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Some might argue that in the contemporary clinical practice of psycho

therapy, evidence-based intervention and effective outcome have 

overshadowed theory in importance. Maybe. But, as the editors of this 

series, we don’t propose to take up that controversy here. We do know that 

psychotherapists adopt and practice according to one theory or another 

because their experience, and decades of good evidence, suggests that hav-

ing a sound theory of psychotherapy leads to greater therapeutic success. 

Still, the role of theory in the helping process can be hard to explain. This 

narrative about solving problems helps convey theory’s importance:

Aesop tells the fable of the sun and wind having a contest to decide 

who was the most powerful. From above the earth, they spotted a 

man walking down the street, and the wind said that he bet he could 

get his coat off. The sun agreed to the contest. The wind blew, and the 

man held on tightly to his coat. The more the wind blew, the tighter 

he held. The sun said it was his turn. He put all of his energy into 

creating warm sunshine, and soon the man took off his coat.

What does a competition between the sun and the wind to remove a 

man’s coat have to do with theories of psychotherapy? We think this decep-

tively simple story highlights the importance of theory as the precursor 

to any effective intervention—and hence to a favorable outcome. With-

out a guiding theory we might treat the symptom without understanding 
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the role of the individual. Or we might create power conflicts with our 

clients and not understand that, at times, indirect means of helping (sun-

shine) are often as effective—if not more so—than direct ones (wind). In 

the absence of theory, we might lose track of the treatment rationale and 

instead get caught up in, for example, social correctness and not wanting 

to do something that looks too simple.

What exactly is theory? The APA Dictionary of Psychology defines theory 

as “a principle or body of interrelated principles that purports to explain 

or predict a number of interrelated phenomena.” In psychotherapy, a theory 

is a set of principles used to explain human thought and behavior, including 

what causes people to change. In practice, a theory creates the goals of 

therapy and specifies how to pursue them. Haley (1997) noted that a theory 

of psychotherapy ought to be simple enough for the average therapist to 

understand, but comprehensive enough to account for a wide range of 

eventualities. Furthermore, a theory guides action toward successful out-

comes while generating hope in both the therapist and client that recovery 

is possible.

Theory is the compass that allows psychotherapists to navigate the 

vast territory of clinical practice. In the same ways that navigational tools 

have been modified to adapt to advances in thinking and ever-expanding 

territories to explore, theories of psychotherapy have changed over time. 

The different schools of theories are commonly referred to as waves, the first 

wave being psychodynamic theories (i.e., Adlerian, psychoanalytic), the sec-

ond wave learning theories (i.e., behavioral, cognitive–behavioral), the third 

wave humanistic theories (person-centered, gestalt, existential), the fourth 

wave feminist and multicultural theories, and the fifth wave postmodern  

and constructivist theories (i.e., narrative, solution-focused). In many ways, 

these waves represent how psychotherapy has adapted and responded to 

changes in psychology, society, and epistemology as well as to changes in 

the nature of psychotherapy itself. Psychotherapy and the theories that 

guide it are dynamic and responsive. The wide variety of theories is also 

testament to the different ways in which the same human behavior can be 

conceptualized (Frew & Spiegler, 2012).

It is with these two concepts in mind—the central importance of 

theory and the natural evolution of theoretical thinking—that we developed 
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the APA Theories of Psychotherapy Series. Both of us are thoroughly fasci-

nated by theory and the range of complex ideas that drive each model. As 

university faculty members who teach courses on the theories of psycho

therapy, we wanted to create learning materials that not only highlight 

the essence of the major theories for professionals and professionals in  

training but also clearly bring the reader up to date on the current status of 

the models. Often in books on theory, the biography of the original theo-

rist overshadows the evolution of the model. In contrast, our intent is to 

highlight the contemporary uses of the theories as well as their history and 

context. Further, we wanted each theory to be reflected through the pro-

cess of working with clients that reflect the full range of human diversity.

As this project began, we faced two immediate decisions: which theories 

to address and who best to present them. We looked at graduate-level theo-

ries of psychotherapy courses to see which theories are being taught, and 

we explored popular scholarly books, articles, and conferences to determine 

which theories draw the most interest. We then developed a dream list of 

authors from among the best minds in contemporary theoretical practice. 

Each author is one of the leading proponents of that approach as well as a 

knowledgeable practitioner. We asked each author to review the core con-

structs of the theory, bring the theory into the modern sphere of clinical 

practice by looking at it through a context of evidence-based practice, and 

clearly illustrate how the theory looks in action.

There are 24 titles planned for the series. Each title can stand alone or 

can be put together with a few other titles to create materials for a course 

in psychotherapy theories. This option allows instructors to create a course 

featuring the approaches they believe are the most salient today. To support 

this end, APA Books has also developed a DVD for most of the approaches 

that demonstrates the theory in practice with a real client. Many of the DVDs 

show therapy over six sessions. Contact APA Books for a complete list of 

available DVD programs (http://www.apa.org/pubs/videos).

We are pleased to present this second edition of Cognitive–Behavioral 

Therapy. In this updated version, changes have been made to update 

citations and provide new discussions on exposure therapy, behavioral 

activation, cognitive bias modification training, and internet therapy. 

Michelle G. Craske shows why cognitive–behavioral therapy (CBT) has 
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become the most popular model of psychotherapy used in contemporary 

clinical practice. She highlights a wide range of clinical research that sup-

ports the efficacy of CBT with numerous populations and conditions. In 

addition to the focus on evidence-based practice, Dr. Craske provides case 

examples to depict how the CBT model works from a process perspec-

tive. Because of the widespread adoption of this model by clinicians and 

training programs alike, Cognitive–Behavioral Therapy, Second Edition is an 

important addition to the Theories of Psychotherapy Series.

—Jon Carlson and Matt Englar-Carlson
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Each book in the Theories of Psychotherapy Series is specifically paired 

with a DVD that demonstrates the theory applied in actual therapy 

with a real client. Many DVDs feature the author of the book as the guest 

therapist, allowing students to see an eminent scholar and practitioner 

putting the theory they write about into action.

The DVDs have a number of features that make them excellent tools 

for learning more about theoretical concepts:

77 Many DVDs contain six full sessions of psychotherapy over time, giving 

viewers a chance to see how clients respond to the application of the 

theory over the course of several sessions.

77 Each DVD has a brief introductory discussion recapping the basic features 

of the theory behind the approach demonstrated. This allows viewers to 

review the key aspects of the approach about which they have just read.

77 DVDs feature actual clients in unedited psychotherapy sessions. This 

provides a unique opportunity to get a sense of the look and feel of real 

psychotherapy, something that written case examples and transcripts 

sometimes cannot convey.

77 There is a therapist commentary track that viewers may choose to play 

during the psychotherapy sessions. This track gives unique insight into 

why therapists do what they do in a session. Further it provides an  

in vivo opportunity to see how the therapist uses the model to concep-

tualize the client.

How to Use This Book With  
APA Psychotherapy Videos
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How to Use This Book With APA Psychotherapy Videos

The books and DVDs together make a powerful teaching tool for 

showing how theoretical principles affect practice. In the case of this book, 

the DVD Cognitive–Behavioral Therapy, Second Edition, which features 

Dr. Craske as the guest expert, provides a robust example of how this 

approach looks in practice.
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The hallmark features of cognitive–behavioral therapy (CBT) are 

short-term, problem-focused cognitive and behavioral intervention  

strategies that are derived from the science and theory of learning and 

cognition. The approach to their implementation and evaluation is guided 

by principles of empirical science. The behavioral interventions aim to 

decrease maladaptive behaviors and increase adaptive ones by modifying 

their antecedents and consequences and by behavioral practices that result 

in new learning. Examples of behavioral interventions include behavioral  

activation for depression, problem solving for stress management, behav-

ioral rehearsal for social skills deficits, relaxation training to reduce somatic  

arousal, and systematic exposure to anxiety-producing situations for 

anxiety disorders. The cognitive interventions aim to modify maladap-

tive cognitions, self-statements, or beliefs. The cognitive methods include 

identification of situational misappraisals and underlying distorted beliefs;  

1
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rational disputation or logical consideration of the evidence to refute 

such misappraisals and core beliefs; behavioral practices designed to col-

lect further data to disconfirm such misappraisals; and the generation of 

alternative, more evidence-based appraisals and core beliefs. More recent 

cognitive strategies extend to mindfulness and defusion approaches that 

aim to change the function rather than content of negative thinking. 

Together, these cognitive and behavioral interventions have been shown 

to be effective for a number of different psychological disorders and con

ditions, including anxiety disorders, depression, personality disorders, 

substance-use-related disorders, eating disorders, pain management, cou-

ples distress, and aspects of psychosis (see Chapter 5, this volume). Indeed,  

CBT is widely regarded as having the most substantial evidence base of all 

psychosocial therapies.

As described in Chapter 2 of this volume, CBT originally derived from 

the science and theory of classical and instrumental conditioning, or learn-

ing theory. Within these theories, emphasis was given to the role of the 

reinforcing and punishing consequences that guide voluntary behaviors 

(e.g., positively reinforcing effects of euphoria upon continued drug con-

sumption), as well as responses that become conditional because of associ-

ations with innately evocative events (e.g., development of fears of driving 

following a car accident). Originally, little consideration was given to the 

role of appraisals or thoughts as determinants of behaviors or emotions, 

although thoughts could be viewed as “another behavior” and therefore 

subject to the same rules of reinforcement and conditional responding.

Dissatisfaction with a strictly behavioral set of principles coincided 

with a rising interest in cognitive principles that was spurred by social learn-

ing theory. This led to the content of judgments and underlying belief sys-

tems about the self and the world being given credence as determinants of 

emotion and action. Furthermore, the cognitive movement was fostered 

by advances within instrumental and classical conditioning theories that 

recognized cognition as a potential mediator of learning. Thus, behavioral 

therapy became cognitive–behavioral therapy, all the while maintaining a  

science-based approach to the implementation of treatment but now extend-

ing from behaviors to judgments and beliefs as targets of intervention. The 
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science of cognition and information processing developed separately 

from the rise of cognitive therapy, and as described throughout this book, 

the former has raised significant questions regarding the purported mech-

anisms of the latter. Partly as a consequence of this questioning, recent 

third-wave developments are reemphasizing behavioral principles and the 

function of cognition while de-emphasizing the content of cognition.

In practice, individual clinicians vary in the degree to which they embrace  

behavioral, as compared with cognitive, principles and interventions. 

Some clinicians remain more behaviorally focused and treat cognitions 

within a behavioral framework, such as behavioral activation therapies 

for depression, in which cognitions are viewed as potential sources of 

avoidance that maintain depressive rumination. Other clinicians take an 

integrative approach, combining behavioral principles and interventions 

with cognitive principles and methods designed to modify the content of 

cognition. Still others are more cognitively focused and view the content 

of cognition as the driving factor behind all behaviors and emotions and 

as the primary focus of all therapeutic effort. The latter approach generally 

is referred to as cognitive therapy. However, cognitive therapists still rely 

on behavioral methodologies to obtain evidence for disconfirmation or 

disputation of maladaptive cognitions. Hence, it is hard, if not impossible, 

to distinguish between cognitive therapy and CBT. Even within strictly 

behavioral therapies based on instrumental learning theory, thoughts can 

be regarded as antecedents to behaviors. Hence, if a set of verbal state-

ments is an antecedent that elicits maladaptive behavior, then treatment 

aims to replace those statements with “alternative antecedent statements” 

that elicit more adaptive behavior. Clearly, such behavioral strategies over-

lap with cognitive strategies.

Thus, whereas more behaviorally versus more cognitively oriented cli-

nicians rely on somewhat different principles for treatment formulation 

and understanding therapeutic change, they may use the same procedures 

for intervention.

Conversely, both behavioral theory and cognitive theory principles 

can be evoked to explain therapeutic change within the same interven-

tion strategy. As an example, behavioral theory attributes the effects of 
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repeated exposure to feared situations to extinction of conditional fear 

responses; in accordance with cognitive theory, the same method of expo-

sure serves to gather information that disconfirms mistaken judgments 

about danger.

Despite these variations in emphasis on behavioral and cognitive 

principles and methodologies, the CBT approach is unified by its empiri-

cal foundation, its reliance on the theory and science of behavior and cog-

nition, and its problem-focused orientation. Whatever the emphasis given 

to behavioral or cognitive principles, the CBT therapist aims to replace 

maladaptive behaviors, emotions, and cognitions with more adaptive 

ones. Also, the CBT therapist accomplishes that aim within the context of 

ongoing evaluation of the effectiveness of intervention strategies and their 

modification, when necessary, to achieve optimal effects.

CBT is used widely by clinicians. For example, of 591 American Psy-

chological Association (APA) members who were randomly surveyed, 

45.4% regarded themselves as CBT in theoretical orientation (Stewart & 

Chambless, 2007). This rate exceeded the rates for all other theoretical ori-

entations, including psychodynamic (21.9%), eclectic (19.8%), humanistic/

experiential (4.4%), family systems (3.9%), and other (4.6%). That being 

said, a number of clinicians who regard themselves as delivering CBT may 

not deliver the key elements of CBT (Stobie, Taylor, Quigley, Ewing, & 

Salkovskis, 2007; Waller, Stringer, & Meyer, 2012). These deficiencies may 

be due to inadequate training in CBT. Programs in psychiatry, psychology, 

and social work across the United States were surveyed to establish the 

adequacy of training in empirically based psychotherapies, the latter being 

comprised mostly of CBT (Weissman et al., 2006). Only 17.8% of train-

ing programs provided both didactic and clinical supervision training in 

empirically based treatments. It is interesting to note that the highest rates 

of adequate training were in psychiatry, possibly because of the inclusion 

of CBT in accreditation criteria for psychiatry residency programs. Such 

requirements do not exist for psychology or social work programs. Lack of 

CBT competency, even among self-described CBT clinicians, may be addi-

tionally attributed to the overemphasis on training in CBT procedures at the 

cost of training in CBT principles. This imbalance may stem in part from 
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the manualization of CBT interventions for various problems. Whereas 

manualization is a positive feature that facilitates empirical evaluation of 

CBT and enhances CBT dissemination, it may have inadvertently encour-

aged too much focus on procedure over principle. A good understanding 

of the principles underlying CBT, an exposition of which is a primary goal 

of this book, is necessary for optimal tailoring of CBT procedures to each 

presenting problem.

Nevertheless, even in the hands of less experienced therapists, CBT is 

a highly effective approach, in addition to being noted for having the best 

evidence base of all psychotherapeutic treatments. As such, CBT is entirely 

consistent with the evidence-based practice movement being encouraged 

by APA (2005; APA Presidential Task Force on Evidence-Based Practice, 

2006). Evidence-based practice principles encourage clinicians to com-

bine their clinical expertise with available research evidence for treatment 

planning. To facilitate the dissemination of evidence-based principles, 

APA Division 12, Society of Clinical Psychology, has a continually updated 

website that contains information about treatments that work for particu-

lar problems and their supporting evidence. The majority of empirically 

supported treatments are cognitive therapies; behavioral therapies; and 

cognitive and behavioral therapies, jointly termed CBT herein. In addi-

tion, APA is undertaking the development of a series of Practice Guidelines 

that are derived from empirical evidence (Hollon et al., 2014).
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The history of cognitive–behavioral therapy (CBT) began with a heavily  

behavioral orientation throughout the 1950s to 1970s. The growth in 

cognitive therapy in the 1960s was followed by the integration of cognitive 

and behavioral approaches in the 1980s and onward. The third wave of 

behavioral therapies deemphasizes the content approach to cognition and 

instead emphasizes the function of cognition.

Origins

As a backlash to the prevailing “nonscientific” psychoanalytical approaches 

to treatment in the first half of the 20th century, the principles of learning 

theory guided a new, science-based approach to the conceptualization, 

2

History
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assessment, and treatment of mental disorders. This new approach was 

behavior therapy. As noted by Levis (1999),

The behavioral therapy movement identified itself with the experi-

mental field of learning, which already had an existing data base, a 

common language structure, and a guiding philosophy of science. By 

stressing the importance of defining terms and procedures operation-

ally, coupled with a strong commitment to assessment and research, 

those involved hoped to reduce the existing chaos in the mental health 

field by developing new treatment techniques and assessment proce-

dures based on established and documented principles of learning 

and behavior. (p. 157)

Two sets of learning theory principles guided the behavior therapy 

movement in its original form: classical (or respondent) conditioning and  

instrumental (or operant) conditioning. Briefly, classical conditioning (most  

associated with Pavlov, 1927) is based on stimuli that produce reflex-

ive responses, such as when a physical threat from another person pro-

duces a reflexive fear response. Hence, an innately evocative stimulus (or 

an unconditional stimulus [US]) produces an unconditional, reflexive 

response (UR). Furthermore, if repeatedly paired with the US, a previ-

ously neutral stimulus can become a conditional stimulus (CS) that evokes 

a conditional response (CR) similar to the original UR. For example, as a 

result of the aversive experience of a motor vehicle accident (US) and the 

fear and pain it produced (UR), motor vehicles (CS) may become a signal 

for potential future accidents and therefore evoke a conditional anxiety 

response. Consequently, anxiety becomes conditioned to motor vehicles 

and may even be evoked automatically, or without conscious appraisal of 

perceived danger. In classical conditioning theory, the history of learned 

associations between neutral and innately evocative stimuli is presumed 

to explain current emotional–behavioral responses. Classical condition-

ing was, and continues to be, evoked as an explanatory process in the 

psychopathology and treatment of emotional disorders (e.g., anxiety dis-

orders), as well as substance-use-related disorders and certain sexual dis-

orders, among others.
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Instrumental conditioning, originated by Thorndike (1898) and extended 

by Skinner (1938), refers to the modification of the occurrence or form of 

behavior by its consequences. As such, it is relevant to voluntary, rather than 

reflexive, behaviors. That is, a response is selected—and is thus voluntary 

(although habit formation can and does occur with more automaticity)—

on the basis of the consequences likely to be received; operant behavior 

operates on the environment and is maintained by its consequences. An 

example is the increased frequency of drug consumption due to the rein-

forcing, albeit temporary, euphoria produced by a substance or by the 

relief a substance provides from other negative emotions. The reinforce-

ment provided by the euphoria or the escape from unpleasant emotions 

increases the likelihood of engaging in drug consumption in the future. In 

instrumental conditioning, behavioral responses are selected and shaped 

by the entire array of positive and negative consequences that the behavior 

produces. Operant conditioning has been applied to a wide range of dis-

ordered behavior, such as substance-use-related disorders, externalizing 

behaviors, pain management, and aspects of psychosis.

The course by which these two learning theories were translated into 

treatments differed. Pavlov (1927) did not consider the treatment implica-

tions of classical conditioning. In fact, the first applications were made by  

Watson and Rayner (1920), who demonstrated the conditioning of a fear 

reaction in young “Albert,” and by Jones (1924), who drew on learning 

theory to develop fear reduction techniques for children. However, neither  

their work nor the work of Pavlov had any impact on clinical practice  

at the time, possibly because therapy was the domain of psychiatry that 

was dominated by psychoanalytic theory (Eelen & Vervliet, 2006). Follow-

ing World War II (i.e., 1945), there was an increased demand for therapeu-

tic interventions and therapists, and the time was ripe for psychologists to 

receive training in new methods of intervention. This cause was met by the 

work of Joseph Wolpe, in South Africa, who had become dissatisfied with 

psychoanalytical approaches. Wolpe was interested in the experimental 

foundations of learning and their application to neuroses, out of which 

he developed systematic desensitization for treating fears and anxiety  

disorders (Wolpe, 1958).
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Wolpe began by reviewing Pavlov’s (1927) research and Hull’s (1943) 

learning theory (which stated that behavior is influenced by drives and 

incentives, which activate goal-directed behaviors). Then he investigated 

the principles of aversive classical conditioning in cats. Once he estab-

lished that cats became fearful of their cages by shocking the floor of the 

cage, Wolpe next established that he could eventually extinguish their 

aversively conditioned fears by a procedure of counterconditioning. In this 

procedure, the drive for hunger and food became a means for reciprocally 

inhibiting the fear response. That is, the cats were mildly food deprived, 

and then food was placed at progressively closer distances to the cage. The 

hunger and drive for food overcame the anxiety, and the cats eventually 

reentered the cages. Next, he extended his investigation to human fears and 

phobias. In an extensive series of case studies, Wolpe (1958) demonstrated 

the positive effects of graduated imaginal exposure to fear-producing  

situations, using the relaxation response (via progressive muscle relaxation, 

developed by E. Jacobson, 1938), as a counterconditioner of the anxiety 

associated with each image. This method was named systematic desensiti-

zation, and hence was born the first tested, standardized, and replicable 

method of behavioral intervention for emotional disorders.

In contrast to Pavlov’s lack of involvement in treatment application, 

Skinner directly contributed to the translation of instrumental condition-

ing principles to treatment interventions. He spearheaded the develop-

ment of behavioral interventions in the United States in the 1950s and 

1960s (e.g., Lindsley, Skinner, & Solomon, 1953), a development that also 

was spurred by the needs following World War II. Skinner believed that 

the solid body of scientific knowledge regarding the behavior of organisms  

provided alternative solutions to psychoanalytic approaches to treatment. 

