe you are at risk of harming someone else, I have
a duty to warn”.

* “If I suspect abuse or neglect of a child, elderly person, or
dependent adult, 'm legally required to report it”.

* “If a court orders me to release records through a subpoena,
I will have to comply”.

e “In all of these situations, I would discuss it with you
whenever possible”.

Always ask: “Do you have any questions about
confidentiality?”

3. Explaining the Therapy Process

Sample language:

* “Our sessions will last 50 minutes, and most people find
weekly sessions work well at first”.

» “Therapy is a collaborative process. We’'ll work together



to identify your goals and figure out the best approach”.

* “My role is to listen, ask questions, offer different
perspectives, and teach you tools and strategies that might help”.

* “Your role is to be as open and honest as you feel comfortable
being, and to let me know if something isn’t working for you”.

 “I should mention that therapy can sometimes be
uncomfortable. When we discuss difficult experiences or
emotions, it can bring up challenging feelings. This is often
a normal part of the process”.

4. Discussing Boundaries

Sample language:

* “Our sessions will take place here at this office, at the same
time each week if that works for you”.

* “If you need to contact me between sessions, you can call
the office and leave a message. I typically return calls within
24 hours”.

* “For emergencies, I'll give you information about who
to contact”.

* “Our relationship is a professional one, which means we
won’t have contact outside of these sessions beyond what’s
necessary for your treatment”.

5. Collaborative Goal-Setting
Sample language:
* “What would you like to achieve through our work together?



* “If therapy is successful, what will be different in your life?”

* “What would you like to focus on first?”

* “These goals will help guide our work and help us track your
progress”.

6. Checking for Understanding and Comfort
Throughout the session:

* “Does that make sense?”

* “Do you have any questions about what I’'ve explained?”

* “How are you feeling about what we’ve discussed so far?”
* “Is there anything you’d like me to clarify?”

7. Closing the Session

Sample language:

* “We're coming to the end of our time today. Let me
summarize what we’ve discussed...”

e “I want to acknowledge that it takes courage to come
to therapy, and I appreciate you sharing with me today”.

* “How are you feeling about our conversation today?”

* “Let’s schedule our next session. Does the same time next
week work for you?”

* “If anything urgent comes up before then, please call the
office”.

Practice Exercises
#



Exercise 1: Explaining Confidentiality

Write a short explanation of confidentiality and its limits that
you would give to a new client. Include:

* The general principle of confidentiality

* Why it’s important

* The specific limits

* An invitation for questions

Exercise 2: Responding to Client Questions

How would you respond to these client questions?

1. “Will you tell my family what we talk about?”

2. “What happens if I tell you I'm thinking about hurting
myself?”

3. “Can we be friends on social media?”

4. “Can I text you between sessions?”

5. “How long will I need to be in therapy?”

6. “What if therapy doesn’t help?”

#

Exercise 3: Building Your Own Script

Create your own introduction for the first session. Include:

* Greeting and creating comfort

* Brief overview of what will happen in the session

* Explanation of confidentiality

* Description of the therapy process

* Invitation to share what brings them to therapy

Practice your script with a partner, then get feedback.



Exercise 4: Role Play
In pairs, practice a first session. One person is the therapist,
one 1s the client.

Therapist tasks:

* Create a welcoming environment

* Explain informed consent and confidentiality
* Use open-ended questions

* Practise active listening

* Build rapport

* Collaboratively set initial goals

* Close the session appropriately

Client tasks:

* Be yourself, or role-play a specific scenario

* Ask questions about confidentiality or the process
* Share a concern (real or imagined)

* Give feedback to the therapist afterward

After 15—20 minutes, switch roles.



Vocabulary and Collocations for Unit 2

rapport — parnmnopr, KOHTaKT

therapeutic alliance — TepaneBTHuyecKuil aabsHC

confidentiality — koH(UAEHIIMATBHOCTD

boundaries — rpanuibt

informed consent — nH(pOpMUpPOBaHHOE COTJIacHe

safe space — 6e3omacHoe IPOCTPAHCTBO

initial therapy session — mepBas TepaneBTHUYECKas
ceccusi

professional encounter — npogeccuoHanbHasi BcTpeya

make an appointment — 3ancaTbcs Ha IpUEM

feeling anxious -  uyyBcTBylommi  TpeBory/
UCIIBITHIBAIOIINI YyBCTBO TPEBOTH

uncertain — HeyBepeHHbIN

vulnerable — ysa3BumblIii

foundation of trust — ocHoBa noBepus

collaborative relationship — coBmecTHble OTHOIIEHNUS

first impression — nepBoe BrieuatIeHNe

make eye contact — ycraHaBnuBaTb 3PUTEIbHBINA
KOHTaKT

warm greeting — Teruioe npuBeTCTBHE

speak freely — roBoputb cBOOOIHO

opening conversation — BcrynuresnbHas Oecezia

at your pace — B BaIlleM TemIie

legal formality — ropuarueckas ¢popmaibHOCTh

ethical cornerstone — kpaeyrosibHblii KAMEHb TUKH



empower clients — Haie 1T KJIMEHTOB MOJIHOMOYMSIMU

establish transparency — ycTaHOBUTb IPO3PAaYHOCTh

private information — yactHas napopmanus

risk of harming — puck npuunHeHus Bpeaa

suspected abuse — nogo3pesaeMoe Hacuive

therapeutic boundaries — TepaneBTHUecKye IPaHULIbI

professional limits - npoeccuoHaIbHbIE
OrpaHUYeHUsI

session structure — cTpykTypa ceccuu

contact between sessions — KOHTaKT MEX/y CECCUIMU

social media policies - mnpaBuia/moIUTUKA
COLIMAJIbHBIX CEeTei

physical boundaries — ¢usnyeckue rpaHuLbl

role clarity — sicHocTh poneit

build trust — BeicTpauBath 10Bepue

build rapport — BeicTpauBarh panmnopr

open-ended question — OTKpHITHII1 BOIIPOC

active listening — akTuBHOe cityliaHue

empathy — smnarus

unconditional positive regard - Oe3ycioBHOE
MO3UTUBHOE MPUHSATHE

validation — Baumanus

appropriate self-disclosure - yYMEeCTHOe
CaMOpacKphITHE

therapeutic  relationship -  TepaneBTHYeckue
OTHOILICHUSI

positive therapy outcomes — Mo3uTuBHBIE Pe3yJIbTATHI
Teparuu

collaborative goal-setting — coBMecTHas mocraHOBKa



nenei
track progress — oTciexuBaTh Iporpecc
client — ket
collaborative — coBmecTHbII
establish boundaries — ycranaBmBaTh rpaHuLibl
verbal consent — ycTHoOe cornacue
confide — noBepsATh
confidential — koHpUAEHIIMATHHBIT
comfortable — ynoOHbIii, KOM(pOPTHBIN
collaborate — corpynauuars
collaboration — corpyaHuyecTso
empower — Ha/IeJISITh IOJTHOMOUYHSIMU
empowerment — HajieJieHUe TTOJTHOMOYHSIMH
empowered — Ha/IeJIeHHBIN TTOJTHOMOYHUSIMU
sympathy — couyBcTBUE
borders — rpanutipl (reorpaguyueckue)
knowledgeable — ocBegomMIeHHBIN
collective goals - coBMmecTHBIE/KOJIEKTUBHBIE/
o0I1IMEe NEIn



UNIT 3.
INITTAL ASSESSMENT

LEAD-IN:
Information Gathering and
Sensitive Questioning Skills

Activity 1: Role-play everyday information gathering

Work in pairs. Take turns asking personal questions in these
everyday situations:

* Meeting a new neighbour who has just moved in

* Interviewing someone for a shared apartment

* Getting to know a colleague at a new job

Discuss: What questions did you ask? Which questions felt
comfortable? Which felt too personal?

Activity 2: What information matters?

Look at the list below. When meeting a client for the first
time, which information is most important to gather? Rank these
from 1 (most important) to 10 (least important):

e Current problem/reason for seeking help

* Family background



* Medical history

» Work/education history

* Past mental health treatment

* Current medications

* Social support system

e Childhood experiences

* Current living situation

» Hobbies and interests

Compare your rankings with a partner. Explain your choices.

Activity 3: Sensitive vs. direct questioning quiz

Which question is more appropriate for an initial assessment?
Discuss why:

1. a) Have you ever tried to kill yourself?

b) Have you ever had thoughts of harming yourself or ending
your life?

2. a) Tell me about your drinking habits.

b) Do you drink alcohol?

3. a) Why did you come here today?

b) What brings you here today?

4. a) Are you depressed?

b) How would you describe your mood lately?

5. a) Do you have problems with your family?

b) Tell me about your relationships with family members.

Note: Most questions require question marks. But in clinical
practice open-ended alternatives using imperatives like “Tell



me about...” or “Describe...” are also acceptable as questions,
though they are technically requests rather than questions.

Key vocabulary for this unit:
#

Match the words with their definitions:
. Presenting problem

. Intake interview

. Chief complaint

. Psychosocial history

. Risk assessment

. Mental status examination

. Rapport

. Confidentiality

HF 0O N AW

a) The main issue that brings a client to seek help

b) First session designed to gather comprehensive background
information

c¢) Evaluation of potential danger to self or others

d) Systematic observation of a client’s psychological
functioning

e) Information about personal, family, social, and cultural
background

f) A trusting, comfortable connection between therapist and
client

g) The primary symptom or concern in the client’s own words



h) The principle that client information remains private



READING:
Understanding the Presenting
Problem: Initial Assessment

Pre-reading task

Before you read, discuss:

1. What do you think happens in the first session with a client?

2. What information should a psychologist gather during an
intake interview?

3. Why is it important to understand the “presenting
problem™?

4. What is a mental status examination?

#

Understanding the Presenting Problem: Initial
Assessment

When a client first contacts a psychologist, one of the
most important tasks is conducting a comprehensive initial
assessment or intake interview. This first session sets the
foundation for the entire therapeutic relationship and treatment
process. The psychologist gathers essential information,
establishes rapport, and begins to understand the client’s
difficulties within the context of their life.

The Purpose of Initial Assessment



The initial assessment serves multiple purposes. First, it
allows the psychologist to understand why the client is seeking
help — what professionals call the presenting problem or chief
complaint. This is the primary issue or concern that brings the
client to therapy, described in the client’s own words. Second,
the assessment provides comprehensive background information
about the client’s personal history, current life situation, and
past experiences with mental health issues. Third, it helps
the psychologist determine whether they can help the client
or whether a referral to another professional would be more
appropriate.

