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FOREWORD

am delighted that the success of the first edition of Cognitive Ther-

apy: Basics and Beyond has prompted this revision. It offers readers
fresh insights into this approach to psychotherapy, and, I trust, will
be welcomed by those who are versed in cognitive behavior therapy
as well as students new to the field. Given the tremendous amount of
new research and expansion of ideas that continue to move the field in
exciting new directions, I applaud the efforts to expand this volume to
incorporate some of the different ways of conceptualizing and treating
our patients.

I would like to take the reader back to the early days of cognitive
therapy and its development since then. When I first started treating
patients with a set of therapeutic procedures that I subsequently labeled
“cognitive therapy” (and now refer to as “cognitive behavior therapy”), I
had no idea where this approach—which departed so strongly from my
psychoanalytic training—would lead me. Based on my clinical obser-
vations and some systematic clinical studies and experiments, I theo-
rized that there was a thinking disorder at the core of the psychiatric
syndromes such as depression and anxiety. This disorder was reflected
in a systematic bias in the way the patients interpreted particular expe-
riences. By pointing out these biased interpretations and proposing
alternatives—that is, more probable explanations—I found that I could
produce an almost immediate lessening of the symptoms. Training the
patients in these cognitive skills helped to sustain the improvement.
This concentration on here-and-now problems appeared to produce
almost total alleviation of symptoms in 10 to 14 weeks. Later clinical tri-
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als by my own group and clinicians/investigators elsewhere supported
the efficacy of this approach for anxiety disorders, depressive disorders,
and panic disorder.

By the mid-1980s, I could claim that cognitive therapy had attained
the status of a “system of psychotherapy.” It consisted of (1) a theory of
personality and psychopathology with solid empirical findings to sup-
portits basic postulates; (2) a model of psychotherapy, with sets of prin-
ciples and strategies that blended with the theory of psychopathology;
and (3) solid empirical findings based on clinical outcome studies to
support the efficacy of this approach.

Since my earlier work, a new generation of therapists/researchers/
teachers has conducted basic investigations of the conceptual model
of psychopathology and applied cognitive behavior therapy to a broad
spectrum of psychiatric disorders. The systematic investigations explore
the basic cognitive dimensions of personality and the psychiatric disor-
ders, the idiosyncratic processing and recall of information in these
disorders, and the relationship between vulnerability and stress.

The applications of cognitive behavior therapy to a host of psy-
chological and medical disorders extend far beyond anything I could
have imagined when I treated my first few cases of depression and
anxiety with cognitive therapy. On the basis of outcome trials, inves-
tigators throughout the world, but particularly the United States, have
established that cognitive behavior therapy is effective in conditions as
diverse as posttraumatic stress disorder, obsessive—compulsive disorder,
phobias of all kinds, and eating disorders. Often in combination with
medication, it has been helpful in the treatment of bipolar disorder and
schizophrenia. Cognitive therapy has also been found to be beneficial
in a wide variety of chronic medical disorders such as low back pain,
colitis, hypertension, and chronic fatigue syndrome.

With a smorgasbord of applications of cognitive behavior therapy,
how can an aspiring therapist begin to learn the nuts and bolts of this
therapy? Extracting from Alice in Wonderland, “Start at the beginning.”
This now brings us back to the question at the beginning of this fore-
word. The purpose of this book by Dr. Judith Beck, one of the foremost
second-generation cognitive behavior therapists (and who, as a teen-
ager, was one of the first to listen to me expound on my new theory), is
to provide a solid basic foundation for the practice of cognitive behavior
therapy. Despite the formidable array of different applications of cog-
nitive behavior therapy, they all are based on fundamental principles
outlined in this volume. Even experienced cognitive behavior thera-
pists should find this book quite helpful in sharpening their conceptu-
alization skills, expanding their repertoire of therapeutic techniques,
planning more effective treatment, and troubleshooting difficulties in
therapy.
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Of course, no book can substitute for supervision in cognitive
behavior therapy. But this book is an important volume and can be
supplemented by supervision, which is readily available from a network
of trained cognitive therapists (see Appendix B).

Dr. Judith Beck is eminently qualified to offer this guide to cogni-
tive behavior therapy. For the past 25 years, she has conducted numer-
ous workshops and trainings in cognitive behavior therapy, supervised
both beginners and experienced therapists, helped develop treatment
protocols for various disorders, and participated actively in research on
cognitive behavior therapy. With such a background to draw on, she has
written a book with a rich lode of information to apply this therapy, the
first edition of which has been the leading cognitive behavior therapy
text in most graduate psychology, psychiatry, social work, and counsel-
ing programs.

The practice of cognitive behavior therapy is not simple. I have
observed a number of participants in clinical trials, for example, who
can go through the motions of working with “automatic thoughts,”
without any real understanding of the patients’ perceptions of their
personal world or any sense of the principle of “collaborative empiri-
cism.” The purpose of Dr. Judith Beck’s book is to educate, to teach,
and to train both the novice and the experienced therapist in cognitive
behavior therapy, and she has succeeded admirably in this mission.

