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Using cognitive behavioural 
therapy in practice
Qualitative study of  family physicians’ experiences
Ellen Wiebe, MD, CCFP, FCFP Michelle Greiver, MD, CCFP

ABSTRACT 

OBJECTIVE To investigate whether family physicians thought they could use cognitive behavioural therapy (CBT) in 
their practices, and if so, how, and to discover what the barriers to implementation might be.
DESIGN Qualitative study using taped interviews.
SETTING British Columbia and Ontario.
PARTICIPANTS Physicians practising family medicine in a variety of settings who attended an educational session 
on CBT.
METHOD Six months after participating in a 5-hour seminar on CBT, consenting physicians were interviewed to 
determine their experiences with using CBT in their practices. The interviews used a semistructured guide and were 
audiotaped and transcribed verbatim. The constant comparative method of data analysis was used to identify key 
words and themes.
MAIN FINDINGS Most participants (34 of 42) reported using elements of CBT in their practices. Barriers mentioned by 
physicians to off ering CBT to patients were lack of time, practice distractions and interruptions, and the perception 
that some patients were not good candidates for CBT. Barriers to patients’ accepting or using CBT were preferences 
for pharmacotherapy and lack of motivation or interest. Physicians could overcome some barriers by using CBT’s 
structure; this reduced the amount of in-offi  ce time required and helped them cope with interruptions. They selected 
specifi c CBT methods that fi t their practices and patients.
CONCLUSION Most participants saw CBT as a useful part of practice and reported implementing it successfully. There 
were, however, barriers to implementation in primary care. 
These barriers need to be addressed if CBT is to be taught to 
primary care physicians and off ered in their practices.
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EDITOR’S KEY POINTS

• Cognitive behavioural therapy (CBT) has been proven eff ective for 
treating depression and anxiety; success rates for mild-to-moderate 
cases are similar to those of medication. Family doctors have had 
diffi  culty incorporating CBT into practice due to lack of training and 
time constraints.

• This qualitative study examined barriers to introducing CBT into 
practice and explored how family physicians managed to overcome 
some barriers.

• The main barriers for physicians were lack of time, lack of confi -
dence in the methods, practice distractions or interruptions, and 
the perception that some patients were poor candidates for CBT. 
Patient-related barriers were preferences for pharmacotherapy and 
lack of motivation or interest.

• Despite barriers, most of the doctors who attended the CBT training 
session had incorporated at least some CBT techniques into practice 
6 months after the session.

Print short, Web longPrint short, Web long
Research Abstracts

This article has been peer reviewed. 
Full text available in English at www.cfpc.ca/cfp
Can Fam Physician 2005;51:992-993.



Research Using cognitive behavioural therapy in practice

amily doctors frequently see patients with 
mental health problems.1 Th e prevalence of 
depression among family practice patients 

ranges from 4.8% to 8.6%.2 Antidepressants are eff ec-
tive for only about 70% of patients. Discontinuation 
rates among patients taking selective serotonin 
reuptake inhibitors are 15% to 25%,3 and side eff ects 
are common. Some patients prefer psychotherapy 
to medication.4 Yet referral resources for counsel-
ing are often diffi  cult to access or too expensive for 
patients to use.5

Cognitive behavioural therapy (CBT) (Table 16) 
has been extensively researched and found effec-
tive for a range of mental health problems, includ-
ing anxiety and depression.7,8 For mild-to-moderate 
depression and for preventing recurrences, CBT has 
been found as effective as antidepressant medica-
tion.9,10 A study comparing family therapy, support-
ive therapy, and CBT showed that CBT resulted in 
more rapid relief of symptoms and higher remission 
rates than the other therapies.11 Studies compar-
ing brief cognitive therapy in primary care to usual 
treatment found that those having brief therapy had 
higher recovery rates persisting for 12 months.12-15

A recent randomized controlled trial of 116 doc-
tors in the United Kingdom, however, found that a 
short course on CBT had little eff ect on physicians’ 
attitudes toward depression or on their patients’ 

outcomes.15 Th e authors concluded, “General prac-
titioners may require more extensive training and 
support if they are to acquire skills in brief cog-
nitive behaviour therapy that will have a positive 
impact on their patients.”15 Thirty-two doctors 
dropped out because they lacked the time to take 
the course.

