


Evaluation of a Brief Systemic Therapy intervention protocol for people who have experienced a recent stressful event.

Abstract
Highly stressful events are occurrences that potentially create negative consequences for the affected people, such as post-traumatic and depressive symptoms. This study presents a preventive intervention protocol, based on Brief Systemic Therapy, aimed at people who have experienced a recent highly stressful event. Four therapists applied the protocol to four clients These eight persons were interviewed about their experience in relation to the application and reception of the intervention. Using reliable and valid scales, pre and post levels of posttraumatic symptomatology, depressive symptomatology, posttraumatic growth and satisfaction with life were assessed; the therapeutic relation was also measured. The results show positive appraisals of the protocol by therapists and clients, the development of a proper therapeutic relation and progress in three out of four quantitative change indicators. It is concluded that the protocol is suitable to be used in controlled studies.
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Evaluación de un protocolo de intervención de Terapia Sistémica Breve para personas que han experimentado un evento estresante reciente.
Resumen 
Los eventos altamente estresantes son acontecimientos que potencialmente crean consecuencias negativas para las personas afectadas, como síntomas postraumáticos y depresivos. Este estudio presenta un protocolo de intervención preventiva, basado en la Terapia Breve Sistémica, dirigido a personas que han experimentado un evento altamente estresante reciente. Cuatro terapeutas aplicaron el protocolo a cuatro clientes. Estas ocho personas fueron entrevistadas sobre su experiencia en relación a la aplicación y recepción de la intervención. Mediante escalas fiables y válidas, se evaluaron los niveles pre y post de sintomatología postraumática, sintomatología depresiva, crecimiento postraumático y satisfacción con la vida; también se midió la relación terapéutica. Los resultados muestran valoraciones positivas del protocolo por parte de terapeutas y clientes, el desarrollo de una relación terapéutica adecuada y el progreso en tres de los cuatro indicadores de cambio cuantitativos. Se concluye que el protocolo es adecuado para ser utilizado en estudios controlados.
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Introduction
Highly stressful events are alterations in the life history of an individual that challenge his/her adaptive resources (Sutin et al., 2010). These events, under certain circumstances, can alter the quality of life and wellbeing of the affected person and increase the probability of the appearance of problems such as post-traumatic stress disorder (PTSD) and depressive symptomatology (DS) (Bonanno, 2004; Van der Kolk, 2003).   Hence the interest of early actions that can alleviate the risk of negative mental health consequences for persons exposed to these conditions.
The recovery and growth capacity of individuals after their exposure to stressful or traumatic events has also been studied. Although evidence shows that some persons that experience traumatic situations develop mental disorders, in many cases this is not true (Bonanno & Diminich, 2013; Bonanno et al., 2011). Some individuals are even able to learn and benefit from such experiences, in what has been called post-traumatic growth (Tedeschi & Calhoun, 1996). The maintenance of the personal wellbeing or the development of post-traumatic growth after a highly stressful event have been less studied than their psychopathological alternatives and even less as change indicators of psychotherapeutic interventions, because interventions focus mainly on the reduction of symptomatology and the discomfort. 