He described the new form of treatment in his book Science and Human 

Behavior (1953). For him, treatment involved introducing observable vari-

ables to compensate for, and correct, a history that had produced unfa-

vorable behaviors. That is, treatments based on instrumental learning, 

later termed behavior modification, involved basic principles of extinc-

tion of undesirable behaviors and reshaping by reinforcement of newly 

emitted and desirable behaviors, on varying schedules of reinforcement. 
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Skinner and Lindsley first implemented instrumental principles for the 

management of problem behaviors (e.g., self-injurious) in patients with 

psychosis at the Metropolitan State Hospital in Massachusetts. Then, these 

behavioral modification procedures were extended to aspects of autism 

and other problem behaviors associated with mental retardation: “Simply 

stated, hospital wards were regarded and treated as huge Skinner boxes, 

in which the environmental events surrounding the emission of behavior 

by clients were controlled so as to extinguish or shape desired responses” 

(Goldfried & Davison, 1994, p. 5).

Although differing in principles, classical and instrumental behavioral  

approaches shared several features in common. Specifically, both approaches 

viewed “disorders” as the result of faulty learning. They held that because 

abnormal behavior is governed by the same principles that govern normal 

behavior, most abnormal behavior can be modified by behavioral proce-

dures (Rachman & Wilson, 1980). Another shared feature was the reliance 

on empirical methods and principles and the motivation to move the field 

forward by relying on measurable rather than nonmeasurable (i.e., psycho- 

analytic) constructs. The commitment to an applied science approach 

meant reliance on an explicit testable conceptual framework, therapeutic 

techniques that could be described with sufficient precision to be mea-

sured and replicated, experimental evaluation of treatment methods and 

concepts to determine their effects, and emphasis on rigorous evaluation 

of specific methods applied to particular problems rather than global 

assessments of ill-defined procedures applied to heterogeneous problems 

(Rachman & Wilson, 1980).

In the 1950s, the acceptance of behavioral theories and therapies was 

greatly influenced by Hans Eysenck, who was given the task of constructing 

a training program for clinical psychologists at the Maudsley Institute in 

London, the leading center for training in the United Kingdom. Eysenck 

himself was strongly influenced by the view that psychoanalysis was unfal-

sifiable and therefore nonscientific. He began by reviewing the efficacy of 

existing psychotherapy methods and, in an influential article (Eysenck, 

1952), concluded that traditional (psychoanalytical) therapies were no 

more effective than the passage of time or placebo. In 1960, he published 
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the book Behavior Therapy and the Neuroses, in which he concluded that the  

only effective psychological therapy was one based on modern learning 

theory, such as systematic desensitization and instrumental procedures, 

including aversion therapy. Thus, Eysenck instituted a model of clinical 

training at the Maudsley Institute that was guided by scientific behavioral 

psychology, a model that was subsequently reinforced by Stanley Rachman 

and Isaac Marks and thereafter continued to influence clinical psychology 

training in the United Kingdom. Furthermore, in 1963, Eysenck founded 

the journal Behaviour Research and Therapy, which provided an outlet 

for the results of ongoing investigations of behavioral therapies and thereby 

contributed significantly to their dissemination worldwide.

The 1970s and 1980s saw a burgeoning of efficacy studies of behavioral 

treatments. Simultaneously, a set of standards for evaluating therapeutic 

outcomes, such as treatment credibility, treatment integrity, and rigorous  

control comparisons, was developed. However, as interest in efficacy out-

comes and the technology of behavioral treatments increased, interest in 

the theory underlying those treatments and the theoretical cohesion of 

classical and operant conditioning principles waned. According to Levis 

(1999), “The term behavioral therapist, which formerly signified an indi-

vidual committed to a behavioral philosophy of science, soon lost any 

meaningful operational specificity” (p. 159). Others similarly noted that 

behavioral therapy became divorced from behavioral theory (e.g., Eifert, 

Forsyth, & Schauss, 1993).

Independently, concern began to be expressed about the adequacy of 

learning theory accounts of psychopathology (e.g., Bandura, 1978). For 

example, the classical conditioning model of fears and phobias was criti-

cized for its inability to explain why some individuals develop a phobia and 

others do not following a similar aversive experience. At the same time,  

operant principles began to be viewed as overly simplistic and mechanis-

tic, to the point that “clinicians were frustrated with radical behaviorists’ 

failure to account for language and thought processes in terms useful for 

clinicians” (Eifert et al., 1993, p. 108). Furthermore, clinicians were dis-

satisfied with the results of behavioral treatment for depression and were 

in search of another model, something they found in cognitive therapy.
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The pioneers of cognitive therapy were Ellis (1957), who developed 

rational–emotive behavior therapy; Beck (1963), whose approach is 

called cognitive therapy; and Meichenbaum (1977), who developed self-

instruction training. In brief, Ellis viewed irrational thinking as the source 

of problem behaviors and emotions and emphasized direct disputation 

of irrational thinking and the development of rational thinking as the 

mode of treatment. Beck’s approach emphasizes surface level distortions 

in information processing and their relationships with underlying or core 

maladaptive belief systems; instead of disputation as a therapeutic tech-

nique, this approach uses Socratic questioning to help individuals see the 

errors in their thinking and generate alternative, more evidence-based 

appraisals. Meichenbaum’s approach teaches a method of self-instruction 

for facing challenging situations. Despite the differences in their cogni-

tive approaches, all three viewed disorders as arising from faulty thinking; 

they agreed that dysfunctional thinking generates and maintains symp-

toms of psychopathology and that the content of cognition is the primary  

determinant of behavior and emotions. In marked contrast to the strictly 

behavioral approach, the cognitive approach addressed nonmeasurable 

cognitive concepts. However, the cognitive approach differed from infer-

ential psychoanalytical approaches by focusing on present problems and 

present thinking and by regarding verbalizations as valid data points 

rather than as symbols of unconscious processes.

Simultaneous with the cognitive therapy movement, paradigmatic 

shifts were occurring in classical and instrumental conditioning theories. 

In the newer models, cognition was accommodated within learning theory 

models not just as a response but as a factor possessing causal significance 

or as a mediator of conditioning (e.g., Rescorla, 1968). Debate over the 

role of implicit or nonconscious expectancies versus explicit conscious 

appraisals in instrumental and classical conditioning continues. Nonethe-

less, the molding of cognition into conditioning was yet another factor 

that facilitated the uptake of cognitive theories and their blending into 

behavioral theories and therapies.

Bandura’s (1973) social learning theory, in which cognitive processes 

were assigned a role as critical determinants of behavior, was another positive 
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influence on the acceptance of cognitions as a target for therapy. Bandura 

established that learning is not solely dependent on direct experience but 

occurs through judgments as well (although direct experience was still 

regarded as a critical determinant in its own right). Hence, in his model of 

reciprocal determinism, behaviors, cognitions, and environmental factors 

are viewed as continuously reinforcing each other. Subsequently, Bandura 

(1977) emphasized a particular cognitive construct, self-efficacy, as a pri-

mary determinant of behavioral change and as the primary mechanism 

underlying therapeutic interventions. Bandura posited that self-efficacy 

was more effectively raised through performance accomplishment rather 

than by verbal persuasion. This may be one of several reasons why his 

model was never fully incorporated into cognitive theories and therapies, 

although it was incorporated as a mediator of behavioral treatments.

Yet one more factor that facilitated the transition from behaviorism to 

cognitive–behaviorism was the value given by the cognitive approach to 

behavioral techniques, albeit as a means for changing maladaptive think-

ing styles. Thus, behaviorists did not have to relinquish their behavioral 

technology as they extended their targets beyond overt behavior to the 

domain of cognition. By the early 1980s, the cognitive revolution was fully 

underway. The establishment of centers, such as Ellis’s Centers for Ratio-

nal Emotive Behavior Therapy, and the publication of treatment manuals, 

such as Cognitive Therapy of Depression (1979) by Beck, Rush, Shaw, and 

Emery, paved the way for clinical efficacy studies and dissemination of 

cognitive therapy procedures to clinicians at large.

The development of behavior therapy and cognitive therapy followed 

very different pathways. Behavior therapy developed out of experimental 

principles of learning theory and experimentation that were first tested in 

laboratory studies in animals, followed by laboratory studies in humans, 

and finally therapy outcome studies with clinical samples. Wolpe (1958) 

epitomized this approach in his studies of classical conditioning and recip-

rocal inhibition. In contrast, cognitive therapy derived from astute clinical 

observation by Ellis (1957), Beck (1963), and Meichenbaum (1977) of the 

role patients’ self-statements and beliefs played in their emotional and 

behavioral responding. Curiously, a science of cognitive psychology was 
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growing at around the same time as cognitive therapy, but the two cogni-

tive fields developed almost in isolation of each other. It was not until the 

mid- to late 1990s that integrationist efforts were made, wherein theoreti-

cal principles and therapeutic procedures of cognitive therapy began to be 

judged in light of the principles and empirical findings from the science 

of cognitive psychology.

Contemporary Approach  
and Evolution to Present

The merging of behavioral and cognitive therapies resulted in therapists 

paying more attention to clients’ expectations and understandings as valid  

data points in their own right, therefore “supplying the content to behavior 

therapy” (Rachman, 1997, p. 18). The focus on cognitive content is achieved 

within the context of helping clients to become aware of maladaptive  

cognitive–affective–behavioral chains and to create learning experiences 

and acquire coping skills for interrupting those maladaptive sequences 

and for producing more adaptive responses.

More specifically, CBT typically begins with an individually based 

functional analysis of problem behaviors, cognitions, and emotions and 

the reciprocal interactions among them that trigger and maintain mal-

adaptive responding (i.e., causal modeling). In contrast to functional 

analysis as originally specified in instrumentally based behavioral modifi-

cation procedures, contemporary CBT takes a broader view by consider-

ing not only the antecedents and consequences of behaviors, and which 

stimuli are eliciting which CRs, but also the cognitions that are influenc-

ing behaviors and emotions. (The approach that emphasizes the function 

rather than the content of cognition is outlined in more detail in Chapter 6,  

this volume.) A functional analysis also evaluates the role of cultural factors 

in the expression and causal modeling of problem behaviors, cognitions, 

and emotions. The method of functional analysis is first implemented 

through the therapist’s questioning and observations, sometimes extend-

ing to behavioral observations of clients in their natural environment or 

simulated settings. The “analysis” is then transferred to clients who are 
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taught to adopt a personal scientist perspective, in which they become 

observers of their own patterns of behavioral, cognitive, and emotional 

responding in given environmental and cultural contexts. The functional 

analysis then guides the treatment plan.

Next, a set of change-oriented strategies is implemented. These may 

include the identification of idiosyncratic errors in conscious appraisals 

and their links with underlying core beliefs. A set of skills, often termed 

cognitive restructuring, aims to modify distorted appraisals and core 

beliefs, through disputation and logical empiricism. Behavioral method-

ologies are incorporated through behavioral experimentation, also called 

hypothesis testing, designed to collect evidence that disconfirms dis-

torted thinking. Another set of intervention strategies address classically 

conditioned responses. An example would be systematic and repeated 

exposure to irrationally feared objects to extinguish CRs. Combining the 

cognitive and behavioral principles and procedures, changes in implicit 

cognitions as a result of the exposure experience are accompanied by 

changes in explicit appraisals that recognize that aversive outcomes do 

not occur (or rarely occur) or are not as aversive as anticipated.

Yet another set of strategies replaces maladaptive behaviors with adap-

tive behaviors through shaping and scheduled reinforcers and punishers. 

An example would be engaging in positively reinforcing activities as a 

means for correcting the low rate of positive reinforcement that charac-

terizes depression. Again, these activities may be accompanied by explicit 

reappraisals of the value of the positive reinforcement, to offset cognitive 

biases that devalue positive reinforcers. The relative emphasis given to the 

principles and skills of cognitive restructuring versus operant and respon-

dent learning varies according to each clinician’s leaning toward more 

cognitive versus more behavioral approaches to cognitive–behavioral  

change and, of course, the nature of the presenting problem. However, the 

truly integrated cognitive–behavioral clinician gives credence to both. The 

treatment plan is continuously revised in accordance with ongoing evalu-

ation of the target emotions, behaviors, and cognitions. The final step of 

treatment is a relapse prevention plan, designed to maintain the skills that 

have been acquired over time.
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As noted previously, CBT is widely used and is the most commonly 

cited therapy orientation among randomly surveyed clinicians from the 

American Psychological Association (R. E. Stewart & Chambless, 2007). 

Part of its popularity is attributable to the empirical support that CBT has 

achieved, showing positive results for a large array of psychosocial prob-

lems. As the most commonly cited empirically supported treatment, the 

scope and demonstrated utility of CBT are attractive to training programs 

and practitioners in general practice. The level of empirical support is a 

function of the empirical philosophy that is the essence of CBT.

The popularity of CBT is enhanced by a feature of empirical meth-

odology, which is manualization of intervention procedures. Manualiza-

tion was a necessary step for empirical evaluation because manualization 

allows for replicability of CBT across independent research groups. 

Although strict manualization may have some downsides, such as failures 

to tailor CBT to the presenting problem and perhaps failure to fully learn 

and appreciate the principles underlying CBT, manualization has played a 

major role in the implementation of CBT in training programs and clini-

cal practice in general. Furthermore, the popularity of CBT is consistent 

with the current emphasis on evidence-based medicine. Finally, the time-

limited nature of CBT and its suitability for delivery in group formats add 

more to its cache by virtue of cost-effectiveness, which of course is of high 

importance in the world of managed care.

Future Directions

From the 1990s onward, attention has been given to the ways in which the  

science of cognitive psychology informs cognitive and behavioral therapies. 

Indeed, advances in scientific understanding of the cognition–emotion  

interface for emotional disorders support some of the premises of cogni-

tive therapies. However, at its core, cognitive therapy remains a therapy 

that targets the conscious content of cognition. The science of cognitive 

psychology has brought to light certain limitations of a content-based 

cognitive model of psychopathology and therapy. For example, it is now 

well recognized that the majority of information processing occurs at  
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subconscious levels, without conscious appraisal. The adequacy of attempts  

to change subconscious cognition through conscious reappraisals has 

been questioned (e.g., Brewin, 2006; Teasdale & Barnard, 1993). Alter-

native methods for shifting styles of information processing that do not 

depend on conscious appraisals are now being tested as complements 

to or replacements for cognitive therapy. As already mentioned, these 

include mindfulness and acceptance-based approaches. In some of these 

newer treatment models, such as mindfulness-based cognitive therapy  

(e.g., J. M. Williams et al., 2008), direct attempts to change the content 

of conscious appraisals is accompanied by skills of mindfulness. In other 

models, such as acceptance and commitment therapy (S. C. Hayes & Lillis,  

2012; S. C. Hayes, Strosahl, & Wilson, 1999), the role of conscious appraisal 

is not ignored, but instead of directly addressing the content of those 

appraisals, attention is given to ways of disrupting their function (e.g., 

through skills of mindfulness and cognitive defusion). The evidence for 

acceptance and commitment therapy is rapidly growing.

Yet another development is cognitive bias modification training pro-

grams (primarily for anxiety disorders) that train attention away from 

negative-valenced stimuli and toward neutral stimuli (e.g., Amir, Beard, 

Burns, & Bomyea, 2009), albeit with limited effect sizes in terms of symp-

tom reduction (Cristea, Kok, & Cuijpers, 2015). Even more recent, and in 

need of more empirical support, are attempts to train attention toward 

positive stimuli (Waters et al., 2015). Neither approach aims to change the 

content of belief systems but rather targets lower level processes regard-

ing allocation of attentional resources. In interpretation bias training, 

individuals are reinforced over hundreds of trials for endorsing benign or 

positive interpretations of ambiguous stimuli relative to negative inter-

pretations; although designed to alter interpretative bias, the method is via 

rehearsal and operant reinforcement rather than logical reasoning, and 

again effect sizes remain relatively small for symptom reduction.

Alongside challenges to therapies that directly target explicit cognitive 

content (i.e., more purely cognitive therapies), there has been renewed 

interest in behavioral therapies that do not incorporate cognitive restruc-

turing methods. As mentioned earlier, dissatisfaction with behavioral 
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approaches for depression was a major impetus for the development of 

cognitive therapies. However, in a complete reversal of fortune, the effec-

tiveness of behavioral activation treatment for depression is now well 

recognized (Cuijpers, van Straten, & Warmerdam, 2007). This treatment 

is based on principles of operant conditioning and reinforcement (N. S. 

Jacobson, Martell, & Dimidjian, 2001). Moreover, behavioral activation 

may be superior to cognitive therapies for severe depression (Dimidjian 

et al., 2006). Along with this upsurge in operant learning behavioral prin-

ciples of therapy is a reinvigorated interest in classical conditioning princi

ples of exposure therapy for anxiety disorders, spurred by advances in 

the basic science of learning and memory (e.g., Craske et al., 2008, 2014). 

This has been accompanied by burgeoning of evidence regarding biologi-

cal agents that may enhance outcomes from exposure therapy, such as by 

strengthening consolidation of learning (e.g., D-cycloserine; Ressler et al., 

2004), albeit with some mixed results (Ori et al., 2015).

Another area of development is the explosion in Internet-based deliv-

ery of cognitive behavioral therapies for an array of psychological prob-

lems, often with results that match those obtain from in-person delivery, 

at least when combined with brief in-person contact (Andrews, Newby, 

& Williams, 2015). Whereas these forms of treatment delivery no doubt 

enhance access, ensure fidelity of treatment delivery, and reduce cost 

(Andrews et al., 2015), their overall acceptability, safety (i.e., in the absence 

of a therapist to monitor worsening), and efficacy require further study. 

Furthermore, attrition rates are substantially larger when these programs 

are completely automated—and their efficacy for severely anxious indi-

viduals remains uncertain.
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The principles and theories that underlie cognitive–behavioral therapy 

(CBT) derive from several different sources that have become inter-

woven with each other as CBT has developed from its initial behavioral 

routes to the contemporary cognitive–behavioral integration. After pre-

senting the overarching goals of CBT, this chapter outlines the ways in 

which each set of theoretical principles conceptualizes maladaptive behav-

iors, emotions, and cognitions and their modification. First is learning 

theory, including classical conditioning and instrumental conditioning 

principles. Next is social learning theory, which provides a cognitive theory 

for behavioral change. Finally, cognitive appraisal theory is presented. 

Relational frame theory, which underpins acceptance and commitment 

therapy, is beyond the scope of this review (but see Hayes & Lillis, 2012; 

Hayes, Strosahl, & Wilson, 1999). Ways in which these theories overlap 

Theory
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and accommodate each other are described. As previously noted, the more 

behaviorally oriented clinician will draw mainly from learning theory in 

conceptualizing a presenting problem and formulating a treatment plan, 

whereas the more cognitively oriented clinician will favor the theory and 

principles of cognitive appraisal. The cognitive–behavioral clinician can 

comfortably draw from both learning theories (including social learning 

theory) and cognitive appraisal theory to conceptualize a problem and 

formulate a treatment plan.

Goals

Broadly speaking, the goal of CBT is to reduce symptoms and improve qual-

ity of life through the replacement of maladaptive emotional, behavioral, 

and cognitive response chains with more adaptive responses. Underlying this 

goal is the notion that problem behaviors, cognitions, and emotions have 

been acquired at least in part through experience and learning and therefore 

are open to modification through new experience and learning.1 The target 

of CBT is to teach new ways of responding and to develop new learning 

experiences that together promote more adaptive patterns of behavioral, 

affective, and cognitive responding. Also, these changes are attempted within 

relatively brief periods of time; in other words, CBT aims to be not only 

problem focused but also time limited.

Another goal of CBT is for long-term positive effects that are self-

maintaining. Thus, learning experiences are repeated, and new ways of 

responding are practiced over a sufficient number of occasions and con-

texts that they become the major determinants and preferred methods of 

responding in the long term, independent of the therapy context. In this 

way, CBT aims to tool clients with their own repertoire of skills for dealing 

with problematic situations and thereby become less and less dependent 

on, and eventually autonomous from, the therapist.

1	Genetic endowments and temperament are viewed as additional contributing factors to problem 
behaviors, cognitions, and emotions.
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These two overarching goals are achieved within the framework of a 

set of guiding principles of behavioral theory and science and cognitive 

theory (and more recently, cognitive science) for conceptualizing present-

ing problems and formulating intervention strategies. These principles 

drive another goal, which is to use an individually based functional analy-

sis of the causal relations among cognitions, behaviors, emotions, and 

environmental and cultural contexts for tailoring intervention strategies 

specifically to the needs of a given problem. Thus, rather than assuming 

that one standard treatment fits all, CBT is based on careful observation 

and understanding of each individual’s presenting problem. Functional 

analysis refers to an analysis of not only the instrumental antecedents 

and consequences but also which stimuli are producing which conditional 

responses (CRs), which cognitions are contributing to behaviors and emo-

tions, and within which environmental and cultural contexts these occur. 

The therapist and client then make an informed choice about which meth-

ods for behavioral and cognitive change to use from a variety of differ-

ent intervention strategies. Another goal is to have a flexible approach to 

implementation, which is facilitated by ongoing evaluation and modifica-

tion of cognitive–behavioral intervention strategies as appropriate. Linked 

with this is the aim of engaging the client in the process of experimenta-

tion and ongoing evaluation of the effectiveness of the chosen interven-

tions. Evaluation not only permits revision to the intervention strategies 

where necessary but also provides an assessment of overall progress. Overall 

progress is measured by agreed-upon markers between the client and the 

therapist, and when the evidence indicates lack of progress, consideration 

is given to alternative treatment methods. Clearly, this entails therapist– 

client collaboration in formulating and implementing a treatment plan 

and a highly active orientation on the part of the client.