Th is study was designed to investigate whether 
physicians think they can apply CBT principles in 
their practices, and if so, how, and what the barri-
ers to implementing CBT are.

METHOD

We chose qualitative methods to examine this issue 
because we wanted to understand the full extent of 
the problems and successes regarding implementa-
tion of CBT rather than merely to examine our own 
hypotheses on the subject. We interviewed 42 family 
physicians in Ontario and British Columbia who had 
participated in a training session on CBT. At the end 
of each session, all participants were given informa-
tion about the study and were asked for consent to 
be contacted and interviewed 6 months later.

Intervention
Training consisted of 5-hour seminars for groups 
of eight to 12 family doctors. Each session was led 
by one of the two authors, who are both family 
physicians practising comprehensive care. Th e fi rst 
session was cotaught by both authors to ensure 
consistency. We taught skills through role-play, and 
we allowed time for discussion of problems that 
could occur in practice. We distributed educational 
material, such as depression inventories, examples 
of thought records, a manual, and short lists of 
suggestions on how to introduce CBT to patients. 
Th e sessions were accredited as part of a College 
of Family Physicians of Canada continuing medi-
cal education program (Mainpro-C). Th e sessions 
were designed to teach physicians how to use CBT 
methods within a reasonable amount of time dur-
ing regular practice. An overview of the course is 
shown in Table 2.16

Dr Wiebe is a family physician and a Clinical Professor 
in the Department of Family Practice at the University of 
British Columbia in Vancouver. Dr Greiver is a family 
physician affi  liated with the Department of Family and 
Community Medicine at the University of Toronto and 
the North York General Hospital in Ontario.

Table 1. Aspects of cognitive behavioural therapy

•    Moods, behaviours, thoughts, and physical reactions are linked and 
interrelated; if you change one, you can aff ect the others

•    Therapists help patients change their thoughts and behaviours using 
devices such as thought records or activity diaries

•    Sessions are structured: therapists review homework, teach new 
techniques, and assign further homework

•    Further information and cognitive behavioural therapy materials can be 
found at http://www.ices.on.ca/webbuild/site/ices-internet-upload//
periodical/issue/962-vol9issue2art3.pdf 6
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Data collection
Six months after the session, the investigators con-
tacted consenting participants to arrange telephone 
interviews. Th e semistructured interviews included 
open-ended questions designed to elicit participants’ 
experiences and diffi  culties with implementing CBT. 
Th e interviews typically lasted 30 to 40 minutes; fi eld 
notes were taken. After several interviews, we dis-
cussed the questionnaire again and sought advice 
from experts in qualitative methods. We then made 
minor modifi cations to the questionnaire.

Analysis
Interviews were audiotaped and transcribed ver-
batim. Because this was an exploratory study, we 
used a grounded-theory approach.17 After each few 
interviews, we independently reviewed the data 
and discussed findings; emerging themes from 
early interviews were explored and expanded. We 
used the constant comparative method18 to dis-
cover patterns, combinations, and themes. After 
the 20th interview, we agreed theme saturation had 
been reached. We decided, however, to continue 
to interview more participants because they rep-
resented diff erent types of practices, and we con-
sciously checked for contradictory observations. 

No new themes were discovered. Th e larger sample 
allowed us to get a sense of the number of physi-
cians who reported using CBT in their practices. In 
all, we interviewed 42 participants. We then met 
again to discuss similarities, diff erences, and poten-
tial connections in the data.

The University of British Columbia’s Clinical 
Screening Committee for Research Involving 
Human Subjects and the North York General 
Hospital’s Research Ethics Board granted ethics 
approval for this project.

FINDINGS

Participants varied by practice location, method 
of payment, and years in practice (Table 3). 
Participants not involved in comprehensive fam-
ily medicine, such as full-time psychotherapists, 
hospitalists, and physicians practising in walk-in 
settings only, were excluded from the analysis. No 
participant reported extensive training in CBT, 
although many had taken brief courses in various 
psychotherapeutic modalities.