AARON T. BECK, MD
Beck Institute for Cognitive Behavior Therapy
Department of Psychiatry, University of Pennsylvania






PREFACE

he past two decades have been an exciting time in the field of cog-

nitive therapy. With the explosion of new research, cognitive behav-
ior therapy has become the treatment of choice for many disorders,
not only because it reduces people’s suffering quickly and moves them
toward remission, but also because it helps them stay well. A central
mission of our nonprofit organization, the Beck Institute for Cognitive
Behavior Therapy, is to provide state-of-the-art training to health and
mental health professionals in Philadelphia and throughout the world.
But exposure to this type of psychotherapy through workshops and var-
ious training programs is not enough. Having trained many thousands
of people in the past 25 years, I still find that people need a basic man-
ual to read and to which they can repeatedly refer if they are to master
the theory, principles, and practice of cognitive behavior therapy.

This book is designed for a broad audience of health and mental
health professionals, from those who have never been exposed to cog-
nitive behavior therapy before to those who are quite experienced but
wish to improve their skills, including how to conceptualize patients
cognitively, plan treatment, employ a variety of techniques, assess the
effectiveness of their treatment, and specify problems that arise in a
therapy session. To present the material as simply as possible, I have
chosen one patient (whose name and identifying characteristics I have
changed) to use as an example throughout the book. Sally is an ideal
patient in many ways, and her treatment clearly exemplifies “standard”
cognitive behavior therapy for uncomplicated, single-episode depres-
sion. Although the treatment described is for a straightforward case of
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depression with anxious features, the techniques presented also apply
to patients with a wide variety of problems. References for other dis-
orders are provided so that the reader can learn to tailor treatment
appropriately.

The first edition of this book was published in more than 20 lan-
guages, and I received feedback from all over the world, much of which
I have incorporated into this new edition. I have included new mate-
rial on evaluation and behavioral activation, the Cognitive Therapy
Rating Scale (used in many research studies and training programs
to measure therapist competency), and a Cognitive Case Write-Up
(based on the template provided by the Academy of Cognitive Ther-
apy as a prerequisite to receiving certification). I have also integrated
a greater emphasis on the therapeutic relationship, guided discovery
and Socratic questioning, eliciting and using patients’ strengths and
resources, and homework. I have been guided by my clinical practice,
teaching, and supervision; by research and publications in the field;
and by discussions with students and colleagues, from novice to expert,
from many different countries, who specialize in various aspects of cog-
nitive behavior therapy and in many different disorders.

This book could not have been written without the groundbreak-
ing work of the father of cognitive therapy, Aaron T. Beck, who is also
my father and an extraordinary scientist, theorist, practitioner, and per-
son. I have also learned a great deal from every supervisor, supervisee,
and patient with whom I have worked. I am grateful to them all.

JUDITH S. BECK, PhD
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Chapter 1
» D 0

INTRODUCTION TO
COGNITIVE BEHAVIOR THERAPY

revolution in the field of mental health was initiated in the early

1960s by Aaron T. Beck, MD, then an assistant professor in psy-
chiatry at the University of Pennsylvania. Dr. Beck was a fully trained
and practicing psychoanalyst. A scientist at heart, he believed that in
order for psychoanalysis to be accepted by the medical community, its
theories needed to be demonstrated as empirically valid. In the late
1950s and early 1960s, he embarked on a series of experiments that
he fully expected would produce such validation. Instead, the oppo-
site occurred. The results of Dr. Beck’s experiments led him to search
for other explanations for depression. He identified distorted, nega-
tive cognition (primarily thoughts and beliefs) as a primary feature of
depression and developed a short-term treatment, one of whose pri-
mary targets was the reality testing of patients’ depressed thinking.

In this chapter, you will find the answers to the following ques-
tions:

What is cognitive behavior therapy?

How was it developed?

What does research tell us about its effectiveness?

What are its basic principles?

How can you become an effective cognitive behavior therapist?
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WHAT IS COGNITIVE BEHAVIOR THERAPY?

Aaron Beck developed a form of psychotherapy in the early 1960s that
he originally termed “cognitive therapy.” “Cognitive therapy” is now
used synonymously with “cognitive behavior therapy” by much of our
field and it is this latter term that will be used throughout this volume.
Beck devised a structured, short-term, present-oriented psychotherapy
for depression, directed toward solving current problems and modify-
ing dysfunctional (inaccurate and/or unhelpful) thinking and behavior
(Beck, 1964). Since that time, he and others have successfully adapted
this therapy to a surprisingly diverse set of populations with a wide range
of disorders and problems. These adaptations have changed the focus,
techniques, and length of treatment, but the theoretical assumptions
themselves have remained constant. In all forms of cognitive behavior
therapy that are derived from Beck’s model, treatment is based on a
cognitive formulation, the beliefs and behavioral strategies that charac-
terize a specific disorder (Alford & Beck, 1997).

