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Foreword

In reviewing the Contents of this Handbook edited by Freeman, Simon, Beutler, and
Arkowitz, I am both impressed and gratified with the enormous strides made by cognitive-
behavior therapy since the late 1960s. A perusal of the Contents reveals that it is used with
adults, children, couples, and families; it is clinically appropriate for such problems as anxiety,
depression, sexual dysfunctions, and addictions; and it is employed in conjunction with psy-
chopharmacological and other psychotherapeutic interventions.

It was in the mid-1960s when Breger and McGaugh published an article in the
Psychological Bulletin, taking behavior therapists to task for using only classical and operant
principles in devising their therapeutic interventions. Breger and McGaugh argued that the
field of learning was undergoing a major revolution, paying considerably more attention to
cognitive processes than had previously been the case. In short, they criticized the growing
behavioral orientation for being limited in its exclusively peripheralistic orientation.

At the time, behavior therapists were initially somewhat resistant to any allusion to
cognitive metaphors. Indeed, my own initial reactions to the Breger and McGaugh article was
quite negative. Yet, in rereading their critique, many of their suggestions now seem most
appealing. No doubt, I and my behavior colleagues lacked the appropriate *‘cognitive set’’ for
incorporating such contradictory information. Nonetheless, the clinical evidence for the rele-
vance of cognitive factors in the behavior change process was simply too compelling to ignore.
An increasing number of behavior therapists started to question whether the array of techniques
available to them might be too narrowly comprised and began to consider the possibility that
the addition of cognitive conceptualizations might help in expanding upon available behavioral
procedures.

At the 1968 meeting of the American Psychological Association, I had the honor of
chairing a symposium entitled ‘‘Cognitive Processes in Behavior Modification.’” The partici-
pants included Louis Breger, Gerald Davison, Thomas D’Zurilla, Gordon Paul, and Stuart
Valins. The abstract for the symposium read as follows:

This symposium discusses the important direct influence of such processes as expectation,
attribution, reasoning, and planning on behavior change and independent functioning. The pre-
dominant conceptualization of the ‘‘behavior therapies’” as conditioning techniques involving
little or no cognitive influence on behavior is questioned. It is suggested that current procedures
should be modified and new procedures developed to capitalize more on the human organism’s
unique capacity for cognitive control.

Unlike the earlier behavioral procedures that were made available to the field, cognitive
techniques grew more out of a clinical need than an extrapolation from experimental findings.
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It was noticed by clinical behavior therapists that patients/clients often engaged in internal
dialogues that could have a significant impact on their lives. By changing what clients/patients
told themselves, it was argued, changes in emotion and behavior might ensue.

With increased experience in using cognitive procedures, it has-become evident that the
assessment and modification of what clients/patients ‘‘tell themselves’’ within any particular
situation is not always as straightforward as it originally seemed. What is more often of interest
is determining not so much what they are deliberately thinking but rather the more elusive
meaning that they may be assigning to a given event. Thus, although clients/patients might not
always be able to directly report certain cognitions, they will nonetheless acknowledge that
they were reacting emotionally or behaviorally ‘‘as if’’ they were saying certain things to
themselves.

To explain this phenomenon, an increasing number of cognitive-behavior therapists have
recently adopted an information-processing model as a useful paradigm. This model, which
has been popular in experimental cognitive psychology for a number of years, postulates
several nonconscious cognitive processes that operate both on incoming and stored informa-
tion. Thus, when individuals interact with their environment, potential distortions may occur
by virtue of selective attention, inappropriate classification of events, idiosyncratic storage of
information, and/or inaccurate retrieval from memory.

In making a move from an early associationistic premise to a more constructivistic
viewpoint, the concept of ‘‘schema’ has been suggested as being particularly useful in
understanding this distortion process. In the most general sense, a schema refers to a cognitive
representation of one’s past experiences with situations or people, which eventually serves to
assist individuals in constructing their perception of events within that domain. Although there
are varying definitions of a schema, most reflect three basic assumptions: First, a schema is
said to involve an organization of conceptually related elements, representing a prototypical
abstraction of a complex concept. From a clinical vantage point, these complex concepts are
likely to consist of types of situations (e.g., being criticized) and/or types of persons (e.g.,
authority figures). Specific examples are said to be stored in a schema as well as the rela-
tionship among these exemplars. Second, a schema is induced from the ‘‘bottom up,’’ based
on repeated past experiences involving many examples of the complex concept it represents.
Finally, a schema is seen as guiding the organization of new information, much like a template
or computer format allows for attending to or processing some information but not others.

Among the advantages of a schema is that it can facilitate learning and the recognition,
recall, and comprehension of information that is schema-relevant. It allows us to chunk
information into larger, more meaningful units—so called ‘‘knowledge structures’’ —giving a
sense of meaning to the world around us. It also helps us to fill in the gaps when there are
missing observations and provides us with greater confidence in making predictions about our
world. At the same time, those advantages can serve as liabilities, particularly if a schema is
no longer relevant to one’s current life situation. In essence, our past interactions with the
world have provided us with the propensities to view the world—or ourselves—in given ways,
even though these perceptions may no longer be valid.

In depicting a model of human cognition that has important implications for the therapeu-
tic change process, George Kelly suggested in the 1950s that there exist certain core assump-
tions that individuals have about themselves and others. Contemporary cognitive-behavior
therapists refer to these as ‘‘silent assumptions’’ or ‘‘core organizing principles.’” Kelly
hypothesized that under such core assumptions may be found more peripheral ones, hier-
archically arranged according to the types of situations in which they manifest themselves. At
the very bottom of this hierarchical organization, there exists specific life events.

In addressing the issue of how people change, the crucial question becomes whether
therapists should proceed by facilitating ‘‘top-down’” or ‘‘bottom-up’’ changes. That is,
should the emphasis be on cognitive change, in the hope that it will result in behavior change,



or is specific behavior change required in order to bring about change in one’s core cognitions?
This is most reminiscent of the psychodynamic and behavioral opposing emphases on ‘‘in-
sight’’ versus ‘‘action.’’ The essence of a cognitive-behavioral intervention is that it needs to
make use of both top-down and bottom-up interventions. Top-down interventions, reflecting
the deductive component of the change process, provide clients/patients with the conceptual
categories essential for the recognition, classification, storage, and retrieval of relevant life
events. Bottom-up methods, facilitating the inductive element in change, are needed to trans-
form pure hypothetical categories into experience-based schemata.

These are but some of the issues with which this Handbook attempts to grapple. And in
doing so, it provides the therapist and researcher with clinical and conceptual guidelines that
are essential for functioning within a cognitive-behavioral orientation.

MARVIN R. GOLDFRIED
Stony Brook, New York
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Preface

The compilation of a handbook on any subject necessarily involves bringing together a large
number of diverse people addressing a common theme. However, the compilation of this
handbook has brought together collaborators with even more diverse backgrounds than is
usually the case. We find, even among the editors, that the entire spectrum of psychological
orientations is represented: Freeman was originally trained in a psychoanalytic model and at
the Adlerian Institute in New York; Simon was originally a radical behaviorist who became a
social-learning theorist while working with Albert Bandura at Stanford University; Arkowitz’s
background was originally behavioral, and he has more recently moved toward an integrated
behavioral-psychodynamic approach; and Beutler evolved from a client-centered tradition and
now considers himself an eclectic therapist who is committed to integrating many treatment
models.

Furthermore, all of these orientations—as well as several others—are represented by the
other contributors. Among our contributors we have individuals with backgrounds that are
behavioral, psychodynamic, family systems, gestalt, psychopharmacological, eclectic, as well
as cognitive. This volume is representative of the fact that cognitive-behavioral therapy (CBT),
in general, has become a meeting place for all theorists. All of the contributors are now
working from a broad cognitive perspective in the psychotherapy or research that they conduct.
The contributors represent those who teach psychotherapy, those who research psychotherapy
outcomes, those who practice psychotherapy, and those who represent combinations of the
above.

We believe that this diversity is not a coincidence, but represents a real difference
between cognitive therapy and many other forms of therapy. Given the relative youth of what
has been termed the cognitive revolution the contributors were, of necessity, trained in the
older, more established schools of therapy. Although the roots of a cognitive-behavioral focus
in therapy can be traced back to the early writings of Freud, Adler, Horney, Sullivan, Frankl,
and others, it was not until the mid-twentieth century that CBT emerged as a discrete entity.
(There are those who still insist that CBT come *‘back into the fold.’’ The fold is in some cases
more narrowly focused behavior therapy, and in other cases more orthodox psychoanalytic
therapy.)

What has led to the increasing interest in CBT? First, experimental research has shown
cognitive therapy to be an effective treatment of various psychological disorders. Therapists
who desire to be effective in their treatment of their patients should be drawn to cognitive
therapy. Cognitive therapy does not prohibit addressing any form of clinical phenomena—it
avoids neither the past nor present; neither the cognitive, the behavioral, nor emotional; neither
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the situational nor the characterological. Therefore, it is a congenial approach for therapists
with diverging interests and original orientations who are open to the idea of reconceptualizing
their clinical observations.

Second, cognitive therapy is a powerful example of therapeutic eclecticism. It gathers and
uses techniques from a variety of approaches, but insists that interventions have a theoretical
rationale, offer testable hypotheses, and be based on the case conceptualization. With an
overriding orientation and conceptualization, the therapist is in a position to generate novel
interventions that are tailor-made for the particular patient. This is also very appealing for
many therapists.

Furthermore, cognitive therapy is new enough, on the one hand, not to be rigidly en-
trenched in terms of ‘‘correct’” background, while on the other hand not having experienced
intense enough prejudice to have closed ranks against ‘‘outsiders.”” Thus, cognitive therapy
appeals to—and is open to—a wide variety of therapists and researchers.

This is good for cognitive therapy and for this handbook. It is good for cognitive therapy
because once a therapeutic approach has reified its boundaries, it has stopped growing.
However, rather than becoming static, cognitive therapy is continually being infused with new
ideas for conceptualization and application from these various sources. It is good for this
handbook because there is the creativity of many different perspectives, brought to bear on
clinical problems within the CBT focus. As a result, we are able to bring readers innovative
treatment packages for problematic clinical syndromes and populations. More than this, we
hope that through the examples provided by others, the reader will be inspired to expand the
horizons of cognitive therapy even further. Thus, an increasing number of clinicians will seek
to apply it to more and new populations and 2n increasing number of researchets will seek to
test its effectiveness and the validity of its assumptions and conceptualizations. If cognitive
therapy lives up to its promise to be as an effective model of treatment for a broad range of
symptoms and populations as we think it will, then a truly comprehensive treatment of
psychopathology will eventually be achieved.

The editors would like to thank a number of people: first and foremost are the contributors
to this volume. Each has contributed his or her theoretical and personal perspectives openly
and in great detail. The excellence of their material has made editing this volume an exciting
experience, and has given us the opportunity to meet and work with colleagues from through-
out the United States, Canada, South Africa, and Sweden.

Eliot Werner, senior editor for Medical and Behavioral Sciences at Plenum, has been
involved with this project since its inception. Eliot’s good humor, friendship, professionalism,
and perseverance have been very helpful in seeing this book to completion.

