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SUMMARY

Cognitive–behavioural therapy (CBT) is
an effective treatment for a variety of
common primary care disorders. We devel-
oped an approach to teaching general
practitioners (GPs) to formulate patient

problems according to a ‘cognitive–beha-
vioural model’ (CBM). We highlighted a
set of key consultation skills, which include
using cognitive empathy and guided dis-
covery to promote collaborative relation-
ships with patients. Experiential teaching
methods, which equip participants with the
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WHAT IS ALREADY KNOWN IN THIS AREA
. Psychological symptoms and distress are prevalent in primary care.
. Trained professionals can deliver effective cognitive–behavioural therapy (CBT) to

primary care patients.
. Limited evidence suggests that CBT is effective when delivered by general

practitioners (GPs) who have received extensive training. However, to date, there has
been little reported success from brief training interventions in translating concepts of
CBT for routine use by GPs.

WHAT THIS STUDY ADDS
. This small study suggests that brief training in using the cognitive–behavioural model

(CBM) may offer an appropriate and useful way to teach general practitioners skills in
CBT suitable for routine use in general practice.

. The approach appeared to enhance participants’ understanding of and empathy for
patient difficulties and improve GPs’ skills in managing a range of emotional disorders
and psychological aspects of physical disease.

SUGGESTIONS FOR FUTURE RESEARCH
. Further research could include a more diverse range of GPs, measurement of

changes in GP behaviour and inclusion of patient outcomes such as enablement
scores.

. The amount of ongoing reinforcement, in terms of further training or supervision,
needed to support longer-term maintenance of skills also requires further study.
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requisite skills to utilise in practice, seem
particularly important to ensure successful
training outcomes.

The CBM provides a framework for
understanding psychological difficulties
from the unique perspective of the in-
dividual patient, by identifying the specific
thoughts, feelings and behaviours which
comprise any individual reaction to events.
The model promotes a focused, structured
approach to consultations, which en-
courages patients to identify new coping
strategies and solutions for problems. Parti-
cipants reported greater satisfaction and
confidence in consultations as the most
important positive outcome of the training.
While time constraints are perceived as the
greatest limitation to using the training in
practice, learning the model improves self-
reported GP consulting skills, including
effective time management.

This approach may offer an appropriate
and useful way to teach GPs skills in CBT
suitable for routine use in general practice,
which can be utilised within 10-minute
appointments.

INTRODUCTION

Should we all learn some CBT?

‘In general practice you are . . . exposed
to such a wide range of health and
mental health problems; I think CBT
is an ideal technique to have to apply
it to all these different things’ (All
quotes are from participants in our
training programme.)

Psychological symptoms and distress are
widespread and prevalent in primary care.
About a quarter of consultations are for
patients with mental disorders, who consult
GPs about twice as often as other patients.1

CBT is an effective treatment for a wide
variety of psychological problems, includ-
ing depression, anxiety and panic.2 It is the
psychological treatment of choice in
depression (NICE guidelines), being as

effective as antidepressant medication in
major depression, with less long-term
relapse.3–6

CBT also offers useful strategies for
patients with mild depression, for whom
there is little evidence supporting use of
antidepressant medication.

‘[CBT] is clearly very relevant . . . for a
lot of people who come and see us
when they’ve got mild depression that
we can’t neatly fit into some DSM-IV
box . . . We sometimes end up prescrib-
ing drugs for them, and we feel, you
know, deep down that ‘I don’t really
think that this is going to work but I
don’t know what else to do’.’

However, access to ‘standard’ CBT is
extremely limited within the NHS. This
raises the question of whether expert gen-
eralist practitioners can successfully use
elements of CBT in consultations.

‘Good idea, but there isn’t enough
time . . .’

The effectiveness and feasibility of equip-
ping GPs with skills in CBT are not clear.
While one small study of a brief educa-
tional intervention was promising, another
larger study detected no change in either
GP attitudes or patient outcomes.7,8

CBT traditionally involves between six
and 20 one-hour sessions with patients; a
time commitment which clearly cannot be
implemented within routine GP consulta-
tions. A more useful and realistic approach
for GPs may be to learn to use a simple
CBM, which can be effectively used within
10-minute appointments. This can improve
consultation skills, including time manage-
ment.

Introducing a CBM

The CBM presents a new theoretical fra-
mework for understanding problems from
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a cognitive–behavioural perspective (see
Figure 1). Key features of the approach
are summarised in Box 1.

In cognitive therapy terms, the CBM is
similar to the concept of case formula-
tion.9,10 This is a method of creating a map
or overview of individual patients’ pro-
blems in terms of CBT, and provides a fra-
mework for understanding patients’ pro-
blems in terms of underlying psychological
mechanisms.