Barriers to off ering CBT
Lack of time. Of the several barriers to use of CBT 
in practice, lack of time was the most frequently 

Table 2. Structure of a course on cognitive behavioural therapy

•    Review the need and the evidence for using CBT and the goals of the 
program

•    Use the Beck Depression Inventory

•    Describe therapeutic principles and introduce the thought record. Give 
each participant a Mind Over Mood manual16

•    Role-play using two cases of patients with depression highlighting use of 
thought records

•    Introduce working with children; role-play in a case of pediatric depression

•    Discuss anxiety; role-play with an anxious patient

•    Correct “bad” thought records; practise self-use of thought records

•    Introduce behavioural therapy and activity schedules; off er two role-play 
activities with both cognitive and behavioural therapy

•    Discuss how to present this therapy to patients; off er two role-play 
activities of convincing patients to try CBT

•    Discuss problem solving, relationship therapy, anger management, and 
the range of other conditions for which CBT has been shown eff ective

CBT—cognitive behavioural therapy

Table 3. Characteristics of participants: N = 42.
CHARACTERISTIC N

Practice setting

• Urban 31

• Rural or small town 11

Province

• British Columbia 20

• Ontario 22

Sex 

• Male 17

• Female 25

Reimbursement

• Fee-for-service 37

• Salary 5

Years since graduation

• 10 or less 7

• More than 10 35
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reported. More than half the fee-for-service doc-
tors, whether they were using CBT or not, com-
plained of this. “I only got two patients because 
I found it too time-consuming. I see about 45 to 
50 patients a day. I try my best to see one or two 
patients of that nature a week, but I can’t because 
time is so limited.”

Participants perhaps not ready to implement a 
change in practice identified time as a barrier. More 
time is required to apply a new skill, and some doc-
tors noted this. Participants also reported varying 
levels of use of CBT, depending on the amount of 
time available in their daily schedules. “Some days 
I didn’t have them sit down and write it out. We 
just did a mental exercise due to time constraints, 
rather than writing it out.”

Lack of confidence. Only five participants reported 
lacking confidence in their ability to apply the new 
skills. Some asked for a follow-up session several 
months later. “Someone came in to my office about 
2 days after the course, and they were just perfect. 
As a matter of fact, they had heard about it and 
wanted to do it, and I thought this is an opportu-
nity, but I just didn’t feel …that I would be totally 
competent.”

Distractions and interruptions. Several partici-
pants mentioned frequent interruptions during 
sessions as one of the difficulties in implement-
ing CBT. Patients often discuss unrelated prob-
lems, which is distracting. Participants viewed 
this as less of a problem in secondary and ter-
tiary care settings. “If you’re a psychologist, you 
can ignore schedules, and no one can interrupt 
you. I’ve seen the nasty notices they put on their 
doors: ‘Not to be interrupted under any circum-
stances.’ I get, on average, about two interrup-
tions per visit.”

Participants also talked about the difficulties of 
“refocusing” in the middle of a busy day. Scheduling 
a block of time solely for psychotherapy was 
thought a possible solution. “It’s hard to do when 
you’ve got a full waiting room. The unpredictable 
predictably happens. I think the only way to do 
psychotherapy properly is at the end of a morning, 

when there is no one else around and your head—
the doctor’s head—is clear.”

Patient selection. Participants reported trying 
to identify patients who should not be offered 
CBT. Factors identified as barriers were older 
age, lower socioeconomic status, lack of edu-
cation, and not being “psychologically minded.” 

“The easiest ones are the recently diagnosed 
and the young, educated persons. But when 
it comes to middle-aged, 50-year-old persons, 
they don’t know what I’m talking about. The 
younger ones, the better-educated ones, are 
much easier.”

Barriers to patients’  
accepting or using CBT
Lack of motivation was frequently identified as a 
barrier; decreased motivation and concentration 
could be due to depression. At times, though, phy-
sicians thought that apathy was a more pervasive 
personality trait than temporary lack of motivation 
due to depression. This problem sometimes inter-
fered with initiation of CBT and with compliance, 
as patients failed to buy the manual, do homework, 
or show up for further appointments. Lack of moti-
vation was sometimes expressed as a preference for 
pharmacotherapy.

These people are very dependent … “sit back and 
you fix me.” I would go over the chapters I was 
supposed to go over with them, and show them an 
example. Some of them would seem very enthu-
siastic and take the book away. I would make a 
follow-up appointment. ...[S]ome of the prob-
lem was getting them to come to the follow-up 
appointment for that. I don’t know. Maybe they 
didn’t need it bad enough. A lot of them, when 
they came back, would say, “I feel much better” or 

“I didn’t think I needed to do it,” but a lot of it was 
“too much effort.”