Each of the editors have specific people to thank. Arthur Freeman and Karen Simon
would like to thank Joanne Muiiiz and Donna Battisto for their expert secretarial and logistical
assistance. Hal Arkowitz would like to thank Imogene Flett for her secretarial assistance and
general helpfulness through all aspects of this project. Larry Beutler would like to thank Linda
Fowler for her secretarial assistance and his colleagues in the Department of Psychiatry
(University of Arizona) for their patience. His contribution was also partially supported by
NIMH Grant MH 39859.
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Theory and Research

From its inception, there has been a close interaction of theory, research, and practice in
cognitive therapy. This interplay is rather unusual among the psychotherapies, most of which
have emphasized one or another of these areas at the expense of the others. For example,
psychoanalytic psychotherapy rests on an elaborate theoretical substrate but has been lacking
both in empirical research and in the development of practical guidelines. By contrast, behav-
ior therapy has contributed a great deal to clinical technique and empirical research but
encompasses only a rudimentary theory of psychopathology and behavior change. In concert
with our view that cognitive therapy has made significant contributions to theory, research,
and practice, the first part of this volume will examine the theoretical foundations and em-
pirical status of cognitive therapy. These chapters will provide a basis for the clinical -applica-
tions that will be presented in the second part.

It is only fitting that a Comprehensive Handbook of Cognitive Therapy should open with
chapters from two pioneers and leaders of cognitive therapy: Albert Ellis and Aaron T. Beck.
The chapters by these two important cognitive therapists provide us with a background in the
history and current status of theory in cognitive therapy.

Ellis chronicles the long history and contemporary growth of cognitive therapy in Chapter
1. He traces the origins of a broadly defined cognitive theory to such early religious thinkers as
Lao-tse, Confucius, and Buddha. The important influence of the early Stoic philosophers is
nicely illustrated in Ellis’s description of the forces that shaped his own development as a
cognitive therapist. In his chapter, we can see the evolution of cognitive therapy from a purely
cognitive approach to a cognitive-behavioral one and, finally, to one that incorporates both the
role of affective arousal and relevant features of other psychotherapies.

Aaron Beck and Marjorie Weishaar present a comprehensive and updated version of the
cognitive therapy of psychopathology and psychotherapy in Chapter 2. Beck and Weishaar
provide us with a major statement of the theory underlying psychopathology and address the
role of both cognitive change and affective arousal in the change process. According to Beck
and Weishaar, the cognitive bases of psychopathology can be found in schema-relevant vul-
nerabilities. These vulnerabilities result in what they call ‘‘cognitive profiles,”” which repre-
sent the particular distortions and systematic biases that characterize each of the major disor-
ders. The description of these profiles should stimulate further research and thinking in the
area, all the more so because the authors extend their thinking far beyond the familiar clinical
problems usually addressed by cognitive therapy, and take us into lesser understood problem
areas such as anorexia, obsessions, compulsions, suicide, and paranoid states.
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Cognitive therapy has been impressive in its ability to stimulate empirical research in
assessment, as well as in treatment process and outcome. Chapters 3 and 4 provide a state-of-
the-art review of research in each of these areas. In Chapter 3, Goldberg and Shaw describe
significant technological and methodological issues confronting the measurement of cognition.
Their discussion underlines issues in the measurement of cognition within a wide variety of
clinical problems (e.g., depression, anxiety, medical and psychosomatic disorders, smoking,
alcohol and substance abuse, and even schizophrenia). In each case, they review the empirical
status of cognitive measurement and suggest directions for future research and applications.

In a complementary way, Beckham and Watkins take a careful look at clinically mean-
ingful research on outcome and process in cognitive therapy in Chapter 4. The effectiveness of
cognitive therapy for depression has been clearly demonstrated, although comparative studies
with other therapists have raised many unresolved issues. In spite of some promising outcome
data on other clinical disorders, the clear efficacy of cognitive therapy for them has yet to be
firmly established. With this literature clearly in mind, the authors turn their attention to the
uncertain role of cognitive change in behavioral and affective change. They provide an
elucidating discussion of the relationship of process and outcome in cognitive therapy and
discuss how future research might profit by understanding more about this relationship.

The next set of chapters turns our attention to basic theoretical issues in cognitive therapy.
In 1977, Gordon Bower, an eminent cognitive scientist, explored the possible points of contact
between cognitive sciences and social learning theory. Chapters 5, 6, and 7 explore the results
of 10 years of effort to find and develop the linkages that could lead to cross-fertilization.

In Chapter 5, Tataryn, Nadel, and Jacobs point out that an interest in cognitive factors in
psychotherapy leads naturally to the need for the scientific understanding of cognition itself,
and it is in this domain that the cognitive scientist can have major input. They argue that
cognitive science has demonstrated that much of what we call ‘‘cognitive’’ occurs outside of
conscious awareness, and they review the implications of nonconscious mental processing for
understanding cognition in cognitive therapy. The authors conclude with a stimulating discus-
sion of repression, that is, the ‘‘means by which certain controlling features of a person’s
cognitive makeup become unconscious.’”” Two new ways of thinking about repression are
presented, both emerging from recent advances in the cognitive and biological sciences. These
are areas that they believe provide a rich opportunity for contact between cognitive sciences
and cognitive therapy.

The theoretical and empirical work of Richard Lazarus on emotion and coping has been
highly influential in the field of personality and clinical psychology for many years. In Chapter
6, Lazarus argues that cognition is the key to functioning and change, providing motivational
direction, emotional significance, and connecting action to its environmental context. He
further argues that cognitive change alone is not capable of producing integrated functioning
without coordinated changes in motivation and emotion as well. Finally, he argues that an
understanding of human behavior and functionin:%l is incomplete without incorporating the
influence of environmental factors. In the concluding section of this chapter, Lazarus discusses
the relevance of his theoretical arguments for the application of cognitive therapy and psycho-
therapy.

In Chapter 7, Beutler and Guest focus their attention on one of the most critical issues in
cognitive therapy—the role of cognitive change. Their chapter takes a broad and scholarly
look at identifying and explicating the role of cognitive change in cognitive therapy and
psychotherapy. This chapter presents us with a descriptive comparison of the roles assigned to
cognitive change by cognitive scientists and by different schools of psychotherapy as well. The
last section of this chapter presents an integrative perspective on the issues, by bringing the
theoretical and empirical perspectives into an integrative language system and theory of
change.

From rather different perspectives, then, these three chapters on basic theoretical issues



provide some new looks at old issues and raise new ideas that may well influence the future
course of cognitive therapy and research.

What relationship does cognitive therapy and theory have to other major therapies and
theories? This broad question is addressed in Chapters 8 through 11. Convergences and
divergences among cognitive, behavioral, and psychodynamic therapies are considered by
Arkowitz and Hannah in Chapter 8. They compare these approaches along such applied
dimensions as patient selection, the role of assessment, the nature of the therapy relationship,
and the role of technique. In addition, they examine the visions of human nature embodied in
these three approaches as well as exploring how the three theories conceptualize change in
psychotherapy. Although there is considerable variation among the specific dimensions, the
authors conclude that cognitive therapy falls somewhere between behavioral and psycho-
dynamic therapies, sharing more in common with each of these than they, in turn, do with one
another. Using their comparative analysis as a basis, the authors conclude their chapter by
abstracting what they believe are a set of common factors that may, at least in part, underly the
effectiveness of the three therapies. They present a model of change centering on the concept
of behavioral enactments. In this view, behavioral enactments mediate change and involve
elements of staging, enactment with affective arousal, self-observation, disconfirmation of
expectancies, and cognitive restructuring.

Recently, there has been an increased interest in experiential theories in the research
literature on psychotherapy, and this has been largely due to the work of the authors of Chapter
9—Greenberg, Safran, and Rice. Comparisons between experiential therapy and cognitive
therapy are made with reference to targets for change, relationship stances, and change
processes. The authors argue that some of the general similarities that they abstract become
more differentiated when the specific therapeutic tasks in experiential therapy are considered.
The authors examine how each therapy works with cognition and affect and argue that
cognitive therapy can learn much about affect from experiential therapy, whereas experiential
therapy can learn much about cognition from cognitive therapy. They discuss the importance
of a common information-processing language to facilitate real interchange between these two
important therapy approaches.

In Chapter 10, Rosen has attempted to build a bridge between the theoretical work of
Piaget and cognitive therapy. In the first part of this chapter, he provides us with an infor-
mative and succinct summary of Piaget’s thinking. In the second part, the author argues that
there are some unique and intimate connections that can be made between these two ways of
thinking. His goal is to make explicit the implied connections that he believes exist, the
knowledge of which may maximize their utility. Rosen applies Piagetian concepts to such
important issues as the change process in psychotherapy and strategies of applied therapy. The
developmental stages in therapy, the roles of cognitive structures in maintenance generaliza-
tion, of change, and the concept of equilibration are presented as linking principles between
the two approaches. Because Piaget himself did not extend his thinking to the area of psycho-
therapy, Rosen’s task is a major one and will hopefully stimulate further thinking in this area.

Dowd and Pace also draw heavily from constructivist approaches in their attempt to apply
such thinking to cognitive therapy in Chapter 11. They develop the argument that construc-
tionist viewpoints share the assumption that we develop our own reality through our self-
schemata and tacit rules. The authors discuss the implications of this assumption for change in
psychotherapy and cognitive therapy. In addition, they discuss the interesting concepts of first-
and second-order change. First-order change involves a change in specific behavior, whereas
second-order change refers to a shift in the levels of meaning that govern behavior. The
importance of the concept of second-order change is exemplified by the use of paradoxical
techniques in cognitive therapy and psychotherapy.

Taken as a group, these four chapters place cognitive therapy into the context of other
major therapies and theories that have preceded it.
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In Chapter 12, the final chapter of this section, Coyne invites us to ‘‘think postcog-
nitively’’ about depression. He points to a number of serious problems with the traditional
cognitive theory of psychopathology in general and depression in particular. He argues that
many cognitive therapy constructs are ambiguous and circular. In Coyne’s view, a basic
problem with the cognitive therapy perspective is that it arbitrarily *‘. . . separates what
people say they think from the circumstances in which it is said, the conditions of their lives,
and how they and those around them cope.’” Coyne argues for a postcognitive perspective that
places greater emphasis on contextual and transactual factors than does the current cognitive
therapy approach. Although critical of cognitive perspectives, Coyne acknowledges the
efficacy of cognitive therapy for depression. He attempts to reconcile this apparent paradox by
arguing that cognitive therapy works not so much by changing cognitions but by encouraging
new transactions between the client and his or her environment. The editors of this volume
believe that cognitive therapy can only develop in a healthy way in the face of constructive
criticisms from both within the cognitive approach and from those outside of it. Coyne’s
chapter presents significant challenges to the cognitive perspective and one that cognitive
theorists and reactionists will do well to consider.

It is our liope that this part on theory and research in cognitive therapy will give the
interested reader a picture of the current state of affairs as well as directions that need to be
addressed in the future. The strengths as well as the limitations of the cognitive approach
emerge rather clearly from this section of the book, and we hope that it will provide a
foundation for the reader before turning to the second part of this book on clinical applications.