The initial assessment is also the beginning of the therapeutic
relationship. During this first session, the psychologist works
to establish rapport — a trusting, comfortable connection
with the client. Without rapport, clients may not feel
safe enough to share sensitive information or engage fully
in the therapeutic process. The psychologist demonstrates
empathy, active listening, and respect while maintaining
professional boundaries and explaining important concepts like
confidentiality.

Gathering the Presenting Problem

The assessment typically begins with an open-ended question
designed to let the client tell their story in their own way.
Common opening questions include: “What brings you here
today?” or “What’s been happening that led you to seek help



now?” These questions invite narrative responses rather than
simple yes/no answers.

As the client describes their presenting problem, the
psychologist listens carefully and asks follow-up questions
to clarify the nature of the difficulty. Important aspects
to explore include:

* Onset: When did the problem begin? Was there a specific
event or trigger?

* Duration: How long has the problem been present?

* Frequency: How often does the problem occur?

* Severity: How much does the problem interfere with daily
functioning?

* Previous attempts: What has the client tried to address the
problem? What worked or didn’t work?

* Client’s understanding: What does the client think is
causing the problem? What are their expectations for treatment?

For example, a client might say: “I've been feeling really
anxious lately”. The psychologist would then explore: When
did the anxiety start? What situations trigger it? How does it
affect your daily life? What have you tried to manage it? This
detailed exploration helps the psychologist understand not just
the symptom, but the context surrounding it.

Taking the Psychosocial History
After exploring the presenting problem, the psychologist
gathers information about the client’s psychosocial history —



their personal, family, social, educational, occupational, and
medical background. This comprehensive history helps the
psychologist understand the client as a whole person and identify
factors that may contribute to current difficulties.

Key areas of psychosocial history include:

Developmental and family history: information about
childhood, family structure, relationships with parents and
siblings, significant early experiences, and any history of abuse
or trauma.

Educational and occupational history: school
performance, level of education, current employment status, job
satisfaction, and any work-related stress.

Relationship and social history: current and past romantic
relationships, friendships, social support network, and quality
of interpersonal relationships.

Medical history: physical health conditions, current
medications, past surgeries or hospitalizations, and any chronic
illnesses.

Past psychiatric history: previous mental health
diagnoses, past therapy or counselling experiences, psychiatric
hospitalizations, and any history of psychotropic medication use.

Substance use: current and past use of alcohol, tobacco, and
other substances.

The psychologist uses a combination of open-ended and
closed-ended questions to gather this information efficiently



while still allowing the client to share their story. For example,
a closed-ended question like “Are you currently employed?”
establishes a fact, while an open-ended follow-up like “Tell me
about your work situation invites the client to provide context
and detail”.

Conducting a Mental Status Examination

An essential component of the initial assessment is the mental
status examination (MSE) — a systematic observation and
description of the client’s current psychological functioning.
While some aspects of the MSE are observed naturally during
the interview, psychologists may also ask specific questions
to assess certain domains.

The MSE typically evaluates the following areas:

Appearance and behaviour: the psychologist observes how
the client looks (grooming, clothing, hygiene) and behaves (eye
contact, posture, motor activity, unusual movements).

Speech: rate, volume, tone, and any abnormalities in speech
patterns.

Mood and affect: mood is the client’s subjective emotional
state (how they say they feel), while affect is the observable
emotional expression. Psychologists assess whether affect is
appropriate to the content being discussed, its range (restricted,
normal, or labile), and its intensity.

Thought process: how the client thinks — whether
their thoughts are logical, organized, and goal-directed, or



whether there are signs of disorganization, tangentiality, or
circumstantiality.

Thought content: what the client thinks about — including
any delusions, obsessions, preoccupations, or suicidal/homicidal
ideation.

Perception: whether the client experiences hallucinations
(seeing or hearing things that aren’t there) or other perceptual
disturbances.

Cognition: assessment of orientation (awareness of time,
place, and person), attention, concentration, memory, and
general intellectual functioning.

Insight and judgment: the client’s awareness of their
condition and their ability to make sound decisions.

The MSE provides a “snapshot” of the client’s mental state at
the time of the assessment and helps identify symptoms that may
indicate specific mental health conditions.

Risk Assessment

A critical component of any initial assessment is evaluating
risk — particularly the risk of self-harm, suicide, or harm
to others. Psychologists must directly but sensitively ask about
these concerns. Contrary to common fears, asking about suicidal
thoughts does not increase the risk; instead, it demonstrates care
and creates an opportunity for the client to discuss difficult
feelings.

Risk assessment questions might include: Have you had any



thoughts of harming yourself? Have you had thoughts of ending
your life? Do you have a specific plan? If a client endorses
suicidal thoughts, the psychologist assesses the frequency,
intensity, duration, and whether the person has means and intent
to carry out a plan. Protective factors, such as reasons for living,
social support, and future orientation, are also explored.

Formulating and Planning

At the conclusion of the initial assessment, the psychologist
integrates all the information gathered to develop a preliminary
understanding of the client’s difficulties. Many psychologists use
a formulation framework called the Four Ps:

* Predisposing factors: background factors that make the
person vulnerable (e.g., family history of mental illness, early
trauma)

* Precipitating factors: recent events or stressors that
triggered the current problem (e.g., job loss, relationship
breakup)

* Perpetuating factors: factors that maintain or worsen the
problem (e.g., poor coping strategies, lack of social support,
avoidance behaviours)

* Protective factors: strengths and resources that can aid
recovery (e.g., supportive relationships, resilience, motivation for
change)

This formulation guides treatment planning and helps the
psychologist and client work collaboratively toward meaningful



goals.

Comprehension Questions

1. What is the purpose of the initial assessment?

2. What is the difference between “presenting problem” and
“chief complaint”?

3. Why is rapport important in the first session?

4. What are the five key aspects to explore when gathering
information about the presenting problem?

5. What types of information are included in a psychosocial
history?

6. What is the difference between mood and affect
in the MSE?

7. Why do psychologists ask about suicidal thoughts during
initial assessment?

8. What are the “Four Ps” in formulation?

9. According to the text, what is the difference between open-
ended and closed-ended questions?

10. What areas does a mental status examination cover?



VOCABULARY:
Assessment Terminology and
Mental Status Examination

A. Find words in the text that match these definitions:

1. The main problem that brings a client to therapy (paragraph
2):

2. A relationship based on empathy and respect between
therapist and client (paragraph 3):

3. The beginning or start of a problem (paragraph 4):

4. How often something happens (paragraph 4):

5. Information about personal, family, and social background
(paragraph 5):

6. A client’s subjective description of their emotional state
(paragraph 8):

7. The observable emotional expression (paragraph 8):

8. Awareness of one’s condition (paragraph 8):
9. False beliefs not based on reality (paragraph 8):
10. Factors that maintain or worsen a problem (paragraph 10):

B. Complete the collocations from the text:
1. initial



2. intake
3. presenting

4. mental examination
5. psychosocial

6. risk

1. rapport

8. confidentiality

9. treatment

10. protective

11. coping

12. therapeutic

13. follow-up

14. open-ended

15. suicidal

#

C. Word families
Complete the table:

Verb Noun (person) Noun (process/thing) Adjective

assess assessment assessable

present  presenter present
observation observational

examination



D. Match the MSE terms with descriptions:
. Affect

. Thought process

. Orientation

W N =

. Delusion

. Hallucination
. Insight

. Labile affect
. Tangentiality

= e N e NIV, JF N

a) Observable emotional expression

b) False belief firmly held despite evidence

¢) Awareness of one’s condition

d) Rapidly changing emotions

e) Awareness of time, place, and person

f) Perceiving something that isn’t there

g) How thoughts are organized and connected

h) Going off-topic when speaking

#

Discussion Questions

1. In your country, how is the first psychology session typically
structured?

2. What cultural factors might influence how clients describe
their presenting problems?

3. How can psychologists establish rapport with clients who



are reluctant to share personal information?

4. Do you think it’s appropriate to ask about suicidal thoughts
in every initial assessment? Why or why not?

5. What challenges might arise when gathering psychosocial
history from clients of different cultural backgrounds?

6. How would you feel about asking personal questions during
an intake interview?

7. Which area of the mental status examination do you think
is most important? Why?

8. How might the Four Ps formulation help in understanding
a client’s difficulties?



GRAMMAR FOCUS:
Past Simple and Past Continuous
for Client History / Question Forms

A. Past Simple for Completed Events in Client’s History
We use Past Simple to ask about and describe completed
events, experiences, and situations in a client’s past:

Form:

 Affirmative: Subject + verb + -ed (regular) / irregular form

* Negative: Subject + didn’t + main verb

* Questions: Did + subject + main verb?

* Wh-questions: When/Where/Why + did + subject + main
verb?

Examples from Assessment:

v/ When did your symptoms first start?

v The client experienced anxiety attacks for the first time
in 2020.

v’ She didn’t seek help until last month.

v Did you have any support during that time?

v How did you cope with the loss?

v He received therapy three years ago.



Time expressions with Past Simple:
» yesterday, last week/month/year, ago, in 2020, when
I was..., at that time

Exercise 1: Complete the intake questions
Use the correct form of the verb in brackets:

1. When (do) you first notice these symptoms?

2. How long (do) the symptoms last?

3. (you/try) any strategies to manage the problem?

4. What (happen) after you lost your job?

5. How (you/feel) when that happened?

6. The client (not/experience) depression until
recently.

7. He (have) several panic attacks last month.

B. Past Continuous for Background and Context
We use Past Continuous to describe ongoing situations or
actions in the past that provide context for events:

Form:

» Affirmative: Subject + was/were + main verb + -ing
» Negative: Subject + wasn’t/weren’t + main verb + -ing
* Questions: Was/Were + subject + main verb + -ing?

Examples from Assessment:
v/ What were you doing when the panic attack started?
v’ She wasn’t sleeping well during that period.



v/ Were you experiencing any stress at work?
v He was going through a difficult divorce when the
symptoms began.

Using Past Simple and Past Continuous together:

We often use both tenses to show how events relate to each
other:

v’ I was driving to work when I had my first panic attack. (Past
Continuous for background + Past Simple for main event)

v While she was dealing with her mother’s illness, she started
having sleep problems. (Past Continuous for context + Past
Simple for specific problem)

Exercise 2: Past Simple or Past Continuous?