There was one patient who I thought would be 
great on it but she said, “No. I want a prescription. 
I don’t want to work at it. I just want the pill.”
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Implementing CBT in practice
Despite the many barriers, 34 of the 42 participants 
told us they were using CBT methods, such as 
thought records, thought disputation and refram-
ing, behavioural modification, or a manual, in their 
practices. The interviews examined self-reported 
outcomes at 6 months; physicians might or might 
not have used CBT methods as reported. As part 
of the Mainpro-C accreditation, physicians sent us 
photocopies of materials their patients had used 
(eg, thought records) as evidence that CBT had 
been used in practice.

Because the methods made intuitive sense, par-
ticipants reported incorporating CBT principles in 
other aspects of their lives. If CBT principles are 
used in daily life, they are more likely to be used 
in practice. Some physicians reported increased 
satisfaction, because they felt they were educating 
patients and giving them ways to help themselves. 

“It may be something more of a self-help thing they 
do at home for a while. They feel it helps and life is 
a little better and they aren’t on medication. This 
helps a bit, and a little bit can be enough to tip the 
scales for some people.”

Overcoming barriers
Time. Some participants were able to incorporate 
CBT because it helped to structure visits so that 
they were shorter and seemed more productive. As 
well, patients were given homework as part of CBT, 
which might help reduce in-office time. Because 
some aspects of CBT are not time-consuming, they 
can be integrated into regular visits.

That was my frustration: I was getting to the time 
where I wanted to wind it down, “where are we 
here? We’re still deep in the muddy waters,” they’re 
going to come out and say, “That was useless,” …. 
I’ve got to put more structure to what I’m dealing 
with. Otherwise you might as well book the rest of 
the afternoon off while they weep and wail about 
their situation.

You integrate it, that’s what you do. It’s like tell-
ing people to get exercise bringing their laundry 

up from the basement. That’s what family medi-
cine is all about.

Unlike fee-for-service participants, all five sala-
ried physicians reported they had enough time to 
offer CBT. They recognized that they did not face 
the same practice pressures as their colleagues.

I don’t think there is any real barrier for me to put 
this in my practice. I should be doing it more, and I 
plan to. But my practice is a little bit different from 
other people’s practices. I do 50% therapy kind of 
stuff, so I have appointments with adequate time 
and we do things with people. … I see patients a 
lot slower than other doctors do. My type of work 
is not the typical office model.

Confidence. To overcome lack of confidence with 
starting a new form of therapy, participants said 
they reviewed the materials after the course and 
selected some things to try. As well, they reported 
waiting for “easier” patients as a confidence-building 
measure.

Also, I think probably ... you do the course and 
you still don’t feel real confident in these sorts of 
things, so you wait for a real good patient to start 
with and, like a lot of things, if it goes well, try it 
on a second patient and get a little more confi-
dence in it.

Distractions and interruptions. Practice inter-
ruptions had been mentioned as a barrier. Some 
participants used the structure of CBT as a way of 
dealing with interruptions.

The one thing I did notice is that it does work for 
the interruptions too because you’re trying to do 
other sorts of psychotherapy. Somebody knocks 
at the door; you’ve totally lost, often, that moment 
or train of thought or the patient has certainly; it’s 
often very hard to get back to that but because it’s 
very formalized you can say, “Okay, where were 
we? Oh, we were at this column.” Especially in 
family practice where we don’t have the luxury 
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of the room at the end of the hall where nobody 
comes to bother us.

Patient factors. Some participants were able to 
help their patients accept CBT by starting small, 
offering education and patient feedback, and using 
specific materials.

You had flagged some pages [in the manual]. We’re 
up north and there aren’t a lot of educated people 
here, so they don’t want to read an entire book. 
So I get them to read those pages to start with so 
they can start doing it. I’m getting them to read 
those, and I photocopied thought records and I 
give them a couple of those and tell them to pho-
tocopy them on their own. I show them the differ-
ence between thought and behaviour and decide 
with them what we’re going to start with. Maybe 
we’ll identify a couple of thought things and then 
we’ll identify some behavioural things. Then we’ll 
start with understanding the thought records and 
getting them to do it. Then they’ll come back and 
show me the record.