Most of the empirically-based interventions for individual that have suffered stressful or traumatic events are cognitive-behavioral, and are characterized by a strong corrective sense, that is, they are applied when the affected persons already show advanced symptomatology or present a psychopathological diagnosis. Research on preventive interventions is much scarcer. Empirically-based preventive interventions are also mostly found within the cognitive-behavioral camp (e.g. Agorastos et al., 2011); however, there is evidence that interventions that focus on the development of resources or skills can be beneficial to prevent discomfort in people recently exposed to a highly stressful event. Among these interventions are those based on mindfulness (Boe & Hagen, 2015), positive psychology (Ochoa et al., 2017) and brief systemic therapy (García & Rincón, 2011). A common feature of these preventive interventions is to diminish the emotional symptomatology triggered by the exposure to clues of the stressful event, given that it has been shown that the post-traumatic stress evidenced during the first days after the exposure is a strong predictor of PTSD (Brewin et al., 2000), as well as the DS few days after an event is the main predictor variable of the DS six months later (García et al., 2018). 
Brief systemic therapy (BST) is a set of intervention procedures and techniques that are intended to help patients (individuals, couples, families or groups) to mobilize their resources to reach their goals as quickly as possible. It is based on a constructivist perspective focused on the interpersonal context in which problems and their solutions are expressed, and that promotes an active collaboration with the users (Herrero de Vega, 2016). The main ingredients of this model are solution-focused brief therapy (SFBT, de Shazer et al., 1986), Palo Alto strategic therapy (Weakland et al., 1974) and narrative therapy (White & Epston, 1993). 
In a recent review Eads and Lee (2019) analyzed five outcome studies of solution-focused brief therapy applied to trauma survivors. These included two randomized clinical studies, two quasi-experimental studies and one pre-post study. Considering them as a whole, the reviewed studies showed that SFBT can be a suitable treatment for this population, since no negative effects were detected and in all cases it was at least as effective as treatment-as-usual. Among the benefits of the interventions were the reduction of symptoms and positive effects on variables like self-esteem or parenting skills, as well as contributions to post-traumatic growth.
Besides these five studies, in two randomized clinical trials carried out with students that showed emotional discomfort (Beauchemin, 2015; Lopes et al., 2014), as well as in a quasi-experimental study with women diagnosed with breast cancer (García & Rincón, 2011), positive effects of BST on wellbeing, stress, depressive symptomatology, post-traumatic symptoms and interpersonal relations were also documented.
Based on the aforementioned findings, a new intervention protocol was created, a preentive BST intervention for individuals who have recently been exposed to a highly stressful event. The main purpose of this study was to test this protocol through a pilot application, identifying the perceptions of therapists and clients in relation to the development and the results of the intervention process. Secondarily, the study focuses on the effects of the intervention on post-traumatic symptomatology, depressive symptomatology, post-traumatic growth, subjective wellbeing, and the therapeutic alliance. 