The case formulation allows CBT to be
tailored to patients’ individual needs and
specific problems. As well as guiding choice
of treatment strategies, it can be therapeutic
in its own right, helping patients to under-
stand their difficulties and identify new
approaches or solutions to problems.

Enhancing narrative-based approaches

The CBM provides a method of concep-
tualising any problem, emotional reaction
or situation from the perspective of the
individual patient. Patients with very simi-
lar symptoms may have entirely different
underlying thoughts and fears. One person
with panic attacks might dread a medical

catastrophe (‘I might have a heart attack
and die’), whereas another fears looking
foolish in public (‘I will look like a fool
and lose the respect of my colleagues’).

Achieving a shared understanding of
problem(s) using the CBM involves both
GP and patient identifying the specific
thoughts, feelings and behaviours which
comprise any individual’s reaction to
events, and the resulting vicious cycles that
actively compound problems. This patient-
centred approach discovers the detailed
and in-depth narratives of patients’ unique
experiences.

‘With most of the patients it seemed to
have a beneficial effect in that . . . what-
ever else happened, it at least helped
them to understand their problems a
little bit better . . . so that even if there
weren’t necessarily any solutions, at
least they had a bit more insight into
what was going on.’

The CBM provides a structure for making
sense of problems, which promotes an
increased sense of control over difficulties.
It may also help patients to disentangle
themselves from their own ‘stories’ and
identify ways to ‘rewrite’ future narratives
by finding new coping strategies and solu-
tions for problems.

Focus on consultation skills

Defining and teaching the core consultation
skills for effective use of the CBM facilitates
the implementation of skills in trainees’
routine practice (see Box 2). It also provides
an objective measure of competence in
using CBM approaches. The skills are
derived from validated methods of measur-
ing therapist competence in CBT training.11

Building collaborative relationships with

patients

Learning to develop highly collaborative

Thoughts

FeelingsBehaviour

Physical symptoms

Environment/triggers

Figure 1 CBM for GP consultations
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relationships with patients is a key skill,
which parallels concepts of shared decision
making and doctor–patient partnership.

Collaboration is promoted by setting
agendas, actively obtaining patient feed-
back and by ‘guided discovery’. Here,
clinicians use specific questions and reflec-
tive statements to help patients identify
and make links between psychological,
physical and environmental factors for
themselves.

‘Before I did the CBT, if I’d suggest
something to a patient they’d be ...
saying, ‘But if. . .’, but now I’ve rea-
lised that the way to do it is get the
patient to suggest things . . . and
encouraging them to find the solution
within themselves.’

The GP supports and facilitates this dis-
covery by clarifying and summarising the
patient’s words and reflecting back with
‘synthesising’ questions, asking the patient
to consider what they have learned from
the discussion.

Effective training methods

We progressively developed and improved
our training through participant feedback
from a series of educational events. We
also carried out a small qualitative study
to evaluate participants’ experiences of a
three-day workshop (see Appendix 1).

We use a predominantly skills-based,
experiential approach to training, which
includes role play with simulated patients
played by actors. The model is introduced
to participants by applying it to reflect on
GPs’ own, potentially unhelpful reactions
to ‘difficult’ or ‘heartsink’ patients. The
training also includes case examples of
patients with depression, anxiety and psy-
chological aspects of physical disease. The
course programme is summarised in Box 3.

Outcomes of training

‘It’s really nice to be able to...empower
the patient to . . . look at their problem
in a different way. Hopefully you’re

Box 1 Key features of the CBM approach

. Aim to improve consultations by enhancing understanding of problems from a
cognitive–behavioural viewpoint

. Designed to enhance effective use of limited consultation time

. Flexible, generic model, useful for a variety of practices and common primary care
problems

. Simple model – avoids excessive theory or jargon

. Useful for psychological aspects of physical disorders as well as mental health
problems

. Encourages patients to take responsibility for problems

. Useful for GPs’ reflection and stress management

Box 2 Core consultation skills for the CBM

. Agenda setting

. Focused approach: stay specific and concrete

. Cognitive empathy

. Collaboration and guided discovery

. Obtaining feedback from patients

. Link-making

. Setting and reviewing homework
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getting them to come up with a solu-
tion as well, and I think, as well as
benefits for the patients . . . it would
give me a lot of job satisfaction to
have the ability to facilitate that.’

Participants in our workshops report that
CBM approaches can usefully be incorpo-
rated into routine GP consultations for a
variety of different presenting problems
(see Box 4).

Reported benefits from the training are
outlined in Box 5.

A good way to know patients

Interestingly, participants reported greater
satisfaction and confidence in consulta-
tions as the most important positive out-
come of the training.