Treatment is also based on a conceptualization, or understanding,
of individual patients (their specific beliefs and patterns of behavior).
The therapist seeks in a variety of ways to produce cognitive change—
modification in the patient’s thinking and belief system—to bring
about enduring emotional and behavioral change.

Beck drew on a number of different sources when he developed this
form of psychotherapy, including early philosophers, such as Epicetus,
and theorists, such as Karen Horney, Alfred Adler, George Kelly, Albert
Ellis, Richard Lazarus, and Albert Bandura. Beck’s work, in turn, has
been expanded by current researchers and theorists, too numerous to
recount here, in the United States and abroad.

There are a number of forms of cognitive behavior therapy that
share characteristics of Beck’s therapy, but whose conceptualizations
and emphases in treatment vary to some degree. These include rational
emotional behavior therapy (Ellis, 1962), dialectical behavior therapy
(Linehan, 1993), problem-solving therapy (D’Zurilla & Nezu, 2006),
acceptance and commitment therapy (Hayes, Follette, & Linehan,
2004), exposure therapy (Foa & Rothbaum, 1998), cognitive process-
ing therapy (Resick & Schnicke, 1993), cognitive behavioral analysis
system of psychotherapy (McCullough, 1999), behavioral activation
(Lewinsohn, Sullivan, & Grosscup, 1980; Martell, Addis, & Jacobson,
2001), cognitive behavior modification (Meichenbaum, 1977), and oth-
ers. Beck’s cognitive behavior therapy often incorporates techniques
from all these therapies, and other psychotherapies, within a cognitive
framework. Historical overviews of the field provide a rich description
of how the different streams of cognitive behavior therapy originated
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and grew (Arnkoff & Glass, 1992; A. Beck, 2005; Clark, Beck, & Alford,
1999; Dobson & Dozois, 2009; Hollon & Beck, 1993).

Cognitive behavior therapy has been adapted for patients with
diverse levels of education and income as well as a variety of cultures
and ages, from young children to older adults. It is now used in pri-
mary care and other medical offices, schools, vocational programs, and
prisons, among other settings. It is used in group, couple, and family
formats. While the treatment described in this book focuses on individ-
ual 45-minute sessions, treatment can be briefer. Some patients, such
as those who suffer from schizophrenia, often cannot tolerate a full
session, and some practitioners can use cognitive therapy techniques,
without conducting a full therapy session, within a medical or rehabili-
tation appointment or medication check.

WHAT IS THE THEORY UNDERLYING
COGNITIVE BEHAVIOR THERAPY?

In a nutshell, the cognitive model proposes that dysfunctional thinking
(which influences the patient’s mood and behavior) is common to all
psychological disturbances. When people learn to evaluate their think-
ing in a more realistic and adaptive way, they experience improvement
in their emotional state and in their behavior. For example, if you were
quite depressed and bounced some checks, you might have an auto-
matic thought, an idea that just seemed to pop up in your mind: “I can’t
do anything right.” This thought might then lead to a particular reac-
tion: you might feel sad (emotion) and retreat to bed (behavior). If you
then examined the validity of this idea, you might conclude that you
had overgeneralized and that, in fact, you actually do many things well.
Looking at your experience from this new perspective would probably
make you feel better and lead to more functional behavior.

For lasting improvement in patients’ mood and behavior, cogni-
tive therapists work at a deeper level of cognition: patients’ basic beliefs
about themselves, their world, and other people. Modification of their
underlying dysfunctional beliefs produces more enduring change. For
example, if you continually underestimate your abilities, you might have
an underlying belief of incompetence. Modifying this general belief
(i.e., seeing yourself in a more realistic light as having both strengths
and weaknesses) can alter your perception of specific situations that
you encounter daily. You will no longer have as many thoughts with the
theme, “I can’t do anything right.” Instead, in specific situations where
you make mistakes, you will probably think, “I'm not good at this [spe-
cific task].”
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WHAT DOES THE RESEARCH SAY?

Cognitive behavior therapy has been extensively tested since the first
outcome study was published in 1977 (Rush, Beck, Kovacs, & Hollon,
1977). At this point, more than 500 outcome studies have demonstrated
the efficacy of cognitive behavior therapy for a wide range of psychiatric
disorders, psychological problems, and medical problems with psycho-
logical components (see, e.g., Butler, Chapman, Forman, & Beck, 2005;
Chambless & Ollendick, 2001). Table 1.1 lists many of the disorders and
problems that have been successfully treated with cognitive behavior
therapy. A more complete list may be found at www.beckinstitute.org.
Studies have been conducted that demonstrate the effectiveness of
cognitive behavior therapy in community settings (see, e.g., Shadish,
Matt, Navarro & Philips, 2000; Simons et al., 2010; Stirman, Buchhofer,
McLaulin, Evans, & Beck, 2009). Other studies have found computer-
assisted cognitive behavior therapy to be effective (see, e.g., Khanna
& Kendall, 2010; Wright et al., 2002). And several researchers have
demonstrated that there are neurobiological changes associated with
cognitive behavior therapy treatment for various disorders (see, e.g.,