The History of Cognition in
Psychotherapy

ALBERT ELLIS

EARLY BEGINNINGS

The history of cognition in psychotherapy starts with the history of cognition in self-help
philosophy. For although the early philosophers concentrated on explaining nature, the world,
and—incidentally—the nature of humans in the world, some of the most outstanding Eastern
and Western philosophers focused on the nature of humans and how they could help them-
selves by understanding the cognitions that led them to become *‘emotionally’’ disturbed and
how they could use this understanding to overcome their disturbances. Significantly enough,
the earliest major philosophers that we now remember and who still have a rather profound
influence over us were greatly concerned with these problems—and not merely with those of
comprehending nature and the world.

Take the influential Eastern philosophers, for example. In the sixth century B.c., Lao-tse
founded Taoism, preaching right conduct of the external spirit of righteousness and holding
that forms and ceremonies are entirely useless. Around the same time, Confucius set forth
precepts dealing with morals and the family system; and his Maxims was a work that is still
taught as a guide for people’s daily life and espoused a practical, utilitarian philosophy.
Another famous sixth-century B.c. philosopher was Gautama Buddha, who presumably aban-
doned the ascetic life, which he practiced for a while and found that emancipation of spirit
came to him under a pipal tree (the Sacred Bo tree) at Buddh Gaya (from which came his title,
Buddha, or Enlightened One). Although all these individuals were philosophers (and founders
of religions), they were basically cognitive (or cognitive-behavioral) therapists; and their
followers were, in a sense, clients.

It is similar with several of the early Greek and Roman philosophers. Socrates, in the fifth
century B.C., particularly emphasized self-understanding and often preached what was, for his
day, an unconventional method of life—so much so, in fact, that he was accused of corrupting
the youth of Athens and was forced to drink hemlock in prison to atone, as it were, for his
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“‘sins.”’’ Plato, Socrates’s most outstanding student and writer of his views, carried on his self-
help views. Epicurus, in the fourth century B.c., emphasized that pleasure is the main good
and end of morality and of life but he largely preached long-range instead of short-range
hedonism and held that genuine pleasure was a life of prudence and honor.

Zeno of Cytium, another Greek philosopher, founded the Stoic school in the late fourth
and early third centuries B.c. and taught its principles in Athens for more than 50 years. He
was followed by Chrisippus and by Panaetius of Rhodes, who introduced Stoicism into
Rhodes. We do not have much of the writings of speeches of the early Stoics, nor do we even
have the actual writings of the popular Stoic, Epictetus, but we do have those of Epictetus’s
pupil, Flavius Arrian, who wrote down his lectures, when he gave them during the first
century A.D. in Rome and who has thereby given us his main works, the Discourses and his
Enchiridion (Manual), which have been in print since 1890 (Epictetus). We also have the Stoic
writings of Cicero (106—43 B.c.) and Seneca (54 B.c.?—a.D. 39).

Epictetus was a particularly influential Stoic, who in the first century A.p. wrote that
“people are disturbed not by things, but by the views which they take of them.’’ The Roman
Emperor, Marcus Aurelius (1890), was raised with the Stoic philosophy of Epictetus and
incorporated it into his famous book, Meditations, which again is one of the oldest self-help
books still in print. The Stoic philosophy has a good deal of rationality about it, but it also has
its weak points because it has fatalism as its basis. Thus, Marcus Aurelius (1890, p. 15)
advised:

Accept everything which happens, even if it seems disagreeable, because it leads to this, to
the health of the universe and to the prosperity and felicity of Zeus. For he would not have
brought on any man what he has brought, if it were not useful for the whole.

This is not exactly the sanest philosophy in the world, but it obviously is designed to help
people be reasonably happy and accepting even when faced with severe adversity. The same
can be said about much of the philosophy of the Old and the New Testament, the Jewish and
the Christian Bibles. Many of the books of the Bible—particularly the Book of Job, Proverbs,
and several parts of the New Testament—include a great deal of advice to troubled people and
really consist of self-help material. As I said in one of my talks to the American Psychological
Association some years ago, if we look at it from a cognitive-behavioral standpoint, the Bible
is (as it has been for centuries) probably the most widely sold and read of the vast number of
self-help books that have existed for the last thousand years (Ellis, 1978).

Following the early philosophers and religionists, innumerable other thinkers throughout
the ages have presented ideas and practical suggestions for people to follow when they feel
emotionally disturbed and behave in a self-defeating manner. To list the ones who were most
profound and influential in this respect would take a chapter in its own right. Let me merely
mention, in this respect, Thomas Aquinas, Thomas A Kempis, Baruch Spinoza, Immanuel
Kant, Arthur Schopenhauer, Ralph Waldo Emerson, Henry David Thoreau, and Bertrand
Russell. Kant, in particular, was highly influential in glorifying ideas, intellect, and reasoning
and greatly affected the rise of Adlerian psychotherapy and of rational-emotive therapy (Ans-
bacher & Ansbacher, 1956; Ellis, 1981). Schopenhauer wrote a persuasive book called The
World as Will and Idea, as well as many practical essays on the supposedly good life.
Emerson’s Essays, particularly his famous essay on self-reliance, started the fashion for an
emormous number of self-help books. Bertrand Russell’s Marriage and Morals (1929) and
Congquest of Happiness (1950) have for many years been bibles to less religious and more
liberal intellectuals.

Finally, if we are still to remain in the philosophic area, Kierkegaard started the existen-
tial revolution when the nineteenth century was under way, and Martin Heidegger (1962) and
Paul Tillich (1953), along with many other influential existentialists, carried on their kind of
thinking and made it one of the bulwarks of self-help writings in the last half century. Although



all the writers and thinkers I have named in the last few paragraphs were quite concerned with
human feelings and with self-defeating behaviors, they have in common a set of beliefs that
hold that emotional upsetness largely originates in illogical, unrealistic, and irrational thinking
and that humans have the distinct ability to monitor this kind of thinking, to reflect on it, and to
change it, so that they significantly help themselves solve their everyday problems and their
fairly severe disturbances.

This brings us, a little belatedly, to the fields of psychology, psychiatry, and social work.
In the second part of the nineteenth and the early part of the twentieth centuries, psychologists
were mainly academic rather than clinical, and psychotherapy was mainly done by psychia-
trists. But these psychiatrists were largely philosophically and cognitively oriented, and be-
cause many of them were engaged in hypnotism, they emphasized suggestion (after Bernheim
(1886/1947)) and autosuggestion (after Coué (1923).

They were also clearly cognitive in several other important respects. Thus—as Raimy
(1975) has noted—Paul Dubois (1904/1907) strongly insisted that ‘‘incorrect ideas’’ produced
psychological distress and wrote a well-known book advocating persuasion, The Psychic
Treatment of Nervous Disorders, which was unknown to me when I originated rational-
emotive therapy (RET) in 1955 but was in many ways as direct, active, and argumentative as
rational-emotive therapy often is. Déjerine and Gaukler (1913) also advocated active-directive
persuasion and their book was popular in the early 1900s.

Pierre Janet (1893) believed that hysterics had ‘‘fixed ideas’’ or idées fixe and that these
ideas had to be changed in the course of treating these ‘‘neurotics.’’ Joseph Breuer (Breuer &
Freud, 1895/1965) agreed with Janet but used the term unconscious pathogenic ideas to
describe severe disturbance. And Freud, going along with Breuer, also used the term ideogenic
to show the main causation of many neurotic problems.

Unfortunately (I would personally say), Freud (1965) and his followers (Fenichel, 1945)
later began to emphasize—and probably overemphasize—the role of emotion and transference
in human disturbance (not realizing that ‘‘transference’”’ is really overgeneralization and there-
fore still largely ideogenic). So classical psychoanalysis began to diverge far from the cog-
nitive track. But many less classical analysts—including Adler, Fromm, Sullivan, Horney,
Rado, and Arieti—were more philosophic and less emotive (not to mention less archae-
ological!) than Freud and began to emphasize cognition in their work far more heavily than the
old master was wont to do.

For a discussion of strong cognitive influences in the works of leading neo-Adlerians and
neo-Freudians, see several relevant chapters in Mahoney and Freeman (1985). Remember,
too, in this connection that, although Freud often wrote as if psychoanalysis almost entirely
consisted of working through transference and countertransference feelings, especially during
the first few months of psychoanalytic therapy, his main final and ultimate tool consisted of
interpretation—which is as cognitive as any therapist could possibly be. He also resorted at
times to behavioral methods and to unusually short-term treatment and frequently was much
more active-directive than he often cared to admit (Wortis, 1954).

In any event, before the Freudian revolution, psychotherapy was profoundly cognitive
and at times even clearly cognitive-behavioral (Wick, 1983), even when it was practiced
almost exclusively by physicians and psychiatrists. Then, in the later nineteenth century,
psychologists began to get into the act. William James (1914), taking off from Emerson and
some religious thinkers, began to write in a hardheaded fashion about the role of ideas and
beliefs in therapy; and a host of other psychological therapists, such as Munsterberg (1919),
followed in his tracks. Freudianism, however, still ruled the roost up until the 1940s—despite
the efforts of Adler (1927, 1929) and several neo-Adlerians to revise it.

Then came a somewhat dramatic breakthrough. Following up some of the ideas of
Gordon Allport (1937), Prescott Lecky (1943) insisted that people with low self-concept
defined themselves that way and that they invariably had the ability to redefine their self-
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images. Andrew Salter (1949) started the assertion training movement by taking some of the
behavioral theories of Pavlov, Watson, and Skinner and directing people to recondition them-
selves. He was mainly behavioral, but he also stated and implied that people could imagine
themselves doing differently and could cognitively retrain themselves when they were shy and
unassertive. Snygg and Combs (1949) noted that ‘‘inadequate differentiations’’ of the phe-
nomenal field led to psychological disturbances. Julian Rotter (1954), emphasizing expectancy
theory, came up with the first major social learning theory of emotional upsetness and its
treatment. George Kelly (1955) published a brilliant theory of cognition and disturbance that
he significantly entitled, The Psychology of Personal Constructs. This was by far the most
comprehensive explanation of the role of ideas in the creation of emotional problems that had
been written up to that time; and it is still a classic.

RATIONAL-EMOTIVE THERAPY (RET) AND COGNITIVE-
BEHAVIORAL THERAPY (CBT)

Spurred on by the writings of some of these psychologists—but not, oddly enough, by
those of George Kelly, whom I had not yet read—I created rational-emotive therapy (RET)
during the first few months of 1955. I had previously been a practicing psychoanalyst, but after
6 years of doing classical analysis and analytically oriented psychotherapy, I became thor-
oughly disillusioned with their inefficiencies by 1953 and began exploring other, more effec-
tive avenues of therapy. My widespread library researches culminated in two monographs:
New Approaches to Psychotherapy Techniques (Ellis, 1955a) and ‘‘Psychotherapy Techniques
for Use with Psychotics’ (Ellis, 1955b).

