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General practitioners’ experiences using cognitive behavioural
therapy in general practice: A qualitative study
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Abstract

Objecrive. To explore GPs’ experiences using cognitive behavioural therapy (CBT), with a focus on factors that promote or
limit the use of CBT in general practice. Design. Qualitative study using data from written evaluation reports and focus-
group interviews. Serzing. Norwegian general practice. Subjects. GPs who participated in a longitudinal CBT course in the
continuous medical education (CME) programme for GPs in Norway, of whom 19 filled in evaluation forms and 15 par-
ticipated in focus-group interviews. Main outcome measures. Experiences with the use of CBT in general practice. Results.
GPs used CBT mainly in the treatment of patients with anxiety disorders and depression. Factors that promoted the use
of CBT in general practice were structured supervision and group counselling, receiving feedback on individual video-
recorded consultations, and experiencing that one mastered the therapeutic techniques. Limiting factors were that it took
some time before one mastered the techniques, lack of eligible patients, constraints related to attending group supervision
during office hours, and the lack of financial incentives to use CBT in general practice. Conclusion. Tailored training pro-
grammes in CBT for GPs may contribute to more frequent use of CBT in general practice. A formal recognition of CBT
in the reimbursement scheme for GPs might counter limiting factors to an increased use of CBT in general practice.
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The lifetime prevalence of mental disorders in the
Norwegian population is 50% [1]. The majority of
patients with mental disorders who seek health care
are managed in primary care, and psychiatric illness
represents about 9-10% of contacts in regular GPs’
daytime practices [2]. Four out of 10 Norwegian GPs
suggest that improvement of GPs’ skills and knowl-
edge would be helpful to improve treatment of men-
tal disorders [3]. The methods GPs use for treating
mental disorders, apart from medication, are often
self-taught, not based on a specific approach, and
often referred to as “talking therapy” or “supportive
therapy” [4].

Cognitive behavioural therapy (CBT) is a time-
limited, structured psychological intervention aimed
at treating patients with various mental disorders.
CBT consultations usually last for 30—-60 minutes,
and a treatment series usually consists of 10-20

consultations. CBT aims at helping patients change
how they think and what they do, and CBT focuses
on problems and difficulties at present, rather than
issues from the past. The patient works collabora-
tively with the therapist. CBT aims at helping the
patient to develop skills to identify, to counteract,
and to cope with problematic thoughts, beliefs, and
interpretations, and to learn how these affect symp-
toms, feelings, and problems. CBT is effective for
treatment of anxiety disorders and moderate depres-
sion in primary care [5,6], but only a minority of GPs
use CBT systematically. Lack of time and confidence,
and practice distractions have been identified as bar-
riers to GPs using CBT in their clinical practice [7].
In Norway, CBT has usually been taught to GPs in
the format of one- to three-day courses, mainly based
on lectures. Recently, a new course has been intro-
duced in the Norwegian continuous medical education
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Cognitive behavioural therapy (CBT) is effective
for treatment of anxiety disorders and moderate
depression in general practice, but the use of
CBT in general practice is limited.

o GPs experienced increased confidence in
using CBT after completing a longitudinal
course in CBT, involving seminars and group
meetings with individual case supervision.

o A formal recognition of CBT in the reimburse-
ment scheme for GPs might facilitate more
frequent use of CBT in general practice.

(CME) programme for GPs, involving seminars and
group meetings with individual case supervision.

As medical doctors with an interest in manage-
ment of psychiatric conditions in general practice, we
wanted to understand more about the factors that
influence the use of CBT in general practice, and
what challenges and advantages GPs experience
when they start using CBT in their own practice. The
purpose of this study was to explore GPs’ experi-
ences with using cognitive behavioural therapy
(CBT), with a focus on factors that promote or limit
the use of CBT in general practice.

Material and methods

We chose a qualitative approach as most suitable,
and obtained data from written evaluation forms and
focus-group discussions with GPs who had partici-
pated in a CME course in CBT in Norway.

The CBT course

The course was developed by BA and SL from the
Norwegian Medical Association, in collaboration with
EWM from Norwegian Association for Cognitive
Therapy. The course lasted for nine months, from
June 2008 to March 2009, and consisted of 50 hours’
teaching and 15 hours’ supervision. The course started
with a weekend seminar for two half-days, where the
participants learnt the basics of CBT as well as getting
acquainted with each other. All were given a DVD,
demonstrating the use of CBT in general practice.
After the initial seminar followed three one-day semi-
nars, centred on the use of CBT for the management
of depression, anxiety, chronic pain, and somatization.
GPs, psychiatrists, and clinical psychologists served as
teachers and supervisors. At the fifth seminar, the core
elements of CBT were repeated, and participants
shared their experiences of using CBT. In between
these seminars, the GPs were divided into five smaller
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groups and were given a total of 15 hours of group
supervision in three or four sessions at district psychi-
atric centres (three of the groups) or with other super-
visors in CBT (two groups). In these sessions, the
participants presented one or two videos of their own
consultations with patients.