TABLE 1.1. Partial List of Disorders Successfully Treated by Cognitive
Behavior Therapy

Psychological Medical problems with

Psychiatric disorders problems psychological components
Major depressive disorder Couple problems Chronic back pain
Geriatric depression Family problems Sickle cell disease pain
Generalized anxiety disorder Pathological gambling  Migraine headaches
Geriatric anxiety Complicated grief Tinnitus
Panic disorder Caregiver distress Cancer pain
Agoraphobia Anger and hostility Somatoform disorders
Social phobia Irritable bowel syndrome
Obsessive—compulsive Chronic fatigue syndrome

disorder Rheumatic disease pain
Conduct disorder Erectile dysfunction
Substance abuse Insomnia
Attention-deficit/hyperactivity Obesity

disorder Vulvodynia
Health anxiety Hypertension
Body dysmorphic disorder Gulf War syndrome

Eating disorders

Personality disorders

Sex offenders

Habit disorders

Bipolar disorder (with
medication)

Schizophrenia (with
medication)
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Goldapple et al., 2004). Hundreds of research studies have also vali-
dated the cognitive model of depression and of anxiety. A comprehen-
sive review of these studies can be found in Clark and colleagues (1999)
and in Clark and Beck (2010).

HOW WAS BECK'S COGNITIVE BEHAVIOR
THERAPY DEVELOPED?

In the late 1950s and early 1960s, Dr. Beck decided to test the psycho-
analytic concept that depression is the result of hostility turned inward
toward the self. He investigated the dreams of depressed patients,
which, he predicted, would manifest greater themes of hostility than
the dreams of normal controls. To his surprise, he ultimately found
that the dreams of depressed patients contained fewer themes of hostil-
ity and far greater themes of defectiveness, deprivation, and loss. He
recognized that these themes paralleled his patients’ thinking when
they were awake. The results of other studies Beck conducted led him
to believe that a related psychoanalytic idea—that depressed patients
have a need to suffer—might be inaccurate (Beck, 1967). At that point,
it was almost as if a stacked row of dominoes began to fall. If these
psychoanalytic concepts were not valid, how else could depression be
understood?

As Dr. Beck listened to his patients on the couch, he realized that
they occasionally reported two streams of thinking: a free-association
stream and quick, evaluative thoughts about themselves. One woman,
for example, detailed her sexual exploits. She then reported feeling
anxious. Dr. Beck made an interpretation: “You thought I was criticiz-
ing you.” The patient disagreed: “No, I was afraid I was boring you.”
Upon questioning his other depressed patients, Dr. Beck recognized
that all of them experienced “automatic” negative thoughts such as
these, and that this second stream of thoughts was closely tied to their
emotions. He began to help his patients identify, evaluate, and respond
to their unrealistic and maladaptive thinking. When he did so, they
rapidly improved.

Dr. Beck then began to teach his psychiatric residents at the Uni-
versity of Pennsylvania to use this form of treatment. They, too, found
that their patients responded well. The chief resident, A. John Rush,
MD, now a leading authority in the field of depression, discussed con-
ducting an outcome trial with Dr. Beck. They agreed that such a study
was necessary to demonstrate the efficacy of cognitive therapy to others.
Their randomized controlled study of depressed patients, published in
1977, established that cognitive therapy was as effective as imipramine,
a common antidepressant. This was an astounding study. It was one
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of the first times that a talk therapy had been compared to a medica-
tion. Beck, Rush, Shaw, and Emery (1979) published the first cognitive
therapy treatment manual 2 years later.

Important components of cognitive behavior therapy for depres-
sion include a focus on helping patients solve problems; become
behaviorally activated; and identify, evaluate, and respond to their
depressed thinking, especially to negative thoughts about themselves,
their worlds, and their future. In the late 1970s Dr. Beck and his post-
doctoral fellows at the University of Pennsylvania began to study anxi-
ety, and found that a somewhat different focus was necessary. Patients
with anxiety needed to better assess the risk of situations they feared,
to consider their internal and external resources, and improve upon
their resources. They also needed to decrease their avoidance and con-
front situations they feared so they could test their negative predictions
behaviorally. Since that time, the cognitive model of anxiety has been
refined for each of the various anxiety disorders, cognitive psychology
has verified these models, and outcome studies have demonstrated the
efficacy of cognitive behavior therapy for anxiety disorders (Clark &
Beck, 2010).

Fast-forward several decades. Dr. Beck, his fellows, and other
researchers worldwide continue to study, theorize, adapt, and test treat-
ments for patients who suffer from an ever-growing list of problems.
Cognitive therapy or cognitive behavior therapy is now taught in most
graduate schools in the United States and in many other countries.

WHAT ARE THE BASIC PRINCIPLES OF TREATMENT?