Choose the correct form:

1. When (did the symptoms start / were the symptoms
starting)?

2. What (did you do / were you doing) when you felt the
anxiety?

3. She (didn’t cope / wasn’t coping) well with the stress at that
time.

4. While he (studied / was studying) for exams, he
(developed / was developing) insomnia.

5. (Did you experience / Were you experiencing) any major
life changes before this?

6. The problems (began / were beginning) when I (worked /



was working) at my previous job.

7. (Did she take / Was she taking) medication when she
(came / was coming) to see you?

8. They (had / were having) financial difficulties when their
relationship (broke down / was breaking down).

C. Question Forms: Open-ended vs. Closed-ended

Closed-ended questions require yes/no or brief factual
answers:

v Do you have any children?

v’ Are you currently employed?

v Have you been hospitalized before?

v’ Did you finish high school?

Open-ended questions encourage detailed, narrative
responses:

v/ What brings you here today?

v How would you describe your relationship with your
family?

v/ What happened when you lost your job?

v/ How have you been coping with these feelings?

Wh-questions for assessment:

* What = specific information about problems, situations,
thoughts

* When = timeline, onset, duration

* Where = location, context, settings



* Who = people involved, support system

* How = manner, coping strategies, severity

* Why = reasons, motivation (use carefully — can sound
judgmental)

Exercise 3: Rewrite as open-ended questions

1. Are you stressed at work? —

2. Do you have a good relationship with your parents?
N

3. Did something bad happen in your childhood? —

4. Are you sleeping well? —

5. Do you drink alcohol? —

6. Are you worried about anything? —

Exercise 4: Correct the mistakes

Find and correct the mistakes in these assessment questions:
. When was happening the problem?

. What you were doing when you felt anxious?

. Did you was experiencing stress at that time?

. She wasn’t cope well with the situation.

. Were you felt depressed last year?

. What did happened after you lose your job?

. He didn’t was sleeping well during that period.

. While I working, I had a panic attack.

0N LNk~ WIN -



COMMUNICATION:
Conducting an Initial Assessment:
Sample Interview Excerpts

Excerpt 1: Opening and Presenting Problem

Psychologist: Good morning, Maria. Thank you for coming
in today. Before we begin, I’d like to explain that everything we
discuss is confidential unless there’s a risk of harm to yourself or
others. Do you have any questions about that?

Maria: No, that’s clear. Thank you.

Psychologist: Great. So, what brings you here today?

Maria: Well, I've been feeling really anxious for the past few
months. It’s getting worse, and I'm having trouble concentrating
at work.

Psychologist: I see. When did you first notice these anxiety
symptoms?

Maria: It started around March, I think. I was working on
a big project at work, and I began having trouble sleeping.

Psychologist: And you mentioned it’s been getting worse.
What'’s been happening recently?

Maria: Last week I had what I think was a panic attack. My
heart was racing, I couldn’t breathe properly, and I thought I was
having a heart attack. It was terrifying.



Psychologist: That sounds very frightening. Where were you
when this happened?

Maria: 1 was at work, in the middle of a meeting. I had
to leave the room.

Psychologist: What did you do after you left the meeting?

Maria: I went to the bathroom and tried to calm down.
A colleague found me and sat with me until I felt better. That’s
actually when she suggested I should talk to someone.

Psychologist: It’s good that you had support. Before this panic
attack, had you experienced anything like that before?

Maria: Not to that extent, no. But I've been feeling on edge
for months now.

Excerpt 2: Psychosocial History

Psychologist: Maria, I'd like to understand more about your
background. Tell me about your family.

Maria: Well, I'm 32 years old. I live alone, but my parents
and younger brother live in the same city. We’re quite close.

Psychologist: How would you describe your relationship with
your family?

Maria: It’s good, mostly. My parents are supportive, but they
can be rather demanding. They have high expectations, especially
about my career.

Psychologist: And you mentioned you have a younger
brother. How is your relationship with him?

Maria: We get along well. He’s five years younger than me,



so we weren'’t that close growing up, but now we talk regularly.

Psychologist: What about your social life outside of family?
Tell me about your friendships.

Maria: 1 have a few close friends from university. We
try to meet up regularly, but with work being so busy, it’s
been difficult lately. I've actually been avoiding social activities
because I feel so anxious.

Psychologist: You mentioned work several times. Tell me
about your job.

Maria: I'm a marketing manager at a tech company. I've been
there for four years. I used to love the job, but lately the pressure
has been intense. We had layoffs last year, so those of us who
remained have much heavier workloads.

Psychologist: That sounds stressful. Were you working there
when the anxiety started?

Maria: Yes, the anxiety definitely got worse after the layoffs.
I kept worrying that I might be next.

Excerpt 3: Past Psychiatric History and Substance Use

Psychologist: Have you ever experienced symptoms like this
before, Maria?

Maria: Not really. I mean, I've always been a bit of a worrier,
but nothing like this.

Psychologist: Have you ever sought help for mental health
concerns before?

Maria: No, this is my first time seeing a psychologist. I always



thought I could handle things on my own.

Psychologist: Have you ever been prescribed medication for
anxiety or any other mental health condition?

Maria: No, never.

Psychologist: Is there any history of mental health issues
in your family?

Maria: My mother has always been anxious too, but she’s
never gotten treatment. She just says it’s “her personality.”

Psychologist: I see. Now I need to ask you some questions
about substance use. Do you drink alcohol?

Maria: Yes, socially. Maybe a glass of wine with dinner once
or twice a week.

Psychologist: Has your alcohol use changed recently?

Maria: Actually, yes. I've been drinking more in the evenings
to help me relax. Maybe three or four glasses a few times a week.

Psychologist: And do you use any other substances — tobacco,
cannabis, or anything else?

Maria: No, just alcohol.

Excerpt 4: Risk Assessment

Psychologist: Maria, I need to ask you some important
questions about how you’ve been coping. Have you had any
thoughts of harming yourself?

Maria: [pause] Sometimes I feel so overwhelmed that I just
wish 1 could disappear. But 1 haven’t actually thought about
hurting myself, if that’s what you mean.



Psychologist: Thank you for being honest. When you say you
wish you could disappear, what do you mean by that?

Maria: I just mean I want a break from all the pressure and
anxiety. I want to feel normal again.

Psychologist: That makes sense. Have you had any specific
thoughts about ending your life?

Maria: No, nothing like that. I would never do that to my
family.

Psychologist: That’s important to know. What helps you get
through difficult moments?

Maria: Talking to my best friend helps. And sometimes I go
for walks to clear my head.

Psychologist: It sounds like you’ve found some helpful
strategies. 'm glad you have some support and coping methods
in place.

TASK 1: True / False / Not Mentioned

Read the statements below about Maria’s interview. Decide if
each statement is:

* TRUE (T) — the statement agrees with the information

* FALSE (F) — the statement contradicts the information

* NOT MENTIONED (N/M) — the information is not given

Statements:
1. Maria’s anxiety symptoms began in March.
2. Maria had her first panic attack at home.



3. Maria has seen a psychologist before.

4. Maria’s mother has been treated for anxiety.

5. Maria lives with her parents.

6. Maria’s workplace had layoffs last year.

7. Maria has been avoiding social activities recently.

8. Maria drinks alcohol every day.

9. Maria has suicidal thoughts.

10. Maria finds that talking to her best friend helps her cope.

TASK 2: Comprehension and Note-Taking
Read the interview excerpts carefully. Complete Maria’s
intake form:

Client Intake Form

Name: Maria

Age:

Presenting Problem:

Onset:

Recent Crisis Event:

Living Situation:

Family:

Occupation:

Work-related Stressors:

Past Mental Health Treatment:
Family Mental Health History:
Substance Use:



Current Coping Strategies:
Suicidal Ideation:
Protective Factors:

TASK 3: Analyzing Question Types

Review the interview excerpts. Identify five open-ended
questions and five closed-ended questions the psychologist
asked. Discuss why each type was used at that moment.

Open-ended questions:

ARE R

Closed-ended questions:

AL~

TASK 4: Role-Play Practice
Work in pairs. Student A is the psychologist; Student B is the
client.



Scenario 1: Client presenting with sleep problems and work
stress

Scenario 2: Client presenting with relationship difficulties
and low mood

Scenario 3: Client presenting with social anxiety and isolation

Psychologist tasks:

* Open the session and explain confidentiality

e Ask about the presenting problem using open-ended
questions

» Explore onset, duration, frequency, and severity

* Gather brief psychosocial history

» Ask appropriate risk assessment questions

Client tasks:

* Create a brief background story for your character

* Respond naturally to questions

* Provide enough detail but also some ambiguity that requires
follow-up questions

After the role-play, switch roles and try a different scenario.



PROFESSIONAL PRACTICE:
Structuring an Initial Assessment Session

Sample Assessment Structure

A typical initial assessment session (usually 60—90 minutes)
follows this general structure:

1. Introduction and Informed Consent (5—10 minutes)

* Introduce yourself and explain your role

* Explain confidentiality and its limits

* Discuss the structure and purpose of the session

* Answer any questions the client has

* Establish initial rapport

2. Presenting Problem (15—20 minutes)

» Use open-ended questions to understand why the client is
seeking help

* Explore onset, duration, frequency, severity

* Identify triggers and patterns

* Understand the client’s perspective on the problem

* Explore previous attempts to address the issue

3. Psychosocial History (20—30 minutes)
* Developmental and family background

* Educational and occupational history

* Relationship and social history



* Medical history
* Past psychiatric history
* Substance use

4. Mental Status Examination (Ongoing throughout
session)

* Observe appearance, behaviour, speech

* Assess mood and affect

* Note thought process and content

* Evaluate cognition, insight, and judgment

5. Risk Assessment (5—10 minutes)
* Assess suicidal ideation, intent, plan
e Assess risk of harm to others

* Identify protective factors

6. Summary and Next Steps (10 minutes)

* Summarize key information gathered

* Share preliminary impressions (when appropriate)
* Discuss treatment options and recommendations

* Schedule follow-up appointment

* Answer questions

Useful Phrases for Conducting Initial Assessment
Opening the Session:
* Thank you for coming in today.



» Before we begin, I'd like to explain how our session will
work.