Key Concepts

This section is divided into key concepts of learning theory (classical and 

instrumental conditioning), social learning theory, and cognitive appraisal 

theory. The ways in which these theories overlap and accommodate each 

other are described as well.
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Learning Theory: Classical Conditioning

Classical (or respondent) conditioning depends on innately evocative stim-

uli (US) producing an unconditional, reflexive response (UR), such as 

when physical injury reflexively produces a pain grimace. When a neutral 

stimulus is paired with the US, the neutral stimulus becomes a conditional 

stimulus (CS) with powers to elicit a CR that resembles the original UR 

(Pavlov, 1927). For example, in the case of persons undergoing chemother-

apy (US) that causes them to vomit (UR), the nurse may become a CS by 

association with administration of the chemotherapy. Consequently, sight 

of the nurse may produce conditional nausea in the patient even before the 

chemotherapy is administered the next time. Furthermore, through a pro-

cess of generalization, the CR will emerge in reaction to stimuli similar to the 

original CS, where similarity includes perceptual, categorical, or symbolic/ 

semantic features. Following from the preceding example, generalization 

may result in conditional nausea in response to seeing the medical clinic 

or administrative staff, medical procedures in general, or even just refer-

ence to illness. In addition, Pavlov (1927) demonstrated that if the CS is 

presented enough times without the US, the CR lessens or extinguishes. 

Continuing the example, once the chemotherapy course has completed, 

repeated visits to the clinic for checkups would result in an eventual dimi-

nution of the conditional nausea response.

The principles of aversive classical conditioning are applied mostly to 

anxiety disorders. Early theorizing of fears and phobias relied on contiguous 

classical conditioning models, in which a neutral stimulus develops condi-

tional fear-provoking properties simply by virtue of close temporal pairing 

with an aversive stimulus. Examples include ridicule and rejection by a peer 

group leading to conditional fear (i.e., phobia) of social situations or bark-

ing by a ferocious dog leading to phobias of dogs. These early theories were 

criticized for being too simplistic (e.g., Rachman, 1978), especially as not 

everyone who undergoes an aversive experience develops a phobia. That is, 

not everyone who is ridiculed by a peer group develops social phobia, and 

not everyone who is barked at by a ferocious dog develops a phobia of dogs. 

Recent revisions to classical conditioning models of fear and anxiety (see 

Mineka & Zinbarg, 2006, for a review) correct the earlier pitfalls.
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Subsequent models continued to emphasize the role of aversive expe-

riences in the formation of conditional anxiety responses, but instead of 

being limited to direct experience with negative events, they extended to 

conditioning through vicarious observation of negative events or even 

informational transmission about negative events (see Mineka & Zinbarg, 

2006, for citations of supportive research). For example, observing as some-

one else is physically injured, or being terrified in a car accident, may be suf-

ficient for the development of a conditional fear of motor vehicles, as would 

being told about the dangers of driving and the high likelihood of fatal car 

accidents. Vicarious and informational transmission of conditioning rep-

resents the incorporation of cognitive processes into classical conditioning 

models. The newer conditioning models also recognize that a myriad of 

constitutional, contextual, and postevent factors moderate the likelihood 

of developing a conditional phobia after an aversive event.

Constitutional factors (or individual difference variables) include tem-

perament. For example, individuals who tend to be more nervous in gen-

eral are believed to be more likely to develop a conditional phobia after 

a negative experience than less “neurotic” individuals who undergo the 

same negative experience. That neuroticism is heritable may also explain 

the preliminary evidence for heritability of fear conditioning (Hettema, 

Annas, Neale, Kendler, & Fredrikson, 2003). Animal modeling suggests 

that early life adversity is another predisposing factor to fear condition-

ing. Low rates of estrogen in women, which have been related to impaired 

extinction (the reduction of conditional fear through repeated presenta-

tions of the conditional stimulus in the absence of an aversive outcome, 

described in the section Principles of Treatment), may be another con-

stitutional factor that contributes to more sustained conditional fear in 

women. Another constitutional factor is personal history of experience 

with the stimulus that is subsequently paired with an aversive event, as 

prior positive experience may buffer against the development of a con-

ditional phobia. For example, the effects of observing one parent react 

fearfully to heights may be buffered by having previously observed other 

family members react without fear to heights. Recognition of individual 

difference factors addresses the earlier criticism that not everyone who 
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undergoes an aversive experience develops a phobia; rather, certain indi-

viduals are prone to developing conditional phobic responses follow-

ing an aversive experience as a function of their temperament and life 

experience.

Contextual factors at the time of the aversive experience include inten-

sity and controllability: More intense and less controllable negative events 

are more likely to generate conditional fear than less intense and/or more 

controllable negative events. According to these premises, individuals 

trapped for a lengthy period of time inside an elevator stuck between floors 

would be more likely to develop a conditional fear of elevators than the 

person who can escape from a stuck elevator relatively quickly. Similarly, 

soldiers at the front line of combat would be more likely to develop condi-

tional fear than those further away. Another contextual factor pertains to 

principles of preparedness, or the innate propensity to rapidly acquire con-

ditional fear of stimuli that posed threat to our early ancestors (Seligman,  

1971). Examples of such stimuli are heights, closed-in spaces from which 

it is difficult to escape, reptiles, and signals of rejection from one’s group. 

Thus, as a species, humans are more likely to develop long-lasting con-

ditional fears following negative experiences in prepared situations (e.g., 

being laughed at by peers) compared with other, “nonprepared” situations 

(e.g., being shocked by an electric outlet). Preparedness is believed to 

account for the nonrandomness of phobias, or the fact that some objects 

or situations are much more likely to become feared than others.

Following conditioning, a variety of postevent processes may influence 

the persistence of conditional fear, including additional aversive experi-

ences, expectancies for aversive outcomes (Davey, 2006), and avoidant 

responding. For example, the child who is teased by a peer group, then 

ruminates about being teased, expects further teasing, and avoids the peer 

group is more likely to develop social anxiety than the child who under-

goes the same teasing but returns to the peer group the next day. In sum, 

contemporary models of classical conditioning recognize that the develop

ment of an excessive and chronic conditional fear is not explained by a spe-

cific aversive event in isolation but by an interaction among predisposing 

features, the aversive event, and reactions to the event.
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Attention has been more recently given to processes of generalization, 

with those at risk for anxiety being more vulnerable to generalization of 

fear following an aversive event to stimuli that resemble the original con-

ditional stimulus (perceptually, categorically, or symbolically) or to stimuli 

that occur in the same context as the aversive event but themselves do not 

predict aversive events (i.e., cues that are never directly paired with a US). 

These processes appear to contribute to the spread of fears that character-

ize anxiety disorders. As an example, a child prone to anxiety may develop 

fears not only of a bully on the playground but also other children on the 

playground as well. Weakened extinction is another characteristic of indi-

viduals with or at risk for anxiety disorders, and likely contributes to the 

persistence of phobias; following the prior example, the child fails to lessen 

his or her fear of the bully even after many encounters in which the prior 

bully is no longer threatening.

The classical conditioning model is also applicable to disorders related 

to substance use, in which the principles of appetitive conditioning apply, 

as well as aversive conditioning. Appetitive conditioning refers to condi-

tioning with a US that produces an innately positive response, whereas 

aversive conditioning refers to conditioning with a US that produces an 

innately negative response. In the case of substance use disorders, eupho-

ria serves as an innately positive UR to the drug. Over time, environmen-

tal stimuli present during the euphoric state become conditional. These 

environmental stimuli may be the locations in which the drugs are usually 

consumed or the people with whom drug taking normally occurs. Con-

sequently, the environmental stimuli elicit conditional urges or cravings 

to take more of the drug. Known as the conditioned appetitive motiva-

tional model of craving (Stewart, de Wit, & Eikelboom, 1984), this model 

explains the difficulties experienced when recovering drug users return to 

the environments in which they originally developed their drug depen-

dence. That is, just seeing a group of friends with whom drugs used to be 

taken may be enough to produce cravings for the drugs, even though the 

drugs themselves are not present.

Siegel (1978) proposed the conditional compensatory response 

model, a classical conditioning model of drug tolerance. In this model, 



COGNITIVE–BEHAVIORAL THERAPY

30

environmental stimuli associated with drug intake become associated with 

the drug’s effect on the body and elicit a CR that is opposite to the effect of 

the drug, driven by an automatic drive for body homeostasis. As this CR 

increases in magnitude with continued drug use, the drug’s effects decrease 

and tolerance increases. Finally, aversive classical conditioning has been 

evoked as an additional mechanism by which stimuli associated with the 

unpleasant periods of drug withdrawal elicit withdrawal-like symptoms. 

For example, if withdrawal is typically experienced upon waking from 

sleep, then waking may elicit conditioned withdrawal symptoms that in 

turn could drive continued drug use to minimize withdrawal effects.

Principles of Treatment

The treatment model that derives from classical conditioning states that 

behaviors and emotions can be changed by disrupting the associations that 

have formed between a cue (CS) and either an aversive or a pleasant out-

come (US). In learning theory, this is referred to as extinction. Condition-

ing involves pairings of the CS with the US; extinction involves repeated 

presentations of the CS without the US. The corresponding treatment is 

referred to as exposure therapy; in this therapy, the client repeatedly faces 

the object of fear (in the case of anxiety disorders) or the drug-related cue 

(in the case of substance use disorders) in the absence of an aversive or a 

pleasant outcome. As an example, individuals with social anxiety would be 

encouraged to repeatedly enter social situations without being ridiculed 

or rejected, or individuals with posttraumatic stress disorder would be 

encouraged to repeatedly enter places where they were previously trauma-

tized without being retraumatized. As another example, individuals who 

drink alcohol excessively would be exposed to substance cues (e.g., sight 

or smell of alcohol) and prevented from consuming the alcohol so that 

the CS is repeatedly presented in the absence of reinforcement that comes 

from the consumption of the drug. This is called cue exposure.

Several mechanisms are believed to underlie extinction and thereby 

exposure therapy. One such mechanism is habituation (or decreased 

response strength simply as a function of repeated exposure). Another 

mechanism, inhibitory learning, is considered to be even more central to 
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extinction (Myers & Davis, 2007). Inhibitory learning means that the origi-

nal association between a CS and aversive event is not erased throughout 

extinction, but, instead, a new inhibitory association (or expectancy) is 

developed. For example, as a result of exposure therapy for fear of dogs, an 

original excitatory association between a dog and ferocious barking would 

be complemented by a new inhibitory association between a dog and the 

absence of ferocious barking. Consequently, as a result of exposure therapy, 

two sets of associations exist in memory. Once exposure therapy is over, the 

level of fear that is expressed when a dog is encountered in daily life will 

depend on which set of associations is evoked. Interestingly, basic research 

by Bouton and colleagues (as reviewed in Bouton, Woods, Moody, Sunsay, 

& García-Gutiérrez, 2006) indicates that context is important in determin-

ing which set of associations is evoked. If the previously feared stimulus is 

encountered in a context that is similar to the extinction/exposure therapy 

context, then the inhibitory association will be more likely to be activated, 

resulting in minimal fear. However, if the previously feared stimulus is 

encountered in a context distinctly different from the extinction/exposure 

therapy context, then the original excitatory association is more likely to 

be activated, resulting in more fear. Following the example of dog phobia, 

assume that the exposure treatment was conducted in a dog training cen-

ter. Then, once treatment is over, a dog is encountered on a neighborhood 

sidewalk, a context that is distinctly different from the dog training center. 

On the sidewalk, the original excitatory fear association is more likely to be 

activated than the new inhibitory association that was developed through-

out exposure treatment, resulting in the expression of fear.

Thus, a change in context is presumed to at least partially account for 

the return of fear that sometimes occurs following exposure therapy for 

anxiety disorders (Craske et al., 2008, 2014) and relapse following treat-

ment for substance use disorders (e.g., Collins & Brandon, 2002). In addi-

tion to context, other factors can also reactivate the original excitatory 

association. One such factor is being exposed to a new negative experi-

ence. Thus, persons who are successfully treated for their fear of dogs may 

have their fear return if they subsequently experience a painful event, such 

as falling and injuring themselves on a hiking trail, and then encounter a 
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dog on a hiking trail (in learning theory, this is called reinstatement) or if 

they are barked at by another ferocious dog (termed reacquisition).

Innovative strategies are now being tested for enhancing new inhibi-

tory associations throughout exposure therapy (see Craske et al., 2008, 

2014, for reviews). In addition, attention is being given to ways of enhanc-

ing the retrievability of new inhibitory associations once exposure therapy 

is completed, and thereby decreasing relapse, such as conducting expo-

sure therapy in multiple contexts. Another is to provide retrieval cues that 

remind clients, when they are outside of the therapy context, of the new 

learning that took place in the therapy context or at least recommend to 

clients that they actively try to remember what they learned when in the 

therapy context (see Craske et al., 2014).

Another key concept associated with extinction of CRs is safety signals, 

or conditional inhibitors that predict the absence of the aversive stimulus. 

When the conditional inhibitor is present, the CS is not paired with the US; 

when the conditional inhibitor is not present, the CS is paired with the US. 

In the experimental literature, safety signals alleviate distress to the CS in the 

short term, but when no longer present, fear to the CS returns (Lovibond,  

Davis, & O’Flaherty, 2000). Common safety signals for anxiety disorder 

clients are the presence of another person, therapists, medications, food, 

or drink. Thus, clients with panic disorder and agoraphobia may feel rela-

tively comfortable walking around a shopping mall with a bottle of medi-

cations in their pocket (even if the medications are never taken) but report 

being anxious in the shopping mall when without the bottle of medication. 

Despite the relief they provide in the short-term, conditional inhibitors 

have been shown to interfere with extinction learning in human experi-

mental studies (e.g., Lovibond et al., 2000).

Several studies have evaluated safety signals in phobic samples (see 

Craske et al., 2014, for a review). For example, claustrophobic partici-

pants who are encouraged to use safety signals during exposure to being 

inside a small booth report more fear at later testing to the claustrophobic 

booth without the safety signals than those who complete exposure with-

out safety signals. (The safety signals were to open a window on the side of 

the booth and to check that the booth door unlocked.) Just the perception 

of safety (i.e., knowing that the safety signals were available even though 
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they were not used) has the same detrimental effects on outcome as the 

actual use of safety signals. Occasional failures to replicate these detrimen-

tal effects may be due to methodological reasons (see Craske et al., 2014). 

Thus, exposure therapy typically proceeds by having clients repeatedly 

face their feared objects or situations while being weaned from typical 

safety signals.

Role of Cognitive Variables in Classical Conditioning

In its earliest form, classical conditioning was construed as largely mecha-

nistic and reflexive, with little room for the role of cognition. However, 

the model has evolved over time to incorporate cognitive factors. The 

“cognitive revolution” can be attributed to researchers such as Tolman 

(1948), who challenged purely mechanistic models, and Rescorla (1968), 

who established that conditioning involves the acquisition of informa-

tion, so that CRs are elicited when the CS predicts that the US is likely to 

occur and are inhibited when it predicts that the US is less likely to occur. 

Contemporary models generally dictate that the CS activates a memory 

representation of the US and an expectation of its occurrence (see Kirsch, 

Lynn, Vigorito, & Miller, 2004, for a review). An expectancy is a future-

oriented belief.

Expectancies may be implicit (automatic) or explicit (conscious), and 

debate continues as to the necessity of explicit expectancies in condition-

ing (Kirsch et al., 2004). The more mechanistic view dictates that although 

explicit expectancies may be produced by conditioning trials, they are not 

necessary for conditioning. In support, conditioning can occur to a CS that 

is not consciously perceived, and when the relationship between a CS and 

US is unknown, at least with prepared CSs (see Öhman & Mineka, 2001). 

The alternative point of view dictates that explicit expectancies mediate 

the effects of conditioning and cause the CR. In support, simply inform-

ing participants about a relationship between a CS and US can produce a 

CR (previously referred to as informational transmission), just as instruc-

tion alone can produce extinction of a CR. In addition, strength of the CR 

varies as a function of information about the intensity of the US (Kirsch 

et al., 2004). Hence, CRs be influenced by both mechanistic/automatic and 

higher order cognitive processes (e.g., Öhman & Mineka, 2001).
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Recognition of the role of cognitive factors in classical conditioning 

provided a pathway through which cognitive theories could be intertwined 

with learning theories. For example, an abundance of evidence points to 

biases in the expectancies of individuals with anxiety disorders, including 

overattention to negative stimuli, overestimation of the likelihood of nega-

tive events, and catastrophizing the meaning of negative events (see Davey, 

2006). Hence, the anxious person may hold particularly high expectancies 

for an intensely aversive experience, which in turn contributes to the acqui-

sition of conditional responding or interferes with its extinction (Davey,  

2006). In other words, maladaptive assumptions and beliefs may con-

tribute to the perceived intensity of the US or the perceived likelihood of 

its reoccurrence, which in turn mediates stronger conditioning. Further-

more, correction of these expectancy biases, as would be achieved through 

cognitive therapy, can be easily incorporated into exposure therapy as a 

means of enhancing extinction of CRs. That is, cognitive skills for learning 

to decrease the estimated likelihood of negative events or the perceived 

intensity of the negative event should enhance extinction of CRs during 

exposure therapy. Davey (2006) referred to these as cognitive revaluation 

strategies, or strategies for changing the outcome expectancy of an aversive 

event and for devaluing its aversiveness.

In the case of substance use disorders, research similarly indicates that 

expectancy biases may enhance appetitive conditioning. For example, an 

inflated expectancy for drugs to have positive effects, such as improving 

mood state, has been shown to be related to the development of substance-

related problems (e.g., G. T. Smith, Goldman, Greenbaum, & Christiansen, 

1995). These positive expectancies may enhance appetitive conditioning 

and again be an appropriate target during cue exposure.

Learning Theory: Instrumental Conditioning

Whereas classical conditioning principles are based on the association 

between a neutral stimulus and an innately evocative stimulus, instrumen-

tal conditioning principles are based on the consequences of a response 

and their effect on the future occurrence of that response. The basic law 

of learning that was originally formulated by Thorndike (1932) stated 
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that responses followed by a “satisfier” strengthen the association between 

the response and the situation in which it occurred. Thus, the response 

would be more likely to occur in that situation in the future. As an example, 

if a child’s oppositional behavior is followed by parental attention, then 

the oppositional behavior will be more likely to occur in the presence of  

the parent in the future. If a response is followed by an “annoyer,” then the 

association is weakened, so that the response would be less likely to occur in 

that situation in the future. As an example, if a child’s oppositional behav-

ior is ignored, it will be less likely to occur in the future. Skinner (1938) 

developed and refined Thorndike’s theory; he rejected Thorndike’s notion 

of “satisfaction” and introduced his operant theory of behavior, in which 

the term operants describes classes of behavior that operate on the environ-

ment to produce certain consequences.

The consequences of behavioral responses are categorized according to 

their effects: Reinforcers cause a behavior to occur with greater frequency, 

and punishers cause a behavior to occur with less frequency. Reinforcers 

and punishers are either positive, meaning they are delivered followed a 

response, or negative, meaning they are withdrawn following a response. 

Thus, an event presented immediately following a behavior that causes the 

behavior to increase in frequency is called a positive reinforcer. For example, 

sensory stimulation effects are believed to be a positive reinforcer for many 

repetitive habits, such as hair pulling; in other words, hair pulling is more 

likely to happen in the future because it is followed by sensory stimula-

tion. An event that increases a behavior by virtue of its withdrawal is called 

a negative reinforcer. For example, reduction of distress maybe a negative 

reinforcer of compulsive behaviors in persons with obsessive compul-

sive disorder; in other words, they are more likely to engage in compulsive 

behaviors in the future because the compulsive behavior is followed by 

feeling less distressed.

Any event presented immediately following the behavior that causes 

the behavior to decrease in frequency is called a positive punisher. These 

include physical punishers, such as unpleasant odors, which have been 

used as punishers of inappropriate sexual urges, and verbal punishers, such 

as a stern “no” from a parent in response to a child’s oppositional behavior. 

Negative punishment occurs when a behavior is followed by the removal 
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of something positive, so that the behavior is less likely to occur again. An 

example is the removal from a situation in which one would otherwise be 

able to earn reinforcers, as is the case when children are assigned to time out 

for oppositional behavior. Another example of a negative punisher is the 

deduction from a person’s collection of reinforcers, also termed response 

cost, as is sometimes used in behavioral diet and exercise programs; for 

example, if more than a maximum number of calories is consumed, or if 

less than a minimum amount of exercise is completed, the client agrees to 

give her own money to a nonpreferred charity. Extinction is the lack of any 

consequence following a behavior; inconsequential behavior, without any 

favorable or unfavorable consequences, will lessen in frequency.

The effectiveness of reinforcers and punishers is influenced by factors 

such as satiation, or the degree to which the individual’s appetite for the 

consequence has been already satisfied. For example, food is sometimes 

used as a reinforcer for shaping verbal skills in children with autism; the 

effectiveness of the food reinforcer will be enhanced if the training is con-

ducted when the child is hungry. Another factor is immediacy, with more 

immediate consequences having greater impact than more distal conse-

quences. Thus, a parent’s verbal reprimand of a child’s misbehavior will 

be more effective as a positive punisher if delivered immediately after the 

misbehavior, compared with at the end of the day. Contingency is another 

factor, meaning that the reliability with which the consequence follows 

the behavior increases its impact. For example, token reinforcers (or sec-

ondary reinforcers, which can be later exchanged for a primary reinforcer, 

such as food) that are delivered only some of the intervals of time in which 

drug abusers successfully abstain from drug use will be less effective than 

if they were delivered every interval of time in which abstention occurred. 