As I abandoned psychoanalysis, I returned to my early love, with which I had been
involved since the age of 16 and in which I had done: voluminous reading—the field of
philosophy. And I also went back to behavior therapy—which I had used on myself in my late
adolescence and early adulthood to overcome my severe fears of public speaking and my social
anxiety about encountering young females whom I wished to date (Ellis, 1972b). So I became
the first major cognitive-behavioral therapist by actively practicing RET, by doing a pioneer-
ing outcome study of it (Ellis, 1957a), and by forcefully promoting it in talks, workshops,
articles, and books (Ellis, 1957b, 1958a,b, 1962).

Although I did not realize it at that time, without yet reading Paul Dubois (whose main
book I read in 1957, two years after originating RET), I reinvented some of his very active-
persuasive therapeutic procedures. I also, right from the start, went beyond Eysenck (1960)
and Wolpe (1958) by often employing in vivo (rather than imaginal) desensitization and also by
preceding Stampfl (Stampfl & Levis, 1967) in the advoacy of implosive rather than gradual
desensitization. From the beginning, I also included some highly emotive exercises and
practices in RET.

Although, therefore, I did not by any means wholly invent cognitive-emotive-behavioral
methodology, I think I can safely say that I was the first modern therapist to give it heavy
emphasis and considerable publicity. Because of this, I am often acknowledged as the father of
RET and the grandfather of cognitive-behavioral therapy.

Moreover, whereas George Kelly (1955) was mainly a cognitive behaviorist—because
his main treatment method was fixed role playing and by no means consisted (as one might
think it would) of cognitive persuasion or disputing—I have always been a behavioral cog-
nitivist. Most of my actual treatment process in RET consists of active-directive cognitive
debating—with emotive and behavioral homework always integrally included but with a
strong emphasis on helping clients achieve a profound—and preferably quite conscious—
philosophic or attitudinal change.

As I have indicated before, there were two main factors that strongly influenced me to



substitute RET for psychoanalytic and psychoanalytically oriented psychotherapy: the early
history (and effectiveness over the centuries) of philosophical cognitive therapy and the recent
history (and, again, effectiveness) of behavioral therapy. When I first formulated RET, behav-
ior therapy was in its real infancy because the early experiments of John B. Watson and his
students (Jones, 1924a,b; Watson & Rayner, 1920) had been effective but had not led to
notable success when used with adults. Pavlov (1927) was also honored in theory but not used,
except in the Soviet Union, in practice. Wolpe had done some early experimental work with
animals but not applied it, as he did later (Wolpe, 1958) to humans. Followers of Skinner
(1953) were beginning to get somewhere in applying his principles, but there was (as there still
often is) a great deal of opposition to their ‘‘conditioning’’ experiments. Moreover, virtually
all the behaviorists, especially Skinner and Wolpe and their students, were almost patholog-
ically allergic to words like thinking and cognition (as some of them still stubbornly are!).

By a fortunate accident, however, my early psychotherapeutic efforts were importantly
tied up with a special school of therapy that has always been cognitive-behavioral, although
when I began to practice in 1943 it was an exceptionally little-known school. That field was
sex therapy, in which I started to do somewhat pioneering work during the early 1940s. For
sex therapy has always, almost by necessity, been cognitive-behavioral. As was the case with
general psychotherapy, it got fairly well under way in the mid-nineteenth century and was
almost entirely the province of physicians. Richard von Krafft-Ebing (1886/1922) investigated
the processes of sexual pathology and had some distinct ideas on what to do about curing
afflicted individuals. Havelock Ellis (1897/1936) went much further into the nuances of
normal, as well as ‘‘abnormal,’’ sexuality and also wrote voluminously on some practical
solutions to sex problems. They were followed by a host of other fairly well-known sex
therapists, virtually all of them physicians—such as Iwan Bloch (1907), August Forel
(1908/1922), William J. Robinson (1915), W. F. Robie (1920/1925), and H. W. Long
(1922).

These sex therapists, without knowing too much about the art and science of formal
psychotherapy, did two main things with their patients: First, they gave them information
about effective sex functioning and relieved them of their guilt and shame about ‘‘wrong’’ or
‘‘abnormal’’ acts that they were doing; and, second, they gave them activity homework
assignments—to have more or less intercourse, to engage in noncoital relations, to use certain
kinds of sex positions instead of other kinds, and to think about nonsexual things (when they
came to orgasm too quickly) and about sexual fantasies (when they came to orgasm too slowly
or did not reach it at all). In a word, they were quite cognitive-behavioral.

When, therefore, I practiced sex therapy in the 1940s I not only derived much of my
information from these pioneering other therapists but I also realized that teaching people new
ways of thinking and behaving and getting them to practice in vivo homework assignments
were just about the only good ways to help them overcome their sexual problems. Without
exactly consciously thinking of myself as such, I thereby became a cognitive-behavioral
therapist with my sex, marriage, and family cases. Consequently, when I abandoned psycho-
analysis—with which I particularly became disillusioned because it did not help my clients
who had severe sex problems but often seemed to exacerbate such problems—1I easily fell into
cognitive-behavioral therapy for virtually all my clients, including most of them who had
regular problems of anxiety, depression, rage, and self-pity without having any serious sexual
correlates of these problems.

In any event, I most probably would never have created rational-emotive therapy had 1
not been, prior to my psychoanalytic training and practice, a fairly effective sex therapist. And
the entire field of general psychotherapy today would probably not be as cognitive-behav-
iorally oriented had not Masters and Johnson (1970) followed a similar path to mine, in which
they, too, read the early sexologists (and my own early writings on sex treatment [Ellis, 1953,
1954]) and led the field of sex therapy in the cognitive-behavioral direction. Seeing that their
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procedures worked, other outstanding sex therapists—such as Annon (1974, 1975), Hartman
and Fithian (1972), and Kaplan (1974)—soon followed suit; so that cognition and behavioral
methodology has today become the supreme method of choice in dealing with most serious sex
problems.

THE GROWTH OF RET AND CBT

Cognitive-behavioral sex therapy, however, only became truly popular in the early 1970s.
Before that time, it was practiced by physicians—especially, by urologists and
gynecologists—and to some extent by psychologists, psychiatrists, and social workers. But it
was recognized as a special kind of ‘‘sex therapy’’ and not particularly as psychotherapy.
Wolpe (1958) and Lazarus (Wolpe & Lazarus, 1966) pioneered in placing it as a normal part of
behavior therapy, but it was not recognized as being particularly cognitive except by a few
practitioners (Ellis, 1953, 1954, 1958b, 1960, 1962).

In the meantime, modern cognitive and cognitive-behavioral therapy began to develop
and become more and more popular in its own right. After I presented my first major paper on
rational-emotive therapy at the American Psychological Association convention in Chicago in
1956 (Ellis, 1958a), Aaron Beck began to do intensive research on thinking and depression in
the late 1950s and published his first major article on the subject in the Archives of General
Psychiatry in 1963. Meanwhile, I had collected most of my early articles on RET, published
from 1956 onward, and incorporated them in revised form in Reason and Emotion in Psycho-
therapy (Ellis, 1962). In 1966, Rickard Lazarus brought out his influential book,
Psychological Stress and the Coping Process; in 1965 William Glasser published his popular
book, Reality Therapy; and in 1967, Beck published his first book on cognitive therapy,
Depression: Clinical, Experimental, and Theoretical Aspects. The modern revolution in cog-
nitive-behavioral psychotherapy was by now under way!

Developments in the field of cognitive-behevior therapy have been so many and so
profound since it began to get really going in 1955 that it would be next to impossible to list
even all the major events that had transpired since that time. Let me, therefore, give a
reasonably brief summary that will tend to show how things have been going and how they are
still tending to proceed in this important area of psychotherapy.

1955 To 1959

Rational-emotive therapy (RET) and cognitive-behavioral therapy (CBT) at first grew
slowly, largely through my own talks, seminars, and writings; and they often aroused more
opposition than acceptance because they were strongly opposed by leading psychoanalysts,
client-centered therapists, and experiential therapists. However, the first popular book on
cognitive therapy—How to Live with a Neurotic (Ellis, 1957b)—was published, as well as the
first book applying RET specifically to sex problems and sex therapy—Sex without Guilt
(Ellis, 1958b). The writings of George Kelly (1955) and of Viktor Frankl (1959) began to have
some real impact. The nonprofit Institute for Rational Living (later to become the Institute for
Rational-Emotive Therapy) was organized and began to train therapists in cognitive therapy
and to sponsor public presentations as well as workshops for the profession. Whereas RET had
begun as a form of individual therapy in 1955, it was expanded into the practice of group
therapy in 1959; and it also began to make a name for itself in the field of marital and family
therapy (Ellis & Harper, 1961a). Aaron Beck began to work, with his associates, on a reliable
inventory for measuring depression and included in this instrument a good many cognitive
questions (Beck, Ward, Mendelson, Mock, & Erbaugh, 1961, 1962).



1960 To 1964

Beck (1961) continued his systematic investigations of the cognitive elements in depres-
sion and published his seminal paper, ‘‘Thinking and Depression’’ (Beck, 1963). Eric Berne
(1961, 1964) began to publish immensely popular writings on transactional analysis. RET
started to gain significant support, first from my professional writings, particularly Reason and
Emotion in Psychotherapy (Ellis, 1962); and then it began to gain wide popular recognition
from my popular writings, especially from the first edition of the Guide to Rational Living
(Ellis & Harper, 1961b) and from A Guide to Successful Marriage (originally entitled,
Creative Marriage) (Ellis & Harper, 1961a). My sex books, which incorporated a good deal of
RET material, not only sold well in their original hardcover editions but became best-sellers in
paperback form—especially, The Art and Science of Love (Ellis, 1960), Sex and the Single
Man (Ellis, 1963a), and The Intelligent Woman’s Guide to Manhunting (Ellis, 1963b).

1960 To 1964

RET began to gain significant support, largely because of my books, workshops, and
writings. Aaron Beck published his first articles on cognitive therapy (1961, 1963). Eric Berne
(1961, 1964) began to publish immensely popular writings on transactional analysis, particu-
larly Games People Play. Eysenck (1964) introduced RET and cognitive therapy to the
behavior therapy movement in his book, Experiments in Behaviour Therapy. Frank (1963)
came out with the first edition of Persuasion and Healing that included a section on RET and
strongly promoted the thesis that all effective psychotherapy largely is ideological and per-
suasive. Jay Haley (1963), influenced by the work of Milton Erickson, published his first
book, Strategies of Psychotherapy, which had some significant cognitive-behavioral interven-
tions and techniques included in it.

1965 to 1969

The Institute for Rational-Emotive Therapy was chartered as a training institute by the
Regents of the State of New York, began its fellowship and associate fellowship training
programs, and began to publish its journal, Rational Living. Several doctoral theses and other
outcome studies began to be published on RET and CBT, as well as some books and writings
by myself and other authors on RET (Ard & Ard, 1969; Ellis, 1965a,b). Albert Bandura
(1969) brought out an extremely influential book on behavior therapy that had an unusually
cognitive emphasis, Principles of Behavior Modification. Other important and highly popular
books on cognitive therapy were published by Eric Berne (1966), Milton Erickson (1967),
William Glasser (1965), Richard Lazarus (1966), Thomas Harris (1969), and Watzlawick,
Bevan, and Jackson (1967).