Method
Design
This study follows a mixed qualitative-quantitative design. Qualitatively, a phenomenological method was used to disentangle the individual perceptions and experiences of therapists and clients. From this perspective, phenomena are studied as they are perceived, experienced and lived, focusing on the subjective experiences and interpretations of participants (Martínez, 2000). Quantitatively, an A-B intra-subject case study with pre-intervention, post-intervention and follow-up measurements was undertaken (Barlow, & Hersen, 1988; Kazdin, 2001).
Participants
Participants were four female clients, two female therapists and two male therapists. Clients were older than 18 years and had experienced a highly stressful event during the last three months. Therapist were psychologists with experience in clinical interventions and at least 100 hours of post-graduate training in brief systemic therapy. For this study, they received an eight-hour training in the application of the intervention protocol. Table 1 shows socio-demographic information of all participants.
Table 1. 
Socio-demographic characteristics of the participants.
	ID
	ROLE
	SEX
	AGE
	EVENT

	T1
	Therapist
	Man
	31
	-

	T2
	Therapist
	Man
	26
	-

	T3
	Therapist
	Woman
	25
	-

	T4
	Therapist
	Woman
	30
	-

	Y1
	User
	Woman
	34
	Serious illness of a close relative

	Y2
	User
	Woman
	31
	Breakup of the couple

	Y3
	User
	Woman
	56
	Her house burnt down

	Y4
	User
	Woman
	52
	Her house burnt down



Instruments
Depressive symptoms: the Center for Epidemiological Studies Depression Scale (CES-D), created by Radloff (1977), was used. It has 20 Likert-type items, ranging from 0 (rarely) to 3 (most of the time). This scale has shown good reliabilidy and validity for the Chilean population (Gempp et al., 2004). In Chilean samples exposed to a stressful event, it has shown high levels of internal consistency α = 0.91 (García et al., 2018).
Subjective wellbeing was measured using the Satisfaction with Life Scale (SWLS), created by Diener et al. (1985). It has five Likert-type items that range from 1 (totally disagree) to 7 (totally agree).  Its use in Spanish-speaking population has shown positive validity indicators and an internal consistency of α = 0.81 (Arias & García, 2018). 
Post-traumatic symptomatology: the SPRINT-E scale, created by Connor and Davidson (2001) was used.  The SRPINT-E scale has 12 questions that are answered onn a Likert scale ranging from 0 (none) to 3 (very much). Leiva-Bianchi and Gallardo (2013) found proper psychometric features of this scale in a Chilean sample exposed to an earthquake, with a reliability of α = .92. 
Posttraumatic growth: A short form of the Posttraumatic Growth Inventory (PTGI-SF) created by Cann et al. (2010) was used. It is composed of 10 items answered on a Likert scale that ranges from 0 (no change) to 5 (one very important change). This scale was validated by García and Wlodarczyk for its use in the Chilean population (2015). In the study carried out by García and Wlodarczyk, α = .94 was obtained.
Therapeutic Alliance: the Session Rating Scale (SRS) created by Duncan et al. (2003) was used. The SRS has three items that assess how clients perceive their affective bond with the therapist, therapy´s goals and topics, and the approach of the therapist; a fourth item assesses the client´s global impression about the session. The scale has polarized statements about each of these items (for example: “I did not feel heard, understood, respected”, “I felt heard, understood, respected”) that are located at the ends of a horizontal line. The patient makes a mark closer to one of these two statements to indicate how he/she evaluates this aspect. This scale has shown positive validity indicators in the Chilean population (Elgueta & Fantuzzi, 2008). 
Semi-structured interview: this interview was used to analyze the perceptions of the therapists and clients after the intervention was completed. Clients were interviewed individually by the researchers, who asked open-ended questions such as: “Can you tell me how your first session went?” “How useful was that intervention for you?” “What suggestions can you give us to improve the intervention overall?” Therapists participated in a group interview that included questions such as: “Could you describe, using your own words, how you applied the protocol?” “Which feelings arouse during the application of the protocol? “What is your opinion about the protocol?”
Intervention 
The preventive BST intervention protocol was created on the basis of the brief systemic therapy literature described in the introduction, as well as on published documents that explain in detail how the therapeutic process develops and how the different BST techniques are employed (Beyebach, 2006; Beyebach & Herrero de Vega, 2010; García et al., 2016; Garcia & Schaefer, 2015; REPSSI, 2017). The protocol considers four 60-minute sessions, with a frequency of one session per week (the detailed protocol can be requested from the corresponding author).