This fits with research suggesting that
‘knowing’ a patient well, in terms of indivi-
dual behaviour and cognitions, results in
more positive experiences of consultations
for the GP.12 It may also reflect improve-
ments in participants’ skills and confidence

in dealing with psychological difficulties,
derived from the training.

‘. . . you look at the patient in a differ-
ent light, completely, compared to the
way you’ve been treating them so far,
it’s like and you dance with, dance to
the patient’s tune and let them take
you through it. It’s amazing, abso-
lutely.’

Learning to conceptualise patients’ pro-
blems through the CBM may also in-
crease GPs’ understanding of, and hence
empathy for, patients’ difficulties. This is
itself a worthwhile outcome, linked with
enhanced patient empowerment and
enablement.13

Practicalities of using the CBM

As with any consultation model, the CBM
is not appropriate or useful for every
patient or consultation. GPs should
remain realistic about potential outcomes
from a 10-minute appointment. Never-

Box 3 Workshop outline
Day 1

. Basic CBT principles

. Introducing the CBM

. Approaches to anxiety/panic disorder

. Understanding depression

. Consultation skills for the CBM (video demonstration and small group practice)

. Understanding ‘heartsink’

Day 2

. Simulated patient cases (depression, anxiety disorders and psychological aspects of
diabetes)

. Feedback and questions, ‘homework’ setting

Four-week interval

. Participants practise CBM skills during at least one patient consultation and present
cases to small groups on final day

Day 3

. Case discussion/group supervision

. Deepening CBM skills (including managing time pressures, setting boundaries)

. Understanding health anxiety
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theless, small benefits are often both
achievable and worthwhile.

Certain environmental and organisa-
tional factors in primary care inevitably
limit the use of CBM approaches (see Box
6). Of these, time constraints may be the
most salient.

Improving time management

Instead of simply adding to time pressures
in primary care, the CBM offers strategies
to help GPs use time more effectively. The
model promotes a structured, focused
approach which concentrates on patients’
most important issues and helps manage
the flow of potentially overwhelming infor-
mation in a consultation.

‘It’s nice to have a structured way of
approaching psychological problems

. . . because it’s such a huge amount of
our workload . . . and that makes you
sort of happier, and makes you work a
bit more efficiently.’

GPs can also use the model to understand
and manage the consulting behaviour of
‘frequent attenders’, which may save time
in the longer term.

The CBM can also be used to identify
and address certain unhelpful GP beliefs,
which increase perceived time pressures.
Persistently late running in surgeries
may relate to external factors such as
interruptions or short appointments, but
may also reflect personal, internal factors,
such as anxiety about decision making
or difficulty coping with uncertainty.
Beliefs such as ‘It is rude to interrupt
patients’ can make it difficult to cope
with talkative patients or to end consulta-
tions.

Box 4 Examples of conditions for which participants have reported CBM to be useful

. Depression

. Anxiety and panic attacks

. Phobias (including social phobia)

. Health anxiety and medically unexplained symptoms

. ‘Difficult’ or ‘heartsink’ consultations (includes CBM as self-reflective tool)

. Psychological elements of physical disease

. Chronic pain

. Complex social problems

Box 5 Reported benefits from learning CBM skills

Benefits for GPs

. Increased confidence and skill in managing psychological issues

. Improved ability to structure and manage complex information during consultations

. Enhanced personal and job satisfaction – consultations more interesting and
enjoyable – better able to cope with own difficulties

. Improved time management

. Improved relationships with patients, including ‘difficult’ or ‘heartsink’ patients

Benefits for patients

. Helps patients understand and make sense of their problems

. Promotes patient-led discovery of new coping strategies or solutions (empowerment)

. Reduces certain distressing emotions and symptoms

. Feel better understood and listened to – improved relationships with clinicians
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Where next?

Our participants were enthusiastic about
the CBM approach and demonstrated
great skill in applying the model during
observed role plays. Participants also
reported a commitment to continuing
CBM skills in practice, suggesting our
approach is feasible and realistic for the
GP role.

‘I am going to carry on using it,
because I find it helpful; it helps me,
doing my daily job, my job satisfac-
tion, helps the patients. So if I don’t
use it, I’m going to forget it in three
months time, and then the whole thing
would have been a waste.’

Experiential teaching methods, which
equip participants with the requisite skills
to utilise in practice, seem particularly
important to ensure successful training
outcomes.

Whilst our formal study was small scale
and exploratory, we had similar feedback
from subsequent courses. Further research
could include a wider range of GPs, mea-
surement of changes in GP behaviour and
inclusion of patient outcomes such as
enablement scores. The amount of ongoing

reinforcement, in terms of further training
or supervision, needed to support longer-
term maintenance of skills also requires
further study.