A number of tests of irrational beliefs, based on the 12 major ones that I outlined in
Reason and Emotion in Psychotherapy, began to be published and to lead to many empirical
studies of their reliability and validity. Most notable and most used in this respect was the
Irrational Beliefs Tests of Jones (1968). Going further than incooporating RET into group
therapy procedures, I originated and began to train other RET practitioners to lead rational-
emotive encounter marathon groups (Ellis, 1969). In these marathon procedures, a good many
experiential and emotive exercises were incooporated with the usual cognitive-behavioral
procedures that were generally used in RET.

1970 To 1974

Many research studies and theses on the efficacy of RET and CBT began to be done in the
psychological laboratories of Albert Bandura, Donald Meichenbaum, Marvin Goldfried,
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Gerald Davison, Michael Mahoney, and other psychologists who specialized in these two
forms of therapy. Masters and Johnson (1970) brought out Human Sexual Inadequacy, which
sparked the publication of scores of other books and hundreds of articles on cognitive-
behavioral sex therapy. Michael Mahoney (1974) published a highly influential work that
reviewed the history and the practice of cognition and behavior modification. Mahoney’s
work, in addition to Bandura’s earlier book, gave considerable respectability to CBT and
began to place it in the forefront of the psychotherapy movement. A large number of other
significant books on RET and CBT were published, including those by Alberti and Emmons
(1970), Berne (1972), Ellis (1971, 1972a,b, 1973), Goldfried and Merbaum (1973), Haley
(1973), Hauck (1973, 1974), Knaus (1974), A. Lazarus (1971), Masters and Rimm (1974),
Maultsby (1975), Spivak and Shure (1974), Tosi (1974), Watzlawick, Weakland, and Fisch
(1974), and Young (1974).

By this time, in the early 1970s, RET and CBT were truly coming of age and were
beginning to become the new kid on the block, and in some ways the most influential kid on
the block, in the entire realm of psychotherapy. Moreover, where previously only the field of
behavior therapy significantly produced a great many outcome studies of a technical nature,
cognitive-behavioral therapy now started to do likewise; and from the 1970s onward began to
produce literally scores of controlled experimental studies, the great majority of which showed
that when CBT was tested against a group of subjects having no therapy or having some other
form of therapy, it tended to bring forth more successful results.

1975 To 1979

The cognitive-behavioral revolution in psychotherapy erupted into full bloom, with addi-
tional scores of confirming outcome studies being published and innumerable therapists begin-
ning to favor RET and CBT (DiGiuseppe, Miller, & Trexler, 1979; Ellis, 1979; Miller &
Berman, 1983; Smith & Glass, 1977). So many significant texts on RET and CBT were also
published that it is difficult to list even the most outstanding ones. Some of the influential ones
included those by Bandler and Grinder (1978), Bandura (1977), Beck (1976), Beck, Rush,
Emery, and Shaw (1979), Diekstra and Dassen (1977a,b), Ellis and Abrahms (1978), Ellis and
Grieger (1977), Ellis and Whiteley (1979), Erickson and Rossi (1979), Goulding and Goulding
(1979), Goldfried and Davison (1976), Kanfer and Goldstein (1975), Guerney (1977), Haley
(1976), Janis and Mann (1977), Kendall and Hollon (1979), Lange and Jakubowski (1976), A.
Lazarus (1976), Meichenbaum (1977), Morris and Kanitz (1975), Raimy (1975), Seligman
(1975), Singer and Pope (1978), and Spivack, Platt and Shure (1976).

At the same time, many best-selling self-help books using RET and CBT appeared,
including Dyer’s (1976) fabulously successful Your Erroneous Zones and my own highly
successful How to Live with a Neurotic (revised edition) (Ellis, 1975), Sex and the Liberated
Man (Ellis, 1976), Anger—How to Live with and without It (Ellis, 1977), and A New Guide to
Rational Living (Ellis & Harper, 1975). Other popular RET and CBT books for the public
included Overcoming Procrastination (Ellis & Knaus, 1977), I Can if I Want To (A. Lazarus
& A. Fay, 1975), Help Yourself to Happiness (Maultsby, 1975), and Fully Human, Fully Alive
(Powell, 1976).

During this period of time, the distinguished journal, Cognitive Therapy and Research,
was founded under the editorship of Michael Mahoney and the Cognitive Behaviorist was
founded and edited by Thomas Dowd. Aaron Beck founded the Center for Cognitive Therapy
in Philadelphia; and a number of RET and CBT institutes were developed in the United States
and Europe.

1980 To 1986

The cognitive-behavioral revolution continued. Not without criticism, because a number
of prominent and hard-headed psychologists began to take issue with it. Thus, Zajonc (1980)



insisted that the role of cognition in emotion was distinctly overplayed. Schwartz (1982),
Beidel and Turner (1986), and T. Smith (1982) wrote critical reviews of cognitive-behavioral
theories and therapy. Wolpe (1980) kept taking potshots at any form of therapy that cavalierly
talked about cognitions and underplayed behavioral conditioning of a noncognitive nature.

Nonetheless, RET and CBT forged ahead in regard to their influence on professionals and
members of the public. Darrell Smith (1982) published an article in the American Psychologist
showing that the 10 most influential psychotherapists, according to a survey of 800 clinical and
counseling psychologists were No. 2, Albert Ellis, No. 4, Arnold Lazarus; No. 7, Aaron Beck;
and No. 10, Donald Meichenbaum. He concluded that ‘‘these findings suggest quite clearly
that cognitive behavior therapy is one of the major trends in counseling and psychotherapy’’
(1982, p. 808). Heesacker, Heppner, and Rogers (1982) analyzed approximately 14,000
references cited in three major counseling psychology journals for the last 2 complete years
and discovered that, although I was No. 3 in the frequency of citations before 1957, after 1957
I was easily the most frequently cited author in these journals. No. 6 on the list after 1957 was
Meichenbaum, No. 7 was Bandura, and No. 9 was Mahoney.

To accord with this influence, scores of research studies attesting to the potential validity
of CBT and RET continued; and scores of other experiments attesting to the validity of many
tests of irrational beliefs were also published.

The British Journal of Cognitive Therapy (later to be merged with the Behavior Therapist
into the International Journal of Cognitive Psychotherapy) was founded by Windy Dryden;
and the Journal of Rational-Emotive and Cognitive Behavior Therapy replaced Rational Liv-
ing, being initiated and edited by Paul Woods and Russell Grieger.

A large number of texts on RET and CBT continued to appear. These included books by
Bard (1980), Beck and Emery (1985), Bernard and Joyce (1984), Bowers and Meichenbaum
(1984), Ellis (1985a), Dryden (1984), Dryden and Golden (1986), Dryden and Trower (1986),
Ellis and Bernard (1983, 1985), Ellis and Grieger (1986), Erickson (1981), Freeman (1983),
Grieger (1986), Grieger and Boyd (1980), Grieger and Grieger (1982), Guidano and Liotti
(1983), Janis (1983), A. Lazarus (1981), R. Lazarus and Folkman (1984), Mahoney and
Freeman (1985), Maultsby (1984), McGovern and Silverman (1984), McMullin (1986),
Meichenbaum and Jaremko (1983), T. Miller (1983), Reda and Mahoney (1984), Walen,
DiGiuseppe, and Wessler (1980), and Wessler and Wessler (1980).

Especially notable in the 1980s was the work in cognitive behavior therapy of P. C.
Kendall and S. D. Hollon, who started a series, Advances in Cognitive Behavioral Research
and Therapy (1981) and who also took over the main editorships of Cognitive Therapy and
Research. In addition, they published a number of outstanding books on behavioral assessment
and therapy, including Cognitive Behavioral Interventions: Theory, Research and Practice
(Kendall & Hollon, 1979); Assessment Strategies for Cognitive-Behavioral Interventions
(Kendall & Hollon, 1980); Cognitive Therapy and Research (Hollon, 1983); and Cognitive
Behavioral Therapy for Impulsive Children (Kendall & Braswell, 1984).

SUMMARY AND CONCLUSION

The history of cognition in psychotherapy is of course not ended, as I write this chapter in
September 1986. It began with philosophy and religion, was taken over for a while by
psychiatry, and now seems most solidly in the hands of a large number of outstanding
psychologists. It started out by being almost purely cognitive and philosophical; then it became
cognitive-behavioral; and now it is becoming much more emotive as well. It is also becoming
more integrative or ‘‘eclectic.”” Goldfried (1980) beat loudly the drum for an integration of all
major therapies, as did Schwartz (1982, 1984) and a number of other leading therapists
(Beutler, 1983; Bowers & Meichenbaum, 1984; Mahoney & Freeman, 1985; Meichenbaum &
Jaremko, 1984; Wachtel, 1977, 1982). On the other hand, some other proponents of cognitive

13

HISTORY OF
COGNITION IN
PSYCHOTHERAPY



14
ALBERT ELLIS

therapy—including A. Lazarus (1981) and myself (Ellis, 1956, 1983, 1984a,b, 1985a,b; Ellis
& Dryden, 1987)—took the view that a good and comprehensive form of cognitive-behavioral
therapy includes most of the best features of many other existent therapies but that it also stays
within the scientific method and tends to exclude some of the unscientific aspects of psycho-
analysis, transpersonal psychotherapy, and other therapies that promote inefficient and
harmful (as well as beneficial) methodologies.

Many other differences also still exist in the field of cognitive therapy. Some theorists and
practitioners think that it should emphasize mild or softsell methods of disputing irrational
beliefs (Beck, 1976; Janis & Mann, 1977; Meichenbaum, 1977; Wessler & Hankin-Wessler,
1986). Others advocate the former, hardshell approach to talking people out of their distur-
bances (Ellis, 1985a, 1988; Ellis & Dryden, 1987). Some cognitivists take a highly philosoph-
ic road to minimizing illogicalities and unrealistic attitudes (Ellis, 1985a, 1988; Ellis &
Dryden, 1987). Others use more behavioral methods of helping people to acquire healthy
coping statements (Lazarus & Folkman, 1984; Meichenbaum, 1977; Meichenbaum & Jar-
emko, 1983). Some practitioners emphasize a large variety of rational, logical, and realistic
arguments in helping clients to become more reasonable (Beck, 1976; Burns, 1980). Others
especially emphasize teaching clients to see what their underlying absolutistic and masturbato-
ry thinking is and, in the course of extirpating their dogmas, to reduce the unrealistic and
illogical ideas that presumably are derived from their Jehovian insistences (Ellis, 1984a,
1985a, 1988; Ellis & Dryden, 1987).

