A clinical psychologist’s perspective 

Dr. Marianne Mallia
Marianne has worked as a clinical psychologist and clinical hypnotherapist and has many years of experience as a clinical supervisor, lecturer and external examiner. She is also an expert on occupational psychology and organisational psychology. She is an advisor with the Phobic Society, being one of a panel of specialists whose role is to provide advice to members about the various treatments available for phobias.

Marianne chose to study BST because it is a “solution focused approach”. This means it fits in perfectly with her other approaches such as cognitive behavioural therapy and counselling; NLP, Time Line Therapy™; eye movement desensitisation and reprocessing (EMDR), and clinical hypnotherapy. She finds that the solution-focused approach is a more productive way of dealing with problems than an analytical approach and that by accessing state dependent memory and learned behaviour, she gets to the core of the problem much faster.

Because the BST approach is so flexible and does not require rigid protocols, Marianne has easily integrate the tools and techniques into her existing practice. This gives her a wider choice of treatments to use. As she says “ you have to treat each person as an individual – you cannot just keep pulling out the same old tool, otherwise you get static, bored and the patient is not getting the full benefit of your expertise”.

 She also likes the “brief” part of the approach because it prevents the patient becoming dependent. So by the third session, you know whether or not they are going to respond to treatment. Marianne finds the use of one–to–one BST technique much more productive when patients are not responding to group cognitive behavioural counselling therapy. 
Frances D. Spargo Williams Crowe.

Clinical psychologist
The Brief Strategic Therapy approach appealed to Frances for two reasons.  She very much believes that “people don’t want to be contemplating their navels for years– they want to come to terms with their problem, deal with it and put it behind them.. The second reason is that BST is designed for people in the health care sector precisely because “the health service is after people who can work briefly and effectively without jeopardising the quality of the service”.  

So Frances has been able to incorporate certain BST techniques into her approach with patients at the neurotic rather than the psychotic end of the spectrum of people she treats, for example those with phobic anxiety, general anxiety, reactive depression and interpersonal problems. In particular, she has found that using fovea focus deconstruction (FFD) has brought her dramatic results. 

Letter from a Sexual and Relationship Psychotherapist
Lynn Young

As I am coming up to the 6 month anniversary of ending my training in BST I thought you might be interested I how I have been using the exercises with couples.

I work with an integrated approach, varying from a few weeks to several months or even years if the couple are very entrenched in a co-dependent, attached, violent or sexually abusive relationship.

I became interested in BST when I recognised how many clients I see, especially in sex therapy, where anxiety and panic attacks are a predominant feature. Imagine my surprise when I found I was already using a similar technique without the theory! I had often encouraged clients to visualise the worst scenario, stay with the anxiety until it subsided then change the scenario. Taking the diploma course has given me the confidence to be more creative knowing there was a rationale to what I was doing.

During the course I shared how the colour exercise, which I used both as an anxiety management strategy and as a deconstruction technique, helped a couple who were stuck in a very unhappy relationship. This was partly due to the woman's lack of esteem following her thyroid cancer, which had affected their sexual relationship. The man had dealt with this by having an affair. Within a few sessions of the BST she was "blooming". She was also able to understand and forgive him, had been offered promotion and was able to let go of the fear of the cancer returning. This led to the restoration of the homeostasis in their relationship and they left therapy very much "in love" again.
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Dr. Robin Godsall


Dr. Godsall is a consultant psychiatrist working in the UK, at the moment in general adult psychiatry. He came to the UK to do a number of projects and as a result of being here he became interested in BST. He did the BST Foundation's course and became progressively more interested and more involved. 





Prior to coming to the UK, he spent 20 years in Sydney, practising general adult psychiatry, psychoanalytic psychotherapy, (his main sub-discipline), medico-legal work, dealing with chronic pain and the problems of migrants.





In the UK, he continues to work as a consultant for the NHS, gives opinions to the War Pensions Agency, and has been appointed by the Lord Chancellor to the Appeals tribunal and the Mental Health Review tribunal.





