differentiating between interventions of more clinical
relevance as well as intensity would not only elicit more
interesting results, but independent of this model, would
be more relevant to practice.

The second of these is not a surprise. Evident
from the focus on intensity of intervention — of more
interest to commissioners than clinicians — this model is
rooted in compromise. Ironically though, perhaps the
strength of the model lies in this compromise. Based
on past experience many are cynical that the kind of
support recommended for long-term collection will ever
be delivered. However, in this case, there is a direct
and practical incentive for commissioners, managers and
therefore information departments to provide exactly
the kind of support required — namely, they want this
information as well. As direct evidence of this in prac-
tice, both the local health authority and the NHS infor-
mation authority continue to directly fund this project,
even though it is now focused on providing the kinds
of support (e.g. feedback and training) and develop-
ment (e.g. of intervention categories) requested by
clinicians.

Conclusion

Although demands are made on clinicians to feed current
information systems, they appear to get little in return for
this effort. While still in its infancy, this model is a good
example of how information systems and procedures can
evolve to ensure better provision of relevant information
to all concerned. This is an essential development if
information about the service is to serve its proper
purpose — to help improve patient care.
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PETER DAVID LE FEVRE AND RAINER GOLDBECK

Cognitive—behavioural therapy: a survey of the training,
practice and views of Scottish consultant psychiatrists

AIMS AND METHOD

A postal survey of all consultant psy-
chiatrists employed by the NHS in
Scotland was performed with the aim
of determining the numbers and
characteristics of consultant psychia-
trists who have received training in
cognitive-behavioural therapy (CBT).
Additional aims were to ascertain the
current practice of CBT, along with
general attitudes towards practice
and training issues.

RESULTS

Nine per cent of consultant psychia-
trists had received formal training in
CBT. An additional 20% had received
informal tuition with supervision of
cases. For consultants appointed
within the previous five years, 48%
had received the recommended
amount of supervised experience. In
practice, consultants were unable to
devote significant amounts of time
to formal CBT but were actively using
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CBT techniques and supported the
availability of training opportunities.

CLINICAL IMPLICATIONS

The survey suggests that the current
Royal College of Psychiatrists’ guide-
lines do not appear to have been fully
implemented for the area surveyed.
Further debate is needed to ascertain
the exact form that training in CBT
should take.

Ed

original
papers


https://doi.org/10.1192/pb.25.11.425

Le Fevre and Goldbeck Cognitive—behavioural therapy

EH

original
papers

Cognitive—behavioural therapy (CBT) has been recog-
nised as an effective treatment for many common
psychiatric disorders, including depression, anxiety and
somatoform disorders. There is also increasing evidence
for its efficacy in patients with psychotic disorders. It
remains the most highly researched of all the psychological
therapies, making it particularly attractive in the current
climate of clinical governance’ and requirement for
evidence-based practice. Although psychology services
continue to be the main provider of CBT, it is clear that the
potential demand for such a treatment outweighs supply.
As a result, increasing numbers of allied mental health
professionals (e.g. nurses and occupational therapists)
have completed formal training in CBT.

Stern (1993) stressed the importance of CBT training
for psychiatrists, particularly the need to make more
sophisticated formulations. Stern also stated that
without such training psychiatrists are in danger of
becoming “therapeutically impotent and therefore less
able to lead a multi-disciplinary team”. Temple (1999)
argued that, in general, psychotherapy training enhances
many of the “important aspects of the role of the
consultant psychiatrist, especially where the role requires
the leadership of a multidisciplinary team”. Temple also
stated that psychotherapy skills are an important part of
the clinical skills and practice in both everyday work and
in the effective management of patients and ‘self” alike.
An important aspect is the ability to assess patients for
suitability for a range of psychotherapeutic approaches.
The Royal College of Psychiatrists’ guidelines for psychia-
tric training (currently under review) recommend quality
CBT training and supervision for all psychiatric trainees
(Grant et al, 1993; Royal College of Psychiatrists, 1993). In
particular, trainee psychiatrists should have experience of
supervised CBT cases during general professional training
(senior house officer level). In practice, such supervision
appears not to have been incorporated in all training
schemes. An unpublished report showed that 5 years
after the above guidelines were published, only half of
the training schemes in the UK provided adequate
training in psychotherapy.

In Scotland formal training in CBT (recognised by the
British Association of Behavioural and Cognitive
Psychotherapies) is available through two separate
courses, one based in Dundee and the other in the South
of Scotland (Edinburgh/Glasgow). Both courses have
been attended by psychiatrists at various stages in their
careers, mainly at specialist registrar and consultant
levels. Similar courses are held at other centres
throughout the UK. Despite the College recommenda-
tions, there still remains uncertainty as to the required
degree of training and experience that psychiatrists
should receive during training.

In the light of the above, we decided to carry out a
postal survey with the following aims:

(a) To determine the numbers and characteristics of
consultant psychiatrists who have received training in
CBT.