Many of these important issues and differences in the field of RET and CBT are still to be
resolved and require considerable more research before definitive or authoritative answers can,
if ever, be given. In this respect, the whole field of cognitive-behavioral theory and meth-
odology, in spite of its long history, still presents almost innumerable problems and questions
that are not likely to be resolved by the end of this century and that will present challenges and
a substantial amount of further research for, in all probability, centuries to come.
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Cognitive Therapy

AARON T. BECK AND MARJORIE WEISHAAR

HISTORY

PRECURSORS

Cognitive therapy has been influenced by a variety of theories of psychopathology and the
process of therapy. At the theoretical level, it has been primarily influenced by three sources:
(1) the phenomenological approach to psychology, (2) structural theory and depth psychology,
and (3) cognitive psychology. The ‘‘phenomenological’’ approach to psychology is rooted in
Greek Stoic philosophy. It maintains that one’s view of self and one’s personal world largely
determine behavior. This concept appears in Kant’s (1798) emphasis on conscious subjective
experience and in the more contemporary writings of Adler (1936), Alexander (1950), Horney
(1950), and Sullivan (1953).

The second major influence on cognitive therapy was structural theory, particularly
Freud’s conceptualization of cognitions being hierarchically arranged into primary and second-
ary processes. Primary-process thinking is analogous to the rigid, primitive cognitive process-
ing that goes on during psychological distress. Secondary-process thinking, with its greater
flexibility and finer discrimination, is what cognitive therapy regards as the ‘‘normal’’ coding
system.

The third influence on cognitive therapy has been cognitive psychology, from Kelly’s
(1955) formulations of ‘‘personal constructs’’ and elucidation of the role of beliefs in behavior
change to the current work of Richard Lazarus (1984), which gives primacy to the role of
cognition in emotional and behavioral change.

DEVELOPMENT

Cognitive Therapy developed out of Beck’s early research on depression (Beck 1963,
1964, 1967). Trained in psychoanalysis, Beck tried to substantiate Freud’s theory of depres-
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sion as having at its core ‘‘anger turned on the self.’’ By examining the thoughts and dreams of
depressed patients, he noted themes not of anger but of defeat. Further experimental testing
and clinical observation revealed a consistent negative bias in the cognitive processing of
depressed patients. The cognitive theory of emotional disorders was developed to describe the
shifts in information processing that occur in psychopathology.

Concurrent with Beck’s research was the work of Albert Ellis (1962), which similarly
focused on patients’ thoughts and beliefs. Both Ellis and Beck believe that people can con-
sciously adopt reason, and both view the patient’s underlying assumptions as targets of
intervention. Similarly, both advocate active dialogues with patients, rather than passive
listening. Despite conceptual and stylistic differences between Rational Emotive Therapy and
Cognitive Therapy, they provided considerable foundation and impetus for what has become a
range of cognitive-behavior therapies.

The work of a number of contemporary behaviorists influenced the development of
cognitive therapy. Bandura’s social learning theory and concepts of expectancy of reinforce-
ment, self- and outcome efficacies, interaction between person and environment, modeling,
and vicarious learning (Bandura 1977a,b) catalyzed the shift in behavior therapy to the cog-
nitive domain. Similarly, Mahoney (1974, 1977) outlined the cognitive mediation of human
learning. The paradigm shift in behavior therapy from a conditioning model to one that
includes cognitive processing allowed for a proliferation in research into the nature of cog-
nitive processing in emotional disorders and into treatment interventions aimed at cognitions.

THEORY OF PSYCHOPATHOLOGY

Cognitive therapy can be thought of as a system of psychotherapy: (1) a theory of
personality and psychopathology, (2) a body of knowledge, and (3) an integrated program of
strategies and techniques.

The theory is based on the conception that an organism needs to process information in an
adaptive way in order to survive. If we did not utilize a functional apparatus for taking in
relevant data, synthesizing it, and formulating a plan of action on the basis of that synthesis,
we would soon be killed or starve to death. Much of this processing is automatic and outside of
awareness. Further, the process is not necessarily rational, logical, or veridical. It is usually
functional in the sense that it serves to promote the basic requirements of the organism—
specifically, survival and reproduction. In some cases, as in mate selection, it may be advan-
tageous or adaptive to process information in an overly optimistic way. This would encourage
bonding and reproductive success. However, in certain risk situations, it is more beneficial to
exaggerate the probability of harm, thus allowing the organism to escape and continue to
contribute to the gene pool.

The information-processing apparatus can be construed as containing several related
coding systems. These systems are designed by evolutionary and developmental (learning)
processes to select specific data, integrate them, interpret them, and store a selected sample.
The systems also draw on a specific memory residue to match with present experiences. The
memory thus serves as a guide to interpreting current events.

The specific coding elements are composed of rules (assumptions, attitudes) that translate
experiences into usable information. An example of a rule is ‘‘strangers may be dangerous.”’
The rules are formed by learning: by interaction between experiences and the primodial coding
system.

In psychopathology, a specific, more primitive coding system is activated and may
assume precedence over the ‘‘normal’’ coding systems. Thus in anxiety, the relevant coding
system consists of the following parts: (1) attention—hypervigilance for data relevant to



danger; (2) selection of data relevant to danger; (3) overinterpretation of danger; and (4)
increased access to danger themes in memory.

The intrusion of the more primitive coding system produces a skewing of information
processing. This ‘‘cognitive shift’” introduces a systematic bias into the interpretations and
inferences in various psychopathological conditions such as anxiety disorders, depressive
disorders, mania, paranoid states, obsessive-compulsive neurosis, and others. The specific
bias can also account for the symptomatology of the various psychological disturbances. Thus,
an individual whose processing has shifted to a fixation of attention and interpretation of
themes of loss or defeat is likely to be depressed. Similarly, the anxiety patient experiences a
systematic bias toward themes of danger; in paranoid conditions, the skewing is in the direc-
tion of indiscriminate attribution of abuse or interference. The manic patient shows a skewing
toward exaggerated interpretations of personal gain.

People are predisposed to experience the cognitive shift as a result of the interaction of
certain dysfunctional attitudes and life situations. For example, a person who has an attitude
that a loss of status represents a major reduction of his or her worth may, under the stress of
many minor losses or even a single major loss, shift into the mode of interpreting most
experiences as a serious defeat. A person who believes that she or he is vulnerable to sudden
death may, after exposure to a life-threatening disorder in him- or herself or another person,
begin to interpret normal body sensations as a sign of an impending catastrophe and experience
a panic attack. Other specific sets of beliefs can predispose people to other psychiatric
disorders.

THEORY OF CAUSALITY

Psychological distress is the ultimate consequence of the interaction of innate, biological,
developmental, and environmental factors. There is no single ‘‘cause’’ of psychopathology.
Depression, for example, has a number of predisposing factors such as hereditary susceptibili-
ty, physical disease leading to neurochemical abnormalities, developmental traumata leading
to cognitive vulnerabilities, inadequate personal experiences or identifications to provide
coping mechanisms, and maladaptive cognitive patterns such as unrealistic goals, assump-
tions, or imperatives. Precipitating factors include physical disease, chronic stress, or severe
and acute stress. Cognitions do not ‘‘cause’’ depression or any other psychopathological
disorder but are an intrinsic part of the disorder.

In terms of cognitive processing, individuals experience psychological distress when they
perceive a situation as threatening to their vital interests. At such times, there is a functional
impairment in normal cognitive processing: Perceptions and interpretations of events become
highly selective, egocentric, and rigid. The person has a decreased ability to ‘‘turn off”’
distorted thinking or self-correct perceptions, to concentrate, recall, or reason. Corrective
functions, which allow reality testing and refinement of global conceptualizations, are
weakened.

CoGNITIVE DISTORTIONS

During psychological distress, the shift to a more primitive information-processing sys-
tem is apparent in systematic errors in reasoning, called cognitive distortions (see Beck, 1967).
These include the following.

Arbitrary inference—drawing a particular conclusion in the absence of substantiating
evidence or even in the face of contradictory evidence. An example of this is the working
mother who concludes after a busy workday, ‘‘I’m a terrible mother.”’

Selective abstraction—conceptualizing a situation on the basis of a detail taken out of
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context, ignoring other relevant information. An honoree at a banquet was not asked to speak
before her admirers. She concluded, ‘“They don’t really think I’'m that great because they
didn’t ask for a speech.”’

Overgeneralization—formulating a general rule based on one or a few isolated incidents
and applying the rule broadly to other situations. An example of this is the man who concluded
after a brief affair, ‘‘I’ll never get close to anyone because I can’t.”’

Magnification and minimization—viewing something as far more or far less significant
than it actually is. Upon putting a minor dent in her car, a young woman concluded that she
was a terrible driver who had had a major collision.

Personalization—attributing external events to oneself in the absence of any causal
connection. After being treated brusquely by a supervisor, a man concluded, ‘I must have
written a bad quarterly report.”’

Dichotomous thinking—categorizing experiences in one of two extremes; for example, a
complete success or a total failure. A doctoral candidate said, ‘‘I must be the best student in
this department, or I've failed.”’

COGNITIVE VULNERABILITY

The shift to the primitive information-processing system is triggered by the interaction of
personal and environmental factors. Each individual has a set of idiosyncratic vulnerabilities
that predispose one to psychological distress. These vulnerabilities appear related to person-
ality structure, to one’s fundamental beliefs about the self and the world. These fundamental
cognitive structures are called schemata. Schemata develop early in life from personal experi-
ences and identification with significant others. Early conceptualizations are reinforced by
further learning experiences and, in turn, influence the formation of other beliefs, values, and
attitudes.

As enduring cognitive structures, schemas may be positive, thereby providing coping
mechanisms, or they may be negative and dysfunctional. They may be general or highly
specific. A person may even have competing schemas. Schemas are usually latent but become
activated and hypervalent when triggered by stimuli, such as life events.

The basic nature of schemas and the notion of cognitive vulnerability are illustrated in the
following conceptualization of the borderline personality disorder, which, according to cog-
nitive therapist Jeffrey Young (1983), is characterized by intense emotional reactions to
events, abrupt shifts in mood particularly to anxious agitation or anger, impulsive and coun-
terproductive acts, and unstable interpersonal relationships. The predominant cognitive distor-
tions operating are dichotomous thinking (particularly seeing oneself or others as all good or all
bad) and ‘‘subjective reasoning’’ (equating feelings with facts).

Young conceptualizes the borderline patient as having early negative schemas that are
central to his or her psychological functioning. Typical schemas are, ‘‘There’s something
fundamentally wrong with me’’; ‘‘People should support me and should not criticize, aban-
don, disagree with or misunderstand me;’’ and ‘‘I am my feelings.”” With such schemas about
the self and others, the delicate emotional balance of the borderline patient is easily upset by
any perceived abandonment or transgression. The behavioral and emotional patterns that one
would label personality are derived from these rules about life and the self. Other disorders
may be characterized by similar core beliefs, but they are less strong or rigidly held.

Schemas are also present as ‘‘conditional assumptions,”” attitudes that have an implicit
“‘if—then’’ format. An example frequently found among depression-prone individuals is, *‘If I
don’t succeed at everything I do, nobody will respect me’’ or *‘If a person doesn’t like me, it
means I’'m unlovable.”’ Such individuals may function without difficulty until they experience
a defeat or rejection. At that point, their underlying assumptions become relevant, and they
may begin to believe that no one respects them or they are unloveable. Usually, such beliefs



can be corrected in brief therapy. However, if they constitute core beliefs, extended treatment
is necessary.