* Everything we discuss is confidential, with a few exceptions
I'll explain.

* Do you have any questions before we start?

* I'm here to listen and help you understand what’s been
happening.

Exploring the Presenting Problem:

* What brings you here today?

* Tell me what’s been happening.

* When did you first notice this problem?

* How has this been affecting your daily life?
* What have you tried so far to address this?
* What made you decide to seek help now?

Gathering History:

* I'd like to learn more about your background.

* Tell me about your family.

* How would you describe your childhood?

* Walk me through your work history.

* Have you experienced mental health difficulties before?
* [s there any family history of mental health issues?

Asking Sensitive Questions:
* [ need to ask some important questions that I ask everyone.



e These questions might feel uncomfortable, but they’re
important for understanding your situation.

* Have you had any thoughts of harming yourself?

* Have you had thoughts of ending your life?

* Tell me about your alcohol use.

Showing Empathy and Building Rapport:

* That sounds very difficult.

* [ can understand why that would be distressing.
* Thank you for sharing that with me.

* It takes courage to talk about these things.

* You’re not alone in experiencing this.

Clarifying and Following Up:

* Can you tell me more about that?
* What do you mean by...?

* Help me understand...

¢ Can you give me an example?

* How did that make you feel?

Transitioning Between Topics:

* Now I'd like to ask about a different area...

* Let’s talk about your work situation...

* I'd like to shift to discussing your family background...
* Moving on to another topic...



Closing the Session:

* We're coming to the end of our time today.

* Let me summarize what I've heard...

* Based on what you’ve shared, I think we can work on...
* What questions do you have for me?

* Let’s schedule our next appointment.

Practice Exercises

Exercise 1: Create Your Opening Statement

Write your opening statement for an initial assessment session.
Include:

* Introduction

* Explanation of confidentiality

* Structure of the session

* Invitation for questions

Exercise 2: Sequence the Assessment

Put these assessment components in the most logical order:
a) Risk assessment

b) Introduction and informed consent

c¢) Psychosocial history

d) Mental status examination

e) Presenting problem

f) Summary and treatment planning

Exercise 3: Open-Ended Question Practice



For each closed-ended question, write an open-ended
alternative. There may be more than one variant:

1. Do you get along with your family?

2. Are you stressed?

3. Did you like school?

4. Do you have friends?

5. Are you taking any medications?

#

Exercise 4: Case Formulation — The Four Ps

Read this brief case and identify the Four Ps:

Tom is a 28-year-old software developer presenting with
symptoms of depression. His father had depression, and Tom
experienced bullying in high school. Three months ago, Tom’s
long-term relationship ended, and shortly after, he began
experiencing low mood, loss of interest, and sleep problems. Tom
has been isolating himself from friends, spending most evenings
alone, and has stopped exercising — activities that previously
helped his mood. However, Tom has a supportive sister, a stable
Jjob, and expressed motivation to feel better.

Predisposing factors:
Precipitating factors:
Perpetuating factors:
Protective factors:

Exercise 5: Role-Play Assessment Practice



Work in groups of three: Psychologist, Client, Observer.

Instructions:

* Psychologist: Conduct a 10-minute initial assessment
focusing on presenting problem

* Client: Use one of the scenarios provided or create your own

* Observer: Note down question types used, rapport-building
techniques, and areas that could be explored further

After the role-play, the observer provides feedback.



Vocabulary and Collocations for Unit 3

presenting problem — npebsBisieMas npodiema

intake interview — nepBMYHOE UHTEPBBIO

chief complaint — ocHoBHas xano6a

psychosocial history — ncuxoconuayibHbIi aHaMHE3

risk assessment — orieHka pricka

mental status examination (MSE) — uccinenosanue
TICUXUYECKOro CTaryca

rapport — parropr

confidentiality — KoH(pUAEHIMATBHOCTD

initial assessment — nepBuyHas oreHKa

comprehensive background information — momxas
ouorpadus (KaueHTa)

therapeutic relationship -  TepaneBTHYeckue
OTHOLIECHUS

treatment process — IIpoLEeCC JIEYEHNA

gather essential information -  coGupars

CYIIECTBEHHYI0 WH(MOPMAIIIIO

establish rapport — ycranapnuBars panmopt

sensitive information - AenvkaTHasi/
KOH(pUaeHManbHass nHpOpMaLMs

engage fully — monHOCTBIO BKJIIOYATHCS

maintain professional boundaries — nongepxuBarb
npoeCCUOHAIIBHBIE TPAHULIbI

open-ended question — OTKPBITHII BOMPOC

closed-ended question — 3aKkpbITHII BOITPOC



narrative responses — oBeCTBOBATEJIbHbIE OTBETHI

follow-up questions — yrounsiomme BOmpockl

onset — HayaJI0

duration — ponOXUTETBHOCTD

frequency — yacrora

severity (of symptoms) — TsiKecTh (CUMITOMOB)

daily functioning - IIOBCEIHEBHOE
(pyHK1IIMOHMpOBaHME

previous attempts — rpepIIyIIHe MOMBITKA

developmental history — ucropus passurus

family history — cemeiinblii aHamMHe3

family structure — ctpykrypa cembu

educational history — o6pa3oBareibHbI aHAMHE3

occupational history — nmpodeccroHanbHBII aHAMHE3

employment status — craryc 3aHsiTocTu

job satisfaction — ynosieTBOpeHHOCTh pabOTOIA

work-related stress — cBsi3aHHbII ¢ pabOTO cTpecc

relationship history — ucropus orHomenui

social history — colyanbHblil aHAMHE3

social support network — cetb cormabHON MOIIEPKKN

interpersonal relationships - MexIMYHOCTHBIC
OTHOLICHU A

medical history — meauiMHcKui aHaMHe3

current medications — nprHUMaeMble J1eKapcTBa

chronic illnesses — xponnueckue 3a001eBaHUs

past psychiatric history - npenmecTByommit
NICUXUATPUYECKUN aHAMHE3
psychiatric hospitalizations - ncuxuarpuyeckue

TOCITMTaJIN3all



psychotropic medication — ncuxoTporHsle Ipenaparsl
substance use — ynorpe0ieHue BeniecTs

systematic  observation -  cucTemaTHueckoe
HaOmoeHre

psychological functioning - ncuxonornyeckoe
(pyHK1IIMOHMpPOBaHME

appearance and behaviour - BHemHuii BULI

¥ TIOBE/ICHNE

eye contact — 3puUTeJIbHbIA KOHTAKT

motor activity — MOTOpHast akTUBHOCTb

speech patterns — peyeBble aTTEPHbBI

mood — HacTpoeHue

affect — apexr

emotional state — SMOLIMOHAIEHOE COCTOSHME

observable emotional expression — HaOmogaemas
9MOIMOHAIBHAST SKCIIPECCH ST

labile affect — na6unbHbI apexT

thought process — MbICIUTENBHBIN MPOLIECC

thought content — conepxanue Mbicieit

delusions — 6pen,

obsessions — oOceccrn/HaBA3YMBOCTH

suicidal ideation - cyunuaanbHBIe MBICTW/UACH
0 caMOyOHIiCTBE

homicidal ideation — mbiciiit 06 youiicTBe

perception — BocripusiTe

hallucinations — rajurorHanMM

perceptual disturbances — Hapy1eH1s1 BOCTIpUSATHS

cognition — KOrHUIUA

orientation — opueHTrauus



attention — BHUMaHue

concentration — KOHIIEHTpaIHs

memory — namMsTh

intellectual functioning -  wuHTE/IEKTyaTbHOE
(pyHKLIMOHMpPOBaHKE

insight — uncaiiT/o3apenue

judgment — cyxaenve

self-harm — camonoBpesxieHve

suicide — camoyOHIiCTBO

harm to others — Bpen apyrum

suicidal thoughts — cynnyaanbHble MbicIu

specific plan — KOHKpeTHbI T1aH

protective factors — 3amuTHbIe (PaKTOPBI

reasons for living — mpuauHb! KXUTH

future orientation — opueHranus Ha Oymyiee

preliminary understanding - npenBaputenbHOe
MOHUMAaHue

formulation framework — Mozenb koHLENTYaM3aLUN
ciyvasi

predisposing factors — npenpacnonaramorye ¢hakTopbt

precipitating factors — mpoporupyiomue GhakKTophl

perpetuating factors — nopaep;xxuBawoiye (akTopbl

early trauma — paHHsis1 TpaBMa

recent events — HeJJaBHUE COOBITHS

stressors — cTpeccopsl

job loss — motepst paboThI

relationship breakup — pa3psiB oTHOLIEHMI

poor coping strategies - rUIOXMe cCTpaTeruu
COBJIQ/IAHUS



lack of social support — orcyTcTBHE COLMAIbHON

HOJIEPKKH
avoidance behaviour — n30eraroiee nosecHue
supportive relationships - noagepxuBarwoIMe

OTHOILIIECHU A

resilience — ycroitunBocTs

motivation for change — MmoTuBalMs K U3MEHEHUAM

treatment planning — rulaHupoBaHue JIeUCHUS

tangentiality — TaHreHIIMaILHOCTD

circumstantiality — oOcTosiTeIbBHOCTD

vulnerable — ysa3Bumblii

informed consent — nH(pOpMUPOBaHHOE CorIache

transparency — npo3pa4HoCTb

active listening — akTuBHOE CiyIIaHue

empathy — smmnaTus

unconditional positive regard - Oe3ycioBHOE
MO3UTHBHOE TIPUHSITHE

collaborative — coBmecTHbII

coping strategies — cTparernu coBiaaHusI



UNIT 4.
TREATMENT PLANNING
AND THERAPEUTIC SESSION

LEAD-IN:
Session Structure and Goal-Setting

Activity 1: Ordering therapy session stages

The stages of a typical therapy session are jumbled below. Put
them in the correct order (1¢6):

____ Working section (exploring issues, applying techniques)

__ Check-in (reviewing the week, current state)

___ Closing and homework assignment

____Agenda setting (deciding session focus)

____Summary of progress and key points

___ Bridge from previous session

Activity 2: Brainstorming - From the first session
to termination

Work in small groups. You have 5 minutes to brainstorm and
write down:

* Components of a first session (intake)

* Components of regular sessions



* Components of a final session (termination)

Share your ideas with the class.

Example components:

* First session: building rapport, gathering history, setting
initial goals, explaining the therapeutic process...