The first session is devoted to the construction of the therapeutic bond, the conversation on the reasons for consultation, and the co-construction of goals. Goals are constructed using a scaling question (de Shazer, 1994) that invites clients to rate her progress from 1 to 10: a 10 would be that she has achieved all of her goals and 1, the farthest she has been from reaching them. At the end of the session, a final message is provided and the Formula First Session Task (de Shazer et al., 1994) is prescribed, inviting the patient to identify personal aspects or aspects in her environment that are safe from the influence of the problem. 
The second session starts with a review of inter-session improvements and of the Formula First Session Task, exploring the areas of the client´s life that are free from the problem. Then, the scaling question is used to focus on progress and exceptions, as well as on the reduction in the symptomatology related to the stressful event. Finally, the survivor’s narrative is introduced by the therapist, through summaries and feedback on those aspects of the client´s story that identify personal resources and exceptions from the problem. In order to recognize and broaden their personal resources, the person is given the suggestion to write down and reflect on the compliments she has received in the course of her life. 
The third session starts with a review of inter-session improvements and of the compliments task. The main activity of this session is the work with the “tree of life” (Ncube & Denborough, 2008). The tree of life is a graphic representation of the client´s history that focuses on her skills, resources, dreams and hopes, and provides opportunities to honor the contributions of significant persons in the client´s life and the positive legacies received from them. At the end of the session, a “letter from the future” task is offered: the patient is invited to write a letter addressed to her present self, but written by a future self that has been able to overcome her difficulties. The letter has to emphasize what the future self did to overcome the problem and to become her desired future self.
The fourth and last session starts with a discussion of the inter-session improvements and a review of the letter from the future. Then the drawing of the tree of life is continued, concluding with a discussion of “life’s storms”, that is, challenges that continue appearing or that could come up in the future, and how each element of the tree could help to face them. The scaling question is used to assess the progress from the first session. The client is invited to write a letter to another client that could be facing the same problem she had, in order to transmit her own experience of life and in therapy and help the adressee to overcome her difficulties. The intervention is concluded with a closing ritual in which the tree of life drawing is framed and handed over as evidence of the work performed during the sessions.
Procedure
The selection of participants was made through convenience sampling (Martín-Crespo & Salamanca, 2007). Clients were referred by university-based mental health units. The first contact was made via phone or directly at participants´ homes. In this first contact the goals of the project and the terms of participation were presented.  
The measurement instruments were applied one week before, one week after and three months after the intervention. The SRS was applied after each session and put into a sealed envelope that was given to the researchers so that the therapists had no access to it. 
Interviews were made within the first week after the interventions were completed. Individual interviews were conducted with the clients, and a group modality was used for the four therapists. All interviews were sound recorded. The average length of the individual client interviews was 23 minutes, and the group interview with the four therapists took 45 minutes. A semi-structured interview script was used, organized in topics that allowed the introduction of additional questions to clarify concepts or obtain more information about the desired topics (Hernández et al., 2003). This focused interview format was designed to keep the attention of the interviewees on the concrete experiences they had had during the intervention. Subsequently, the interviews were transcribed in order to perform thematic analysis process. 
The study was approved by the Scientific Ethics Committee of the Universidad Santo Tomas, resolution No. 30/2018.
Data Analysis
Qualitative data were analyzed through the thematic analysis technique (González & Cano, 2010). In thematic analysis, texts are decomposed into meaning units; these units are then grouped according to the analogy principle. In our study, the analysis process was broken down into the following steps: 1) the analysis units within discourses were identified; 2) emerging categories were created; 3) a coding scheme was generated; 4) the dimensions and patterns in the discourses of the interviewed clients and therapists were identified; 5) the text analysis was continued on the group interview as well as on all individual interviews. To carry out this analysis, the QSR International Nvivo 12 Qualitative Data Analysis Software (QSR International, 2018) was used.
For the quantitative data, a descriptive analysis was performed, calculating the means and standard deviations of all variables. For the therapeutic alliance scale, the average score for each of the four items was computed. Due to the small sample size, no inferential analyses were performed. The statistics software SPSS 21.0 (IBM Corp, 2011) was used. 