Whritten forms and focus groups

Twenty out of 22 GPs who signed up completed the
course. Nineteen GPs, 10 women and nine men,
submitted written forms concerning their back-
ground and their expectations at the start of the
course. At the end of the course they completed
evaluation forms regarding their experiences with the
course and the use of CBT in their own practice.
GPs’ mean age was 47.2 years (range 34-61), and
17 were certified GPs. During the course they had
used CBT in the treatment of a total of 68 patients
(mean 3.6 patients per GP, range 1-8), of whom 58
(85%) patients were treated for anxiety disorders,
depression, or both, and 10 (15%) were treated for
other psychiatric conditions.

Fifteen of the 19 GPs who submitted evaluation
forms participated in focus-group interviews at the
end of the course. BA and SL. moderated one focus
group each. The focus groups were conducted in
March 2009. Data from audiotapes of focus-group
interviews were transcribed verbatim.

Analysis

Free text comments from the evaluation reports were
written into a file. Free text comments and the data
from the focus-group interviews were analysed by
BA, SL, and JCF according to the principles of Gior-
gi’s phenomenological analysis, modified by Malterud
[8]. The analysis included four steps: (i) Reading the
material to obtain an overall impression and bracket-
ing previous preconceptions, (ii) identifying units of
meaning representing different aspects of using CBT
in general practice, and coding for these, (iii) con-
densing and summarizing contents of each coded
group, and (iv) making generalized descriptions and
concepts regarding the use of CBT in general prac-
tice. Quotes from the material were translated from
Norwegian to English by the first author in the pro-
cess of writing the article. The GPs signed a written
consent form in which they agreed that the data
could be used to evaluate the course.

Results

We identified several factors linked to GPs’ use of
CBT in clinical practice (Table I), and we elaborate
on these below.
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Table I. Main promoting and limiting factors to use of
cognitive behavioural therapy (CBT) in general practice.

Promoting factors:

Clinical case supervision in groups

Collaboration with local specialists

Setting aside sufficient time for treatment sessions
Experiencing that CBT has positive effects

Limiting factors:

It takes time to master CBT

Difficulties with finding eligible patients

Constraints with attending group supervision during office hours
Difficulties with changing working style

Lack of financial incentives to do CBT

Experiences with group supervision

GPs agreed that clinical case supervision in groups
with individual feedback on personal video-recorded
consultations was a factor that encouraged them to
use CBT, as expressed by one participant:

The small-group sessions have been very useful. Feed-
back from the facilitator at the local district psychiatric
centre and from the other participants is essential. It’s
time-consuming, but I get a lot back, it’s a positive
experience. I like to see thatr not everybody succeeds,
we make the same mistakes, have the same problems.
(Focus group 1)

It took some time before the participants experi-
enced that they had mastered the therapeutic tech-
niques, and the group sessions were an arena for
learning, receiving feedback, and support. GPs expe-
rienced the collaboration with specialists at the local
district psychiatric centre as useful.

Duration and the organizing of consultations

Participants reported that using CBT required a
clear plan on how to organize treatment sessions and
sufficient time for consultations:

I quickly decided that having chosen to use time and
money on this course I really wanted to learn how to
use CBT. So I reserved half a day a week for CBT
patients, and in this way I think I learnt it more effi-
ciently. (Focus group 2)

A common strategy, also in order to avoid being
interrupted, was to schedule CBT sessions for the last
office hours on a particular day, and to schedule these
patients for consultations lasting 30—60 minutes.

Mastering CBT

Participants stated that they had been unsatisfied with
just doing “talk therapy”, and they experienced that

using CBT helped them to structure and focus con-
sultations in a better way, as explained by one GP:

I have a tool to structure the consultation, it has
helped me to limit the topics on the patients’ agenda....
I have more enjoyment and inspiration in my job. It
prevents me from getting tired of certain patients.
(Focus group 1)

They also experienced that they had been able to
adopt a more proactive approach that encouraged
the patient to take a more active role in the thera-
peutic process:

I’m able to enhance the patients’ own self-reflection,
to make them think about their own way of thinking.
I do not just sit and support them; I challenge them
n quite a different way than 1 did before. (Focus

group 2)

Working as a team with the patient and sharing
some of the responsibility was recounted in positive
terms, and they reported positive experiences with
giving patients homework assignments for the next
session. GPs’ experiences of mastering CBT and wit-
nessing the positive effects in their clinical practice
promoted future learning and motivation to use
CBT. Participants reported that they had become
more aware of how they structured consultations:

I have managed to keep a better structure in my
consultarions. This is useful not only with patients
with mental disorders but also with other patients.
(Focus group 1)

This suggests that learning CBT might have
a positive impact on GPs’ general consultation
skills.