Finally, size of the consequence is important, with larger consequences 

having greater impact than smaller ones.

A good example of the application of operant principles to the under- 

standing of psychopathology is in the area of depression. Specifically, 

Lewinsohn (1974) and colleagues attributed depressed mood to a low rate 

of response contingent positive reinforcement. Insufficient reinforcement 

in major life domains is presumed to lead to dysphoria and a reduction 

in behavior (i.e., motor retardation). Three main sources of low rates 
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of positive reinforcement were recognized. First, the environment may 

produce a loss of reinforcement or be inadequate in providing sufficient 

reinforcement. For example, loss of a job would produce a loss of rein-

forcement, and chronic lack of employment would represent continuing 

lack of reinforcement. Second, the individual may lack the skills needed 

to obtain reinforcement that is potentially available. This would be the 

case for the person who lacks social skills and therefore misses out on the 

positive reinforcement from social relationships. Third, reinforcers may 

be available, but the individual is unable to enjoy or receive satisfaction 

from them, as would occur for an individual who is highly anxious in 

social situations to the point that the anxiety interferes with the natural 

positive reinforcement from social relationships. In terms of depression, 

it is further recognized that the negative mood may elicit positive rein-

forcement from others in the form of concern, resulting in the individ-

ual’s receiving reinforcement for behaving in a depressed manner. Such 

reinforcement may contribute to the maintenance of depressed behavior. 

However, over longer periods of time, the initial concern that is expressed 

by others often shifts to aversion (because continued depressed behavior 

eventually becomes unpleasant), resulting in eventual alienation and the 

withdrawal of positive reinforcement from others. Hence, an individual 

who is depressed lacks positive reinforcement for nondepressed behav-

iors, is initially reinforced for depressed behaviors, and then eventually 

loses reinforcement for any kind of behavior.

Another application of operant principles is in disorders related to 

substance use. Drug use is believed to be maintained by the positively 

reinforcing effects of the physiological effects of the drugs, as well as social 

reinforcement, such as peer approval, that is given to a drug-abusing life-

style. In addition, the escape that drugs provide from life stressors, nega-

tive mood states, or even the withdrawal effects from the drugs themselves 

negatively reinforce drug-taking behavior.

Principles of Treatment

In approaches to treatment that rely upon operant methods, a functional 

analysis is conducted to evaluate the factors that may be contributing to 

excesses of maladaptive behavior and/or deficits of adaptive behaviors, 
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and interventions are designed to alter the antecedents to behaviors, and 

to use reinforcers to enhance adaptive behaviors and punishers or extinc-

tion to decrease maladaptive behaviors. More specifically, the functional 

analysis establishes the causal relations between antecedents to a behavior, 

the behavior, and the consequences of a behavior. For example, as described 

by Farmer and Chapman (2008), bulimia might involve antecedent events 

of conflict with significant others and proximity to a food market that pre-

cede the behavior of overeating. This behavior is positively reinforced by the 

immediate gratification of eating. The subsequent discomfort from over

eating then becomes an antecedent to the next behavior of purging, which in 

turn is followed by negative reinforcement of reduction in discomfort. The 

positive reinforcement of immediate gratification of eating and the nega-

tive reinforcement of reduction of discomfort through purging increase the 

likelihood of the bingeing and purging cycle in the future. Understanding 

the “behavioral contingencies” of any given problem behavior is essential to 

effective treatment planning.

A behavior is said to be under stimulus control when it occurs in the 

presence of a particular stimulus and not in its absence. Following the pre-

vious example, the bulimic behavior may occur only in relation to conflict  

with a significant other. In this case, conflict with others becomes a dis-

criminative stimulus for the behavior of overeating. Often the discrimi-

native stimuli are moderated by other ongoing contextual variables, such 

as time of day and mood state, so that the relationships become relatively 

complex. In the aggregate, the discriminative stimuli and associated con-

ditions function to signal the likelihood of reinforcing or punishing conse-

quences of the behavior. Another type of antecedent is termed establishing 

operations, or events or biological conditions that alter the reinforcing or 

punishing consequences. Continuing with the example of bulimia, hav-

ing recently dieted may serve as an establishing operation that magnifies 

the likelihood of immediate gratification from overeating (i.e., the prin-

ciple of satiation) in the presence of the cue of conflict with others. The 

role of discriminative stimuli and establishing operations is included in 

the behavioral contingency formulation, which is then used to develop a 

treatment plan.
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Behavioral contingency management involves changing the anteced-

ents of the target behavior, such as removing or avoiding the antecedents 

that typically elicit problem behaviors. This strategy is typically included 

in treatments for disorders related to substance use in which abusers are 

asked to avoid drug-associated people, places, and stimuli. Also, it may be 

used when self-injurious behaviors are under the control of certain ante-

cedent stimuli. When the antecedent stimulus cannot be avoided com-

pletely, another strategy is to modify it. For example, recovered alcohol 

abusers may not be able to fully avoid peers with whom alcohol was previ-

ously consumed; in this case, the peers (the antecedents) may be asked to 

refrain from encouraging the recovered person from drinking. Another 

strategy involving antecedents is to use stimulus cues to encourage adap-

tive behaviors, such as “coping cards” to remind clients to engage in par-

ticular behaviors. In discrimination training, reinforcers for behaviors are 

given in certain situations but not in other situations, so that individuals 

learn in which situations particular behaviors are appropriate (if rein-

forced) or not (if not reinforced). As an example, in the context of anxi-

ety disorders, approach behavior toward nondangerous situations (e.g., 

walking alone during the day in a safe park) would be reinforced whereas  

approach to truly dangerous situations (e.g., walking alone at night in a 

violent crime district) would not. Discrimination training can be applied 

to emotional states as well, such as learning to accurately discriminate 

between tension and relaxation, or anger and anxiety. Another strategy is 

to arrange establishing operations that change the value of reinforcers, as 

occurs when methadone decreases the reinforcement value of heroin use 

(by blocking the high from heroin) or when regulation of eating to four 

to six times a day decreases the reinforcement value of binging. Similarly, 

satiation therapy involves overdelivery of reinforcers that in turn is pre-

sumed to decrease their value. For example, smoking cessation programs 

sometimes include a period of oversmoking to decrease the reinforcement 

value of the nicotine.

Another set of principles for behavioral contingency management 

involves altering the consequences of behavior. Consequences are applied 

to either increase the likelihood of a desired behavior occurring again in 
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the future (reinforcers) or decrease the likelihood of undesirable behaviors  

in the future (punishers), keeping in mind the factors already described 

as being influential, such as immediacy, size, and contingency of the 

consequence. An example of applying a positive reinforcer would be to 

praise a child who bravely approaches an anxiety-provoking situation. 

Interventions designed to decrease a target behavior may include extinc-

tion, or removing reinforcers that previously maintained the behavior. 

An example would be removal of parental attention from a child’s display 

of oppositional behavior. Alternatively, punishers may be administered, 

such as negative punishers in the form of response cost (e.g., time out for 

oppositional behavior in children) or positive punishers as in covert sen-

sitization procedures (Cautela, 1967). In the latter, an undesired behavior 

is paired in imagination with aversive states, such as pairing alcohol con-

sumption with nausea and vomiting. Covert sensitization also includes 

negative reinforcement in the form of relief from the aversive state as the 

undesired behavior is replaced by a desired behavior.

For contingency management to work, reinforcers for adaptive behav-

iors must exceed the reinforcers for maladaptive behaviors. Thus, if rein-

forcement for consuming alcohol is more potent and immediate than it is 

for engaging in behaviors that do not involve alcohol, such as exercising or 

other forms of social recreation, then the individual will devote more time 

and energy to consuming alcohol. Obviously, the challenge for treatment 

is to make the reinforcements for adaptive behavior more influential than 

the reinforcements for maladaptive behavior.

As outlined by Farmer and Chapman (2008), “the primary assump-

tion underlying contingency management interventions is that the target 

behavior in question is under the influence of direct-acting environmental 

antecedents or consequences” (p. 108). Contingency management proce-

dures are not as effective for rule-governed behavior or for behavior that 

is not controlled by the environmental antecedents or consequences but 

instead is controlled by rules. Farmer and Chapman gave the example of 

a person with anorexia who restricts intake of food based on a rule that 

“by not eating, I will lose weight and be more attractive to others.” This 

rule implies that thinness is associated with a variety of social reinforcers. 
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However, the rule may be at odds with actual social reinforcement pat-

terns because others may not respond to thinness as being more attractive. 

Hence, the behavior of food restriction becomes more of a rule-governed 

behavior. In this case, behavioral contingency interventions are not useful, 

and direct challenges to rule governing would be more appropriate.

Another assumption of behavioral contingency programs is that the 

individual has the target behavior in his/her repertoire. If, for example, 

the target behavior is to refuse peer pressure to use drugs, and the indi-

vidual lacks skills of assertive communication, then reliance on changes to 

the reinforcers and punishers of the desired behavior will have little effect. 

Instead, other principles would be used to develop new behaviors of asser-

tiveness, such as response shaping and building skills. Response shaping 

is designed to develop behavioral skills through successive approximation 

to an end goal, with reinforcement for each approximation along the way. 

For example, in biofeedback treatment for headaches, individuals learn 

to lower their muscle tension. Each time their muscle tension is success-

fully lowered by a specified degree, an audio or visual signal is displayed, 

which reinforces the successful reduction in muscle tension. Over time, 

the amount by which the muscle tension has to reduce to be reinforced 

progressively increases (i.e., successive approximation). Another example 

of shaping is the training of communication skills in the context of severe 

developmental disorders; positive reinforcers are provided first for any 

vocalization, followed by reinforcement for vocalization of a word, then a 

chain of words, and so on, until reinforcement applies to a full sentence. 

In other words, shaping involves breaking down a behavior into its com-

ponents. Reinforcement is given as the client performs the initial behav-

ior, and once that behavior is established, then reinforcement is withheld 

until the client performs the next behavior in the sequence.

When a certain behavior can be performed in one situation but not in 

another, then skills training is less relevant, and instead attention may be 

given to response generalization. An example might be the ability to say 

no to unreasonable requests from family members but not from friends. 

In this case, instruction and role playing may be used to help clients perform 

the behavior in different contexts.
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Role of Cognitive Variables in Instrumental Conditioning

In instrumental theorizing, thinking can be viewed as a form of behavior 

and, as such, can serve several functions. Thoughts may serve as a discrimi-

native stimulus for behaviors, such as when thoughts about the dangers of 

driving lead to avoidance of driving. Thoughts may serve as establishing 

operations that alter the perceived consequences of behavior, such as when 

the thought “If I drink alcohol, I will feel better” leads to increased drinking. 

Thoughts may also function as reinforcing or punishing consequences, such 

as positive thoughts about one’s success or negative thoughts about one’s 

failure in a given situation. Or thoughts may function as rules that govern 

behavior. In all of these cases, thoughts are viewed in terms of their func-

tion and not their content.

Furthermore, as with classical conditioning, early mechanistic models 

of operant theorizing have been replaced by expectancy models, in which 

conditioning is presumed to result in the formation of representations of 

the relationship between a response and an outcome. That is, instrumental 

(operant) learning situations produce expectancies that certain behaviors 

will produce particular outcomes (see Kirsch et al., 2004, for a review). As 

with classical conditioning, some evidence indicates that explicit expectan-

cies may even mediate operant conditioning. For example, simply inform-

ing participants about response–reinforcement contingencies can produce 

instrumental learning, just as can information that the contingency is no 

longer present produce extinction. In addition, devaluing the value of the  

reinforcer reduces the operant responding because motivation for the 

outcome has presumably declined. On the other hand, on some occasions 

instrumental conditioning proceeds without explicit cognitive mediation. 

For example, in some instances devaluation of the reinforcer has no effect 

(see Kirsch et al., 2004). Hence, both mechanistic and explicit cognitive 

processes may underlie instrumental conditioning. Nonetheless, recog-

nition of the role of expectancies in instrumental conditioning allows an 

integration between instrumental learning theory and cognitive theory.  

The expectancy for positive reinforcement and the perceived value of such 

reinforcement—and similarly the expectancy for punishment and its per-

ceived value—likely represent individual difference variables that contribute 
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to the potency of reinforcement and punishment. For example, depressed 

mood and lowered motivation to respond in general may be due in part 

to lowered expectancy of reinforcement. Similarly, a tendency to devalue 

received reinforcement (e.g., disregarding a compliment as “fake”) may con-

tribute to the behavioral deficits of depression. Conversely, antisocial behav-

ior may be due in part to lowered expectancy of punishment or lowered 

value of received punishment (e.g., disregard for the threat of pain from a 

physical confrontation). Consequently, cognitive methods could be incor-

porated into instrumental behavioral procedures to enhance the value of the 

consequences being used to modify behavior. For example, cognitive therapy 

that enhances the expectancy or value of positive reinforcement could be 

combined with behavioral exercises designed to increase positive reinforce-

ment, whether it be exercise, social interaction, or work performance.

Social Learning Theory: Self-Efficacy Theory

Social learning theory was first proposed by Rotter (1954) but made more 

popular by Bandura (1969), whose research on observational learning— 

learning behaviors through the observation of others’ modeling such 

behaviors—pointed to the role of cognitive variables as powerful influences 

of behavior. Bandura proposed that motivation, a primary determinant of 

the activation and persistence of behavior, is influenced by cognitive pro-

cesses of representing future consequences in thought, goal setting, and self-

evaluation. As such, Bandura’s work contributed to the paradigmatic shift 

from purely mechanistic models of learning to more cognitive models of 

learning, in line with Tolman (1948) and Rescorla (1968).

A specific cognitive mediator identified by Bandura (1977) is self-

efficacy, or “the conviction that one can successfully execute the behavior 

required to produce an outcome” (p. 193). Self-efficacy is distinct from the 

more general term self-confidence because self-efficacy is a situationally 

specific belief in being able to carry out a specific act, such as the abil-

ity to approach a feared object under specified conditions. Self-efficacy 

also is theoretically distinct from outcome expectancies, which refer to the 

perceived likelihood and valence of events. Outcome expectancies are the 
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types of expectancies presumed to operate within classical and instru-

mental conditioning. Thus, Bandura’s concept of self-efficacy was a new 

addition to expectancy-learning theory.

In Bandura’s (1977) reciprocal determinism model, self-efficacy expec-

tations influence choice of behaviors and determine the degree of effort 

expended and persistence in the face of obstacles or aversive experiences. 

In other words, self-efficacy is believed to influence coping in difficult situ-

ations. Self-efficacy also is purported to contribute to thoughts and emo-

tional reactions. For example, poor self-efficacy is presumed to contribute 

to excessive dwelling on personal deficiencies that in turn creates stress and 

impairs performance by reducing concentration on the task at hand.

Skills and incentives are additional essential determinants of action 

that reciprocally influence self-efficacy. Positive incentives, for example,  

foster performance accomplishments that raise self-efficacy, as do knowl-

edge and skills. Also, verbal persuasion, vicarious experience, and physi-

ological arousal are assumed to influence self-efficacy. However, the 

strongest influence on self-efficacy was posited to derive from perfor-

mance accomplishment, because it provides the most evidence for per-

sonal achievement and skills. Even so, within a reciprocal determinism 

model, cognitive factors can mitigate the effects of performance success, 

such as when success is attributed to external factors versus oneself.

Bandura (1977) proposed that all therapeutic gains are attributable to 

raising and strengthening percepts of self-efficacy, regardless of the specific 

treatment method used. However, because performance accomplishment 

per se was considered to be the most powerful source for raising self-efficacy, 

his model of therapeutic change has been applied mostly to behavioral 

treatments (e.g., Bandura, 1988), rather than cognitive therapy. In fact, self-

efficacy theory guided a specific approach to exposure therapy for anxiety 

disorders called mastery exposure therapy (S. L. Williams & Zane, 1989).

Cognitive Appraisal Theory

The primary assumption of cognitive therapy is that distorted and dys-

functional thinking is the primary determinant of mood and behavior. 
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Thus, the impact of environmental events is presumed to be mediated 

by the interpretations given to them. Conceptualization of the “environ-

ment” varies. Constructivists, for example, view a cognitively constructed 

environment as being more influential on emotion and behavior than the 

physical environment. Others give the physical environment equal footing 

with appraisals of the self or environment. However, all cognitive theorists 

assume that distorted thinking is common to all psychological disorders. 

Each disorder or each individual is characterized by a set of specific distor-

tions and underlying core beliefs. Thus, a content approach to cognition  

is taken to emphasize the stated beliefs and appraisals. Two main cognitive 

theories are reviewed in the following section: rational emotive–behavior 

therapy (e.g., Ellis, 1962) and cognitive therapy (e.g., Beck, 1976).

Ellis and Rational–Emotive Behavior Therapy

Ellis, like Beck, was originally trained in psychoanalysis but became dis-

satisfied with the inefficiency of that approach. His own approach was 

based on the ancient Stoic philosophy of Epictetus (and the like), who 

stated that facts do not upset people, but rather people upset themselves 

with the view that they take of those facts. Ellis (1962) believed that emo-

tional reactions are mediated by “internal sentences,” or thoughts, and 

that maladaptive responses reflect the internal sentences becoming indis-

criminate and resulting in situations being labeled irrationally. Thus, even  

though an emotional reaction may be appropriate to the label that is 

attached to a situation, the label itself may be inaccurate. For example, 

a situation may be labeled as dangerous, in which case a fear response is 

appropriate, and yet the situation is not truly dangerous and therefore the 

label is inappropriate. Ellis (1962) suggested that such labeling of situa-

tions derives from a set of ideas that are irrational, meaning that they are 

not likely to be supported or confirmed by the environment, and that they 

lead to inappropriate negative emotions in the face of difficulty. Irrational 

ideas in turn are presumed to derive from various socialization experi-

ences. Rational beliefs, or beliefs that promote survival and happiness and 

are likely to find empirical support in the environment, lead to appropri-

ate emotional and behavioral responses to losses and difficulties.
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Ellis (1957) proposed an ABC model of psychological functioning 

and disturbance, in which A represents undesirable activating events 

being experienced; B represents the rational and irrational beliefs about 

the event; and C represents consequences, either the appropriate emo-

tional and behavioral consequences created by rational beliefs or the inap-

propriate and dysfunctional consequences created by irrational beliefs. 

This model is shown in Figure 3.1.

Thus, activating events (A) do not directly cause emotional and 

behavioral consequences (C); instead, beliefs (B) about those events are 

the most critical causes of the consequences. In his own words, Ellis (2003) 

characterized irrational beliefs as being rigid and extreme, inconsistent 

with social reality, illogical or nonsensical, demanding and “musturba-

tory” (i.e., must statements), “awfulizing and terribilizing” (i.e., catas

trophizing), and depreciative of human worth. They represent implicit 

assumptions that determine how individuals judge themselves and others, 

and they become automatic and seemingly involuntary as a result of over-

learning through repeated use. The most common 12 irrational beliefs are 

shown in Exhibit 3.1.

Figure 3.1

Ellis’s (1957) ABC model.

B = Belief system, or 
what we tell ourselves 
when A occurs

A = Activating event or 
stimulus: The trigger for an  
emotional or behavioral 
response

C = Consequences, cognitive or
behavioral responses
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Exhibit 3.1

Ellis’s Irrational Beliefs

  1. � The idea that it is a dire necessity for adults to be loved by sig-

nificant others for almost everything they do—instead of con-

centrating on their own self-respect, on winning approval for 

practical purposes, and on loving rather than on being loved.

  2. � The idea that certain acts are awful or wicked and that people 

who perform such acts should be severely damned—instead 

of the idea that certain acts are self-defeating or antisocial and 

that people who perform such acts are behaving stupidly, igno-

rantly, or neurotically and would be better helped to change. 

People’s poor behavior does not make them rotten individuals.

  3. � The idea that it is horrible when things are not the way we 

like them to be—instead of the idea that it is too bad, that we 

would better try to change or control bad conditions so that they 

become more satisfactory, and if that is not possible, we had 

better temporarily accept and gracefully lump their existence.

  4. � The idea that human misery is invariably externally caused 

and is forced on us by outside people and events—instead of 

the idea that neurosis is largely caused by the view that we take 

of unfortunate conditions.

  5. � The idea that if something is or may be dangerous or fearsome, 

we should be terribly upset and endlessly obsess about it—instead 

of the idea that one would better frankly face it and render it non-

dangerous and, when that is not possible, accept the inevitable.

  6. � The idea that it is easier to avoid than to face life difficulties 

and self-responsibilities—instead of the idea that the so-called 

easy way is usually much harder in the long run.

  7. � The idea that we absolutely need something other or stronger or 

greater than ourselves on which to rely—instead of the idea that it 

is better to take the risks of thinking and acting less dependently.

(continued)
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Exhibit 3.1

Ellis’s Irrational Beliefs (Continued)

  8. � The idea that we should be thoroughly competent, intelligent, 

and achieving in all possible respects—instead of the idea 

that we would better do rather than always need to do well 

and accept ourselves as imperfect creatures, who have general 

human limitations and specific fallibilities.

  9. � The idea that because something once strongly affected our 

lives, it should indefinitely affect it—instead of the idea that 

we can learn from our past experiences but not be overly 

attached to or prejudiced by them.

10. � The idea that we must have certain and perfect control over 

things—instead of the idea that the world is full of probability 

and chance and that we can still enjoy life despite this.