* Regular sessions: check-in, agenda, interventions,
homework review...

* Final session: reviewing progress, relapse prevention
planning, saying goodbye. ..

Activity 3: Discussion questions

Discuss these questions with your partner:

1. Why is structure important in a therapy session?

2. How can a therapist and client determine if therapy is
working?

3. What does “measuring progress” mean in psychotherapy?

4. Should every session follow the same structure, or should
it be flexible?

5. When should therapy end? How do you know?

6. What is relapse prevention?

Key vocabulary for this unit:

Match the words with their definitions:
1. Check-in

2. Agenda setting

3. Treatment plan



4. SMART goals

5. Intervention

6. Termination

7. Relapse prevention

8. Homework

#

a) A structured document outlining objectives, methods, and
expected outcomes of therapy

b) Brief opening discussion about the client’s current state and
recent experiences

c¢) Goals that are Specific, Measurable, Achievable, Relevant,
and Time-bound

d) Collaborative process of deciding what to focus on during
the session

e) The planned ending of the therapeutic relationship

f) Therapeutic technique or strategy used to address client’s
difficulties

g) Strategies to help clients maintain gains and avoid returning
to problematic patterns

h) Tasks or practice activities assigned between sessions



READING:
Managing Sessions and Planning
Treatment: From Structure to Goals

Pre-reading task

Before you read, discuss:

1. What do you think should happen at the beginning of every
therapy session?

2. Why might clients need homework between sessions?

3. What makes a good therapy goal?

4. How should therapy end?

#

Managing Sessions and Planning Treatment: From
Structure to Goals

Effective psychotherapy requires both skilled therapeutic
intervention and careful planning. Whether working with
clients experiencing depression, anxiety, trauma, or relationship
difficulties, psychologists must structure their sessions
thoughtfully and develop comprehensive treatment plans that
guide the therapeutic process from the first meeting to successful
termination.

The Therapeutic Frame and Session Structure
The concept of the therapeutic frame refers to the consistent



boundaries and structure that provide safety and predictability
in therapy. This includes the regular time and place of sessions,
duration (typically 45—60 minutes), confidentiality agreements,
and the overall format of each meeting. A consistent therapeutic
frame helps clients feel secure and allows them to focus on
their inner experience rather than worrying about unpredictable
elements.

Each therapy session, whether it is the second meeting or the
twentieth, generally follows a recognizable structure that includes
several key components. This structure provides organization
while remaining flexible enough to respond to clients’ immediate
needs.

The session typically begins with a check-in, a brief opening
where the therapist asks about the client’s current state and
experiences since the last meeting. During check-in, clients
might share how their week went, whether they experienced
any significant events, or how they are feeling in the present
moment. This helps the therapist assess the client’s immediate
emotional state and determine if any crisis or urgent issue
requires immediate attention. For example, a therapist might ask,
“How have things been since we last met?” or “What’s been on
your mind this week?”

Following the check-in comes agenda setting, a collaborative
process where therapist and client decide together what to focus
on during the session. The therapist might say, “What would
be most helpful to work on today?” or “Let’s think about what



we want to accomplish in our time together.” Agenda setting
empowers clients by giving them voice in their treatment and
ensures that sessions address their most pressing concerns. The
agenda might include reviewing homework from the previous
session, discussing a recent difficult situation, practicing a new
skill, or exploring a longstanding pattern.

The working section forms the main body of the session,
where the therapeutic work takes place. This is when a therapist
and a client engage with the chosen agenda items using various
therapeutic techniques and interventions. In CBT, this might
involve identifying and challenging negative automatic thoughts.
In psychodynamic therapy, it might mean exploring unconscious
patterns or discussing transference. In humanistic therapy, the
therapist might reflect the client’s feelings and help them explore
their experience more deeply. The working section is flexible
and responsive to what emerges during the conversation.

As the session approaches its end, the therapist initiates
closing and summary. During this phase, the therapist and
client review what was discussed, highlight key insights or
progress, and ensure the client feels grounded before leaving.
The therapist might ask, “What are you taking away from today’s
session?” or “How are you feeling right now?” This is also
the time for homework assignment — therapeutic tasks that
help clients practice new skills or continue therapeutic work
between sessions. Homework might include keeping a thought
diary, practicing relaxation techniques, or trying new behaviour



in a real-life situation.

Research shows that clients who complete homework
assignments between sessions make faster progress and achieve
better outcomes. Homework bridges the gap between the therapy
room and real life, allowing clients to apply what they learn
in session to their daily experiences.

Treatment Planning: Creating a Roadmap for Change

While individual sessions follow a predictable structure, the
overall course of therapy requires comprehensive treatment
planning. A treatment plan is a structured document that outlines
the client’s presenting problems, diagnosis (if applicable),
therapeutic goals, specific objectives, planned interventions, and
methods for measuring progress. Treatment planning typically
begins after the initial assessment and may be revised as therapy
progresses.

Effective treatment plans are collaborative. Rather than the
therapist imposing goals on the client, both parties work together
to identify what the client wants to achieve and how they
will get there. This collaboration increases client motivation
and investment in the therapeutic process. When clients feel
ownership of their goals, they are more likely to work actively
toward achieving them.

SMART Goals: Making Objectives Measurable
One of the most important elements of treatment planning is



setting SMART goals. SMART is an acronym that stands for:

Specific: goals should be clear and well-defined, not vague.
Instead of “feel better,” a specific goal might be “reduce panic
attacks.”

Measurable: goals should be quantifiable so that progress can
be tracked. For example, “reduce panic attacks from 5 per week
to 1 per week” is measurable.

Achievable: goals should be realistic given the client’s
resources, abilities, and circumstances. Setting impossibly
difficult goals sets clients up for failure.

Relevant: goals should align with the client’s values, needs, and
overall life situation. They should matter to the client personally.

Time-bound: goals should have a specific timeframe. “Within
12 weeks” or “by the end of treatment” creates urgency and
allows for evaluation.

For example, a vague goal like “improve mood” becomes
a SMART goal when reframed as: “Within 8 weeks, reduce
depression symptoms (as measured by the PHQ-9: Patient
Health Questionnaire-9)) from a score of 18 to below 10 through
weekly therapy sessions and daily behavioural activation
exercises.”

Treatment plans distinguish between goals (the broader
aims of treatment) and objectives (the specific steps needed
to achieve those goals). A goal might be “reduce social
anxiety,” while objectives would include “learn and practice
relaxation techniques within the first four sessions” and “engage



in one social situation per week using coping strategies learned
in therapy.”

The treatment plan also specifies interventions — the
therapeutic techniques and approaches that will be used to help
the client reach their objectives. Interventions might include
cognitive restructuring, exposure therapy, mindfulness practice,
family therapy sessions, or emotion regulation skills training. The
choice of interventions depends on the client’s diagnosis, goals,
and the therapist’s theoretical orientation and training.

Measuring Progress and OQutcomes

How do therapists and clients know if therapy is working?
Outcomes refer to the results of therapeutic intervention —
the changes that occur in the client’s symptoms, functioning,
and well-being. Measuring outcomes is essential for evaluating
treatment effectiveness and making adjustments when needed.

Many therapists use standardized outcome measures or
assessment scales to track progress systematically. For
depression, the PHQ-9 provides a numerical score that can
be tracked over time. For anxiety, the GAD-7 (Generalized
Anxiety Disorder-7) serves a similar purpose. When a client’s
score decreases from 20 to 8 over the course of treatment,
both therapist and client have concrete evidence that therapy is
working.

Progress is also measured through regular check-ins during
sessions. Therapists might ask, “Are you noticing any changes?”



or “How are you managing the situations that used to trigger
your anxiety?” Client self-reports of improved mood, better
relationships, or increased coping abilities all indicate positive
outcomes.

Termination and Relapse Prevention

All therapy relationships eventually end, and termination —
the planned conclusion of therapy — is an important phase
that requires careful attention. Termination is appropriate when
clients have achieved their treatment goals, learned skills for
managing their difficulties, and feel ready to continue their
progress independently.

Effective termination is not abrupt. Therapists typically
begin discussing termination several sessions before the final
meeting, giving clients time to process their feelings about
ending therapy and to consolidate their gains. The termination
phase includes reviewing progress, celebrating achievements,
and acknowledging the relationship that has developed.

A crucial component of termination is relapse prevention
planning. While clients may have made significant progress
during therapy, they remain vulnerable to returning to old
patterns when faced with stress or new challenges. Relapse
prevention involves helping clients identify their warning signs,
develop strategies for managing future difficulties, and create
a plan for what to do if symptoms return.

Relapse prevention planning might include: identifying high-



risk situations that could trigger old patterns; reviewing coping
strategies learned in therapy; creating a written plan for managing
warning signs; discussing when to seek additional therapy
in the future; and ensuring clients feel confident in their ability
to maintain their gains.

Research shows that structured therapies that include
explicit relapse prevention planning help clients maintain their
improvements long after therapy ends. By preparing clients
for potential challenges and giving them tools to manage
independently, therapists set them up for lasting success.

From the structured framework of individual sessions
to the comprehensive roadmap of treatment planning, effective
psychotherapy balances organization with flexibility, always
keeping the client’s goals and well-being at the center of the
work.

Comprehension questions:

1. What is the “therapeutic frame” and why is it important?

2. What happens during the check-in at the beginning
of a session?

3. What is agenda setting and why is it collaborative?

4. What is the purpose of homework in therapy?

5. What does SMART stand for in SMART goals?

6. What is the difference between goals and objectives
in a treatment plan?

7. How can therapists measure whether therapy is working?



8. When is termination appropriate?

9. What is relapse prevention and why is it important?

10. Give an example of a SMART goal for a client with
depression.



VOCABULARY:
Treatment Planning and
SMART Goals Terminology

A. Find words in the text that match these definitions:

1. The consistent boundaries and structure that provide safety
in therapy (paragraph 2):

2. A brief opening discussion about the client’s current state
(paragraph 4):

3. Process where therapist and client decide what to focus on
during session (paragraph 5):

4. The main part of the session where therapeutic work
happens (paragraph 6):

5. Therapeutic tasks that help clients practice between
sessions (paragraph 7):

6. A structured document outlining problems, goals, and
interventions (paragraph 9):

7. Tools or techniques used to help clients achieve their
objectives (paragraph 14):

8. The results of therapeutic intervention (paragraph 15):

9. The planned conclusion of therapy (paragraph 17):

10. Strategies to help clients maintain gains and avoid



returning to old patterns (paragraph 19):

B. Complete the collocations from the text:
1. therapeutic
2. check-

3. agenda

4. homework
5. treatment
6. SMART
7. measurable
8. relapse

9. outcome
10. session

C. Word families
Complete the table:

Verb DIt . Adjective
(process/thing)
intervene
terminate
assess
plan
measure

achieve

Discussion questions:



1. How structured should therapy sessions be?

2. Why is it important for clients to participate in setting their
own goals?

3. What should a therapist do if a client doesn’t complete
homework assignments?

4. How can therapists balance following a treatment plan with
being responsive to clients’ immediate needs?

5. Should all therapy have a planned ending, or can it continue
indefinitely?

6. What are the risks of not having a relapse prevention plan?



GRAMMAR FOCUS:
Future Simple, “going to,” and Present
Continuous for Plans and Timelines

When discussing treatment plans, session structure, and
therapeutic goals, we use different future forms depending on the
type of plan or prediction.