Limiting factors

Some participants said that it had been difficult to
find eligible patients, and it could be challenging for
the learning process that it took some time before
they learnt to master the CBT techniques. Some
lacked confidence and feared that it would be diffi-
cult to continue practising CBT when the course and
the supervision ended. Having worked as GPs for a
long time, some of the participants had established
a certain style of work and found it difficult to change
patterns. They considered continuous reminders and
supervision as necessary to continue using their new
competence. Although supervision was seen as essen-
tial, some reported that attending group supervision
during office hours was inconvenient, because being
absent could conflict with other duties in the prac-
tice. GPs reported that a limiting factor for using
CBT was the lack of a financial incentive to use CBT
in general practice. One GP stated:



W earn half of what we earn compared with [par-
ticiparion in] meetings with the Welfare and Work
Administration. (Focus group 1)

Another GP suggested that CBT should be
recognized in the reimbursement scheme for general
practice:

The reimbursement should change, I would ask for
an economic acknowledgement for doing CBT in the
same way that other clinical competences give reim-
bursement, but there have to be some criteria, some
certificarion. (Focus group 2)

Discussion
Principal findings

We found that GPs used CBT mainly in the treat-
ment of patients with anxiety disorders and depres-
sion. Factors that promoted the use of CBT in
general practice were structured supervision and
group counselling, receiving feedback on individual
video-recorded consultations, and experiencing that
one mastered the therapeutic techniques. Limiting
factors were that it took some time before one mas-
tered the techniques, lack of eligible patients, con-
straints related to attending group supervision during
office hours, and that there were no particular finan-
cial incentives to use CBT in general practice.

What does this study add to previous knowledge?

Our findings are in line with previous research, which
found that lack of time and confidence, and practice
distractions are limiting factors to more frequent use
of CBT in general practice [7]. Our findings suggest
that a longitudinal structured supervision programme,
involving individual feedback, might promote GPs’
confidence in using CBT. Our findings suggest that it
is important to set aside sufficient time for treatment
sessions, and that scheduling consultations on a par-
ticular day in the practice might be a strategy that pro-
motes the use of CBT. GPs who learn to master CBT
report experiencing positive effects with regard to their
consultation skills in general. Use of new therapeutic
techniques depends on the organizational context [9],
and our findings suggest that lack of financial incen-
tives to use CBT might be a limiting factor to more
frequent use of CBT in general practice.

Building skills and confidence

Training is important for GPs’ confidence in manag-
ing depressed patients in primary care [10]. Previous
research indicates that active learning strategies, such
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as role-play, self-experiential work, and reflective
practice, are effective methods for developing proce-
dural skills in CBT [11]. Our study suggests that
GPs experience increased confidence in using CBT
after completing a longitudinal course in CBT. The
course involved seminars and active learning strate-
gies such as group meetings with individual case
supervision. Tailored training programmes in CBT
for GPs will probably contribute to a more frequent
use of CBT in general practice. Such educational
efforts will need qualified supervisors who are famil-
iar with general practice, and supervision might be
offered after office hours.

Need for a financial incentive?

Norwegian guidelines state that psychological inter-
ventions should be used for treatment of mild to
moderate depression, before medication is introduced
in primary care [12]. The majority of patients with
mild mental disorders receive treatment in primary
health care, most of them by their GPs [2], and using
CBT will be an effective treatment for some of these
patients [5,6]. CBT is time-consuming, and does not
easily fit into 15- to 20-minute consultations in gen-
eral practice. Time will always be a limiting factor in
a GP’s work, and the current reimbursement scheme
does not encourage time-consuming treatment meth-
ods such as CBT. The lack of adequate reimburse-
ment for CBT might therefore be a limiting factor to
use of CBT in general practice. Reimbursements for
a series of diagnostic and therapeutic procedures
exist, and a formal recognition of CBT in the reim-
bursement scheme might encourage GPs to invest
time and effort in learning to use CBT.

Strengths and weaknesses of the study

The participants in this study represent a self-
selected sample of GPs, who signed up for and com-
pleted a CME course. Participants were experienced
GPs, and they are likely to be more motivated to use
CBT compared with GPs in general. They may also
have a special interest in managing psychiatric condi-
tions. We consider our findings valid for experienced
GPs, who are motivated to learn more about CBT.

Conclusion

Tailored training programmes in CBT for GPs will
probably contribute to more frequent use of CBT
in general practice. A formal recognition of CBT in
the reimbursement scheme for GPs might counter
limiting factors to increased use of CBT in general
practice.
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