11. � The idea that human happiness can be achieved by inertia and 

inaction—instead of the idea that we tend to be happiest when 

we are vitally absorbed in creative pursuits or when we are 

devoting ourselves to people or projects outside ourselves.

12. � The idea that we have virtually no control over our emotions and 

that we cannot help feeling disturbed about things—instead of 

the idea that we have real control over our destructive emotions 

if we choose to work at changing the musturbatory hypotheses 

we often use to create them.

Beck and Cognitive Therapy

Beck (1976) similarly posited that much of emotional distress is due 

to problematic and inflexible ways of thinking. Consequently, even if 

individuals elicited positive reinforcement from their environment, cog-

nitive biases would prevent them from benefiting emotionally from the 

reinforcement.2 Also, negative beliefs are hypothesized to interfere with 

2	Noteworthy is the overlap between cognitive theory and expectancy-based models of instrumental 
learning.
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behaviors that would otherwise elicit positive reinforcement or produce 

behaviors that lead to negative consequences. This is most evident in 

depression, where, for example, negative thoughts about the self may lead 

to negative self-talk in interactions with others. Such negative self-talk 

may be experienced as aversive by others, who therefore avoid the speaker 

in the future. The resultant social isolation then contributes to further 

depression, but it is important to note, the isolation is generated in the 

first place by negative thinking. Negative beliefs are hypothesized to derive 

from genetic predispositions, modeling of cognitive style by primary care 

givers, and adverse life events.

Also, negative thoughts are believed to remain dormant until acti-

vated by negative mood states or stressful life events, particularly those 

that match the content of the negative beliefs. Beck’s approach has evolved 

considerably over time. Indeed, one of the criticisms has been its chang-

ing nature, in that terms are replaced by new terms or the same terms are 

used to reflect different concepts. In its more recent forms, the approach 

uses a computer-based model of information processing. As Beck (2005) 

himself noted,

Simply stated, the cognitive model of psychopathology stipulates that  

the processing of external events or internal stimuli is biased and there-

fore systematically distorts the individual’s construction of his or her 

experiences, leading to a variety of cognitive errors (e.g., overgen-

eralization, selective abstraction, and personalization). Underlying 

these distorted interpretations are dysfunctional beliefs incorporated 

into relatively enduring cognitive structures or schemas. When these 

schemas are activated by external events, drugs, or endocrine factors, 

they tend to bias the information processing and produce the typical 

cognitive content of a specific disorder. (p. 953)

D. A. Clark, Beck, and Alford (1999) outlined 11 basic assumptions of 

Beck’s cognitive information processing model:

  1.	 The capacity to form cognitive representations of the self and the 

environment is central to human adaptation and survival. Other 

terms used interchangeably with cognitive representations are meaning  
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structures and schemas (the latter term is used herein). A schema 

is conceptualized as an internal model of the self and the world 

that is used to perceive, code, and recall information. Schemas are 

adaptive to the degree that they facilitate the processing of the exten-

sive amount of information we encounter in daily life. However, as 

social and cognitive psychologists have noted for some time, the 

need for efficiency results in natural biases toward encoding and 

retrieving information that is consistent with a schema at the cost 

of information that is inconsistent. Such biases are believed to con-

tribute to the persistence of schemas over time.

  2.	 Human information processing is presumed to occur at different 

levels of consciousness extending from the preconscious, uninten-

tional automatic level to the highly effortful, elaborative conscious 

level. In cognitive therapy, conscious appraisals are viewed as a 

valid data point.

  3.	 A basic function of information processing is the personal con-

struction of reality, as represented in schemas, but in contrast to 

constructivism, which denies an objective reality, Beck’s cognitive 

theory and therapy subscribes to a dual existence involving both an 

objective reality and a personal, subjective phenomenological reality.

  4.	 Information processing serves as a guiding principle for the emo-

tional, behavioral, and physiological components of human experi

ence. Also, each affective state and psychological disorder has its own 

specific cognitive profile (i.e., cognitive content specificity), and the 

cognitive content determines the type of emotional experience or psy-

chological disturbance that is experienced. Thus, depression and sad-

ness involve appraisals of loss or failure, happiness involves thoughts 

of personal gain, anxiety and fear involve evaluations of threats or 

danger, and anger involves appraisals of assault or transgression on 

one’s personal domain. Furthermore, some schemas are core in that 

they are related to the basic sense of identity or self, whereas others 

are peripheral. The core schema in depression, for example, pertains 

to self-worth as defined by either interpersonal relations (sociotropy) 

or autonomous achievement (autonomy); sociotropic individuals 

would be more likely to become depressed in interpersonal rejection 
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situations, whereas personal achievement stressors would be more 

relevant to individuals high on autonomy. Core schemas are heavily 

influenced not only by distortions in information processing and lack 

of attention to information that has disconfirmatory power but also 

by behaviors that confirm the schemas. As an example, the behavior 

for someone whose schema is of being unlovable may take the form 

of neediness, and such neediness may alienate others, which in turn 

confirms the schema of being unlovable.

  5.	 Cognitive functioning consists of a continuous interaction between 

lower order, stimulus driven processes and higher order semantic 

processes. These are referred to as top–down and bottom–up processes. 

Information processing is seen as the product of higher order, top–

down processing, involving abstraction and selection, and the more 

basic, bottom–up processing of raw stimulus characteristics in the 

environment. In nonpathological states, appraisals are evenly influ-

enced by the bottom–up situational context (i.e., empirical data), 

as well as by top–down, higher order inferences. Psychopathology is 

caused by information relevant to the disorder becoming hyperac-

cessible due to dominant maladaptive schemas. These schemas result 

in heavy top–down influences of selection, abstraction, and elabora-

tion of information. Hence, the dysfunctional schemas are likely to 

lead to dysfunctional automatic thoughts, or surface level cognitions. 

These thoughts are called automatic because they are often fleeting 

and unnoticed and are not necessarily fully conscious. Beck presumed 

that these appraisals led directly to situationally specific emotional and 

behavioral responses. Hence, a schema of being unlovable may lead an 

individual to appraise his partner’s behavior as a sign of disinterest—

when in fact the partner is preoccupied with her own concerns—

leading the individual to feel sad and to become more withdrawn.

Such automatic situational appraisals are mediated by cognitive 

distortions in information processing. Cognitive distortions provide 

a bridge between automatic thoughts and schemas. That is, cognitive 

distortions of new or ambiguous information tend to be driven by 

schemas and then lead to automatic thoughts becoming accessible in 

consciousness. Examples of such distortions are shown in Table 3.1.
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  6.	 Schemas are at best an approximation of experience, in that all infor-

mation processing is egocentric and therefore a biased representa-

tion of reality. What distinguishes cognition between disordered and 

nondisordered states is the degree to which the former is influenced 

by prepotent dysfunctional schemas.

  7.	 Schemas develop through repeated interactions between the envi-

ronment and innate rudimentary schemas. That is, they develop by 

increasing elaboration and connections with other schemas, and those 

schemas that are activated more frequently become more elaborated 

and therefore more dominant in the overall organization of schemas. 

For example, the more often the schema of being unlovable is acti-

vated, the more likely the concept of being unlovable will dominate 

Table 3.1

Common Cognitive Distortions

Label Description Example

Dichotomous thinking Considering only the extremes I am a complete failure.

Overgeneralizing A single instance is viewed as 
indicative of a broader class

Because I was not invited 
to the party, I will not be 
invited to other parties.

Selective abstraction Attending to certain, usually 
negative, aspects of a situation 
at the cost of other aspects

The person at the back of the 
audience was not interested 
in what I was saying.

Mind reading Attitudes or actions of others 
are assumed without evidence 

She obviously thinks I don’t 
know what I am doing.

Personalizing Assuming that an action is 
directed toward or occurs 
because of oneself 

He walked away because he 
doesn’t want to see me.

“Should” statements Absolute imperatives regarding I must be smart and witty at 
all times.

Catastrophizing Anticipating extreme negative 
consequences without  
evidence

My husband hasn’t called—he 
might be dead.

Minimizing Downplaying the significance of 
positive outcomes

They only said they liked the 
dinner because they felt 
pity for me.
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interpretations of ongoing situations. Furthermore, schema develop-

ment is additionally influenced by genetic or biological propensities.

  8.	 Schemas are organized in different levels. The most basic level is single 

schemas. Single schemas then cluster together to form nodes, or the 

cognitive representation of psychological disorders. Nodes then inter-

connect with other nodes as the cognitive representation of personality.

  9.	 Schemas are characterized by different levels of threshold activation, 

which occurs through a match between stimulus features of the envi-

ronment and relevant schemas. Schemas that are more frequently 

activated have lower thresholds for activation and thereby are hyper-

valent and more dominant. Dominant schemas become activated by 

a wide array of environmental stimuli and trivial matching stimuli; 

they are easily accessible, dominate information processing once 

activated, and resist deactivation.

10.	 Two general orientations are represented, the first aimed at the primary 

goals of the organism (or schemas involved in meeting the basic needs 

necessary for survival) and the second aimed at secondary construc-

tive goals (or schemas to do with preservation, reproduction, domi-

nance, and sociability). Most primal processing occurs at automatic 

or preconscious levels and tends to be rigid and inflexible, whereas 

processing at the secondary level is more conscious and controlled. 

In psychological disorders, the primary schemas have become more 

dominant and the constructive schemas less active.

11.	 Psychological disturbance is usually characterized by excessive activa-

tion of specific primal schemas that lead to narrowing of information 

processing and inadequate activation of other more adaptive schemas.

Cognitive Appraisal Theory and Expectancy-Learning Theory

As reviewed, classical and instrumental conditioning models incorpo-

rate cognition in the form of outcome expectancies for the likelihood and 

valence of the US and of consequences, respectively, with ongoing debate 

as to the necessity for expectancies to be explicit, conscious appraisals 

versus implicit, automatic representations. In contrast, cognitive appraisal 
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theory is essentially about the content of cognitions at the level of explicit, 

conscious appraisals.3 These theories can be intertwined in a number of 

ways, including the contribution of instrumental and classical condition-

ing to the development of conscious appraisals. For example, persons who 

have been traumatized (i.e., classical aversive conditioning) are likely to 

develop beliefs about the world as being a dangerous place, and persons 

who are not positively reinforced for their efforts may develop negative 

beliefs about themselves or the world.

In this way, cognitions can be considered the epiphenomena of condi-

tioning. Once acquired, these cognitions may then feed back to influence 

subsequent learning experiences by influencing expectancies for US or 

for consequences. Thus, a belief that the world is a dangerous place may 

become a causal mediator in future learning experiences, because the belief 

increases the expectancy of aversive events. For example, following criti-

cism from a peer, expectancies for more and greater criticism are likely to 

increase the chances of becoming conditionally fearful as a result of nega-

tive social interactions in the future. Similarly, a negative belief about one-

self, which developed out of lack of positive reinforcement, may become a 

causal mediator by contributing to the devaluation of future reinforcers, 

thereby leading to further loss of positive reinforcement. These inter

relations are depicted in Figure 3.2. Note that this figure does not include 

two important issues: the myriad of other sociocultural and biological fac-

tors, aside from conditioning, that contribute to beliefs and the aspects of 

classical and instrumental conditioning that may occur without conscious 

cognitive mediation (see Kirsch et al., 2004).

The primary assumption of cognitive therapy, whether in accordance 

with Ellis or Beck, is that dysfunctional thinking can be changed and, in 

turn, lead to symptomatic relief and improvement in functioning. Ellis 

(2003) noted that

being constructivists (both innately and by social learning), and 

having language to help them, they are also able to think about their 

3	Beck’s model recognizes the role of subconscious cognitive processes, but the immediate target of 
cognitive therapy is conscious cognitive appraisals.
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thinking, and even think about thinking about their thinking. There-

fore, they can therapeutically choose to change their IBs [irrational 

beliefs] to more rational (self-helping) beliefs. (p. 80)

A key concept is the development of alternative cognitive content that 

is more realistic and evidence-based and less governed by core irrational 

beliefs or schemas. Hence, the focus is on changing the content of beliefs, 

automatic thoughts, and assumptions. As D. A. Clark et al. (1999) noted:

The degree of symptomatic improvement brought about by these 

interventions will depend on the extent of change produced in the 

information processing system. Moreover, recovery will be more 

enduring and relapse reduced if the underlying maladaptive meaning- 

structures, and not just negative thinking, are targeted for change 

during treatment. (p. 70)

Figure 3.2

Cognitions and instrumental and classical conditioning.

Classical condi�oning 
(reflexive behaviors)

Instrumental 
condi�oning 

(voluntary behaviors)

Cogni�on as 
antecedents

Cogni�on as 
consequences

Cogni�on as 
causal 

mediators

Cogni�on as 
epiphenomena
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Conscious reasoning is used to change the content of beliefs. Accord-

ing to Beck and Clark (1997), “One of the most effective ways of deactivat-

ing the primal threat mode is to counter it with more elaborative, strategic 

processing of information resulting from the activation of the construc-

tive, reflective modes of thinking” (p. 55). Cognitive therapy represents 

such elaborative, strategic processing. Thus, cognitive therapy functions 

at the conscious level to effect changes in the preconscious level.

However, the mechanism by which primal automatic thoughts are 

changed by more elaborative strategic thoughts is not well understood, 

and several models exist (Garratt, Ingram, Rand, & Sawalani, 2007). The 

accommodation model assumes that the content of underlying schemas 

is changed in profound ways. Another model, known as the activation–

deactivation model, suggests that the schemas remain intact but become 

deactivated over the course of treatment. In a third model, schemas may 

remain unchanged, but new schemas develop as a result of therapy and 

these schemas incorporate skills for dealing with stressful situations 

(Garratt et al., 2007). However, the data on mechanisms are sparse (as 

described in more detail in a following section), and the precise mecha-

nisms through which beliefs change remain unclear.

Another concept key to cognitive therapy is an empiricist approach. 

This involves incorporating more bottom–up processes rather than 

being predominantly driven by inferences or top–down processes that 

are guided by maladaptive schemas or illogical thinking. An empiricist 

approach also involves developing an awareness of one’s own thinking and 

learning to distance, or view one’s thoughts more objectively and draw a 

distinction between “I believe” (an option that is open to discontinua-

tion) and “I know” (an irrefutable fact). Skills are taught not only for 

how to identify distortions in thinking but also for how to categorize and 

distance from negative thoughts and how to develop more evidence-based 

and constructive thinking. Behavioral experimentation is used to gather 

evidence for the formation of more constructive thinking. These skills 

are then used whenever negative emotions or dysfunctional behaviors 

are expressed. Hence, the skills provide a coping tool that is intended to 

remain in place and even strengthen after formal treatment is over. Cog-

nitive therapy does not aim to teach accuracy in appraisals. Rather “the 
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more relevant question is whether the person is able to conceptualize the 

situation in a manner that will facilitate mastery or coping” (D. A. Clark 

et al., 1999, p. 64). Learning to have flexibility in thinking and the ability 

to take multiple perspectives rather than a single narrow interpretation is 

a way of facilitating mastery and coping.

In sum, the fundamental process of cognitive therapy is to extract 

information from the environment that activates different ways of think-

ing. In Beck’s model in particular (Beck & Clark, 1997), this information 

is intended to compete with dysfunctional schemas or generate com-

pensatory schemas that deactivate dysfunctional hypervalent schemas. 

Information is obtained in a number of ways, including logical discussion 

of the evidence, disputation, and behavioral experimentation to gather 

evidence.

Cognitive–Behavioral Theory

Cognitive–behavioral theories of psychopathology and psychotherapy 

draw on learning theory as well as cognitive theory principles described 

thus far: CRs for innately aversive or appetitive events and the role of 

expectancies in the generation of those responses; instrumental learn-

ing from the consequences of responding and the role of expectancies on 

that learning; reciprocal determinism among cognitions, behaviors, and 

the environment from social learning theory; and the content of cognitive 

appraisals. Conceptually, these are intertwined, with behavioral experi-

ence molding cognitions and cognitions molding behavioral experience in 

a continuous, reciprocating fashion. As previously described, cognition can 

be regarded as a product and as a mediator of instrumental and classical 

learning, and learning can be regarded as a contributor to conscious cogni-

tion. Consequently, treatment is guided by the influence of learning experi-

ences on cognition and the influence of cognition on learning experiences.

In the cognitive–behavioral model of posttraumatic stress disorder, 

for example, the initial traumatic event is assumed to establish classically 

conditioned fear reactions to reminders of the trauma. In addition, the 

effects of the trauma, including the extent of the conditional responding, 

are assumed to be enhanced by catastrophic appraisals about the meaning 
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of the trauma with regard to oneself (e.g., “I am weak”) and the world 

(“The world is full of danger”). Together, these processes lead to avoid-

ance behavior, which in turn is reinforced by the reduction in distress it 

produces, and which also perpetuates conditional fear (because avoidance 

interrupts extinction) and catastrophic appraisals.

Similarly, in the cognitive–behavioral model of substance use dis-

orders, antecedents to drug use behavior are assumed to be established 

through repeated pairings with positive or negative reinforcement or 

through the anticipation of reinforcement. Cognitions, such as expectan-

cies about the reinforcing value of the drug effects, and emotions, such 

as distress or anger, are presumed to mediate the antecedents and subse-

quent drug use behavior. Furthermore, drug use behavior is presumed to 

be maintained by its consequences, be it decreased craving or decreased 

withdrawal symptoms, decreases in negative affect or increases in positive 

affect, or decreased focus on other problems and concerns. Also, negative 

beliefs about the self or the world may contribute to the negative affect 

from which the drug serves as an escape.

In the cognitive–behavioral model of depression, emphasis is given to 

the lack of positive reinforcement derived from the environment, some of 

which may be attributed to independent factors over which the individual 

has no control and others that are likely to derive from the individual’s 

own actions. An example of the latter is interpersonal conflict and isola-

tion that occurs in part as a result of the individual’s own depressive inter-

personal style. The latter behaviors are themselves likely to be influenced 

by negative appraisals of oneself or the world, and their consequences 

serve to only reinforce the negative appraisals in a reciprocating style. 

Negative appraisals themselves also are likely to devalue the reinforcers 

that are received from the environment.

In one more example, the cognitive–behavioral model of chronic pain 

recognizes the role of conditional pain behaviors to reminders of pain (e.g., 

a doctor’s office), the role of reinforcement in the maintenance of pain 

behavior (e.g., attention from significant others, escape from unpleasant 

tasks or duties), and the effects of cognitive appraisals on the perceived 

intensity and unmanageability of pain, which in turn are likely to magnify 

CRs and the reinforcement of pain behavior.
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Clinicians vary in the emphasis given to cognitive versus behavioral 

principles. This variation influences subtleties in the ways in which cogni-

tive and behavioral intervention strategies are implemented. For exam-

ple, a more behaviorally oriented clinician will view exposure therapy to 

feared situations as a primary vehicle for extinction of CRs. A clinician 

with a social learning theory orientation will view exposure therapy as a 

performance accomplishment that raises self-efficacy. A more cognitively 

oriented clinician will view exposure therapy as a vehicle for obtaining 

information that disconfirms misappraisals.
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Cognitive–behavioral therapy (CBT) typically involves a series of 

components. A functional analysis usually initiates the treatment, 

to establish not only the topography of the problem behaviors, emotions, 

and cognitions but also their functional relationships with each other 

and to identify the factors that may cause, contribute to, or exacerbate a 

particular problem. This includes a consideration of the antecedents and 

consequences of behavior; the stimuli that are eliciting cognitive, emo-

tional, and behavioral conditional responses (CRs); and identification 

of which cognitions are contributing to which emotions and behaviors. 

The effect of environmental and cultural context on these relationships 

is evaluated as well. Self-monitoring helps to refine the functional analy-

sis and generate a personal scientist perspective (or being an objective 

observer of one’s own reactions) of the interplay of thoughts, emotions, 

and behaviors in given contexts. The functional analysis then guides the 

4
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treatment approach. Behavioral strategies target ways of increasing desir-

able behaviors and decreasing undesirable behaviors through controlling 

antecedents, changing patterns of reinforcers, building skills, or using 

exposure-based procedures for weakening learned associations. Cogni-

tive strategies include identifying and challenging dysfunctional cognitions 

through logical empiricism, disputation, or behavioral experimentation 

(or through cognitive defusion and mindfulness in the case of third wave 

behavioral therapies). Each strategy is described in more detail in this chapter.

Role of the Therapist–Client Relationship

Unlike many other therapies, the client–therapist relationship is not viewed 

as a primary vehicle of therapy in CBT. Rather, the behavioral experiences 

that are arranged for the client and the cognitive and behavioral coping 

skills that are taught are presumed to serve as the primary agents of change. 

However, that does not mean that the therapist–client relationship is irrel-

evant, as it is generally recognized that qualities of the therapist–client rela-

tionship form an important base from which the various CBT strategies 

are implemented. Thus, “the truly skillful behavior therapist is one who 

can both conceptualize problems behaviorally and make the necessary 

translations so that he interacts in a warm and empathic manner with his 

client” (Goldfried & Davison, 1994, p. 56).

A strong feature of the therapist–client relationship in CBT is col-

laboration, a feature that permeates every aspect of treatment. Whereas 

the therapist is the expert in behavioral and cognitive science and theory 

and their application, the therapist is also dependent on clients’ self-

observation to tailor the interventions to their particular needs. Thus, 

they jointly develop and refine the functional analysis and treatment plan. 