DISCUSSION

In a previous trial,15 family physicians involved 
in brief courses on CBT did not use CBT in their 
practices and did not show any change in their 
attitude to depression. Most of our participants 
reported using elements of CBT in their practices 
6 months later, and several participants reported 
increased satisfaction with their psychotherapeu-
tic approaches. In the previous study, the course 
was taught by psychologists; in this study, it was 
taught by family physicians using CBT in their 
own practices.19 This might have enabled us to 
suggest practical ways to address participants’ 
concerns, allowing them to see CBT as feasible. 
We used a small group, interactive workshop for-
mat, which has been shown to be effective in 
changing practice.20 A recent study using similar 
educational principles documented an improve-
ment in provision of preventive care in family 
practices.21

Previous research has identified factors such as 
time pressures, financial considerations, organiza-
tional difficulties, lack of expertise, doctors’ lack 
of interest, ageism, and patient factors as barriers 
to implementation of evidence-based recommen-
dations.22-24 In our study, lack of time was most 
frequently identified as a barrier. The course specif-
ically addressed this issue, as we taught the doctors 
how to use CBT methods as part of standard office 
appointments. Several physicians were able to over-
come this barrier by using the structure to end the 
sessions productively and assigning homework to 
reduce the amount of in-office time. Method of 
payment might affect use of CBT; all five salaried 
physicians were using CBT and not complaining 
about lack of time.

Physicians also mentioned a specific organi-
zational issue, practice distractions, as a barrier. 
Scheduling time specifically for CBT was proposed 
as a way to overcome distractions. Physicians in 
Ontario are allowed to bill for unlimited psycho-
therapy visits while BC doctors are allowed only 
four per patient per year. Only Ontario participants 
talked about wanting to schedule CBT patients at 
different times from their family practice patients.

Patients’ lack of interest emerged as an impor-
tant barrier. Patients who prefer psychotherapy 
tend to do better with CBT.4 In a community sur-
vey in the United Kingdom, 91% of respondents 
indicated that depressed people should be offered 
psychotherapy, and 16% thought that antidepres-
sants should be offered.25 In this study, participants 
thought most of their patients would choose phar-
macotherapy, sometimes as a “quick fix”; attitudes 
toward medication in North America might be dif-
ferent from those in the United Kingdom.

Low motivation, a symptom of depression, 
will affect depressed patients trying to use CBT 
because they will have trouble doing homework 
and making follow-up appointments; CBT has 
been found less effective for severe depression than 
for mild-to-moderate depression.4 This is also true 
for any other treatment, including drug treatment 
and other forms of psychotherapy. Physicians rec-
ognized this, and selected patients who were less 
depressed, or waited for partial remission due to 
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pharmacotherapy. Augmentation therapy with 
CBT after partial response to antidepressants is an 
approach supported by evidence.26

Some patients were viewed as being poor can-
didates for psychotherapy due to apathy or lack of 
insight. They might not be included in studies of 
CBT, because they would be less interested in par-
ticipating. Yet such patients are seen frequently in 
primary care. Research on developing methods of 
offering these patients CBT in primary care set-
tings might be worthwhile.

Cognitive behavioural therapy is not “all or noth-
ing”5; participants told us they were able to incor-
porate some aspects of CBT in their practices. This 
points to research on patient outcomes with CBT 
materials in primary care. Research is also needed 
to determine course content, length, and amount 
of supervision necessary and adequate for family 
physicians.

Limitations
Participants in this study were self-selected physi-
cians enrolled in a CBT course. As such, they could 
have more interest than other physicians in psycho-
logical therapies. King et al15 randomly recruited 
physicians; however, they had a high drop-out rate; 
less motivated physicians likely excused themselves. 
Only physicians practising in Ontario and British 
Columbia were enrolled, so findings might not hold 
true in other areas. The authors (who were also the 
instructors) conducted the interviews, which might 
have biased participants’ responses. Patient out-
comes could not be examined in this study.

Conclusion
This short course taught by family physicians and 
using role-play typically seen in family practice edu-
cation led to family physicians’ reporting use of CBT 
skills in practice 6 months later. Physician-related 
barriers to providing CBT in family practice included 
lack of time, practice distractions, and the perceived 
unsuitability of many patients; patient-related fac-
tors included lack of motivation, lack of interest in 
psychology, and preference for pharmacotherapy. 

Physicians were able to overcome some barriers by 
applying the structure of CBT to limit office time, by 
using CBT materials to cope with distractions and 
fit the therapy into their practices, and by initially 
selecting “easier” patients. 
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