Although therapy must be tailored to the individual, there are, nev-
ertheless, certain principles that underlie cognitive behavior therapy
for all patients. Throughout the book, I use a depressed patient, Sally,
to illustrate these central tenets and to demonstrate how to use cog-
nitive theory to understand patients’ difficulties and how to use this
understanding to plan treatment and conduct therapy sessions. Sally
is a nearly ideal patient and allows me to present cognitive behavior
therapy in a straightforward manner. I make some note of how to vary
treatment for patients who do not respond as well as she, but the reader
must look elsewhere (e.g., J. S. Beck, 2005; Kuyken, Padesky & Dudley,
2009; Needleman, 1999) to learn how to conceptualize, strategize, and
implement techniques for patients with diagnoses other than depres-
sion or for patients whose problems pose a challenge in treatment.

“Sally” was an 18-year-old single female when she sought treatment
with me during her second semester of college. She had been
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feeling quite depressed and anxious for the previous 4 months
and was having difficulty with her daily activities. She met criteria
for a major depressive episode of moderate severity according to
DSM-IV-TR (the Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition, Text Revision; American Psychiatric Associa-
tion, 2000). A fuller portrait of Sally is provided in Appendix A.

The basic principles of cognitive behavior therapy are as follows:

Principle No. 1. Cognitive behavior therapy is based on an ever-evolving
Jormulation of patients’ problems and an individual conceptualization of
each patient in cognitive terms. 1 consider Sally’s difficulties in three time
frames. From the beginning, I identify her current thinking that contrib-
utes to her feelings of sadness (“I'm a failure, I can’t do anything right,
I’ll never be happy”), and her problematic behaviors (isolating herself,
spending a great deal of unproductive time in her room, avoiding ask-
ing for help). These problematic behaviors both flow from and in turn
reinforce Sally’s dysfunctional thinking. Second, I identify precipitating
Jactors that influenced Sally’s perceptions at the onset of her depression
(e.g., being away from home for the first time and struggling in her
studies contributed to her belief that she was incompetent). Third, I
hypothesize about key developmental events and her enduring patterns of
interpreting these events that may have predisposed her to depression
(e.g., Sally has had a lifelong tendency to attribute personal strengths
and achievement to luck, but views her weaknesses as a reflection of her
“true” self).

I base my conceptualization of Sally on the cognitive formulation
of depression and on the data Sally provides at the evaluation session.
I continue to refine this conceptualization at each session as I obtain
more data. At strategic points, I share the conceptualization with Sally
to ensure that it “rings true” to her. Moreover, throughout therapy I
help Sally view her experience through the cognitive model. She learns,
for example, to identify the thoughts associated with her distressing
affect and to evaluate and formulate more adaptive responses to her
thinking. Doing so improves how she feels and often leads to her behav-
ing in a more functional way.

Principle No. 2. Cognitive behavior therapy requires a sound therapeu-
tic alliance. Sally, like many patients with uncomplicated depression and
anxiety disorders, has little difficulty trusting and working with me. I
strive to demonstrate all the basic ingredients necessary in a counseling
situation: warmth, empathy, caring, genuine regard, and competence.
I show my regard for Sally by making empathic statements, listening
closely and carefully, and accurately summarizing her thoughts and
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feelings. I point out her small and larger successes and maintain a real-
istically optimistic and upbeat outlook. I also ask Sally for feedback at
the end of each session to ensure that she feels understood and posi-
tive about the session. See Chapter 2 for a lengthier description of the
therapeutic relationship in cognitive behavior therapy.

Principle No. 3. Cognitive behavior therapy emphasizes collaboration
and active participation. 1 encourage Sally to view therapy as teamwork;
together we decide what to work on each session, how often we should
meet, and what Sally can do between sessions for therapy homework. At
first, I am more active in suggesting a direction for therapy sessions and
in summarizing what we’ve discussed during a session. As Sally becomes
less depressed and more socialized into treatment, I encourage her to
become increasingly active in the therapy session: deciding which prob-
lems to talk about, identifying the distortions in her thinking, summa-
rizing important points, and devising homework assignments.

Principle No. 4. Cognitive behavior therapy is goal oriented and problem
Jocused. 1 ask Sally in our first session to enumerate her problems and
set specific goals so both she and I have a shared understanding of what
she is working toward. For example, Sally mentions in the evaluation
session that she feels isolated. With my guidance, Sally states a goal in
behavioral terms: to initiate new friendships and spend more time with
current friends. Later, when discussing how to improve her day-to-day
routine, I help her evaluate and respond to thoughts that interfere with
her goal, such as: My friends won’t want to hang out with me. I'm too tired to
go out with them. First, I help Sally evaluate the validity of her thoughts
through an examination of the evidence. Then Sally is willing to test
the thoughts more directly through behavioral experiments (pages
217-218) in which she initiates plans with friends. Once she recognizes
and corrects the distortion in her thinking, Sally is able to benefit from
straightforward problem solving to decrease her isolation.