Results
Qualitative Analysis
The themes that appeared recurently were grouped in the following five categories: 
a) Clients and therapists´s experience of the intervention.
Clients reported that by the end of the therapeutic process they felt relieved, with a higher sense of wellbeing, recognizing personal resources and seeing their situation from another point of view: “it was useful for me to vent (…), I felt good and relaxed” (Y1); “It allowed me to realize things that I didn’t see and that are mine, specially my resources that maybe I didn’t saw at all or I saw them negatively (…), they helped me to feel better, to empower myself” (Y2).
On the other hand, therapists perceived a positive change in their clients from the beginning of the process until the final session: “people left pretty calm, different than when they arrived” (T4).
b) Clients´and therapists´s views on the usefulness of the protocol. 
Clients perceived that the sessions allowed to visualize the resources they had, to feel more empowered and positive, to talk about their personal issues with other people and value what is around them: “Maybe one does not realize how one is, (…) talking about my stuff, feeling that I’m very strong, that I want to move forward” (Y3); “I could say that I’m more positive now than before” (Y1); “I realized how much people like me (…), I also realized how much I value everything I have, everything I have had, everything I had and what surrounds me nowadays. It was also useful for me to realize that, maybe, I can encourage other people that are facing difficult situations…” (Y2).
Regarding the activities, users valued the construction of the tree of life as significant: “The one about the tree made me remember my whole life (…), not only what is happening to me now, and together with it, the good and bad things I can learn from it” (Y1); “(The last activity) was to draw a tree and its roots, your present, your characteristics, your resources and (…) your goals, your dreams. I loved that one. These last two sessions were very significant to me” (Y2); “With the tree of life (…) you start to realize that there are many things, that your are not just another person, but that you really have many functions with regard to the family, in life” (Y3);” The therapy of the small tree (…) encompassed everything, it made me realize many things (…), I really left, if you know what I mean, full (…) and very happy, very satisfied and convinced that it had been worth it to come to the sessions” (Y4).
The clients in our sample also highlighted the scale question, as it had allowed them to reflect on the quality of their mood, expressed in numbers: “…how we started from one to ten, I said that I considered that I was at one, because I didn’t want anything at all (…), but she made me see the good things and not just the bad ones” (Y1).
In general, clients perceived homework as useful (Formula First Session Task, compliments task, and the letter from the future), without clearly distinguishing one task from the other in their descriptions: “It was useful to me to realize how much I have” (Y4); “they helped me to feel better, to empower myself” (Y2). On the other hand, therapists valued the fulfillment of the tasks as favorable for the organization and the development of the sessions: “I was focused on that and it was like very beneficial (…), it provided a sense of order for me” (T2). 
c) Clients´ and therapists´s views on the difficulties and obstacles in the intervention.
Some clients stated that before starting the interventions, they were distrustful due to previous negative experiences with psychotherapists or due to previous difficulties to share intimate aspects with third parties: “Before I had consulted a female psychologist, but no trust was developed” (Y1); “it is difficult for me to share my things, to tell my things” (Y3). Thus, clients described having had some difficulties in their first meeting with their psychotherapist, although they also valued the session as an opportunity to express emotions: “I went to see (the psychotherapist) because of a specific topic, and having to talk about it with someone I didn’t knew maybe stopped me a bit, it was a little bit hard for me to make the conversation more fluent…” (Y2); “(there was) a lot of crying, but then, relief” (Y1). 
Some clients described having had difficulties to reflect on the positive aspects of their lives or of their recent experience: “…but this thing seeing the positive side of what had happened to me, that one was difficult, eh, because of course, there are positive things, but I don’t know if I wanted to see them at that moment” (Y2).
Clients also described some difficulties in relation to the therapeutic tasks, such as lack of time, unsufficient comprehension of some tasks or lack of feedback about their proper execution: “…I did not understand how to do it (…) she/he had explained it to me, but because of the time and since I’m not paying much attention to it” (Y1); “it was difficult for her to do the activities, for her it was like having the obligation to meet her commitments” (T3).
In relation to the structure or clarity of the protocol, therapist stated that some sessions included a lot of activities, and that sometimes instructions were not clear enough “I said, and now what? Asking the scaling questions. I hopefully won’t forget to assign the homework! So that made me lose my concentration to listen to her words” (T2). 
d) Clients´ and therapists´s views on intervention facilitators.
Clients perceived that it had been easy to bond with their therapists: “(…) She inspired confidence [laughter], I was able to open myself, so that was good for me, obviously” (Y2); “I did not feel as a stranger, (but) as someone known” (Y1). This positive bond was also perceived by the therapists: “a nice alliance and all was created, and turned out to be very positive” (T2).
Regarding the protocol’s flexibility, some therapists were inspired to use other techniques like metaphors, when it befitted the user’s discourse: “I used a metaphor, because it was really like super ad hoc for the topic” (T3). When a task was not done by the client at home, the therapist included it as an activity during the next session: “The last one was the only one I did not do, that I had to write a letter, but she made me do the exercise in session so we could work with the tree of life” (Y2).
e) Suggestions from clients and therapists to improve the intervention.
Clients suggested a larger number of sessions: “I would say yes to more sessions, but depending on the person” (Y1); “we, the patients, do not understand the issue of brevity and we need one or two more sessions” (Y2). There is also the suggestion of having more time for the implementation of some of the activities: “I needed more time for the tree” (Y2).
Quantitative Analysis
An assessment of the four dependent variables of the study was done before and after the intervention, and three months after termination, at follow-up. Due to the small size of the sample, only descriptive analyses were performed. The results are shown in Table 3 and Figure 1.
Table 3
Descriptive statistics of the dependent variables at pre-intervention, post-intervention and follow-up evaluations.
	