A. Future Simple (will + main verb)

Use: predictions, spontaneous decisions, promises, and
general future facts

Form:

* Affirmative: Subject + will + main verb

* Negative: Subject + will not (won’t) + main verb

* Questions: Will + subject + main verb?

Examples from therapy:

* This intervention will help you manage anxiety better.

* Therapy will take approximately 12—16 sessions.

* The therapist will review your progress regularly.

* [ will support you throughout this process.

* These coping skills will be useful in stressful situations.

B. “Going to” + main verb
Use: planned intentions, decisions already made, and



predictions based on present evidence

Form:

» Affirmative: Subject + am/is/are + going to + main verb

* Negative: Subject + am/is/are + not + going to + main verb

* Questions: Am/Is/Are + subject + going to + main verb?

Examples from therapy:

* We are going to work on your communication skills.

* [ am going to assign homework to practise between sessions.

* The client is going to keep a thought diary this week.

* We are going to focus on relapse prevention in our final
sessions.

* They are going to terminate therapy after achieving their
goals.

C. Present Continuous for arrangements

Use: fixed arrangements and scheduled appointments
Form:

* Affirmative: Subject + am/is/are + main verb-ing

* Negative: Subject + am/is/are + not + main verb-ing
* Questions: Am/Is/Are + subject + main verb-ing?
Examples from therapy:

* We are meeting next Tuesday at 3 PM.

* [ am seeing my therapist this week.

* The client is coming for their intake session tomorrow.
* We are having our termination session next month.

* They are not attending group therapy this week.



Exercise 1: Choose the correct form
Complete the sentences with the correct future form of the
verb in brackets:

1. In our next session, we (explore) your childhood
experiences.

2. I think this treatment plan (be) effective for your
symptoms.

3. We (meet) every Wednesday at 4 PM for the next
three months.

4. The therapist (use) CBT techniques to address
your negative thoughts.

5. Look at your progress! You (achieve) your goals
soon.

6.1 (assign) you homework to practise assertiveness
skills.

7. Our termination session (take place) on December
15th.

8. This relapse prevention plan (help) you maintain

your progress.

Exercise 2: Will vs. Going to

Decide if each sentence should use “will” or “going to”:

1. A: T haven’t decided which intervention to use yet.

B: 1 (recommend) trying cognitive restructuring
first.



2. We (start) working on your social anxiety
in today’s session. (This was planned last week)
3. A: The client seems very distressed.

B: Don’t worry. I (check in) with him right away.
(spontaneous decision)

4. According to the treatment plan, therapy (last) for
16 weeks.

5. T can see youre making great progress. You
(reach) your goals very soon. (based on evidence)

Exercise 3: Complete the treatment plan discussion
Complete this dialogue between a therapist and client using
appropriate future forms:

Therapist: So, we (work) together for approximately
12 sessions. In our first few sessions, we (focus) on
assessment and goal-setting.

Client: That sounds good. What (happen) in the later
sessions?

Therapist: We (use) various CBT techniques to help
you manage your anxiety. I (teach) you relaxation skills
and cognitive restructuring.

Client: (I / have) homework?

Therapist: Yes, | (assign) practice exercises between
sessions. This (help) you apply what we learn in therapy
to your daily life.

Client: When (we / meet)?



Therapist: We (meet) every Thursday at 2 PM. Does
that work for you?
Client: Perfect. I (see) you next Thursday, then!

Exercise 4: Correct the mistakes

Find and correct the mistakes in these sentences:

1. We will meeting for our session tomorrow at 3 PM.

2. I think the client is going achieve their goals soon.

3. The therapist going to assign homework next week.

4. Our final session will taking place in June.

5. What we are going to work on today?

6. The treatment plan are going to include relaxation
techniques.

7. 1 meet my supervisor next Monday to discuss this case.

8. Will the client going to attend group therapy?



COMMUNICATION:
A Therapeutic Session: Setting Goals
and Creating a Treatment Plan

Context: This is session 3. The client, James, is a 37-year-old
professional who came to therapy for anxiety and sleep problems.
He has been in therapy for three weeks. The therapist is Dr.
Roberts.

Dr. Roberts: Good morning, James. How have you been
since we last met?

James: Hi, Dr. Roberts. I've been. .. okay, I guess. Better than
before I started therapy, but I still have difficult days.

Dr. Roberts: I'm glad to hear there’s been some
improvement. Can you tell me a bit more about the difficult
days? What makes them challenging?

James: Well, I still feel overwhelmed at work quite often. And
I'm having trouble sleeping — my mind just won’t switch off at
night.

Dr. Roberts: I understand. These seem like important things
to address. Today, I'd like us to work on something specific —
creating clear treatment goals and developing a plan for our work
together. Does that sound good to you?

James: Yes, definitely. I think I need that. Sometimes I'm not



sure what we’re working towards.

Dr. Roberts: That’s very honest of you, and it’s exactly why
setting goals is so important. Let’s start with what you’d like
to change. If our therapy together is successful, what would be
different in your life?

James: I want to feel less anxious, especially at work. And
I want to sleep better. Also... I’d like to feel more confident
in general.

Dr. Roberts: Those are great starting points. Let’s work on
making them more specific so we can track your progress. You
mentioned feeling less anxious at work — can you describe what
that would look like in practical terms?

James: | suppose... I'd be able to present at team meetings
without my heart racing. And I wouldn’t spend my lunch breaks
worrying about what might go wrong in the afternoon.

Dr. Roberts: Excellent. So, one goal could be about managing
anxiety in specific work situations. Let’s make it even more
concrete. How often do you present at meetings currently?

James: About once a week, usually on Fridays.

Dr. Roberts: And how would you rate your anxiety level
during these presentations right now, from 0 to 10, where
0 means no anxiety at all and 10 means extreme anxiety?

James: Probably an 8 or 9. It’s really high.

Dr. Roberts: Okay. So, let’s create a SMART goal — that
means it’s Specific, Measurable, Achievable, Relevant, and
Time-bound. How does this sound: “Within 10 weeks, I will



present at weekly team meetings and reduce my anxiety level
from 8/10 to 4/10, measured before and during the presentation.”

James: That sounds. .. challenging but possible, I think.

Dr. Roberts: Good. It should feel like a stretch but not
impossible. Now, what about sleep? What would better sleep
look like for you?

James: Falling asleep within 30 minutes instead of lying
awake for two hours. And maybe waking up feeling rested, not
exhausted.

Dr. Roberts: How many nights per week are you having
trouble sleeping currently?

James: Five or six nights. It’s pretty consistent.

Dr. Roberts: Alright. Here’s a possible goal: “Within
8 weeks, I will fall asleep within 30 minutes on at least 5 nights
per week by practicing sleep hygiene techniques and relaxation
exercises.”

James: That would make such a difference to my life.

Dr. Roberts: I believe it will. Now, you also mentioned
confidence. That’s a bit broader. Can you give me an example
of a situation where you’d like to feel more confident?

James: Social situations, I think. I avoid going out with friends
because I worry I'll say something stupid or that people won’t
like me.

Dr. Roberts: How often are you declining social invitations
right now?

James: Almost always. I probably say no nine times out of ten.



Dr. Roberts: And realistically, how often would you like to be
able to say yes?

James: Maybe. .. half the time? At least at first.

Dr. Roberts: That’s a realistic target. So, our third goal might
be: “Within 12 weeks, I will accept and attend at least 50%
of social invitations I receive, with a minimum of two social
events per month.”

James: Okay. These goals make it all feel more... real. More
manageable.

Dr. Roberts: That’s exactly the purpose. Now let’s talk about
how we’re going to help you achieve these goals. Based on what
you’ve told me over our sessions, I think Cognitive behavioural
Therapy would be very effective for you. Do you know anything
about CBT?

James: Not really. What does it involve?

Dr. Roberts: CBT focuses on the connection between your
thoughts, feelings, and behaviours. We’ll identify unhelpful
thinking patterns that increase your anxiety and work on
developing more balanced, realistic thoughts. We’'ll also use
exposure exercises to gradually help you face situations you’re
avoiding.

James: Exposure exercises? That sounds scary.

Dr. Roberts: It will be gradual and at your pace. For example,
we might start with smaller social situations before working up
to bigger ones. And we’ll teach you coping strategies first — like
relaxation techniques and thought challenging — so you have tools



to manage the anxiety.

James: Okay. That sounds more manageable.

Dr. Roberts: Good. So, here’s our treatment plan: We’ll meet
weekly for approximately 12—14 sessions. Each session, we’ll
check on your progress, review any homework exercises, learn
and practice new skills, and plan what to work on between
sessions. For your work anxiety, we’ll use thought records
to identify and challenge anxious thoughts. For sleep, we’ll
implement a sleep hygiene plan and teach you progressive muscle
relaxation. And for social confidence, we’ll create an exposure
hierarchy — starting with less anxiety-provoking situations and
gradually building up.

James: And the homework you mentioned — what would that
involve?

Dr. Roberts: Between sessions, you'll practice the skills we
work on here. For example, keeping thought records, practicing
relaxation exercises daily, or gradually completing exposure
tasks. The homework is where most of the change happens — our
sessions are for learning and planning, but you’ll do the real work
outside this room.

James: That makes sense. I'm nervous but I'm ready to try.