The therapist and client also jointly evaluate the evidence regarding the 

client’s beliefs and assumptions and jointly design behavioral interven-

tions for shifting patterns of reinforcement, for weakening CRs, for build-

ing skills, and for behavioral experimentation to gather information that 

disconfirms misappraisals. In addition, the therapist and client jointly 

evaluate the effectiveness of each intervention and make modifications 
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as appropriate. Through this level of collaboration, clients acquire knowl-

edge and skills that make them more expert and eventually capable of 

treatment formulation, implementation, and refinement on their own.

The collaborative nature of the relationship is enhanced by emphasiz-

ing the goals, targets, and process of therapy in the first few sessions. This 

prepares the client for cognitive and behavioral change and active involve-

ment in such change. Hence, in the first few sessions, treatment goals are 

specified, an accurate perception of the treatment process is given, and a 

treatment contract may be written. The contract makes it clear what is 

expected of the client and the therapist.

The collaborative nature of the therapist–client relationship promotes 

the effects of therapist reinforcement, something that is central to the 

therapist’s role in CBT. The therapist provides reinforcement for clients’ 

engagement in CBT and particularly for their completion of homework 

assignments between sessions. Client engagement in between-session 

assignments leads to better outcomes from CBT. Thus, treatment out-

comes are enhanced by a good client–therapist relationship because it 

enhances the value of therapist reinforcement, which in turn increases 

client engagement. Similarly, CBT therapists often serve as models for cli-

ents, such as when modeling methods of approaching feared situations, 

or the acquisition of new skills. Again, the effectiveness of the therapist 

as a model probably is influenced by the nature of the therapist–client 

relationship.

In short, the collaborative nature of the client–therapist relationship 

is inherent to CBT and is considered an essential platform from which the 

various skills and exercises are introduced and implemented. However, 

its significance has had little direct investigation. Furthermore, the extant 

research is contradictory. Kazdin, Marciano, and Whitley (2005) found 

that the therapeutic alliance, defined as the collaborative nature of the 

client–therapist relationship, their agreement on goals, and the personal 

bond between them, related positively to outcomes from CBT for oppo-

sitional, aggressive, and antisocial behavior in children. A similar finding 

was reported for panic disorder and social anxiety disorder in adults (Haug 

et al., 2016). In contrast, therapeutic alliance was unrelated to the outcome 
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from CBT for depression (Feeley, DeRubeis, & Gelfand, 1999). Moreover, 

rather than predicting improvements in symptoms, a positive alliance was 

shown to follow improvements in symptoms, at least within the course of 

CBT for depression (e.g., Tang & DeRubeis, 1999). Kazdin (2007) noted the 

methodological limitations of most existing studies of mediators of CBT, 

including studies of the therapeutic alliance. Furthermore, the advent of 

Internet-based CBT, with very minimal therapist involvement, draws the 

role of the therapeutic alliance even further into question.

Role of the Therapist

The CBT therapist has a number of roles to perform, some of which have 

been touched on in discussing the client–therapist relationship. First, the 

CBT therapist is a diagnostician, who takes into account the various 

sources of information from the client, and judging against his or her own 

background of knowledge, “diagnoses” the problem and optimal strat-

egy for intervention (Kendall, 1993). That is, the CBT therapist uses his 

or her grounding in behavioral and cognitive science and theory to help 

construct a functional analysis of reinforcers, punishers, learned associa-

tions, and cognitive appraisals that together contribute to maladaptive 

patterns of behaving, thinking, and emoting. Through their questioning, 

observations, and reflections, CBT therapists model the method of being 

a personal scientist to the client.

The therapist also plays a role in helping clients to make guided dis-

coveries about their own behavior and thinking. With respect to thinking 

styles, the therapist uses a set of strategies to help clients identify and chal-

lenge their maladaptive assumptions and beliefs. These include helping 

clients to label their cognitive distortions, examine the evidence for and 

against an assumption, challenge absolute statements by using scaling, 

evaluate the probability of outcomes, and examine other possible expla-

nations for events. Also, by observing common themes across different 

automatic thoughts, the therapist generates hypotheses regarding under-

lying schema (Boyd & Levis, 1983). This can be further achieved by the 

downward arrow technique (Burns, 1980), in which the consequences of 
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a particular thought are repeatedly drawn out to the final meaning. For 

example, the downward arrow technique applied to thoughts about panic 

attacks could involve the following:

Therapist: And if you panicked, what do you envision happening?

Client: I see myself losing control.

Therapist: And if you lost control, what would that mean?

Client: I would go crazy.

Therapist: And if you went crazy, what would that mean?

Client: Then that would be the end . . . my life would be completely gone.

Also, the therapist actively encourages clients to generate new apprais-

als through Socratic questioning, presenting juxtapositions between stated 

beliefs and empirical evidence, and reflections. Again, throughout all of 

these actions, the therapist is serving as a model for clients to acquire the 

same set of skills for their own cognitive restructuring.

Through similar types of questioning, the therapist can facilitate dis-

coveries about behavioral patterns that may not be immediately obvious 

to the client, such as subtle forms of avoidance. For example, he or she 

might question an expected outcome if the client did not engage in their 

usual safety behavior to help clients understand the avoidant function 

of their behavior. Furthermore, the CBT therapist helps to design and 

implement behavioral strategies for changing reinforcement schedules, 

for increasing desired behaviors and decreasing undesired behaviors, for 

building new sets of associations that inhibit maladaptive ones, and for 

developing new skills.

The CBT therapist also provides explicit and implicit reinforcement 

for cognitive and behavioral changes. One specific example of therapist 

reinforcement occurs when the therapist physically accompanies clients 

as they approach feared situations in the natural environment. Such 

therapist-directed exposure maximizes the reinforcement potential of the 

therapist and is particularly useful for clients who lack a social network to 
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support their practices of approaching feared situations (Holden, O’Brien, 

Barlow, Stetson, & Infantino, 1983). Therapist-directed exposure was more 

effective than self-directed exposure (Gloster et al., 2011), perhaps because 

the therapist can model and guide specific behaviors in the exposure set-

ting, as is done in “guided mastery exposure” (S. L. Williams, 1990). S. L. 

Williams and his colleagues have shown this type of mastery exposure to 

be more effective than usual exposure methods (e.g., S. L. Williams & Zane, 

1989). Therapist modeling, also called participant modeling, can be con-

ducted within the therapy office as well. For example, the therapist can be 

an explicit model in role-plays and behavioral rehearsal for skill acquisi-

tion (e.g., assertive skills), or in behavioral practice (e.g., how to touch a 

previously avoided object for fears of contamination).

The therapist also may serve as an inadvertent model. “Thus, the 

therapist should be aware continually of his impact on the client, making 

every effort to model behavior, attitudes and emotions likely to enhance 

therapeutic progress” (Goldfried & Davison, 1994, p. 60). For example, it 

would not be helpful for a therapist to exhibit the same fears as the cli-

ent, especially if the therapist’s fears are poorly regulated. Finally, the CBT 

therapist reviews and troubleshoots where cognitive and behavior change 

is not occurring as rapidly as desired, using principles of scientific experi-

mentation to evaluate the results of interventions and to modify them 

where necessary, always in collaboration with the client.

For all of these reasons, therapist experience would be expected to 

make a difference to the success of CBT. Only a handful of studies have 

investigated the topic of therapist experience or training. Huppert and col-

leagues (2001) demonstrated that the experience of therapists in general 

(vs. experience with CBT more specifically) positively influenced outcome 

from CBT for panic disorder, seemingly because experienced therapists 

were more flexible in administering CBT and better able to adapt it to 

the individual being treated. The latter point speaks to the value of a good 

functional analysis to guide the application of CBT to a presenting prob-

lem. Other studies show that amount of time in training and prior experi-

ence with cognitive therapy are correlates of competency with cognitive 

therapy (James, Blackburn, Milne, & Reichfelt, 2001) and that additional 
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training in CBT results in better delivery of CBT (Brosan, Reynolds, & 

Moore, 2007).

On the other hand, therapist experience is not a significant moderator 

of treatment effects in community settings (e.g., Hahlweg, Fiegenbaum, 

Frank, Schroeder, & von Witzleben, 2001) or at least only with more severe 

symptom presentations (Mason, Grey, & Veale, 2016). Also, a benchmark-

ing study indicated that the effects for CBT for posttraumatic stress dis

order conducted in community settings with a range of therapist experience 

were equivalent to effects obtained with highly trained CBT therapists in 

randomized controlled trials (Levitt, Malta, Martin, Davis, & Cloitre, 2007). 

Furthermore, other studies show that success can be achieved when admin-

istering CBT with minimal or no therapist contact at all.

Minimal Therapist Contact

For example, some studies have shown positive results when the therapist 

and client do not meet in person but rather converse by phone, at least in 

the treatment for agoraphobia (e.g., Swinson, Fergus, Cox, & Wickwire, 

1995) and panic disorder (Cote, Gauthier, Laberge, Cormier, & Plamondon, 

1994). In addition, self-directed CBT, in which clients never or rarely talk 

with a therapist but instead are guided by workbooks and manuals, is ben-

eficial for highly motivated and educated clients with anxiety disorders 

(e.g., Schneider, Mataix-Cols, Marks, & Bachofen, 2005). However, self-

directed treatments are less effective for more severely anxious clients or 

clients who have more comorbidity (e.g., Hecker, Losee, Roberson-Nay, & 

Maki, 2004). Also, neither phone contact nor self-directed treatments have 

been evaluated with severely depressed or suicidal individuals for obvious 

ethical reasons.

Self-directed treatments have expanded beyond workbooks and 

manuals to computerized and Internet versions (see Spek et al., 2007, 

for a meta-analysis). Stand-alone computerized versions of CBT have 

been found to be generally acceptable to clients and effective in treating 

depression and anxiety as well as specific anxiety disorders (Andrews, 

Newby, & Williams, 2015). However, computerized programs are more 
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acceptable and possibly more successful when combined with some type of 

personal involvement, even with nonclinicians and minimal contact (e.g., 

telephone). Internet programs with minimal person involvement are a 

promising alternative when CBT clinicians are not available (e.g., rural 

areas), although ethical issues may be a limiting factor in some cases.

The finding that CBT can be effective in the absence of a therapist 

highlights the power of the strategies of CBT over the qualities of the 

therapist and the therapist–client relationship within CBT. The effective-

ness of group formats for delivering CBT (e.g., Norton & Price, 2007) 

is another indicator that the particular strategies of CBT may be more 

important than the client–therapist relationship. Furthermore, as noted 

previously, range of therapist experience does not always moderate out-

comes from CBT in community settings. On the other hand, experienced 

therapists may be more competent and effective in implementing CBT, 

and clients may be more likely to complete CBT if it is conducted with the 

aid of a therapist.

Role of the Client

CBT clients are trained to become actively involved in treatment formula-

tion and implementation, decisions about the best approaches to take, and 

how to modify and improve upon each intervention strategy. This active 

involvement is facilitated by emphasizing the general philosophy that the 

client is not the problem but rather that the behaviors, emotions, and 

cognitions are the problem, for which the client and therapist are united to 

help solve. For this reason, clients for whom CBT works best are motivated 

and value a problem-solving approach, even if they themselves have yet to 

learn how to implement such an approach.

More specifically, the role of the client in CBT is to participate collab-

oratively in the assessment and treatment process. Such engagement begins 

with helping clients to fully understand the treatment rationale, which in 

turn is tied closely to their understanding and participation in the func-

tional analysis of their presenting problem. Hence, clients learn the skills of 

self-observation and of becoming a personal scientist; they become skilled 
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in understanding the functional relations among cognitive, behavioral, 

and emotional responding and the relevant contextual influences.

Next, the client learns new cognitive and behavioral skills and strate-

gies, initially with the aid of the therapist. Simultaneously, clients learn 

the skills of how to evaluate the results of intervention strategies, brain-

storm ways of improving skill implementation, and reinforce their own 

efforts, with the aid of the therapist. Beyond therapist aid, however, the 

role of the client is to repeatedly practice the skills in personally relevant 

contexts outside of the therapy setting. By so doing, clients become less 

and less dependent on the therapist. Such practice is typically referred to 

as homework.

Homework may be one of the most distinctive features of CBT com-

pared with other forms of psychotherapy, and one that is presumed to be 

critical to therapeutic change. In support, several studies, mostly regard-

ing depression and anxiety, show a positive correlation between home-

work adherence and treatment outcome (see Glenn et al., 2013; Kazantzis, 

Deane, & Ronan, 2000; LeBeau, Davies, Culver, & Craske, 2013). Also, 

homework compliance significantly mediates outcomes (Burns & Spangler, 

2000; Glenn et al., 2013) and is related to continued improvement after 

CBT is completed (e.g., Edelman & Chambless, 1995).

Consequently, understanding what factors are associated with home-

work compliance is useful. Conoley, Padula, Payton, and Daniels (1994) 

found that task difficulty was negatively correlated with homework com-

pliance, which is not surprising. Also, Robinson (2003) suggested that clients 

are more likely to adhere when they participate actively in the formula-

tion of the homework plan. Client acceptance and understanding of the 

treatment rationale, and expectancy for change, are other predictors of 

homework compliance (Westra, Dozois, & Marcus, 2007).

Strategies/Techniques

The following is a relatively comprehensive, albeit not exhaustive, descrip-

tion of the set of cognitive and behavioral strategies that make up CBT. 

Note that acceptance-and-commitment–based strategies are not detailed 
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herein; comprehensive descriptions of these strategies can be found in 

S. C. Hayes and Lillis (2012). Broadly speaking, the strategies can be cat-

egorized as skill and reinforcement based, exposure based, and cognitively 

based. Skill- and reinforcement-based strategies were developed primarily 

or originally from an instrumental learning theory approach. Exposure-

based strategies were developed primarily or originally from a classical 

conditioning approach, and cognitively based strategies were developed 

primarily or originally from cognitive theory approaches. However, the 

overlap across strategies is substantial at the procedural level. Further-

more, given the ways in which learning theories have evolved to incor-

porate cognitions, and given the contribution of learning to conscious 

appraisals, almost all of the intervention strategies evoke mechanisms 

relevant to both learning theories and cognitive theories. For example, 

behavioral rehearsal of assertive skills is likely to involve reinforcement, 

extinction of CRs, as well as cognitive mechanisms. Each strategy explored 

in this section is accompanied by a description of potential mechanisms 

underlying its effectiveness (with the exception of cognitive strategies) 

and contraindications for its use.

Decisions about which specific strategies of CBT are likely to be most 

effective for a given set of symptoms are determined through a functional 

analysis. That is, choice of treatment strategy is based on a careful analy-

sis of responding, including antecedents and consequences, triggering 

stimuli for CRs, and cognitive appraisals, as well as the surrounding envi-

ronmental, cultural, and interpersonal contexts. For example, the choice 

between behavioral rehearsal of assertiveness versus cognitive therapy for 

social anxiety depends on whether the social anxiety is based on a skill 

deficit (in which case a behavioral rehearsal approach may be indicated, 

assuming it was culturally appropriate) or instead is due to the interfering 

effects of anxiety on social skills (possibly leading to the choice of cogni-

tive therapy).

The complexity of the strategies described varies, ranging from very 

simple and focused habit reversal strategies to broader and more compre-

hensive approaches such as rational–emotive behavior therapy (REBT), 

cognitive therapy, or problem-solving therapy. Most often, single strategies 
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are combined with other strategies to form packages of CBT. More com-

plete examples of ways in which the strategies are combined follow the 

listing of each individual strategy.

Skill- and Reinforcement-Based Strategies

Self-Monitoring

In CBT, self-monitoring is a tool for evaluating the functional relations 

among thoughts, behaviors, and emotions, and their antecedents and con-

sequences, as they occur (vs. retrospective report). Self-monitoring is par-

ticularly valuable for recording subjective experience, such as appraisals 

(e.g., “My friends must think I am a fool”) and levels of subjective distress. 

Moreover, self-monitoring is useful for behaviors or physiological events 

that are difficult to record otherwise because they occur infrequently (e.g., 

occasional panic attacks) or under conditions that are difficult to replicate 

in the presence of the therapist (e.g., compulsive rituals that are dependent 

on the home environment; Craske & Tsao, 1999). Overall, self-monitoring 

is used widely across a large array of disorders and behavioral problems.

Self-monitoring begins with a rationale that emphasizes the impor-

tance of a personal scientist model of learning to observe one’s own reac-

tions. Then, clients are trained to use objective terms and anchors rather than 

affective-laden terms. For example, clients with panic disorder are trained 

to record the intensity of their symptoms on 0- to 10-point scales in place 

of using a general description of how “bad” the panic attack felt. The objec-

tivity of recording is presumed to enhance its effectiveness. Then, clients 

are taught what, when, where, and how to record. Various types of record-

ing exist, but the most common are event recording, or whether an event 

occurs during a period of recording (e.g., did a panic attack occur today), 

and frequency recording, or recording every event during the period of 

recording (e.g., every panic attack during the day).

Diaries are the most common form of recording, although coun-

ters or palm tops can be used. Data are then transformed into graphs, to 

demonstrate change over time (e.g., frequency of panic attacks per week, 

or average number of calories consumed per day). Feedback from the 
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therapist about self-monitoring positively influences compliance with 

self-monitoring. In addition, therapists can use the self-monitoring data 

to emphasize progress or to identify previously undetailed functional 

relations among cognitions, behaviors, and emotions that are worthy of 

targeting in treatment.

The underlying mechanisms of self-monitoring are not entirely clear, 

although increased awareness of the problem behavior or its antecedents 

and consequences may facilitate motivation to change (Heidt & Marx, 

2003). Additionally, recording the frequency of behaviors over the course 

of therapy may provide reinforcement as positive behavioral changes are 

noted. Also, self-monitoring may provide a cue or reminder for engaging 

in newly acquired cognitive and behavioral skills.

Self-monitoring rarely has an outright contraindication, although the 

method of monitoring is often modified to suit particular needs and offset 

potential pitfalls. For example, the person with obsessive–compulsive or 

perfectionistic tendencies may benefit from limit setting or tightly abbrevi-

ated forms of self-monitoring. Occasionally, negative affect can be worsened 

as it is monitored. For example, monitoring negative affect may activate 

negative self-evaluation, something that may be then addressed by cognitive 

restructuring of the negative self-evaluation. Self-monitoring in general will 

be more difficult for the person who lacks motivation and in turn serves to 

confirm a sense of failure in those persons who already judge themselves 

to be failures and cannot even succeed at self-monitoring (Heidt & Marx, 

2003). In the latter case, problem solving and behavioral activation may be 

helpful approaches for increasing engagement in self-monitoring.

Relaxation

Relaxation has been a mainstay of behavioral treatments and encom-

passes an array of strategies, including autogenic training (Schultz & 

Luthe, 1959), progressive muscle relaxation training (E. Jacobson, 1938), 

breathing retraining (e.g., Kraft & Hoogduin, 1984), and various forms of 

meditation and yoga. Progressive muscle relaxation is a commonly used 

methodology, although in its condensed form of eight to 15 sessions as 

standardized by Bernstein and Borkovec (1973) relative to the lengthy 
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training (30–50 sessions) originally developed by E. Jacobson (1938). Pro-

gressive muscle relaxation training involves tensing and relaxing major 

muscle groups in progression, followed by deepening relaxation through 

slow breathing and/or imagery. The data show that muscle relaxation is anx-

iety reducing overall (e.g., Lang, Melamed, & Hart, 1970). Relaxation has 

been used for sleep disturbance, headache, hypertension, asthma, alcohol 

use, hyperactivity, and various forms of anxiety, as well as other disorders.

The procedure involves progressive tensing (for 10 seconds) and relax-

ing (for 15–20 seconds) the following muscle groups: dominant hand and 

forearm, dominant biceps, nondominant hand and forearm, nondomi-

nant biceps, forehead, upper cheeks and nose, lower cheeks and jaws, neck 

and throat, chest/shoulders and upper back, abdominal region, dominant 

thigh, dominant calf, dominant foot, nondominant thigh, nondominant 

calf, and nondominant foot. After a rationale is provided, the client’s cur-

rent emotional state is measured for purpose of comparison with the state 

that is achieved after relaxation. This can be done using a simple 0 to 

100 visual analog scale or a more sophisticated behavioral relaxation scale 

(Poppen, 1998). The latter scale also provides a precise definition of the 

targeted state of each body area to be achieved during relaxation. Next, the 

therapist provides a verbal description and then models the relaxed and 

tensed postures for each muscle area. The client then imitates the therapist 

while the latter provides feedback. The entire set of tensing and relaxing 

exercises are completed with therapist guidance. The client then practices 

the procedure daily between therapy sessions. Over sessions, the number 

of muscle groups can be reduced (from 16 to eight to four muscle groups). 

Furthermore, cue-controlled relaxation is sometimes used, in which the 

state of relaxation between each tensing is paired with the word relax; that 

word then becomes a conditional cue that eventually elicits conditional 

relaxed sensations in isolation of the entire set of tensing and releasing 

exercises.

One mechanism underlying relaxation training is enhanced discrimi-

nation between feelings of relaxation and tension, achieved through paying 

attention to the sensations associated with each state during the training. 

The assumption is that clients then are better able to detect tension in their 
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daily lives (Ferguson, 2003). Second, the training is presumed to build a 

skill for how to evoke the relaxation response as a means of self-control 

when experiencing tension in daily life. The physiological intent is for 

relaxation to activate more parasympathetic activity and thereby slow 

sympathetic autonomic processes such as heart rate and sweating. How-

ever, as with other relaxation techniques, such as breathing retraining, 

the mechanism may pertain more to a sense of control or other cognitive 

variables than to actual physiological change (e.g., Garssen, de Ruiter, & 

van Dyck, 1992).