	Pre-intervention
	Post-intervention
	Follow-up

	Variables
	M
	SD
	M
	SD
	M
	SD

	Post-traumatic symptoms
	24.25
	4.50
	17.25
	6.65
	14.50
	7.68

	Depressive symptoms
	31.00
	5.35
	25.75
	11.30
	21.75
	13.72

	Post-traumatic growth
	26.00
	9.42
	40.25
	5.68
	35.50
	4.66

	Satisfaction with life
	22.00
	7.75
	23.75
	7.27
	23.75
	11.47



Our data show a reduction of depressive and post-traumatic symptoms, and an increase of post-traumatic growth and satisfaction with life between the pre- and post- evaluations. At follow-up, a new decrease in the scores of depressive and post-traumatic symptomatology was found. Posttraumatic growth increased between from the pre-intervention to the post-intervention evaluation and then decreased at follow-up, staying however at higher values than at the pre-intervention evaluation. Satisfaction with life stayed basically at the same level, increasing only slightly from pre-intervention to post-intervention and follow-up evaluation.

Figure 1: Means of the dependent variables at pre-intervention, post-intervention and follow-up evaluations
In the assessment of the therapeutic alliance, the SRS scores obtained a mean of 9.78 per session (SD = 0.28). The answers per item are shown in Table 4:
Table 4
Descriptive statistics of the therapeutic alliance measurements
	Item
	Mean
	SD

	1. I felt heard, understood and respected
	9.81
	0.38

	2. We worked and talked about what I wanted to work on or talk about
	9.75
	0.35

	3. The method used by the therapist fits me
	9.75
	0.20

	4. In general, today’s session was ok for me
	9.81
	0.24

	Total
	9.78
	0.28





Discussion
This study had the main purpose of identifying the experiences of clients and therapists during the application of an intervention protocol in “Brief Systemic Therapy”. We found that, although at the beginning some clients felt skeptic due to previous negative experiences in psychotherapy, their apprehensions were overcome during the first session as they felt listened to and/or in confidence and established an emotional bond with their therapists. This is crucial for the fulfillment of the goals of any psychotherapeutic intervention (García & Schaefer, 2015). The application of the SRS to evaluate the therapeutic relationship from the clients´ point of view confirms this qualitative conclusion, given that all scores were close to the maximum possible. In BST the therapeutic alliance is understood as a relation of collaboration, in which therapists must make the effort to carefully listen to their clients in order to adjust to their goals, preferences and language (Beyebach, 2006). For this reason, the protocol provides ample opportunities to explore the client´s experience of the stressful event, and active listening by the therapist is explicitly stimulated.
The clients in our sample recommended to increase the number of sessions of the intervention since they considered that the four planned sessions were not enough, especially for the full development of some techniques like the tree of life. In spite of that, both clients and therapists recognized positive changes at the end of the therapeutic process, a perception that was supported by the quantitative indicators showing a decrease of symptoms and an increase in post-traumatic growth. After the intervention, the clients reported being more able to identify their own resources, feeling more empowered, open to other relationships and valuing more the things around them. The decrease of the post-traumatic and depressive symptomatology seems relevant considering they are the two most frequent mental health problems after undergoing a highly stressful experience (Bonanno, 2004; Van der Kolk, 2003). Additionally, the increase in the levels of post-traumatic growth fits with the nature of the intervention protocol, which focuses on the development of resources and on learning from the stressful event. 
Among the in-session-activities that the clients described as most useful, the tree of life technique was highlighted (Ncube & Denborough, 2008). This technique helped clients to recall important moments of their lives, recognize personal strengths and interpersonal resources and establish future goals. There is evidence from other studies that have included this technique and have reported high client satisfaction (Hirschson et al., 2017; Jorquera, 2010). Another technique that was highlighted by clients for its usefulness was the scaling question (de Shazer, 1994), that reportedly helped clients to reflect on their progress. Finally, the therapists in our study emphasized the usefulness of the tasks assigned at the end of each session, that were perceived as facilitating the intervention process and optimizing time resources.
Although it was not specified in the protocol itself, some therapists used metaphors to represent aspects of what the client was describing. The use of metaphors is not beyond the conceptual limits of BST, so their inclusion was consistent with the principles and objectives established in the protocol. Metaphors catch the attention of clients, are easy to remember, facilitate comprehension, and allow the indirect introduction of new meanings, the planting of ideas between sessions and the externalization of the problem (García and Schaefer, 2015). Therefore, the inclusion of the use of metaphors in a refined version of the intervention protocol seems warranted.
Regarding the limitations of the study, the small sample size led to obtain appraisals only from a limited number of clients and therapists. Furthermore, all clients were female, leaving some doubts as to wether male clients would have reacted to the protocol in the same way.  Another limitation was the lack of a control group that would have provided a comparison for the results of the intervention group. For these reasons, the quantitative data obtained do not allow to make any claims on the possible effectiveness of the protocol. The function of this pilot study was to evaluate the acceptability and assessment of the protocol in order to refine it before proceeding to test it in a future controlled study. In that sense, in spite of its limitations, this study reaches its goals. 
In conclusion, the preventive BST protocol we tested was positively appraised by therapists and clients alike, facilitated the development of a positive therapeutic relationship, and showed some quantitative indicators of change. Specifically, a decrease in depressive and post-traumatic symptomatology, and an increase in post-traumatic growth were observed at termination and at follow-up. In addition, the study provided some clues to improve the protocol, for instance by making some tasks more flexible and by integrating techniques like the use of metaphors. Thus, we understand that the BST protocol for clients who have experienced a highly stressful event is in conditions to be applied in future controlled studies.
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