(b)To determine the amount of time that consultant
psychiatrists are able to devote to CBT in their NHS
clinical practice.

(c) To determine the attitudes of consultant psychiatrists
towards the practice of and training in CBT.

Method

In August 1999, we carried out a postal survey of all
consultant psychiatrists working within the NHS in
Scotland. Names and contact addresses were obtained by
cross-referencing a number of sources, including the
records from the Royal College of Psychiatrists and
information obtained from the personnel officers of
relevant NHS primary care trusts.

All consultants identified by the above process were
sent a computer-readable questionnaire. The question-
naire asked for details of each consultant’s work as well
as his or her training in and practice of CBT. Respondants
were asked to classify their training according to four
categories:

(a) Formal training (an approved qualification in CBTat
diploma level or equivalent).

(b)Attendance at brief courses not leading to an approved
qualification (not classified further owing to the wide
variety of courses available), subdivided according to
whether case supervision was received.

() Self-directed learning.

(d)No training.

Consultants were also asked to rate how much they
agreed or disagreed with six statements designed to
assess individual attitudes towards CBT, including practice
and training issues. After 6 weeks, a reminder was sent
to all consultants who had not replied to the initial letter.
The questionnaire results were collated and analysed
using the Statistical Package for the Social Sciences
(SPSS, version 8.0).

Results

A total of 345 consultants were identified. Two hundred
and eighty (81%) replies were received but 12 question-
naires were returned incomplete. The total number of
valid returns was therefore 268 (78%). Sixty per cent of
respondents were male. The majority of returns (58%)
were from consultants working in general adult
psychiatry. The other responders came from the following
sub-specialities: old age psychiatry (19%), child and
adolescent psychiatry (11%), rehabilitation (9%), learning
disabilities (9%), forensic psychiatry (8%), substance
misuse (8%), psychotherapy (8%) and liaison psychiatry
(7%). Many consultants had commitments in more than
one speciality.

Nine per cent of consultants indicated that they had
received formal training in CBT (ranging from 13% in
those appointed within the past 5 years to 3% of those
who had been consultants for over 15 years). A further
20% stated that they had received more informal tuition
with supervision of cases (from 35% appointed within
the past 5 years to 9% appointed for more than 15
years). Table 1 provides a breakdown of level of training by
sub-speciality.
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Table 1. Numbers and percentage of consultants receiving various levels of cognitive-behavioural therapy training divided by sub-speciality
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Self-directed Brief courses (with- Brief courses (with ..
. - iy . original
None learning out supervision) supervision) Formal training
papers
n % n % n % n % n %
General adult 43 28.3 44 28.9 45 29.6 32 211 17 1.2
Old age psychiatry 19 396 14 29.2 13 271 6 12.5 0 0
Learning disabilities 7 35.0 5 25.0 6 30.0 3 15.0 0 0
Child and adolescent 6 23.0 12 46.2 9 34.6 5 19.2 1 3.8
Psychotherapy 5 315 3 18.8 3 18.8 5 31.3 1 6.3
Substance misuse 4 22.2 7 38.9 9 50.0 4 22.2 1 5.6
Liaison psychiatry 4 25.0 6 37.5 3 18.8 4 250 4 25.0

Table 2. Consultant’s use of cognitive-behavioural therapy (CBT)

by sub-speciality

Use of CBT Formal CBT

techniques (%) (%)
General adult 67.8 14.5
Old age psychiatry 54.2 8.3
Learning disabilities 65 5
Child and adolescent 88.5 231
Psychotherapy 37.5 12.5
Substance misuse 83.3 16.7
Liaison psychiatry 81.3 31.3
Total 65.3 14.6

Nine per cent of consultants indicated that they had
received formal training in CBT (ranging from 13% in
those appointed within the past 5 years to 3% of those
who had been consultants for over 15 years). A further
20% stated that they had received more informal tuition
with supervision of cases (from 35% appointed within
the past 5 years to 9% appointed for more than 15
years). Table 1 provides a breakdown of level of training by
sub-speciality.

A total of 39 consultants (15%) stated that they
carried out formal CBT in their routine NHS practice, 27 of
whom (69%) could only devote 2 hours or less per week
to such therapy. Only two consultants indicated that they
were able to spend 10 hours or more on formal CBT. A far
greater proportion of consultants (175, 65%) indicated

that they integrated general CBT techniques into their
routine practice.

These results are presented, according to sub-
speciality, in Table 2. The highest proportion of consul-
tants practising CBT was found in liaison psychiatry (n=5,
31%), followed by child and adolescent psychiatry (n=6,
23%). One hundred and two (38%) consultants stated
that they would like to do more CBT in their general
everyday work.

Two hundred and forty-five (88%) consultants indi-
cated that they refer patients for CBT. Two hundred and
thirty (82%) stated that they would refer to psychology
services, but 112 (40%) also stated that they would refer
patients to nursing or occupational therapy staff. Only 22
(8%) consultants stated that they would refer patients to
NHS psychotherapy services for this type of treatment.
The average waiting time for CBT after referral was esti-
mated to be 3 months. Responses to the six statements
designed to elicit individual attitudes towards CBT,
including practice and training issues, are presented in
Table 3.