When relaxation is paired with a biofeedback signal, as is used in the 

treatment of headache or chronic pain, another mechanism is brought 

to bear: shaping through reinforcement. That is, changes in physiologi-

cal responding are achieved by continuous raising of the criterion (e.g., 

larger reductions in muscle tension) and reinforcement for each successful 

attainment of the criterion in the form of the biofeedback signal. Again, 

however, others suggest that perceptions of control may be equally if not 

more accountable for the effectiveness of biofeedback, because use of 

bogus biofeedback signals is as effective as veridical feedback (e.g., Rains, 

2008). As an example, Mary had experienced chronic tension headaches 

for many years. She was first taught progressive muscle relaxation train-

ing, including cue-controlled relaxation, which she practiced twice daily 

in relaxing environments for three weeks. Then, while continuing to use 

progressive muscle relaxation as a daily exercise, she simultaneously used 

the cue-controlled element of relaxation within the context of six weekly 

biofeedback sessions as she learned to progressively lower her muscle ten-

sion. As a result of this training, Mary’s self-monitoring of headache activ-

ity indicated that it had decreased by approximately one half since the two 

weeks before treatment initiated.

The skill of relaxation is most often used for states of heightened auto-

nomic arousal that interfere with quality of life or therapy progress, or as 

a coping skill to actively face challenging situations. Relaxation has been 

shown to be particularly helpful in the treatment of phobias and anxiety 

disorders, preparing for surgery and other medical procedures, and cop-

ing with chronic pain. It is also incorporated into treatments that focus 
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on emotion regulation, as in dialectical behavior therapy for borderline 

personality disorder (Linehan, 1994). Occasionally, negative reactions can 

be produced by relaxation, such as relaxation-induced anxiety (Heide & 

Borkovec, 1983). The latter involves intrusive thoughts, fears of losing 

control, and the experience of unusual and therefore anxiety-producing 

bodily sensations (e.g., depersonalization). However, rather than being a 

contraindication to continued relaxation, discussion of the processes and 

continued exposure to relaxation and its associated states can be an effec-

tive tool for managing relaxation-induced anxiety.

A specific form of breathing retraining, known as capnometry assisted 

respiratory training, uses biofeedback to train adaptive breathing and pro-

gressively raise expired carbon dioxide to normative levels; this approach 

has been shown to be effective for panic disorder, with changes in the lev-

els of carbon dioxide explaining treatment outcomes (Meuret, Rosenfield, 

Seidel, Bhaskara, & Hofmann, 2010).

Behavioral Rehearsal of Social Skills and Assertiveness

In behavioral rehearsal of social skills and assertiveness, a set of skills is 

taught through instruction, modeling, and role-play and feedback, as thera-

pist and client play out different roles. Social skills include nonverbal com-

ponents (e.g., facial expressions, body movements, affective displays) and 

verbal components (e.g., refusing requests from others that seem unreason-

able, and making requests; Dow, 1994).

An initial step is evaluation of skills in social and assertive situa-

tions, usually complementing the client’s self-report by observational 

methodology, such as through role-plays with the therapist or direct 

observation of client behaviors in the natural environment. A rationale 

then is provided that emphasizes how learning social and assertive skills 

will help clients to achieve personal control and respect for self and others, 

which in turn will contribute to the attainment of their own life goals. A 

hierarchy of behaviors is then devised for the purposes of role-playing 

and behavioral rehearsal. For example, assertive requests for behavior 

change in others include a statement of the negative impact of the cur-

rent behavior, provision of a specific and reasonable alternative behavior, 
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and a statement of the likely positive impact of the new behavior on  

both parties.

Then, the therapist directly models the specific skill or presents the 

skill through another model, such as through the use of video. Modeling 

can involve a mastery approach, in which the model performs the desired 

behavior with confidence and competency. Alternatively, modeling can 

involve a coping approach, in which the model initially displays some 

trepidation and error followed by increasing skill. The latter approach may 

be particularly helpful for clients who are hesitant or fearful (e.g., Naugle 

& Maher, 2003). The client then rehearses the behavior.1 Typically, cli-

ents are asked to evaluate their own performance first before the therapist 

reinforces their efforts, provides verbal feedback regarding execution of 

the skill, and shapes behavioral approximations. Videotaping sometimes 

can be helpful in this regard. Following mastery in session, homework 

is assigned to practice the new behaviors in real-life situations between 

treatment sessions. Consideration also is given to realistic performance 

expectations and the value of self-reinforcement for continued rehearsal 

and practice.

A subset of social skills training is communication training for couples 

in distress. The assumption is that either couples lack the communication 

skills for negotiating conflict or, for reasons of stimulus control of behav-

iors, effective communication skills are not being used in the context of 

interpersonal tension. Couples communication training involves speaker/

listener skills to understand and validate the partner’s perspective. The 

therapist defines each skill. Listening skills include parroting (i.e., repeat), 

paraphrasing (i.e., rephrase), reflection (i.e., discern emotional meaning 

of speaker’s message), and validation (i.e., convey that speaker’s message is 

understandable). Speaking skills include learning to make succinct state-

ments, to clarify and express accurate feeling statements, and to level (i.e., 

to express the core underlying feelings associated with a problem; e.g., 

Gottman et al., 1976). Then, the therapist provides reinforcement and 

corrective feedback to the couple as each member practices using these 

1	On some occasions, modeling and overt rehearsal are not appropriate, such as when addressing skills 
associated with sexual intimacy; in these cases, covert or imaginal rehearsal is used instead.
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skills to communicate in the therapy setting. Homework is to practice the 

same skills in their daily life between sessions.

In terms of mechanisms, behavioral rehearsal itself relies on prin-

ciples of reinforcement and shaping. The new behavior is reinforced by 

the therapist. Once achieved, skills of communication and assertiveness 

may function as reciprocal inhibitors of conditional fear in social situa-

tions or contribute to extinction of CRs by devaluing the expectancy of 

the US (i.e., increased assertiveness lessens fear of negative reactions from 

others). Additionally, the same skills may function to overcome deficits in 

behavioral repertoires (e.g., McFall & Marston, 1970). The new or modi-

fied behaviors are expected to increase positive reinforcers and decrease 

punishers from the social environment, thereby improving overall mood 

and life satisfaction and functioning. Finally, implementation of these 

newly acquired skills may raise self-efficacy and decrease negative beliefs 

about oneself and the world.

Behavioral rehearsal of social skills and assertiveness is particularly 

helpful in instances of clear deficits in these skills (e.g., pervasive develop-

mental disorders, psychosis, extreme social anxiety, avoidant personality 

disorder) or when their rate of expression is limited overall or limited in 

certain contexts (e.g., due to anxiety or depression). Assertiveness training 

should be implemented in a culturally responsive manner. This involves 

consideration of cultural values pertaining to independence and auton-

omy. CBT in general and assertiveness training in particular is permeated 

with European/North American norms that place high value on indepen-

dence and autonomy (see Hays & Iwamasa, 2006). Assertiveness may con-

flict with values of collectivism and the importance of family in Asian, 

Arabic, Latino, African American, and other cultures. Culturally sensitive 

modifications to assertiveness include prefacing assertive communication 

with traditional forms of deference and respect (e.g., Organista, 2006) and 

replacing assertiveness with other CBT strategies, such as problem solving.

Problem-Solving Training

Problem solving is a skill that has been implemented for a wide array 

of difficulties, including anxiety, depression, couples conflict, and stress 
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management. In general, clients are taught a set of skills for approaching 

problems of everyday living. Steps involved in problem solving include 

problem definition and formulation, generation of alternatives, decision 

making, and verification.

D’Zurilla and Nezu (1999) identified two main targets of treatment: 

the orientation toward problem solving and the style of problem solv-

ing. The goals of problem-solving training are to increase positive and 

decrease negative problem-solving orientation and to foster a rational 

problem-solving style that minimizes maladaptive styles of being impul-

sive or careless or avoiding problems. Thus, training begins with steps of 

problem-solving orientation to develop positive self-efficacy beliefs, such 

as by reverse-advocacy role-play that encourages clients to recognize their 

overly negative beliefs through contrast and by visualization of success-

fully resolving a problem and being reinforced as a result. The orienta-

tion phase also includes recognition that problems are a normal part of 

human existence and ways of identifying problems as they occur, such as 

by using negative emotions as a cue for recognizing that a problem exists 

and to observe what is occurring in the environment that is causing the 

emotions.

For the style of problem-solving phase, clients are first trained in 

problem definition. This involves gathering information about the prob-

lem, objectively and concisely defining the problem, separating facts from 

assumptions, identifying the features that make the situation problematic, 

and setting realistic goals (Nezu, Nezu, & Lombardo, 2003). Next, alterna-

tives are developed by generating as many solutions as possible, deferring 

judgment until a full list is generated, and then developing a list of action 

plans for the enactment of each solution. In the decision-making phase, 

a cost–benefit analysis is conducted of each solution to identify the ones 

that are most likely to be successful and to be implemented. Effective solu-

tions, or solutions that are likely to be successful and lead to the most posi-

tive and least negative consequences, are then selected. The final step is 

implementing the action plan associated with the most effective solution, 

and evaluating the success of its implementation along with troubleshoot-

ing and modification where necessary.
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Problem solving is essentially a skill-building intervention. The mech-

anisms underlying problem solving include reinforcement from skills 

acquisition and from the success with which the problem solving resolves 

pending problems. In addition, by facing problematic situations rather 

than avoiding them, a type of exposure is being conducted that may lead 

to extinction of CRs. Furthermore, changes in cognitive appraisals and 

assumptions are involved in the problem orientation phase of the proce-

dure. Also, successful implementation of problem solving may raise self-

efficacy and provide evidence that disconfirms negative beliefs about the 

self and the world.

As an example, John, a writer, was experiencing depression. One of 

the problem behaviors connected with his depression, both as a cause 

and consequence, was failure to complete writing projects. He had almost 

a dozen half-written short stories and scripts and had not completed a 

writing project for several years. This in turn was causing financial prob-

lems, as writing was his primary source of income. Treatment began by 

specifying the problem as incompletion of writing projects, with a clear 

description of the factors that appeared to contribute to incompletion, 

such as poor time management. A realistic goal was set of completing the 

project that was the closest to being finished within 4 weeks. Next, John 

began brainstorming solutions, including finding a writing buddy, sched-

uling his time more effectively, providing reinforcements for each interval 

in which writing was accomplished, removing all other writing projects 

from his desk to increase focus on the selected project, paying someone to 

help him write, taking a 4-week retreat to a place where he would be less 

distracted, and asking his family to leave for 4 weeks so he would be less 

distracted. The steps involved in each potential solution were also gener-

ated. For example, to schedule his time more effectively, John needed to 

prioritize his writing within the context of his other daily responsibilities 

as a father and husband, schedule several blocks of time per day for writ-

ing only, and learn how to communicate the importance of this schedule 

to his family. He then considered which solutions were most feasible and 

most likely to succeed. He selected scheduling his time more effectively 

and providing reinforcement (a phone call to a friend, or reading, among 



COGNITIVE–BEHAVIORAL THERAPY

80

other reinforcers), for each time he wrote for the scheduled period of time. 

This plan was put into practice. After the first week, John realized that he 

had scheduled too many short blocks of time during the day and revised 

his plan to two 2-hour blocks of time. With that revision, John was able to 

complete his project in a timely manner.

Problem-solving training has been used widely across psychological 

disorders, as well as for individuals with medical disorders, marital and 

family problems, and general stress management. Problem-solving train-

ing also has been found to be effective in primary care settings for the 

management of depression and is often incorporated with other cognitive 

and behavioral strategies such as when treating substance use disorders. 

This approach has few contraindications, although it would not be the 

preferred approach when the evidence indicates that other approaches 

are more effective for specific disorders, as in the case of some anxiety 

disorders where repeated exposure to phobic stimuli is especially effective.

Behavioral Activation

Behavioral activation as a treatment for depression originated from instru-

mental conditioning models, in which depressed mood was attributed to 

proportionately more punishers than positive reinforcers. As a way of coun-

teracting this disproportionate reinforcement schedule, Lewinsohn and 

colleagues (e.g., Lewinsohn, 1974) encouraged increased access to positive 

reinforcers by using activity logs and activity scheduling to increase engage-

ment from a standard list of pleasant activities. N. S. Jacobson, Martell, 

and Dimidjian (2001) took a more idiographic approach to identifying the 

types of activities that would increase positive reinforcement by relying 

on a functional analysis for a given individual. They also emphasized the 

importance of behavioral activation as a way of countering avoidance of 

life challenges and associated negative emotions. Such avoidance is pre-

sumed to contribute to ongoing depression. For example, requesting to 

speak to one’s boss to make amends for an error made at work would serve 

as an activity that counters avoidance of the negative emotions anticipated 

to arise during the interaction with the boss. By this kind of emphasis on 

counteracting avoidance, behavioral activation overlaps with problem 
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solving and with exposure therapy for anxiety disorders. In addition, values- 

consistent actions have been incorporated into behavioral activation 

(Martell, Dimidjian, & Herman-Dunn, 2010).

Behavioral activation begins with a functional analysis of the ante-

cedents and maintainers of the lack of behavior, which informs the way 

to structure behavioral activation in a given individual’s context. A func-

tional analysis is essential because the same behavior, or lack thereof, may 

serve a very different function for different people. For example, arranging 

to have coffee with friends may be an adaptive socialization, or a mal-

adaptive avoidance of other responsibilities. Understanding the context 

of depression includes broadly assessing significant life events and ways in 

which behavior has altered since being depressed, as well as the methods 

that have been used to cope with depression that may be in themselves 

problematic (e.g., avoidance behaviors). This information is then used for 

a conceptualization of the life events that have contributed to depression 

by making the client’s life less rewarding and ways in which attempts to 

cope with depression by avoidance have contributed to depression.

Activity charts are then used to assess current levels of activity and 

the connections between activity and mood, and to help clients monitor 

avoidance behaviors as well as steps that are being taken toward accom-

plishing stated life goals (Martell, 2003). Clients then are encouraged to 

become aware of their own avoidant strategies and to choose between 

continuing to be avoidant and depressed or to engage in activities that will 

eventually lead to improved mood. An acronym ACTION is used to help 

clients assess when they are being avoidant:

77 Assess: Is my behavior avoidant?

77 Choose: Whether to activate or continue to avoid.

77 Try: The chosen behavior.

77 Integrate: New activity into regular routine.

77 Observe: The outcome; does the new behavior lift mood or life situation?

77 Never: Give up. (Martell, 2003)

The purported mechanisms underlying behavioral activation are that 

by increasing activity and blocking avoidance, clients come into contact 
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with more natural positive reinforcers from their environment. Also, behav-

ioral activation establishes a regular routine and encourages functionality. 

Furthermore, behavioral activation helps clients learn to become active 

even when they feel they cannot possibly complete tasks or get any plea-

sure from life (Martell, 2003). Additionally, by encouraging approach to 

previously avoided situations, behavioral activation may contribute to the 

extinction of CRs. Self-efficacy may be effectively raised and in turn con-

tribute to further motivation for behavioral activation. Finally, although 

behavioral activation treatment does not attempt to change the content of 

cognition, performance accomplishment is likely to provide evidence that 

disconfirms overly negative appraisals about the self and the world.

Behavioral activation was developed specifically for the treatment of 

depression. There are no clear contraindications for the person who is 

depressed, with the exception of situations in which activating the client 

may place them at risk of harm due to an abusive partner or violent living 

circumstances (Martell, 2003). Given the contextual basis of behavioral 

activation, in which the goal is to encourage clients to look “outward at 

their life context rather than at hypothesized internal defects” (Martell, 

2003, p. 29), behavioral activation is not usually combined with a cogni-

tive therapy focus on the content of negative cognitions. Instead, cogni-

tions are addressed in terms of their function, such as by evaluating where 

and when these negative cognitions occur and what is the effect of the 

cognition on what the person feels and does next. Sometimes this means 

recognizing that cognitions become ruminative and function to avoid 

taking action. Then, the treatment refocuses on how to behave differently, 

in a way that is not guided by the negative cognitions. In certain cultural 

contexts, behavioral activation may be modified to include activities with 

family members.

Behavioral Contracting

Another strategy driven by reinforcement principles is behavioral con-

tracting, or contingency contracting. Simply, this represents a statement of 

a set of behaviors to be followed, and related positive and negative conse-

quences to be carried out conditionally on compliance or noncompliance 
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with the plan. As such, it is the direct translation of the principles described 

previously for instrumental learning theory. Behavioral contracting has 

been applied in complement with other cognitive and behavioral strate-

gies, in CBT packages (e.g., problem-solving therapy), across a wide array 

of disorders, including family–marital problems, substance use disorders, 

weight loss, smoking cessation, and physical exercise. Aside from target-

ing specific behavioral excesses or deficits, behavioral contracting can be 

used as a tool to facilitate compliance with CBT. For example, behavioral 

contracting may be used to enhance engagement in exposure therapy, 

behavioral activation, or response prevention.

Contracting depends on an initial functional analysis that indicates 

the antecedents and consequences of current behavioral patterns and 

that suggests ways for modifying antecedents or alternative consequences 

necessary to initiate and maintain behavioral changes. The ways of alter-

ing antecedents and consequences were described previously, including 

removing or modifying antecedents, changing establishing operations, 

and delivering consequences. A set of parameters determine the effective-

ness of a positive or negative consequence for a behavior and should be 

taken into account when designing behavioral contracts. These include its 

relative size or significance, the immediacy with which it is delivered, and 

the consistency of delivery. Consistency is particularly important during 

the phase of acquisition of a new behavior, whereas ratio schedules of 

reinforcement are more effective for maintaining a new behavior once it 

is acquired (see Martin & Pear, 2003).

The critical steps to behavioral contracting have been summarized by 

Houmanfar, Maglieri, and Roman (2003) as the following: clearly speci-

fied and reasonable short-term and long-term goals; clearly specified 

target behaviors for change, and the conditions under which the target 

behavior will occur; a monitoring system to establish whether the target 

behavioral goals are being met; and clearly specified reward contingencies 

for compliance and consequences for noncompliance. Furthermore, the 

negotiated contract is to be agreed upon and signed by all participants.

The primary underlying mechanism of behavioral contracting is 

operant conditioning—the reinforcement of desired behaviors and 
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punishment of undesired behaviors. Successful behavioral change may 

also raise self-efficacy and disconfirm negative appraisals about oneself 

and the world that in turn motivate continued behavioral change.

As an example, a client with obsessive–compulsive hoarding could 

contract to discard magazines and newspapers from the living room of 

his house for 15 minutes each day, just before dinner time, to achieve the 

long-term goal of clearing out his living room. Upon completion of the 

15 minutes each day, the client agrees to reward himself by either watch-

ing the 10 o’clock news or having dessert after dinner. If the target goal 

is not met, then the client will neither watch the news nor have dessert. 

Progress is monitored by a daily log of number of minutes spent discard-

ing materials.

Problems with behavioral contracts can arise when they are too restric-

tive, appear to be punishing, or are too rigid and do not allow for client 

input (Houmanfar et al., 2003). Vagueness of the contract, lack of therapist 

attention to the contract, and lack of encouragement to apply the relevant 

contingencies may all hinder effectiveness as well. Finally, behavioral con-

tracting is typically not used directly as an intervention for skill-based 

behavioral deficits (e.g., lack of social skills), although it can be used as 

a tool for encouraging engagement in skill-based behavioral acquisition. 

As with CBT in general, behavioral contracting in particular empha-

sizes change, and such an emphasis can be at odds with cultural influ-

ences that restrict the client’s ability to create and implement change (see 

Hays & Iwamasa, 2006). Thus, contracting for behavioral changes should 

take cultural and interpersonal constraints into account and be modi-

fied accordingly. For example, a behavioral contract designed to increase 

physical exercise schedules physical activities at times that do not overlap 

with familial activities so that behavioral change goals do not conflict with 

familial goals.

Habit Reversal

Habit reversal was first developed by Azrin and Nunn (1974) for nervous 

habits and tics, based on the theory that such behaviors persist because 

of response chaining, limited awareness, excessive practice, and social 
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tolerance. Nowadays, habit reversal is used for tics as well as trichotilloma-

nia and a range of repetitive behaviors that are controlled by “automatic 

reinforcement,” or self-stimulatory behaviors (e.g., hair pulling).

The treatment begins with a detailed analysis of the sequence of 

behaviors involved in the habit and the antecedents and consequences. 

Then, awareness training is initiated, in which clients are reinforced for 

detecting the first signs of a particular behavioral habit so that eventually 

they will be able to interrupt the habit early in the sequence. This includes 

awareness of the environmental as well as covert antecedents (e.g., specific 

sensations in the area affected by a motor or verbal tic). Awareness training 

is practiced in session with natural or simulated habits and is reinforced by 

the therapist. Next, in competing response training, clients learn to perform 

a competing response that is inconspicuous, requires little effort, and com-

petes physically with the habit. For example, a competing response for a 

vocal tic is diaphragmatic breathing with the mouth closed, and a com-

peting response for nail biting is to apply hand lotion. These competing 

responses are practiced in session with natural or simulated habits and 

again combined with therapist reinforcement. Clients are then instructed 

to use the competing response in their daily lives either when the anteced-

ents are present or early in the chain of behaviors.