Principle No. 5. Cognitive behavior therapy initially emphasizes the pres-
ent. The treatment of most patients involves a strong focus on current
problems and on specific situations that are distressing to them. Sally
begins to feel better once she is able to respond to her negative think-
ing and take steps to improve her life. Therapy starts with an examina-
tion of here-and-now problems, regardless of diagnosis. Attention shifts
to the past in two circumstances. One, when patients express a strong
preference to do so, and a failure to do so could endanger the therapeu-
tic alliance. Two, when patients get “stuck” in their dysfunctional think-
ing, and an understanding of the childhood roots of their beliefs can
potentially help them modify their rigid ideas. (“Well, no wonder you
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still believe you're incompetent. Can you see how almost any child—
who had the same experiences as you—would grow up believing she
was incompetent, and yet it might not be true, or certainly not com-
pletely true?”)

For example, I briefly turn to the past midway through treatment
to help Sally identify a set of beliefs she learned as a child: “If I achieve
highly, it means I'm worthwhile,” and “If I don’t achieve highly, it means
I'm a failure.” I help her evaluate the validity of these beliefs both in
the past and present. Doing so leads Sally, in part, to develop more
functional and more reasonable beliefs. If Sally had had a personal-
ity disorder, I would have spent proportionally more time discussing
her developmental history and childhood origin of beliefs and coping
behaviors.

Principle No. 6. Cognitive behavior therapy is educative, aims to teach
the patient to be her own therapist, and emphasizes relapse prevention. In
our first session I educate Sally about the nature and course of her dis-
order, about the process of cognitive behavior therapy, and about the
cognitive model (i.e., how her thoughts influence her emotions and
behavior). I not only help Sally set goals, identify and evaluate thoughts
and beliefs, and plan behavioral change, but I also teach her how to
do so. At each session I ensure that Sally takes home therapy notes—
important ideas she has learned—so she can benefit from her new
understanding in the ensuing weeks and after treatment ends.

Principle No. 7. Cognitive behavior therapy aims to be time limited.
Many straightforward patients with depression and anxiety disorders are
treated for six to 14 sessions. Therapists’ goals are to provide symptom
relief, facilitate a remission of the disorder, help patients resolve their
most pressing problems, and teach them skills to avoid relapse. Sally
initially has weekly therapy sessions. (Had her depression been more
severe or had she been suicidal, I may have arranged more frequent
sessions.) After 2 months, we collaboratively decide to experiment with
biweekly sessions, then with monthly sessions. Even after termination,
we plan periodic “booster” sessions every 3 months for a year.

Not all patients make enough progress in just a few months, how-
ever. Some patients require 1 or 2 years of therapy (or possibly longer)
to modify very rigid dysfunctional beliefs and patterns of behavior that
contribute to their chronic distress. Other patients with severe mental
illness may need periodic treatment for a very long time to maintain
stabilization.

Principle No. 8. Cognitive behavior therapy sessions are structured. No
matter what the diagnosis or stage of treatment, following a certain
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structure in each session maximizes efficiency and effectiveness. This
structure includes an introductory part (doing a mood check, briefly
reviewing the week, collaboratively setting an agenda for the session), a
middle part (reviewing homework, discussing problems on the agenda,
setting new homework, summarizing), and a final part (eliciting feed-
back). Following this format makes the process of therapy more under-
standable to patients and increases the likelihood that they will be able
to do self-therapy after termination.

Principle No. 9. Cognitive behavior therapy teaches patients to identify,
evaluate, and respond to their dysfunctional thoughts and beliefs. Patients
can have many dozens or even hundreds of automatic thoughts a day
that affect their mood, behavior, and/or physiology (the last is espe-
cially pertinent to anxiety). Therapists help patients identify key cog-
nitions and adopt more realistic, adaptive perspectives, which leads
patients to feel better emotionally, behave more functionally, and/or
decrease their physiological arousal. They do so through the process
of guided discovery, using questioning (often labeled or mislabeled as
“Socratic questioning”) to evaluate their thinking (rather than persua-
sion, debate, or lecturing). Therapists also create experiences, called
behavioral experiments, for patients to directly test their thinking (e.g.,
“If I even look at a picture of a spider, I'll get so anxious I won’t be able
to think”). In these ways, therapists engage in collaborative empiricism.
Therapists do not generally know in advance to what degree a patient’s
automatic thought is valid or invalid, but together they test the patient’s
thinking to develop more helpful and accurate responses.

When Sally was quite depressed, she had many automatic thoughts
throughout the day, some of which she spontaneously reported and oth-
ers that I elicited (by asking her what was going through her mind when
she felt upset or acted in a dysfunctional manner). We often uncovered
important automatic thoughts as we were discussing one of Sally’s spe-
cific problems, and together we investigated their validity and utility.
I asked her to summarize her new viewpoints, and we recorded them
in writing so that she could read these adaptive responses throughout
the week to prepare her for these or similar automatic thoughts. I did
not encourage her to uncritically adopt a more positive viewpoint, chal-
lenge the validity of her automatic thoughts, or try to convince her that
her thinking was unrealistically pessimistic. Instead we engaged in a
collaborative exploration of the evidence.