We leave the last word for some of our
workshop participants to speak for them-
selves in describing the CBM in practice:

‘A patient with . . . panic attacks for a
few years . . . basically we tried to
explore . . . how he was responding to
a panic attack, what was his reaction
to it and whether there was any trig-
ger that he was unaware of . . . We
managed to find out that there was a
relationship between things happening
at work and the panic attacks and
also the way he actually was dealing
with [them] was probably causing
[more] anxiety . . . and he did manage
to decrease the number of panic
attacks and also to lift, to experience
the panic attacks in a much less dis-
tracting way. And he was really
pleased, in fact he said he didn’t go to
therapy afterwards because he felt he
was able to . . . his [actual] words were
‘‘You know, you helped me and now
I feel I can deal with that . . .’’ So that
was quite nice.’ (Female GP, North
London)

Box 6 Constraints on CBM use

Time constraint /practice organisation

. Busy workload – conflict with other responsibilities

. Appointment systems – lack of pre-booked or double appointments

Patient factors

. Cultural factors (e.g. poor English language skills)

. Highly complex health needs

. Severe psychiatric conditions

. Reluctance to actively participate, including follow-up

Working pattern /continuity of care

. Lack of continuity (e.g. short-term locums, part-time workers)

. GP roles within practice

Wider organisational factors

. New GP Contract – competing demands on time
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‘The other patient I used it on was to
do with drug compliance. He’s a dia-
betic and it’s actually really poorly
controlled. So I . . . try to use it on him
as well and that’s been quite useful
because he . . . found it, you know, by
sort of discovering why he’s not taking
the medication and his views about
diabetes and the complications, etc.
and I’ve managed to actually instil
some ideas into him as to why he
should try and comply with the medi-
cation, so I mean it’s helped a little bit
actually.’ (Male GP, South London)
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APPENDIX 1: DEVELOPMENT OF A CBM FOR THE GP
CONSULTATION: FEASIBILITY STUDY OF A BRIEF EDUCATIONAL
WORKSHOP

Aims

. To identify the ways a group of young GPs hoped that training in CBT might help their
practice as well as any potential limitations to the usefulness or relevance of the training.

. To determine if a CBM is a simple and useful means for GPs to use basic CBT in routine
consultations.

. To evaluate the strengths and weaknesses of our brief workshop.

Method

We recruited 12, predominantly female, newly trained GPs via the London Deanery
Higher Professional Education (HPE) scheme to attend our three-day workshop. An
initial focus group discussed how CBT skills may be helpful to GPs. The educational
intervention was evaluated using a modified nominal group technique (NGT).14 Partici-
pants coded their views on the training into themes and ranked them into overall order
of importance. Delayed semi-structured telephone interviews held after 12 weeks assessed
later stage self-reported training outcomes.

Results

Feasibility of use and relevance to GPs’ routine clinical workload
Using a CBM was reported to be feasible and relevant to participants’ routine clinical
work. Participants reported using CBM techniques with a diverse range of patient pro-
blems, including depression, anxiety, obsessive compulsive disorder, diabetes, panic
attacks, chronic pain and patients with medically unexplained symptoms.

Reported benefits of training
Participants rated enhanced satisfaction and enjoyment from consultations as the most
important positive outcome from the training. The structured approach of the CBM
helped to manage the flow of potentially overwhelming information in consultations.
Participants also reported improved communication skills and relationships with
patients, as well as reduced anxiety in some ‘difficult’ consultations and improved em-
pathy for certain ‘heartsink’ patients. Patient outcomes were not measured, but partici-
pating GPs perceived that the CBM helped patients discover new perspectives and
solutions to problems for themselves.

Limitations and obstacles to training
Time was the major limitation to using the CBM in practice. However, this did not inhi-
bit use of CBM techniques altogether. Three months after the course, most participants
reported continuing use of CBM techniques and increased confidence and skills in deal-
ing with psychological issues.

Conclusions

GPs may derive benefit from learning cognitive–behavioural approaches to consulting
from our brief, experiential training workshop. The approach appeared to enhance
participants’ understanding of and empathy for patient difficulties and improve GPs’
skills in managing a range of emotional disorders and psychological aspects of physical
disease.

Results are limited by the uncontrolled, small nature of our study. Our outcome mea-
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sures reflected GP participants’ perceptions with no measure of patient outcomes. Partici-
pants’ initial enthusiasm for training may attenuate with time. The group may require
ongoing training and/or supervision to maintain use of CBM techniques.

Patient empowerment and involvement in consultations was not directly measured but
participants perceived that it had improved.

The case formulation approach of the CBM may offer an appropriate and useful way
to teach GPs skills derived from CBT for routine use in general practice.
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