SYSTEMATIC BIAS IN PSYCHIATRIC DISORDERS

A systematic bias in information processing is characteristic in psychiatric disorders. It
distorts both ‘‘external’’ information, such as communication from other people, and ‘‘inter-
nal’’ information, such as bodily sensations during a panic attack. The kind of bias found in
some disorders appears in Table 1.

In the next sections, the cognitive profiles of several disorders are presented in order to
demonstrate biased cognitive processing in psychopathology.

COGNITIVE PROFILES

DEPRESSION

Depression is characterized by the cognitive triad, reflecting the depressed individual’s
negative view of the self, the world, and the future. This person perceives himself or herself as
inadequate, deserted, and worthless. The negative view of the world is reflected in beliefs that
unreasonable demands are present and that immense barriers prevent the person from obtaining
goals. The world holds no pleasure or gratification. The depressed individual’s view of the
future is pessimistic: Current problems will persist and perhaps get worse. The person often
sees no way out of his or her difficulties. This hopelessness may lead to suicidal ideation.

The motivational, behavioral and physical manifestations of depression are rooted in
these cognitive constellations. The motivational problems observed in depression, often re-
ferred to as the ‘paralysis of will,”” stem from expectations of failure, a low sense of self-
efficacy, and a perceived inability to cope with the consequences of failure.

Similarly, increased dependency on others reflects the negative view of the self as
incompetent, a magnification of the difficulty of everyday tasks, and the desire for someone
more competent to take over. Indecisiveness also reflects the belief that one is incapable of
making the right decision.

Physical symptoms of depression such as low energy, fatigue, and inertia also stem from
negative expectations. Initiating activity, paradoxically, tends to reduce retardation and fa-

TaBLE 1. The Cognitive Profile of Psychological Disorders

Disorder Systematic bias
Depression Negative view of self, experience, and future
Hypomania Positive view of self, experience, and future
Anxiety disorder Physical or psychological threat
Panic disorder Catastrophic misinterpretation of bodily or

mental experiences

Phobia Threat in specific, avoidable situations
Paranoid state Attribution of negative bias to others
Hysteria Belief in motor or sensory abnormality
Obsession Repetitive warning or doubting about safety
Compulsion Rituals to ward off doubts or threat
Suicidal behavior Hopelessness
Anorexia nervosa Fear of appearing fat (to self or others)

Hypochondriasis Belief in serious medical disorder
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tigue. This is due, in part, to the refutation of negative expectations and the demonstration of
motor ability.

ANXIETY

Anxiety disorders are conceptualized as the excessive functioning of normal survival
mechanisms. The same responses that protect an organism from external threat become mal-
adaptive when excessively or incorrectly activated in psychosocial situations. These basic
responses consist of a cognitive set that makes decisions quickly and tends to be overinclusive
in its discrimination of threatening stimuli and physiological reactions that are automatic and
do not distinguish between physical danger and psychosocial threat. )

Anxious individuals tend to overestimate the risk and magnitude of perceived danger.
*‘Normal’’ individuals make more accurate assessments of harm and are also able to correct
their misperceptions using logic and evidence. Anxious individuals have difficulty recognizing
cues of safety and other evidence that would reduce the threat of danger, including their own
ability to cope.

HypoMANIA

The cognitive bias in hypomania or mania is opposite that in depression. The hypomanic
or manic patient selectively perceives gains in each life experience, ignores negative experi-
ences or reinterprets them as positive, and unrealistically expects favorable outcomes in the
future. )

The exaggerated perceptions of worth, abilities, and accomplishments lead to feelings of
euphoria. The continued stimulation from inflated self-evaluations and overly optimistic ex-
pectations provide vast amounts of energy and drive the manic individual into continuous goal-
seeking activity.

PaNic DiSORDER

Patients with panic disorder tend to interpret any unexplained symptom or sensation as a
sign or impending physical or mental disaster. Their information-processing system focuses on
physical or psychological experiences and interprets these as sources of internal information
that some catastrophe is about to occur. Symptoms are interpreted in idiosyncratic ways: For
one person, rapid heartbeat signals a heart attack; for another, shortness of breath means he or
she will stop breathing; yet another person will interpret lightheadedness as a sign of imminent
fainting. The key characteristic of panic attacks is the patients’ interpretations that one of their
vital systems (cardiovascular, respiratory, or central nervous system) will collapse and, as a
result, they will die or go crazy. This fear makes them hypervigilant toward any internal
sensations, thereby magnifying any sensations that would go unnoticed in other people.

In addition to errors in perceptions and interpretation, individuals who experience panic
attacks show a specific ‘‘cognitive deficit’’ during the attack: the inability to use logic and
evidence to calm themselves or to view their symptoms realistically.

AGORAPHOBIA

Patients who have had one or more panic attacks in certain locations or situations will
avoid that situation because they associate it with extreme discomfort and catastrophic predic-
tions. Even the anticipation of being in that situation may increase vigilance to sensations and
may trigger a variety of symptoms. Agoraphobic patients may eventually become housebound
or so restricted in their activities that they cannot travel far from home and rely on a companion
if they are to travel any distance.



PHOBIAS

In phobias, the cognitive bias is the anticipation of physical or psychological harm in
circumscribed situations. As long as that situation is avoided, the patient may feel comfortable.
When they are in that situation, however, they experience the autonomic arousal typical of
anxiety disorders. As a result of this unpleasant reaction, their avoidance is reinforced.

In ‘“*evaluation phobias,’’ there is fear of disparagement or failure in social or perfor-
mance situations. The behavioral and physiological reactions to the potential threat (rejection,
devaluation, failure) may actually interfere with the patient’s functioning and cause what the
patient fears will happen.

PARANOID STATE

The information-processing system in the paranoid person is biased toward attributing
prejudice to others in their interactions with him or her. The paranoid patient assumes that
others are unjustly and deliberately malicious, abusive, interfering, or critical. In contrast to
the depressed individual who suffers a loss of self-esteem when he or she perceives criticism,
the paranoid individual gets angry over the injustice of the presumed attacks.

OBsESsIONS AND COMPULSIONS

The information processing of persons with obsessions is biased in the direction of
emphasizing uncertainty in situations that ordinary prudence would deem as safe. The uncer-
tainty is usually assigned to some situation that has some risk involved, but the degree of doubt
and worry is inordinate and excessive for the degree of actual risk. The person experiences
continual doubts when there is no evidence of danger and even in the face of reassurances.

Patients may continually doubt whether they have performed an act necessary to guaran-
tee safety (e.g., turning off a gas oven, locking the doors at night, washing germs from one’s
hands). A key characteristic in obsessive disorder is this sense of responsibility that patients are
accountable for having taking an action or failed to take an action that could be harmful to
them or their families.

Compulsions consist of attempts to reduce excessive doubts or worries by performing a
ritual that will prevent the anticipated disaster. A handwashing compulsion, for example, is
based on the person’s belief that he or she remains contaminated by dirt and germs and must
remove it from his or her body. Dirt may signify a source of physical disease to the person or
may be seen as a source of odors that would offend other people.

SuicipaL BEHAVIOR

Suicidal behavior has been found to have specific associated cognitive characteristics that
warrant its inclusion as a separate cognitive profile. The cognitive processing in suicidal
individuals has two features. First, suicidal individuals have a high degree of hopelessness; the
greater the hopelessness, the more likely they are to commit suicide (Beck, Steer, Kovacs, &
Garrison, 1985). Second, suicidal individuals have poor problem-solving skills, often apparent
in their interpersonal relationships at work or school. Although poor problem-solving skill
interacts with hopelessness to increase suicidal risk, it is a factor, in itself, in suicide potential.

ANOREXIA NERVOSA

Both anorexia nervosa and bulimia are behavioral manifestations of a constellation of
maladaptive beliefs. The beliefs center around the assumption, ‘‘My weight and shape deter-
mine my worth and/or my social acceptability.”” Contiguous to this assumption are beliefs
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such as, “‘I will look ugly if I gain much more weight,”’ ‘‘The only thing in my life that I can
control is my weight,’” and “‘If I let go and eat, there will be no stopping and I will become
obese.”’

Patients with anorexia show the following distortions in information processing: They
misinterpret feelings of fullness after eating as signs they are getting fat, and they interpret
their image in a photograph or mirror as heavier than it is.

THEORY OF PSYCHOTHERAPY

The goals of cognitive therapy are to correct faulty information processing and to modify
dysfunctional beliefs and assumptions that maintain maladaptive behaviors and emotions.
Cognitive therapy is a collaborative process between patient and therapist that employs both
behavioral and verbal techniques to examine the patient’s beliefs, challenge the dysfunctional
ones, and provide skills and experience that promote more adaptive cognitive processing.

Cognitive therapy initially focuses on symptom relief, including distortions in logic and
problem behaviors. Ultimately, it aims at modifying underlying assumptions and correcting
the patient’s systematic bias in thinking. In order to cause these changes, the patient’s beliefs
are treated as hypotheses to be tested. Then they are logically examined and tested through
behavioral experiments, jointly determined by therapist and patient. Structural change occurs
with the modification of these assumptions to fit more closely with the reality of the situation
and with the practice of behaviors congruent with new, more adaptive assumptions.

Therapeutic change occurs along several channels: cognitive, behavioral, and affective.
Cognitive change promotes behavioral change by allowing the patient to adopt a perspective
that allows risk taking. In turn, the practice of new behaviors serves to validate the new
perspective. Emotions can be moderated by considering evidence and facts and by expanding
one’s perspective to allow for alternative interpretations of events. Emotions play a role in
cognitive change, for learning is more salient when emotions are triggered. Thus the cognitive,
behavioral, and affective channels interact in therapeutic change. Cognitive therapy empha-
sizes the primacy of cognition in initiating and maintaining therapeutic change.

Cognitive change occurs at several levels: in voluntary thoughts, in continuous or ‘‘auto-
matic’’ thoughts, and in assumptions. These levels of cognition are hierarchically arranged
according to the degree of accessibility and stability. Thus the most accessible and least stable
type of cognition is voluntary thought, for voluntary thoughts can be activated at will and are
temporary.

Automatic thoughts come to mind spontaneously and are the thoughts that intercede
between a stimulus event and one’s emotional and behavioral reactions to it. They are more
stable and less accessible than voluntary thoughts. Patients often need to be trained to recog-
nize automatic thoughts. Yet, automatic thoughts are generally quite powerful. They are
accompanied by affect and, at the time they are experienced, are plausible, highly salient, and
consistent with that person’s logic. Despite the cognitive distortions present in automatic
thoughts, they are familiar and, therefore, accurate or veridical to that person. Because of their
mediating role between stimuli and responses and because of the presence of cognitive distor-
tions, much attention is given to automatic thoughts in the early stages of therapy.

Automatic thoughts not only reveal distortions in information processing but represent the
patient’s beliefs and underlying assumptions. When an underlying assumption is triggered by a
situation or circumstance, automatic thoughts are generated. Thus automatic thoughts are often
the therapist’s access to the patient’s underlying assumptions. For example, a patient with the
belief, ‘‘Unless I am loved, I am nothing,”’ would have a proliferation of negative automatic
thoughts following the breakup of a relationship. Assumptions generally concern how one
conceptualizes oneself and the world. They are rules learned from one’s own experience or



from others. They shape perceptions into cognitions, formulate goals and values, provide
interpretations, and assign meanings to events. Assumptions may be quite stable and out of the
patient’s awareness.