Principle No. 10. Cognitive behavior therapy uses a variety of tech-
niques to change thinking, mood, and behavior. Although cognitive strate-
gies such as Socratic questioning and guided discovery are central to
cognitive behavior therapy, behavioral and problem-solving techniques
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are essential, as are techniques from other orientations that are imple-
mented within a cognitive framework. For example, I used Gestalt-
inspired techniques to help Sally understand how experiences with her
family contributed to the development of her belief that she was incom-
petent. I use psychodynamically inspired techniques with some Axis II
patients who apply their distorted ideas about people to the therapeutic
relationship. The types of techniques you select will be influenced by
your conceptualization of the patient, the problem you are discussing,
and your objectives for the session.

These basic principles apply to all patients. Therapy does, however,
vary considerably according to individual patients, the nature of their
difficulties, and their stage of life, as well as their developmental and
intellectual level, gender, and cultural background. Treatment also var-
ies depending on patients’ goals, their ability to form a strong thera-
peutic bond, their motivation to change, their previous experience with
therapy, and their preferences for treatment, among other factors.

The emphasis in treatment also depends on the patient’s particu-
lar disorder(s). Cognitive behavior therapy for panic disorder involves
testing the patient’s catastrophic misinterpretations (usually life- or
sanity-threatening erroneous predictions) of bodily or mental sensa-
tions (Clark, 1989). Anorexia requires a modification of beliefs about
personal worth and control (Garner & Bemis, 1985). Substance abuse
treatment focuses on negative beliefs about the self and facilitating or
permission-granting beliefs about substance use (Beck, Wright, New-
man, & Liese, 1993).

WHAT IS A THERAPY SESSION LIKE?

The structure of therapy sessions is quite similar for the various disor-
ders, but interventions can vary considerably from patient to patient.
(The website of the Academy of Cognitive Therapy [www.academyofct.
org] posts a list of books that describe the cognitive formulation, major
emphases, strategies, and techniques for a wide range of diagnoses,
patient variables, and treatment formats and settings.) Below is a gen-
eral description of treatment sessions and the course of treatment,
especially for patients who are depressed.

At the beginning of sessions, you will reestablish the therapeutic
alliance, check on patients’ mood, symptoms, and experiences in the
past week, and ask them to name the problems they most want help
in solving. These difficulties may have arisen during the week and/
or they may be problems patients expect to encounter in the coming
week(s). You will also review the self-help activities (“homework” or
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“action plan”) patients engaged in since the previous session. Then, in
the context of discussing a specific problem patients have put on the
agenda, you will collect data about the problem, cognitively conceptu-
alize patients’ difficulties (asking for their specific thoughts, emotions,
and behaviors associated with the problem), and collaboratively plan
a strategy. The strategy most often includes straightforward problem
solving, evaluating patients’ negative thinking associated with the prob-
lem, and/or behavior change.

For example, Sally, the college student, is having difficulty studying.
She needs help evaluating and responding to her thoughts (“What’s the
use? I'll probably flunk out anyway”) before she is able to fully engage
in solving her problem with studying. I make sure Sally has adopted a
more accurate and adaptive view of the situation and has decided which
solutions to implement in the coming week (e.g., starting with relatively
easier tasks, mentally summarizing what she has read after every page
or two of reading, planning shorter study sessions, going for walks when
she takes breaks, and asking the teaching assistant for help). Our ses-
sion sets the stage for Sally to make changes in her thinking and behav-
ior during the coming week that, in turn, lead to an improvement in
her mood and functioning.

Having discussed a problem and collaboratively set therapy home-
work, Sally and I turn to a second problem she has put on the agenda
and repeat the process. At the end of the session we review important
points from the session. I make sure that Sally is highly likely to do the
homework assignments, and I elicit her feedback about the session.

DEVELOPING AS A COGNITIVE BEHAVIOR THERAPIST

To the untrained observer, cognitive behavior therapy sometimes
appears deceptively simple. The cognitive model, the proposition that
one’s thoughts influence one’s emotions and behavior, is quite straight-
forward. Experienced cognitive behavior therapists, however, accom-
plish many tasks at once: conceptualizing the case, building rapport,
socializing and educating the patient, identifying problems, collect-
ing data, testing hypotheses, and summarizing. The novice cognitive
behavior therapist, in contrast, usually needs to be more deliberate and
structured, concentrating on fewer elements at one time. Although the
ultimate goal is to interweave these elements and conduct therapy as
effectively and efficiently as possible, beginners must first learn the skill
of developing the therapeutic relationship, the skill of conceptualiza-
tion, and the techniques of cognitive behavior therapy, all of which is
best done in a step-by-step manner.