Dr. Roberts: That’s a great attitude. Remember, we’ll review
your progress regularly. Every few sessions, we’ll check whether
these goals still feel relevant and whether we need to adjust
them. This plan isn’t set in stone — it’s a working document we’ll
adapt as needed. How are you feeling about everything we’ve



discussed?

James: Honestly? A bit overwhelmed, but also relieved. It’s
good to have a clear direction.

Dr. Roberts: That’s a very normal reaction. For next week,
Id like you to start monitoring your anxiety and sleep patterns.
I'm going to give you a simple diary sheet where you can record
your anxiety levels in different situations and note what time you
go to bed and fall asleep each night. This will give us baseline
data and help you become more aware of patterns.

James: Okay, I can do that.

Dr. Roberts: Excellent. Let’s summarize what we’ve agreed
today. We've set three main goals: reducing your anxiety at
work presentations to 4/10 within 10 weeks, improving your
sleep by falling asleep within 30 minutes at least 5 nights per
week within 8 weeks, and accepting 50% of social invitations
within 12 weeks. We'll use CBT techniques including thought
records, relaxation exercises, and gradual exposure. Does that
sound right?

James: Yes, that covers it.

Dr. Roberts: How helpful was today’s session for you?

James: Very helpful. I feel like I understand what we’re doing
now and where we’re headed.

Dr. Roberts: I'm glad to hear that. I'll see you next week, at
the same time. And remember to bring your anxiety and sleep
diary.



TASK 1: True / False / Not Mentioned

Read the statements below about the therapeutic session.
Decide if each statement is:

* TRUE - the statement agrees with the information

* FALSE - the statement contradicts the information

* NOT MENTIONED - the information is not given

Statements:

1. This is James’s first therapy session with Dr. Roberts.

2. James is having difficulty sleeping because his mind won’t
switch off at night.

3. Dr. Roberts plans to use Cognitive behavioural Therapy
with James.

4. James currently rates his anxiety during presentations as 8
or 9 out of 10.

5. James has been diagnosed with panic disorder.

6. James accepts most social invitations he receives.

7. The treatment plan includes approximately 12—14 weekly
sessions.

8. Dr. Roberts will adjust the treatment plan if needed as
therapy progresses.

9. James needs to practice relaxation exercises twice a day.

10. Dr. Roberts assigns James an anxiety and sleep diary for
homework.

#

TASK 2: Answer the Questions



1. How is James feeling compared to before he started
therapy?

2. What are the three main issues James wants to address
in therapy?

3. What does SMART stand for in goal-setting?

4. What is James’s first SMART goal about work
presentations?

5. How often is James currently having trouble sleeping?

6. What percentage of social invitations does James want to be
able to accept?

7. What three main techniques will Dr. Roberts use to help
James?

8. What is James’s homework assignment for next week?

#

TASK 3: Personal Response

Discuss:

1. James feels “overwhelmed but also relieved” after setting
goals. Why do you think clear goals can create both feelings at
the same time?

2. Dr. Roberts says, “The homework is where most of the
change happens.” Do you agree that practice outside therapy
sessions is more important than the sessions themselves? Why
or why not?

3. One of James’s goals is to attend at least two social events
per month. Do you think this is realistic for someone with social
anxiety? Would you set the goal higher or lower?



TASK 4: Role Play
Work in pairs. One person is a psychotherapist, the other is
a client.

The client presents with:

* Chronic stress from work overload

* Frequent headaches and muscle tension

* Difficulty saying “no” to additional responsibilities
* Feeling burned out and exhausted

The psychotherapist should:

* Ask questions to understand the client’s difficulties

* Help the client formulate 2—3 SMART goals

* Suggest appropriate interventions (e.g., stress management
techniques, assertiveness training, relaxation exercises)

* Assign homework for the coming week

* Summarize the treatment plan

Time: 10—15 minutes

After the role play, discuss:

* Was it easy or difficult to create SMART goals?

* Did the goals feel realistic and achievable?

* What interventions seemed most appropriate for this client’s
problems?



PROFESSIONAL PRACTICE:
Creating Effective Treatment Plans

Sample Treatment Plans

Treatment Plan 1: Depression

Client: 32-year-old female with major depressive disorder

Presenting Problems: Low mood, loss of interest in activities,
difficulty concentrating, sleep disturbance

Treatment Approach: Cognitive-behavioural Therapy

Goal: Reduce depressive symptoms and improve daily
functioning within 12 weeks

SMART Objectives:

1. Within 4 weeks, client will identify and challenge 3 negative
automatic thoughts daily using thought records

2. By week 6, client will engage in 3 pleasurable activities per
week (behavioural activation)

3. By week 12, client will score below 10 on PHQ-9*
(currently 18)

Interventions:

* Cognitive restructuring

* behavioural activation

* Sleep hygiene psychoeducation



* Homework assignments (thought records, activity
scheduling)

Outcome Measures: PHQ-9 administered every 3 sessions

Planned Duration: 12—16 weekly sessions

Relapse Prevention: Identify warning signs, maintain activity
schedule, know when to seek additional support

* PHQ-9 (Patient Health Questionnaire-9) — OnpocHUK 3710-
POBBS NalMeHTa-9

Treatment Plan 2: Social Anxiety

Client: 25-year-old male with social anxiety disorder

Presenting Problems: Fear of judgment, avoidance of social
situations, physical anxiety symptoms

Treatment Approach: Cognitive-behavioural therapy with
exposure

Goal: Decrease social anxiety and increase participation
in social activities within 16 weeks

SMART Objectives:

1. Within 4 weeks, learn and practise relaxation techniques
with 80% success rate

2. By week 8, attend one low-anxiety social situation per week
using coping strategies



3. By week 12, give a presentation at work (previously
avoided)

4. By week 16, report anxiety in social situations decreased
from 8/10 to 3/10

Interventions:

* Cognitive restructuring of social anxiety thoughts
* Progressive muscle relaxation training

* Graduated exposure hierarchy

* Social skills practice

* Homework: weekly exposure exercises

Outcome Measures: GAD-7%*, subjective anxiety ratings,
behavioural tracking

Planned Duration: 16 weekly sessions

Relapse  Prevention: Continued gradual exposures,
recognition of anxiety warning signs, maintenance of coping
strategies

*GAD-7 (Generalized Anxiety Disorder-7) — crannaptusu-
POBaHHBIN OMPOCHUK U3 7 BOIPOCOB ISl CKPUHUHTA U OLIEHKU
TSKECTH TEHEPATM30BaHHOIO TPEBOKHOTO PacCTpOMCTBA

Useful Phrases for Treatment Planning
Describing Presenting Problems:
* The client presents with...



* Primary concerns include. ..
* The client reports experiencing...
* Main difficulties are. ..

Setting Goals:

* The overall goal of treatment is to...
e The client aims to...

* We will work toward. ..

 Treatment will focus on...

Writing SMART Objectives:

e Within [timeframe], the client will...

* By [date], the client will be able to...

* The client will demonstrate... [number] times per [period]
* By the end of treatment, the client will achieve...

Describing Interventions:

* Treatment will include...

* Therapeutic techniques will consist of ...
* We will utilize. ..

* The approach combines. ..

* Sessions will incorporate. ..

Measuring Outcomes:
* Progress will be measured using...
* We will track...



¢ Outcome measures include. ..
* Success will be indicated by...

Planning Termination:

* Termination is planned for...

* Treatment will conclude when...

* We will begin discussing termination. ..
* Relapse prevention will include. ..

Practice Exercises

Exercise 1: Identify SMART Elements

Look at these goals and identify which SMART criteria each
one meets or lacks:

1. “Client will feel better”

2. “Within 8 weeks, client will practise relaxation exercises
5 times per week”

3. “Client will reduce panic attacks from 5 per week to 1 per
week within 10 weeks as measured by daily tracking”

Exercise 2: Convert Vague Goals to SMART Goals
Rewrite these vague goals as SMART goals:

1. Vague: Client will have less anxiety

SMART:

2. Vague: Client will improve relationships

SMART:

3. Vague: Client will cope better with stress




SMART:

Exercise 3: Match Interventions to Goals
Match each goal with the most appropriate intervention:

Goals:

1. Reduce frequency of panic attacks

2. Improve communication with a partner
3. Decrease depressive symptoms

4. Manage anger more effectively

Interventions:

a) behavioural activation and cognitive restructuring

b) Couples therapy and active listening skills training

¢) Interoceptive exposure and breathing techniques

d) Anger management techniques and cognitive reappraisal

Exercise 4: Create a Session Structure

You are meeting a client for the third time. They have been
practising thought records as homework. Create an outline for
today’s session including:

* Check-in:
* Agenda setting:
. Working section:




* Summary:
* Homework:

Exercise 5: Write a Mini Treatment Plan

Create a brief treatment plan for this scenario:

Client: 28-year-old female experiencing work-related
stress, sleep problems, and difficulty saying “no” to extra
responsibilities

Your treatment plan should include:
* One overall goal

* Two SMART objectives

* Three specific interventions

* One outcome measure

* Planned duration

Exercise 6: Relapse Prevention Planning

A client with depression has achieved their treatment goals
and will terminate therapy in two sessions. List 5 elements you
would include in their relapse prevention plan:

1.