Core beliefs, called schemata, are the most stable cognitive structures and are generally
reached by a process of inference. Therapy aims at identifying schemata and counteracting
their negative effects. If these core beliefs or assumptions themselves can be changed, the
patient is less vulnerable to future distress.

MEecHANISM OF CHANGE IN COGNITIVE THERAPY

Several mechanisms appear to underlie successful forms of psychotherapies: (1) a frame-
work that is comprehensible to the patients and compatible with their belief systems, (2) the
patients’ affective engagement in applying the framework in the problematic situations, and (3)
reality testing in the problematic situations.

The framework or rationale of Wolpe’s systematic desensitization is that successive
approximations to a threatening scene, when accompanied by muscle relaxation, result in
neutralizing a conditioned fear. One of the rationales of psychoanalysis is that uncovering early
memories or unconscious material allows them to be assimilated by the conscious ego. The
framework of cognitive therapy is that the modification of dysfunctional cognitions and as-
sumptions leads to affective and behavioral change.

Change can only occur if the patient is engaged in the problematic situation and
experiences affective arousal. According to cognitive therapy, cognitive constellations under-
lie affect and become accessible and modifiable only with affective arousal. In the language of
cognitive therapy, these are ‘‘hot cognitions.”” The importance of engagement may be illus-
trated by contrasting depressed and phobic patients. Because depression is so pervasive, the
*‘hot cognitions’” are present and available for examination in the therapist’s office. In con-
trast, phobic or panic disorder patients generally have little distress in the presence of the
therapist and may have little anxiety anywhere outside the phobic or stimulus situation. In
order to produce change among phobics and panic patients, anxiety has to be induced, either
through in vivo exposure, imagery, or provocative techniques such as hyperventilation. Conse-
quently, anxiety-related cognitions become highly salient, accessible, and open to testing and
modification.

Simply arousing affect and the accompanying cognitions is usually not sufficient to cause
lasting change. Individuals may go through catharses or abreactions continuously through their
lives without receiving any benefit. The therapeutic situation in cognitive therapy allows the
patient to experience emotional and cognitive arousal simultaneously and to reality-test the
cognitions. In cognitive therapy, reality testing is highly organized: The examination of the
evidence and logic supporting dysfunctional cognitions allows the patient to recognize that a
particular situation has been misconstrued. It prompts the recognition of thinking deviations as
well as the disconfirmation of specific beliefs held by that individual.

PROCESS OF PSYCHOTHERAPY

THE THERAPEUTIC RELATIONSHIP

Cognitive therapy is founded on a collaborative relationship between therapist and pa-
tient. The patient thus assumes the role of an active co-investigator, providing the cognitive
““data’’ to be examined: the thoughts and images that occur in various situations. Together the
patient and therapist set the goals for therapy as well as the agenda for each session.

The therapist acts as a guide to understanding how cognitions influence affect the behav-
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ior. As needed, the therapist also provides skills training and designs behavioral experiments
that serve as corrective experiences. In cases of severe depression or anxiety, the therapist may
take a very directive role in order to help the patient organize his or her thoughts and wishes.
Later in therapy or in cases of less severe distress, the patient may take the lead in determining
homework assignments, setting new goals, and the like.

The patient assumes responsibility for therapy by helping to set goals for therapy, by self-
observing and monitoring thoughts and images, and by completing homework assignments
that may include both behavioral and cognitive endeavors. The patient also provides feedback
to the therapist on progress in therapy, including problems with the therapy or therapist.

Thus, cognitive therapy uses a learning model of psychotherapy. The therapist uses well-
developed and efficacious cognitive and behavioral techniques specific to targeted symptoms.
The therapist provides a rationale for each technique used. This demystifies therapy, increases
the patient’s understanding of and participation in therapy, and reinforces the learning para-
digm with patients gradually assuming more responsibility for therapy.

STRATEGIES

The overall strategies of Cognitive Therapy center around a collaborative enterprise
designed to explore the dysfunctional interpretations and distorted meanings attached to the
patient’s experiences and to modify them when they are found to be unrealistic or unreason-
able. Collaborative empiricism engages the patient as a practical scientist who ordinarily
interprets stimuli in a functional way but who has been temporarily thwarted by the shift or
bias in gathering and integrating information. The therapist and patient work together in
gathering evidence and testing hypotheses based on the patient’s operating beliefs.

The second strategy, labeled guided discovery, is directed toward unraveling the various
facets of the patient’s present experiences and past history to discover what themes may be
running through his or her misperceptions and beliefs.

INITIAL GoALs OF THERAPY

The therapist works with the patient to produce a shift back to the functional level of
information processing. In theoretical terms, the process is initiated by disconfirmation of the
patient’s faulty interpretations and conclusions regarding experiences that he or she considers
personally relevant. Two aspects of information processing are exploited in this process. First,
the therapist and patient draw on reality testing by refocusing the patient’s attention to the
evidence that is contradictory to his or her conclusions. Second, the patient’s ability to admit
different data into informative processing is enhanced by pushing the patient to make observa-
tions of all the relevant data in a situation, not simply the data that are consistent with the
patient’s dysfunctional beliefs. Similarly, setting up experiments to test beliefs broadens one’s
focus of attention and introduces alternative explanations.

Thus by allowing new information that is discrepant with previous beliefs to enter the
information-processing system and by expanding the patient’s discriminating and evaluative
functions, there is a return to the normal coding system.

TREATMENT OF SPECIFIC DISORDERS

The treatment of each of the psychiatric disorders is guided by the *‘cognitive profile’’ for
each of these disorders. Depending upon the specific cognitive profile of a disorder, techniques
are applied to reverse or neutralize the particular cognitive distortions and dysfunctions charac-
teristic of a particular disorder. It should be emphasized that the cognitive profile simply



presents a kind of map for synthesizing the information and other data relevant to the patient.
Thus, within the outlines of the cognitive map, the specific details of an individual case are
organized. This ‘‘detailed map’’ then serves as the guide for the therapy.

DEPRESSION

In the mild to moderate depressions, it is possible to begin immediately to deal with
individuals’ misinterpretations and negative beliefs about themselves, their personal world,
and the future. Oftentimes, the patient’s negative reactions to therapy and expectations of
rejection from the therapist can be immediately elicited and evaluated in the therapy session.

In the more severe cases of depression, it is important to start off with behavioral tasks.
Thus a daily activity schedule is set up with the patient. This would include such items as
getting out of bed when not sleeping, tending to essential hygienic details, and attempting to be
more active generally. Specific tasks may be agreed upon and worked into the graded task
assignment, the rationale of which is to start with easily mastered tasks and then work up to the
more difficult ones. The more retarded, and particularly the hospitalized patients, may have a
wide variety of negative thoughts regarding the activities such as, ‘‘I won’t be able to do it,”
‘I would feel silly,”” or *‘It won’t do any good.’” These cognitions in themselves can be set up
as hypotheses that the patient can then test as part of the graded task assignment.

When the patient is already active, then the more purely cognitive procedures may be
used. The patients track their automatic thoughts, particularly when they precede or accom-
pany a negative feeling. They are asked to full out the Daily Record of Dysfunctional Thoughts
and are trained to give reasonable or rational responses to their negative automatic thoughts.
As therapy progresses, the patients’ underlying beliefs such as, ‘‘If I'm not successful, then I
am a failure’” or “‘If somebody doesn’t like me, it means I’'m socially undesirable,”” are
examined in the same way as automatic thoughts; namely in terms of the evidence supporting
them, the logical basis on which they rest, and empirical testing.

ANXIETY DISORDERS

With patients who have intense anxiety, it is often important to delay any of the behav-
ioral tasks until a certain cognitive groundwork has been laid. These patients have to be given a
framework for them to integrate the experiences that would correct their exaggerated expecta-
tions. Thus a patient who has strong fears and inhibitions relevant to asserting herself would be
encouraged to explore all of the presumed catastrophic occurrences that would eventuate from
unsuccessful self-assertion. She could then weigh the magnitude of pain resulting from a
reversal and compare it with the potential gain from self-assertion. Further, the patient would
be encouraged to reexamine the importance attached to certain specific situations. It often turns
out that, on examination, the person realizes that one of the reasons a specific *‘failure”
seemed so devastating is that the individual attaches too much importance to that particular
situation. In the early stages, various imagery techniques are extremely helpful. Patients can be
encouraged to “‘live through’’ a situation by imagining that it is occurring right in the thera-
pist’s office. The patient can then be asked to imagine the worst possible outcome and the best
possible outcome. This type of imaging technique helps to give the patient greater perspective
of the feared situation and constitutes a learning experience in itself.

After the patient has undergone some preliminary cognitive restructuring as a result of the
use of Socratic questioning, reevaluation of anticipated catastrophes, and imagery techniques,
then he or she is encouraged to try out what he or she has learned in a threatening situation.
Here again, the tasks are assigned in a graded way so that the person is only gradually exposed
to the threatening situation. In this situation, the patient does continue to monitor automatic
thoughts and, when possible, to reevaluate them.
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In depression, the main thrust is toward disconfirming a strong belief such as, ‘‘I can’t do
anything’’ or ‘‘Nothing brings me pleasure.”’ A single disconfirming episode (in which the
patient is able to do something that he or she did not expect to be able to do or get some
unexpected pleasure) can significantly undermine this strongly belief. In anxiety, on the other
hand, a series of positive outcomes do not in themselves prove that a negative outcome might
not occur (even though one sees a whole flock of white swans, this does not prove that all
swans are white; the next one might be a black one). Thus the initial work is done in terms of
reducing the catastrophizing regarding the importance of a negative outcome and also teaching
the patient coping techniques; that is, how to cope with a situation in order to improve the
chances of a positive outcome and also how to deal with a negative outcome that might occur.

Panic DisorDER

In panic disorders, the treatment is focused on the tendency of the patient to make
“‘catastrophic misinterpretations’’ about bodily sensations or mental experiences. The first one
or two sessions are devoted to determining the precise nature of the patient’s symptoms and
how she or he misinterprets them. Careful attention is paid to the specific automatic thought
that occurs during the panic attack, the situation in which the panic attack is likely to occur,
and the prodromal symptoms of the attack. By the third session, the therapist and patient are
generally ready to give the patient a different interpretation of the symptoms leading to the
panic attack (reattribution). In most cases, it is possible to produce a ‘‘mini-panic attack’’
through hyperventilation, exercise, use of imagery, or other stimuli. The particular techniques
depend upon the specific demands of a specific case. The patient is also taught distraction
techniques as a way of showing that the panic attack is controllable. Following this, the patient
is encouraged to go into the situations in which panic attacks can occur and to apply the
techniques of rational restructuring based on what she or he has learned in her or her prior
interviews. It is often desirable for a patient to go through at least one more panic attack after
the preliminary cognitive restructuring, but without using rati<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>