Discussion

This survey provides an insight into Scottish consultant
psychiatrists’ views, training and practical use of CBT. The
response rate of 78% suggests that the results of the
survey are likely to be representative of the target
population.

Table 3. Consultant psychiatrists’ attitudes towards cognitive-behavioural therapy (CBT)

Strongly agree Agree

Indifferent Disagree  Strongly disagree

psychiatrists

(%) (%) (%) (%) (%)
CBT is a valuable treatment option 37 58 4 1 0
Resources should be available to provide prompt CBT 33 60 4 3 0
CBT should only be carried out by individuals with an approved 13 42 18 26 1
qualification
CBT is not a good use of time for consultant psychiatrists 8 25 23 39 5
Training in CBT should be made available to all trainee 33 54 7 4 1
psychiatrists
Training in CBT should be made available to all consultant 18 59 19 4 1
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Our results suggest a high level of support for CBT.
Ninety-five per cent of psychiatrists considered it to be a
valuable treatment option that should be made readily
available, although over half of all consultants thought
that it should be carried out only by appropriately
qualified staff. However, only 48% of consultants
appointed within the past 5 years appeared to have
received the recommended level of supervised training,
confirming a report by Gibb and Temple (1998) that local
training schemes have been unable to adhere to College
guidelines. It is, of course, possible that some of the
surveyed consultants completed their basic training
before College recommendations were issued in 1993.

Sixty-five per cent of the surveyed consultants indi-
cated that they use CBT techniques in their general NHS
work, although a much smaller proportion (15%)
appeared to practise formal CBT. The practice of formal
CBT appeared to vary according to sub-speciality and
seemed particularly high in the sub-specialities of liaison
and child and adolescent psychiatry. This may relate to the
perceived importance of CBT in the management of
patients in these areas. Although the current require-
ments for higher training in psychotherapy require at
least 100 hours of supervised practice in CBT, with
700 hours if training primarily in CBT (Royal College of
Psychiatrists, 1998), only a small proportion of consultant
psychotherapists practised CBT on a regular basis (12.5%).
Psychodynamic psychotherapy continues, therefore, to be
the mainstay of NHS consultant-led psychotherapy
services.

Forty-four per cent of respondents considered that
the practice of CBT constitutes good use of consultant
time, whereas a third felt that it was not. The vast
majority, however, supported the availability of CBT
training for both consultants and psychiatric trainees.
However, few consultants seemed able to devote a
significant amount of time to CBT in their routine clinical
practice. This raises the important question concerning
the kind of CBT training that psychiatrists should receive
and whether more extensive training, at least on a larger
scale, constitutes best value for money.

The vast majority (82%) of consultants stated that
they refer patients to psychology services for CBT, with a
significant proportion (40%) also referring patients to
nursing or occupational therapy staff. These mental
health professionals have increasingly taken on the role
of providing psychological therapies, particularly in
community mental health settings. What, therefore,
should be the consultant’s role in the delivery of formal
psychotherapy? Temple (1999) has argued that limiting
the psychiatrist’s role to the diagnostic assessment and
drug treatment of patients with serious mental illness
would be detrimental to overall patient care because the
psychiatrist “still has the broadest training in the diverse
aspects affecting mental health”. The delivery of effective
psychological treatments by nursing or occupational
therapy staff is, however, an attractive and cost-effective
option, provided that regular ongoing supervision is

made available to such staff. We suggest that there is a
need for wider debate on the issue of which profes-
sionals, in a variety of psychiatric settings, are best placed
to practise CBT.

Like other studies of this nature, this survey has a
number of potential weaknesses. Although our response
rate of 78% is a respectable return for surveys of this
kind, non-responders present a possible bias because this
group of consultants might have been less supportive of
CBT. Also, responders were given limited opportunity to
elaborate on their answers because the questionnaire
was designed to be brief and easily completed in a few
minutes. In particular, the question regarding previous
training in CBT could have misclassified consultants who
had received case supervision but had not attended any
particular training course. We do feel, however, that the
results reveal a useful ‘snapshot’ picture of training,
current practice and views of CBT in our target group. It
would be interesting to see whether a similar survey,
carried out in the future, will reveal change.

Conclusions

Most Scottish consultant psychiatrists regard CBT as a
valuable treatment option. Recently appointed consul-
tants (within the past 5 years) have had higher levels of
exposure to this form of treatment but in practice
consultants are unable to devote significant amounts of
time to its formal application. Many consultants indicated,
however, that they incorporate CBT techniques into their
everyday practice. There was a widespread view that
training in CBT should be made available to both consul-
tants and trainees, although given the current restraints
on consultants’ time the question of which professional
group(s) within the multi-disciplinary team should receive
more extensive training deserves further attention.
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