RARE R N




Vocabulary and Collocations for Unit 4

check-in - mpoBepka coOCTOSIHMS, HayajIbHOE
o0CykIeHUE

agenda setting — ycTaHOBJIEHUE MTOBECTKU JHS

treatment plan — nan nedeHus

SMART goals - CMAPT-uenn

intervention — BMeIaTeIbCTBO/MHTEPBEHITHS

termination — 3aBepilieHUe Tepanuu

relapse prevention — npoduiakTiKa peruauBa

homework — nomaiiiee 3aganve

building rapport — BbicTpanBaHue pannopra

gathering history — coop aHamHe3a

setting initial goals — mocTaHoBKa HavyaJIbHBIX TIEJIEH

therapeutic process — TepaneBTH4YeCKHiA TPOIIECC

regular sessions — peryJsipHsle ceccuu

homework review — 0630p omariHero 3agaHus

reviewing progress — 0030p nporpecca

relapse prevention planning - mIaHUpoBaHKe
NpOUIAKTUKY PeLUIIBa

measuring progress — U3MepeHue rporpecca

therapeutic frame - TepaneBTMYecKHMEe paMKHu
(ceTTHHr)

session structure — cTpykTypa ceccuu

consistent boundaries — ycToituuBbIe rpaHUIIbI

confidentiality agreements - corJialeHust
0 KOH(pHIEHIIMATBHOCTH



current state — TeKylIlee COCTOSIHHAE

experiences since the last meeting — nepexuBanus
TMOCJIe MOCJIeIHEN BCTPEUn

significant events — 3HauMMbIe COOBITHS

present moment — HaCTOSAIIIMNA MOMEHT

immediate emotional state — HenocpencTBeHHOE
SMOIMOHAIBHOE COCTOSTHUE

urgent issue — cpouHast mpooiemMa

immediate attention — nepsooyeperHOe BHIMaHHE

collaborative process — COBMeCTHBII mporiecc

most pressing concerns - camble aKTyaJIbHbIE
npoOIeMbl

working section — pabouast cexus

therapeutic techniques — TepaneBTuecKre TEXHUKN

negative automatic thoughts - HeraTuBHBIC
ABTOMATUYECKUE MBICIIH

unconscious patterns — 6ecco3HaTesbHbIE MAaTTePHbI

transference — nepeHoc

closing and summary — 3aBepuieHue U pe3ome

key insights — kimoueBbie HHCANATHI

homework assignment — Ha3HaueHHWE JOMAIIIHETO
3aaHu s

therapeutic tasks — TrepaneBTuyeckue 3agaun

thought diary — tHeBHUK MbIC/IER

relaxation techniques — TexHuku penakcanuu

real-life situation — peanpHas KU3HEHHAS CUTYalIUS

complete homework assignments - BbITIONTHATH
JOMaIlIHUE 33/1aHK S

make faster progress — ycKopuTb porpecc



achieve better outcomes - gocrurath JIy4Inmx
pe3yJIbTaToOB

comprehensive treatment planning — BcectopoHHee
IUIAaHMPOBAHUE JIEYEHU S

presenting problems — nperbsiBiisieMble IPOOIEMbI

diagnosis — quarHos

therapeutic goals — TepanesTnyeckue meau

specific objectives — koHKpeTHbIE TIETTH

planned interventions -  3amIaHMpOBaHHBbIE
BMEILATEIbCTBA/ UHTEPBEH LU

measuring progress — u3MepeHue rnporpecca

initial assessment — nepBUYHas OLIEHKA

client motivation — MmoTuBaLA KJIMEHTA

investment in the therapeutic process -
BOBJICYEHHOCTh B TEPareBTUYECKUI MPOLIECC

specific — KOHKpeTHbIi

measurable — nzmepumblii

achievable — nocTrxumbIit

relevant — peneBaHTHBIN

time-bound — orpaHrYeHHbII IO BpeMEH!

reduce panic attacks — CHU3UTh MAHUYECKUE aTaKU

vague goal — pacruibiBUaTas 1eib

broader aims — 6osee mupoKue 1eu

treatment goals — 1iesu ieyeHust

objectives — 3amaumn

specific steps — KOHKpeTHBIE 1maru

reduce social anxiety — CHU3UTH COLMAIBHYIO
TPEBOXHOCTb

learn and practise — n3yuarb ¥ NpaKTUKOBATb



coping strategies — cTpaTeruu coBJialaHUS

engage in — y4acTBOBaTh B

cognitive restructuring - KOTHUTHUBHAS
PECTPYKTYpHU3aLHs

exposure therapy — skcrno3ulioHHas Tepanus

mindfulness practice — npakTrka 0CO3HaHHOCTH

family therapy sessions — ceaHchl ceMelHON Tepanuu

emotion regulation skills — HaBbIKM 3MOIMOHATHEHOM
peryssnuu

theoretical orientation — TeopeTnyeckas opueHTaIys

outcomes — pe3y/IbTaThl

therapeutic intervention —  TepaneBTHYecKoe
BMEIIATeIbCTBO

treatment effectiveness — 3ppekTMBHOCTD JieueHNs

standardized outcome measures -

CTaHJAPTU3UPOBAHHBLIC METOAMKU OLCHKHA pPE3YJIibTaTa
assessment scales — OlIeHOUHBIE ITIKAJTbI

track progress systematically - orciexuBarb
MPOrpecc CUCTEMATUIECKH

PHQ-9 (Patient Health Questionnaire-9) -
PHQ-9 (OnpocHuk 310poBbs NaiyeHTa-9)

GAD-7 (Generalized Anxiety Disorder-7) -
GAD-7 (Onpochuk: I'eHepanu3oBaHHOE TPEBOKHOE
paccTpoicTBO-7)

numerical score — uucioBasg OLEHKA/JYUCIOBON
pelTuHr

concrete evidence — KOHKpPETHOE TOKA3aTeILCTBO

regular check-ins — perynspHble npoBepku

client self-reports — camooTueTsl KJMeHTa



improved mood — ynyuiieHHOe HaCTpOeHue

better relationships — Gonee xoporue oTHoIIEHNS

increased coping abilities — ynydmeHHble HaBBHIKK
COBJIQ/IAHUS

positive outcomes — NO3UTHBHBIE PE3YJIbTATHI

planned conclusion — 3arianrpoBaHHOE 3aBepIleHNe

achieved treatment goals - pocturHyTeie ULenn
JieYeHust

learned skills — ocBoeHHbIE HAaBBIKT

independently — camocTosTeIbHO/HE3aBUCUMO

effective termination — s¢ppexTrBHOE 3aBepieHne

abrupt — pe3kuii

process feelings — oOpabGarbsiBaTh 4yBCTBa

consolidate gains — 3aKperiaTh JOCTUKEHUS

celebrating  achievements -  npasgHOBaHue
JOCTVKEHU
acknowledging the relationship - oco3Hanue

OTHOUIEHUH (B Teparuu)

warning signs — npeaynpexallue 3Haku

returning to old patterns — Bo3BparieHre K CTapsiM
narTepHam

high-risk situations — cutyaiu BHICOKOTO pucka

trigger old patterns — 3amyckarh crapele IAaTTEPHBI
(moBeneHuUs)

written plan — nvcbMeHHBIN TJ1aH

seek additional therapy - 00paTuThes
32 JONOJIHUTEIBHOM Teparen

maintain gains — nojJiepXxuBarb JOCTHUXEHUS

structured therapy — cTpykTyprupoBaHHas Tepanus



explicit relapse prevention planning - sBHoe
TUIAHWPOBAHUE MPOPUIAKTUKY PELIUINBa

maintain improvements — rojepxuBaTh yIydIIeHUs

lasting success — JTUTENIBHBIN yCTIEX

baseline data — ucxonuble JaHHBIE

sleep hygiene — rurviena cHa

progressive muscle relaxation — mnporpeccuBHas
MBIIIIEYHAs] peslakcarys

exposure hierarchy — nepapxus sxcnozurum

thought records — 3amicu MbIceR

behavioural activation — noBeneHueckas akTUBalus

depression symptoms — CUMITTOMBI JIEPECCUn

daily functioning - [IOBCEJHEBHOE
(yHKIIMOHUpOBaHVE

major depressive disorder — GoJbitioe nenpeccuBHOE
PacCTpoCTBO

low mood — noHn:xeHHOe HaCTPOEeHUE

loss of interest — norepst uHTepeca

difficulty concentrating - TPYAHOCTH
C KOHIIeHTpalen

sleep disturbance — Hapymenue cHa

pleasurable activities — npusTHBIC 3aHATHA/BUIBI
IesATeNbHOCTA

social anxiety disorder — coipanabHOE TPEBOKHOE
PaccTponCTBO

fear of judgment — cTpax ocyxneHus
avoidance of social situations - wusOeranue



COIMAJIbHBIX CUTYaIUi

physical anxiety symptoms — ¢pu3nyeckue CUMITOMBI
TpeBOTU

low-anxiety social situation - wmasoTpeBOXHas
COIMaJIbHAasl CUTYallusI

subjective anxiety ratings — cyObeKTUBHbBIE OILICHKH
TpeBOTU

behavioural tracking — noBegen4yeckoe orciexuBaHue

continued gradual exposures — mpojoKaoIIecs
MIOCTETIEHHBIE SKCIIO3UIIUU

recognition of warning signs — pacno3HaBaHue
NIPeIyTPE kK JAIOIINX 3HAKOB

maintenance of coping strategies — noagep:xaHue
CTpaTeruil CoBIaJaHus



UNIT 3.
MAJOR SKILLS
OF A PSYCHOLOGIST

LEAD-IN:
Professional Skills and Competencies

Activity 1: What makes an effective psychologist?
Read the list of professional skills below. Think about each
skill and complete the tasks:

Professional skills:

* Active listening — understanding what the client really
means

* Building rapport — creating trust with clients

* Ethical decision-making — knowing what is right
in difficult situations

* Teamwork — collaborating with other professionals

» Assessment skills — gathering and analyzing information
about clients

* Cultural sensitivity — working with people from different
backgrounds



Tasks:

1. Number the skills from 1 to 6 (1 = most important, 6 =
least important for you)

2. Circle TWO skills you already have

3. Underline ONE skill you want to develop further

Be ready to explain your choices.

Activity 2: SKills brainstorm

Work in small groups. You have 3 minutes to write down
as many professional skills as you can that psychologists need
in their practice.

Example: active listening, assessment, empathy, critical
thinking, communication skills. ..

Activity 3: Discussion questions

Discuss these questions with your partner:

1. What do you think are the three most important skills for
a psychologist?

2. Are some skills more important in certain settings (hospital
vs. private practice)?

3. Can all professional skills be taught, or are some innate?

4. What's the difference between clinical skills and
interpersonal skills?

5. How do psychologists maintain their professional
boundaries?



6. What role does research play in psychological practice?
#

Key vocabulary for this unit:

#

Match the words with their definitions:

1. Competency

2. Assessment

3. Intervention

4. Case formulation

5. Professional boundaries

6. Clinical judgment

7. Ethical decision-making

#

a) The ability to make informed professional decisions based
on evidence and experience

b) The process of gathering and evaluating information about
a client’s psychological state

c¢) Clear limits that protect both psychologist and client in the
professional relationship

d) A specific skill or ability required for professional practice

e) Making choices that align with professional ethical codes
and standards

f) An action or treatment designed to help resolve
a psychological problem

g) A comprehensive understanding of a client’s problems,
their causes, and maintaining factors
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