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Cognitive—behavioural techniques
in practice

The randomised controlled trial reported
by Turkington & Kingdon (2000) demon-
strated therapeutic benefit from a general
psychiatrist using cognitive-behavioural
techniques with patients experiencing psy-
chotic symptoms. However, the conclusion
that “general psychiatrists could help their
patients with schizophrenia by using cogni-
tive-behavioural techniques” (p. 101) may
not fully reflect the fact that the sole thera-
pist in this study is an international expert
in cognitive-behavioural therapy (CBT)
with psychosis, who has co-written one of
the seminal texts (Kingdon & Turkington,
1994).

Lack of time is highlighted as the main
difficulty for psychiatrists wanting to use
CBT, but other limiting factors may include
the knowledge, skills and attitudes of the
psychiatrist. Experience as a clinical psy-
chologist supervising trainee psychiatrists
suggests that the knowledge base is not
generally problematic — medical training
equips practitioners with the ability to
assimilate new information rapidly.

Skills development in CBT is more diffi-
cult. The difference between the Turking-
ton & Kingdon approach and cognitive
therapy is that a formulation is not used,
but it may be that an experienced CBT
practitioner (as in their study) employs
an implicit
whereas a more typical general psychiatrist
would not. Cognitive-behavioural techni-
ques can be powerful, and using these tech-

individualised formulation,

niques without a formulation can be
clinically dangerous. For example, under-
taking attributional change in a patient
with paranoia without regard for the link
between persecutory delusions and self-
esteem (Lyon et al, 1994) may trigger

depression. Cognitive-behavioural skills
development requires clinical supervision.
Attitudinal change is most difficult.
Consider the response of a psychiatrist to
a patient’s question, “Should I take my
medication?”. Valid responses might in-
clude “Yes” from a biological psychiatrist,
and “Here’s the evidence of effectiveness
.. .” from a social psychiatrist. However,
a response such as “How will you decide?”
is a more appropriate cognitive—behaviour-
al response. Psychiatrists can develop these
alternative attitudes, but a ‘psychiatric’
mind-set often re-emerges in therapy.
Improved access for patients to psycho-
logical therapies is imperative. However,
although it may serve the profession of psy-
chiatry well to indicate that the use of CBT
is easily within the grasp of all its practi-
tioners, it is not clear that this is empirically
demonstrated.
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Authors’ reply: We thank Dr Slade for his
interest in our paper and are grateful for
the chance to clarify these crucial points.
At the time this study was carried out
D.K. was a general psychiatrist working
full-time in the community. He did have a
general cognitive therapy training and ap-
plied the techniques that he had learned
for the treatment of depression and anxiety
in an adapted form to his patients with
schizophrenia (Kingdon & Turkington,
1991). We then designed this study to test
the efficacy of these techniques as against
a befriending control (Kingdon et al,
1989). The study was then carried out in
the course of D.K.’s clinical work.

We accept that a shared formulation is
a fundamental component of cognitive
therapy with schizophrenia (Fowler ez al,
1995), which not only helps to direct the
process of therapy but which can also help
to predict the emergence of depression as a
delusion recedes. The identification of key
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maladaptive core beliefs is part of the pro-
cess of formulation and helps when there
are blocks in progress and in the prevention
of relapse. Psychiatrists do not normally
identify such core beliefs in their case for-
mulations and may not share all of the for-
mulation with the patient. However, the
formulations of psychiatrists do contain
an aetiological component comprising such
issues as genetic predisposition, birth trau-
mas, early losses and personality. The pre-
cipitation of the psychosis in relation to
any pertinent life events is included, as are
maintaining factors such as isolation, poor
adherence or high expressed emotion with-
in the family (Gelder et al, 1983). Formula-
tion is so central to psychiatric practice that
it is a key component of the Royal College
of Psychiatrists’ membership examination.
With such formulations psychiatrists can
safely use cognitive-behavioural techniques
as long as they remain aware of the risk of
emerging depression or increased suicidal
ideation linked to improved insight. Such
phenomena are widely recognised in psy-
chiatry when certain types of symptoms
(e.g. grandiose or systematised delusions)
respond to antipsychotic medication.

The purpose of our paper was to
attempt to shift attitudes in psychiatry in
order that we can be better engaged with
our patients who have psychoses by work-
ing more directly with their symptoms
rather than simply monitoring them and ti-
trating antipsychotic medication. If general
psychiatrists can make this shift in attitude,
training workshops and supervision will be
necessary. We expect that this shift could
well facilitate the delivery of formal cogni-
tive therapy by other community mental
health teams trained in this approach and
help with the implementation of other psy-
chosocial interventions in this patient popu-
lation.
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