Developing expertise as a cognitive behavior therapist can be
viewed in three stages. (These descriptions assume that the therapist
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is already proficient in basic counseling skills: listening, empathy, con-
cern, positive regard, and genuineness, as well as accurate understand-
ing, reflection, and summarizing. Therapists who do not already possess
these skills often elicit a negative reaction from patients.) In Stage 1 you
learn basic skills of conceptualizing a case in cognitive terms based on
an intake evaluation and data collected in session. You also learn to
structure the session, use your conceptualization of a patient and good
common sense to plan treatment, and help patients solve problems and
view their dysfunctional thoughts in a different way. You also learn to
use basic cognitive and behavioral techniques.

In Stage 2 you become more proficient at integrating your con-
ceptualization with your knowledge of techniques. You strengthen your
ability to understand the flow of therapy. You become more easily able
to identify critical goals of treatment and more skillful at conceptual-
izing patients, refining your conceptualization during the therapy ses-
sion itself, and using the conceptualization to make decisions about
interventions. You expand your repertoire of techniques and become
more proficient in selecting, timing, and implementing appropriate
techniques.

In Stage 3 you more automatically integrate new data into the
conceptualization. You refine your ability to make hypotheses to con-
firm or revise your view of the patient. You vary the structure and tech-
niques of basic cognitive behavior therapy as appropriate, particularly
for patients with personality disorders and other difficult disorders and
problems.

If you already practice in another psychotherapeutic modality, it
will be important for you to make a collaborative decision with patients
to introduce the cognitive behavior therapy approach, describing what
you would like to do differently and providing a rationale. Most patients
agree to such changes when they are phrased positively, to the patient’s
benefit. When patients are hesitant, you can suggest the institution of
a change (such as setting an agenda) as an “experiment,” rather than a
commitment, to motivate them to try it.

THERAPIST: Mike, I was reading an important book on making therapy
more effective and I thought of you.

PATIENT: Oh?

THERAPIST: Yes, and I have some ideas about how we can help you get
better faster. [being collaborative] Is it okay if I tell you about it?

PATIENT: Okay.

THERAPIST: One thing I read was called “setting the agenda.” That
means at the beginning of sessions, I'm going to ask you tell me the
names of problems you want my help in solving during the session.
For example, you might say that you're having a problem with your
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boss, or with getting out of bed on weekends, or that you've been
feeling really anxious about your finances. (pause) By asking you
the names of problems up front, we can figure out how to spend
our time in session better. (pause) [eliciting feedback] How does
that sound?

HOW TO USE THIS BOOK

This book is intended for individuals at any stage of experience and skill
development who lack mastery in the fundamental building blocks of
cognitive conceptualization and treatment. Itis critical to have mastered
the basic elements of cognitive behavior therapy in order to understand
how and when to vary standard treatment for individual patients.

Your growth as a cognitive behavior therapist will be enhanced if
you start applying the tools described in this book to yourself. First, as
you read, begin to conceptualize your own thoughts and beliefs. Start
paying attention to your own shifts in affect. When you notice that your
mood has changed or intensified in a negative direction (or when you
notice that you are engaging in dysfunctional behavior or are experi-
encing bodily sensations associated with negative affect), ask yourself
what emotion you are feeling, as well as the cardinal question of cogni-
tive behavior therapy:

“What was just going through my mind?”

In this way, you will teach yourself to identify your own automatic
thoughts. Teaching yourself the basic skills of cognitive behavior ther-
apy using yourself as the subject will enhance your ability to teach your
patients these same skills.

It will be particularly useful to identify your automatic thoughts as
you are reading this book and trying techniques with your patients. If,
for instance, you find yourself feeling slightly distressed, ask yourself,
“What was just going through my mind?” You may uncover automatic
thoughts such as:

“This is too hard.”

“I may not be able to master this.”
“This doesn’t feel comfortable to me.”
“What if | try it and it doesn’t work?”
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Experienced therapists whose primary orientation has not been
cognitive may be aware of a different set of automatic thoughts:

“This won't work.”
“The patient won't like it.”
“It's too superficial/structured/unempathic/simple.”

Having uncovered your thoughts, you can note them and refocus
on your reading, or turn to Chapters 11 and 12, which describe how to
evaluate and respond to automatic thoughts. By turning the spotlight
on your own thinking, not only can you boost your cognitive behavior
therapy skills, but you can also take the opportunity to modify dysfunc-
tional thoughts and positively influence your mood (and behavior),
making you more receptive to learning.

A common analogy used for patients also applies to the beginning
cognitive behavior therapist. Learning the skills of cognitive behavior
therapy is similar to learning any other skill. Do you remember learn-
ing how to drive or how to use a computer? At first, did you feel a little
awkward? Did you have to pay a great deal of attention to small details
and motions that now come smoothly and automatically to you? Did
you ever feel discouraged? As you progressed, did the process make
more and more sense, and feel more and more comfortable? Did you
finally master it to the point where you were able to perform the task
with relative ease and confidenc