The things that struck me whilst doing the BST course were multiple, and the more involved I became, the more impressed I was as to the significant usefulness of BST techniques. The patient population for me in the U.K. is very different to my Sydney practice, in which BST would fit very comfortably. Here, my patient population is a psychiatric hospital population, both inpatients and outpatients. There is significant pathology, significant in nature, type and volume of patients. The resources in my experience are scarce and exhausted. Referral to specialist disciplines (even basic anxiety management) for most patients can simply be referrals to a waiting list.





BST is a short, proactive, positive, non-drug, non-invasive intervention that can be introduced to any patient with anxiety-based symptoms. It can be specifically therapeutic on its own, and because of the nature of the therapeutic relationship, appropriately supportive, and can be a very important medium for psycho-education.





Above all, it is or can be part of a multidisciplinary approach, which can be conveniently described in a tri-dimensional model for treatment and management. Of course, it can also be multidimensional.





As an example of tri-dimensional, I mean psychopharmacotherapy, brief focal psychotherapy and BST techniques. My experience has been to use BST techniques on outpatients at a number of NHS institutions and at one of those places, Stoke-on-Trent I wrote up a study of ten patients. 





My study of ten patients I believe showed a significant result, where the bottom line was that all but one patient felt a significant degree of improvement. When this is tried with a multidisciplinary or tri-dimensional approach, success breeds success, with an improved response to medication, increased compliance, increased motivation, increased sense of well-being, and a more effective use of other resources.





People do respond to psycho-education, and explaining the genesis and nature and mechanics of anxiety symptoms and neuro-transmission, is something to which they can respond positively. An extension of this is to lead into the model of the neuro-chemical substrate, for the symptoms from which they suffer, and this can be most helpful, and most therapeutic. A further extension of this, particularly for those patients who may be involved in a more interpretative psychotherapeutic approach, is to describe, for example, the possibility of slow transmission from the hippocampus being an organic model for the development of insight and understanding. This can promote enthusiasm, relief, motivation, and compliance. It can be seen to stimulate a belief in something, a belief about "getting better". This of course applies from the very first moment of the commencement of therapy, where there is a consistent and constant state of positive connotations.





Taking for example the tri-dimensional model which I have described, the explanation of the neuro-chemical substrate, which is so important for the psycho-education with respect to the symptoms of anxiety and BST techniques, applies equally to psychopharmacotherapy and as I said may also encompass insight-gaining work. I find this is most therapeutic when pursued in the context of psycho-education.





I have used BST in the treatment of people with more profound pathology than described in your course, or normally seen in the treatment of cases of general anxiety disorder (G.A.D.) or phobic disorder. I found it has facilitated not just a positive response with regard to anxiety-based symptomatology, but also to other aspects of psychiatric treatment.





In my study sample of ten outpatients, I introduced the patients to a variety of techniques; sometimes I combined the techniques with interpretation, and always with psycho-�education, explanation, clarification, and implicit support, and always in the context of positive connotations. The techniques to which I introduced people were in order of sequence, the scaling of anxiety and opposition strategy for the depotentiation of anxiety, symptom overload, energy expansion, and strategic eye movement reprocessing.





Of the ten patients, two were successfully discharged from treatment and management to be returned to the care of their GPs, after a period of three to six months, satisfied, with no overt signs or symptoms of mental illness. One patient continued to work with her CPN, because of long standing psychiatric illness, but also worked successfully with her CPN using the techniques of BST so that life was much more comfortable, and her functioning much more appropriate. The remaining patients, bar one, with varying responses, all acknowledged some relief to a significant degree as a result of using one or more of the BST techniques.





The bottom line is that of the ten patients, all but one were very, very pleased with the results, and they were functioning in an appropriate manner consistent with their reported improvement.





I am very enthusiastic about the use of BST techniques, to the point that such techniques, apart from use by themselves as appropriate therapy, should be regarded as an essential feature of standard treatment and management programmes in many psychiatric cases( 





