Habit reversal is a skill-based intervention that rests heavily on princi-

ples of reinforcement. Specifically, attempts are made to block the positive 

reinforcement (usually sensory) associated with enacting the repetitive 

behavior, by replacing it with a competing behavior. Sometimes therapist 

reinforcement for implementing the competing response is accompanied 

by social reinforcement from significant others for not engaging in the 

repetitive behavior. Response generalization also is involved, via imagining 

successful control of the habit in situations where it had been a problem. 

Also, successful control of a repetitive behavior is likely to increase self-

efficacy, which in turn motivates continued efforts to control the behavior. 

These strategies may also lead to more positive appraisals about the self 

that in turn contribute to motivation for continued habit reversal practice.

Habit reversal was developed specifically to manage repetitive behav-

iors such as tics, hair pulling, stuttering, nail biting, teeth grinding, skin 
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picking and scratching, and self-biting. It is most appropriate for behav-

iors that are controlled by automatic reinforcement, or self-stimulatory 

behaviors. It is not appropriate for repetitive behaviors that are controlled 

by consequences of escape from an aversive situation (e.g., compulsive 

behaviors that lead to reduction in distress or attenuation of an obsession) 

or positive social consequences.

Exposure-Based Strategies

Exposure Therapy

Exposure therapy developed directly from the principles of extinction of 

classically conditioned responses. It is most frequently used for anxiety 

disorders but is sometimes incorporated into treatments for substance use 

disorders, eating disorders, and other disorders. Exposure therapy involves 

systematic and repeated approach to either phobic stimuli or stimuli that 

produce craving, without reinforcement by an aversive or appetitive US, so 

that eventually these stimuli lose their capacity to produce a CR of either 

fear or craving. The stimuli encompass external cues, such as agorapho-

bic situations or drugs and drug paraphernalia, as well as internal cues, 

such as feared bodily sensations associated with panic attacks, memories 

of trauma, obsessions, catastrophic images, or drug cravings.

Wolpe’s (1958) systematic desensitization combines relaxation with 

exposure to feared stimuli. Systematic desensitization represented the 

first application of conditioning principles to the treatment of fear and 

anxiety disorders. As originally developed, systematic desensitization is 

conducted in imagination. Imagining fearful stimuli was assumed to be 

equivalent to actually confronting fearful stimuli in real life. Relaxation 

was included to compete with and inhibit the anxiety response. For this 

reason, it is important that the relaxation response is stronger than the 

anxiety response; hence, Wolpe conducted systematic desensitization 

using a graded exposure format that maintained anxiety levels at rela-

tively low levels. Images of feared stimulus are organized into a hierarchy 

from least to most anxiety provoking; desensitization begins with the least 

anxiety-provoking image and then gradually moves up the hierarchy to 
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more anxiety-provoking images. By so doing, success at each earlier step 

on the hierarchy is assumed to lessen anxiety for the subsequent steps on 

the hierarchy.

After hierarchy generation, systematic desensitization proceeds by  

first presenting a neutral scene, followed by repeated pairing of the least 

anxiety-evoking image from the hierarchy with subsequent relaxation. 

Clients are asked to imagine, signal (e.g., raise their hand) when the image 

is clear, and continue imagining for a specified period of time, after which 

the level of anxiety is rated and relaxation is practiced. This pairing is 

repeated the number of times necessary until the hierarchy item can be 

imagined with minimal or no anxiety, at which point the treatment pro-

gresses to the next item on the hierarchy. In its original form, imagining 

of fearful scenes was limited to no more than 15 seconds (usually 5–7 sec-

onds) or until anxiety was felt, whichever came sooner, at which point 

there was a return to the relaxation state. Goldfried (1971) developed a 

self-control version of desensitization. Instead of removing the image and 

returning to a relaxed state, the client is encouraged to maintain the image 

and practice relaxation to remove tensions and anxiety. In this version, 

desensitization is viewed as an opportunity to rehearse coping skills.

Wolpe (1958) emphasized the mechanism of counterconditioning 

through reciprocal inhibition. He drew from the work of Sherrington 

(1947), who established that if one group of muscles is stimulated, then 

an antagonistic muscle group is inhibited, a process he called reciprocal 

inhibition. Wolpe extended this principle to anxiety and stated that when 

a response antagonistic to anxiety can be made to occur in the presence of 

anxiety-provoking stimuli and results in a complete or partial suppression 

of the anxiety response, then the bond between the stimulus and the anxi-

ety response is weakened. Thus, in systematic desensitization, individuals 

progress gradually through increasingly more anxiety-provoking imag-

ined encounters with phobic stimuli while using relaxation as a reciprocal 

inhibitor of rising anxiety.

However, the premises of reciprocal inhibition were challenged by 

evidence showing that graduated imaginal exposure to feared situations 

was equally effective whether combined with relaxation training or not 
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(see Craske et al., 2008, for a review). Also, when relaxation did enhance 

the efficacy of imaginal systematic desensitization, its effectiveness was 

attributed to enhanced vividness of imagery, which was associated with 

increased autonomic arousal rather than the intended purpose of relax-

ation of inducing a relaxed physiological response that was antagonistic 

to anxious arousal (see the review by Craske et al., 2008).

Thus, the field moved away from relying on relaxation to counter con-

dition anxiety. Nowadays, exposure is conducted in a number of ways. One 

way is to use imagination, as in systematic desensitization, but without relax-

ation. Imaginal exposure is most appropriate for stimuli that are difficult to 

practice confronting in real life (e.g., air travel) or are inherently imaginal 

(e.g., obsessions in the case of obsessive–compulsive disorder [OCD], cata-

strophic images in generalized anxiety disorder, or memories of trauma in 

posttraumatic stress disorder). Another modality gaining popularity is vir-

tual reality, a strength of which is the control it provides over the parameters 

of exposure. For example, in the treatment of public speaking, virtual real-

ity can provide systematic exposure to different-sized audiences, different 

responses from audiences, different contexts, and so on. Writing exposure is 

sometimes used for exposure to traumas in the treatment of posttraumatic 

stress disorder. In vivo, or real-life, exposure is commonly used for most 

anxiety disorders. For example, individuals with social anxiety are exposed 

to social situations, as are persons with agoraphobia exposed to situations 

such as driving or being away from home. Interoceptive exposure involves 

repeated and systematic exposure to feared bodily sensations, most appli-

cable to panic disorder (e.g., repeated hyperventilation to overcome fears of 

sensations of shortness of breath and paresthesias). Different modalities of 

exposure are often combined. For example, writing exposure or imaginal 

exposure to memories of a trauma can be combined with in vivo exposure  

to situational reminders of the trauma. Similarly, imaginal exposure to 

obsessions is usually accompanied by in vivo exposure to obsessional trig-

gers, and virtual reality to phobic situations is usually accompanied by 

instructions to practice exposure in real-life situations as well.

During exposure, clients usually are encouraged to experience the full 

emotional response elicited without engaging in overt and more subtle 



The Therapy Process

89

forms of avoidance. In addition, safety signals are gradually removed, 

because as described previously, safety signals are believed to undermine 

corrective learning during exposure. Exposure is conducted in session 

under the direction of the therapist who gives guidance, feedback, and 

reinforcement. Sometimes the therapist models in vivo or interoceptive 

exposure, which is especially helpful when clients are hesitant about per-

forming the exposure task, or when clients have not acquired the skills 

required to be able to conduct the exposure (e.g., how to approach and 

touch a particular animal). In this case, the therapist models and then 

the client imitates. Therapist-directed exposures in session are followed 

by self-directed exposures between sessions. When it is not practical for  

in vivo exposure to be conducted under the supervision of the therapist, 

the therapist and client jointly design an in vivo exposure task. Clients 

then imaginally rehearse the in vivo exposure in session before attempt-

ing the in vivo exposure task on their own, between sessions. The client 

reports back at the next session for a collaborative review of what was 

learned and how to structure the next exposure practice. Sometimes sig-

nificant others, such as parents or partners, are involved as coaches for 

exposure practices conducted between sessions.

In the context of anxiety, exposure can be conducted gradually to pro-

gressively more anxiety-provoking situations or as flooding exposure, 

meaning prolonged and continuous exposure to highly anxiety-provoking 

stimuli. A few studies have shown flooding exposure to be as effective as 

graduated exposure, at least in those willing to undertake intense exposure 

(e.g., C. Miller, 2002), although further comparative research is needed. 

Flooding therapy is commonly used in exposure to traumatic images for 

posttraumatic stress disorder and obsessional content in OCD, and it is 

sometimes used for in vivo exposure to feared situations for panic dis-

order and agoraphobia. Flooding exposure typically elicits high levels 

of physiological arousal and subjective distress, at least during the ini-

tial phases of exposure. Parameters used to determine the length of each 

exposure practice for anxiety disorders have varied over the years. Propo-

nents of emotional processing theory (Foa & Kozak, 1986), described later 

in this chapter, recommend that exposure trials continue for the duration 
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required until fear declines, because fear decline is evidence for correc-

tive learning. However, with the more recent recognition that diminution 

of the expression of fear in a given exposure practice is not necessarily a 

sign of corrective learning (Craske et al., 2014), the recommendation has 

shifted from “stay in the situation until fear has declined” to “stay in the 

situation until you have learned what you need to learn, and sometimes 

that means learning that you can tolerate fear.”

Exposure therapy is sometimes conducted in conjunction with cop-

ing tools, such as relaxation2 or slowed breathing, cognitive restructur-

ing, or imagery rescripting. These coping tools are intended to increase 

willingness to engage in exposure therapy, as well as to facilitate its effec-

tiveness. As an example, individuals with agoraphobia may be taught a 

method of corrective breathing and helped to generate a set of coping 

self-statements as tools to be used to manage excessive levels of anxiety as 

they walk through a busy shopping mall. However, as described in more 

detail in a later section, the degree to which these tools actually enhance 

the efficacy of exposure therapy is unclear.

Following the contradictions to Wolpe’s (1958) model of reciprocal 

inhibition, habituation was evoked by researchers in the 1960s and 1970s 

(e.g., Watts, 1971) as an explanatory process for systematic desensitization. 

Habituation refers simply to reduction in response strength with repeated 

stimulus presentations. However, habituation is traditionally viewed as a 

transient process, because dishabituation (or increased response strength) 

usually follows habituation. Consequently, habituation is unlikely to 

account for long-lasting effects from exposure therapy.

The concept of habituation was combined with the concept of correc-

tive learning to explain the effects of exposure therapy for fear and anxiety 

in the widely known emotional processing theory (EPT) put forth by Foa 

and Kozak (1986). The theory was subsequently revised in 1996 by Foa 

and McNally. EPT purports that the effects of exposure therapy derive 

from activation of a fear structure and integration of information that is 

2	Use of relaxation as a coping tool differs from relaxation as a counterconditioner in systematic desensi-
tization in that the former is taught as a general method for lowering anxiety as exposure is conducted, 
whereas in the latter case, the application of relaxation is precisely tied to ongoing levels of anxiety, 
with a continuous shifting back and forth between the imagined fear scene and relaxation.
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incompatible with it, resulting in the development of a nonfear structure 

that replaces or competes with the original. A fear structure, as first posited 

by Lang (1971), is a set of propositions about a stimulus, response, and 

their meaning that are stored in memory. For example, a fear structure 

associated with fears of spiders might involve a stimulus proposition of 

big spiders, a response proposition of a racing heart and stomach upset, 

and a meaning proposition of being poisoned by the spider. The index of 

activation is fear, measured subjectively and physiologically.

Once activated, corrective learning is purported to occur through 

integration of information that is incompatible with the structure. Incom-

patible information is presumed to derive from two primary sources. The 

first is within-session habituation of the physiological or verbalized fear 

response (i.e., reduction from the start to the end of an exposure session) 

that disassociates the stimulus from response propositions (i.e., the stimulus 

is no longer connected with fear responding). Within-session habituation is 

considered to be a necessary prerequisite for between-session habituation 

over repeated occasions of exposure (i.e., reduction in peak anxiety from 

the first to the last exposure session). Between-sessions habituation is pur-

ported to form the basis for long-term learning and to be mediated by 

changes in the meaning proposition, in the form of lowered probability of 

harm (i.e., risk) and lessened negativity (i.e., valence) of the stimulus. EPT 

clearly guided clinicians to the view the level of fear expressed through-

out exposure as a sign of learning. Hence, clinicians conducting exposure 

therapy were guided to help clients remain in the feared situation until 

their fear declined. However, little evidence indicates that within-session 

habituation plays a role in the overall outcomes from exposure therapy, and 

hence questions are now being raised about the premises of EPT (Craske 

et al., 2008; Meuret, Seidel, Rosenfield, Hofmann, & Rosenfield, 2012).

Exposure therapy works by generating new sets of expectancies that 

compete with and, if sufficiently dominant, particularly at the point of 

later retrieval, inhibit the original fear-based expectancies. It follows, then, 

that exposure therapy is best structured in a way that maximally discon-

firms the expectancy for negative outcomes or contributes to inhibitory 

expectancies that negative outcomes will not occur or are not as negative as 
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expected (Craske et al., 2014). For example, a woman fears fainting when 

driving and fully expects that she will faint if she drives more than 5 miles 

from home. In this case, exposure to driving more than 5 miles from home 

would be the optimal way of disconfirming her expectancy of fainting. If 

the exposure were to driving less than 5 miles from home, her expectancies 

about fainting may remain unchanged. Clearly, this approach requires a 

careful analysis of expectancies. If the aversive event is fear itself, as is often 

the case with anxiety disorders, then exposure trials would be designed to 

last longer than the interval of time (or number of repetitions) at which 

fear is judged to become intolerable. This approach to exposure therapy 

differs very much from the habituation model that encourages staying in 

the exposure until the fear declines. Instead, it is more consistent with cog-

nitive appraisal theories that view exposure therapy as a means for gath-

ering data to disconfirm misappraisals. In cognitive therapy, this is called 

behavioral experimentation. However, in contrast to cognitive appraisal 

models, which target conscious cognitions, we (Craske et al., 2014) pro-

posed that the new inhibitory expectancies may also develop implicitly 

through the experience of the exposure without relying on conscious 

appraisals. For example, strategies of deepened or compound extinction, 

in which two conditional stimuli that predict the same US are combined 

(e.g., presentation of one spider followed by the addition of a second spi-

der within the same exposure trial), variable stimuli (e.g., multiple spiders 

within and across repeated exposure trials without requiring habituation 

to any given stimulus) or occasional reinforced extinction (e.g., inclusion 

of occasional ethically viable unconditional stimulus [US]—e.g., social 

rejection—within exposure trials) are presumed to strengthen inhibitory  

associations without relying on consciously appraised expectancies. 

Moreover, biological methods that limit hippocampal activation during 

exposure offer the potential to decontextualize exposure learning so that it 

generalizes beyond the exposure context, again in ways not dependent on 

conscious appraisals. Behavioral methods for bridging different contexts, 

such as mental reinstatement of what was learned last time or retrieval 

cues, offer additional strategies for enhancing the generalization of learn-

ing during exposure (see Craske et al., 2014).
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Exposure therapy does not teach skills and therefore is not appropri-

ate when anxiety is directly related to skill deficits, as sometimes occurs 

in social anxiety or phobias of certain situations that require skills (e.g., 

fear of swimming in the ocean in someone who has not learned how to 

swim). Because exposure typically evokes high levels of anxiety at some 

point, it is generally not recommended when complicating medical con-

ditions make high levels of autonomic arousal potentially harmful (e.g., 

certain arrhythmias or severe asthma); systematic desensitization may be 

considered under these conditions. Because of the potential for high lev-

els of anxiety, attrition is a concern. Thus, careful attention is given to 

the rationale for exposure and readiness for exposure. Also, surrounding 

reinforcers for avoidant behavior (e.g., attention from a significant other 

for agoraphobic avoidance) may counteract the aims of exposure therapy 

and should be evaluated and addressed where appropriate to minimize 

inadvertent sabotaging. Another contraindication is when the exposure 

is to situations that are actually harmful, such as exposure to an abuser. 

Also, exposure may be contraindicated for persons with psychosis, other 

thought disorders or dementias, especially when behavioral avoidance of 

certain situations is adaptive for them. In contrast to behavioral activation, 

exposure therapy can be readily combined with cognitive therapy. How-

ever, in accord with models of inhibitory learning, cognitive restructuring 

may impair exposure, which should be maximized by mismatch between 

expected outcomes and actual outcomes; because cognitive restructuring 

is designed to reduce expectancies of negative outcomes, it may effectively  

reduce the mismatch with actual outcomes of exposure therapy (Craske 

et al., 2014). Thus, the most recent approaches reserve cognitive restruc-

turing for enhancing consolidation of learning following exposure therapy 

and do not engage in cognitive restructuring beforehand.

Response Prevention

Response prevention refers to blocking avoidance behaviors in general, 

including safety signals and safety-seeking behaviors, although the specific 

methodology is most closely tied to the blocking of compulsive behavior 

in OCD treatment. Basically, clients are prevented from carrying out their 
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usual compulsive rituals as they confront their obsessions or obsessional 

triggers. The procedure was originated by Meyer in 1966, and Rachman  

and Hodgson (1980), who observed that when clients were exposed to 

obsessional cues and at the same time were prevented from engaging in 

rituals, their anxiety eventually declined. This observation encouraged the 

combination of exposure therapy with response prevention in the treat-

ment of OCD. For example, clients may be asked to touch an object that 

is perceived as being contaminated, such as a door handle, and then pre-

vent themselves from washing their hands. The research indicates that the 

combination of exposure and response prevention is superior to exposure 

alone for OCD (e.g., Foa, Steketee, Grayson, Turner, & Latimer, 1984).

The method of response prevention begins with establishing the func-

tional relations between obsessions and compulsions, with careful atten-

tion to covert as well as overt compulsions. Examples of overt compulsions 

are cleaning and checking appliances or locks, whereas covert compulsions 

include mentally reviewing actions over the past week or thinking specific 

words or phrases. Next, clients are given a treatment rationale for prevent-

ing compulsions in response to obsessions. Care is taken to distinguish 

prevention of compulsions from attempts to prevent obsessions, because 

the latter is counterproductive. Then, exposure and response prevention 

is initiated.

In its earliest form, response prevention was implemented in an inpa-

tient setting with continual supervision by nursing staff who literally pre-

vented clients from carrying out rituals. However, simply instructing clients 

to relinquish rituals is almost as effective, at least for less severe compulsions. 

Response prevention can be done completely or gradually. An example of 

complete response prevention for compulsions of excessive washing would 

be no washing at all for an entire week. However, complete response preven-

tion is difficult unless one is in a highly structured and supportive environ-

ment. In less structured outpatient treatment settings, response prevention 

is more often done gradually (e.g., gradually reduce the number of minutes 

of showering each day).

Response prevention is predicated on the functional relationship that  

exists between obsessions and compulsions—that obsessions evoke 

anxiety and compulsions reduce anxiety. Habituation and reinforcement 
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mechanisms are presumed to contribute to its effectiveness. That is, by 

preventing compulsions, habituation occurs to the obsession. Also, because 

compulsions tend to (but not always) alleviate anxiety, they are instrumen-

tally reinforced and more likely to be repeated over time; preventing them 

interrupts this self-perpetuating cycle. Thus, the goal is for clients to learn 

that anxiety habituates without having to rely on compulsions, whereas 

engagement in compulsions maintains anxiety over the long term.

As such, response prevention may be more appropriately described as 

a reinforcement- and skill-based strategy than an extinction-based strategy. 

However, more recently, extinction mechanisms have been evoked as well, 

because by preventing the compulsion, clients learn that feared catastrophic 

events do not occur. For example, clients with obsessions of harming a loved 

one learn through exposure to the obsession and response prevention of 

compulsive behaviors that they do not actually harm their loved ones, and 

therefore new inhibitory expectancies are developed. In addition, accom-

plishment of exposure and response prevention is likely to raise self-efficacy. 

At the level of explicit cognitive appraisal, response prevention may also lead 

to less negative appraisals about the obsessions (e.g., “having the thought 

that I will do something obscene does not mean that I am obscene”).

Although most often referred to in the context of compulsive behav-

iors, any kind of avoidance behavior can be response prevented within the 

context of exposure therapy for any anxiety disorder. Hence, reliance on 

safety signals or safety-seeking behaviors is typically response prevented. 

Thus, the same contraindications as outlined for exposure therapy apply 

to response prevention. In addition, it is generally agreed that full response 

prevention is more effective than partial response prevention, and yet 

full response prevention is more difficult to implement on an outpatient 

treatment basis. Consequently, severe OCD may benefit from intensive, 

day treatment or inpatient settings where full response prevention can be 

more readily implemented. Also, family members can become involved in 

the treatment and encourage response prevention in the home environ-

ment, something that is particularly helpful for children with OCD and 

especially when family members have developed accommodation strategies 

that actually reinforce compulsive behaviors (e.g., comply with the child’s 

request to use tissues when touching door handles within the house).
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Cognitive-Based Strategies

Three cognitive appraisal approaches are described here, with the first 

two being entire therapeutic approaches rather than single strategies. The 

mechanisms underlying these approaches are fully detailed in Chapter 3 

and thus are not reviewed again here.

Rational–Emotive Behavior Therapy

Rational–emotive behavior therapists teach clients to directly dispute 

their irrational thoughts, although the precise steps through which this 

is done are less standardized than for many other behavioral and cogni-

tive strategies. In general, the first step involves verbal persuasion aimed 

at convincing clients of the tenets of REBT. Clients are helped to realize 

that it is not events themselves but appraisals and thinking styles that lead 

to emotional distress. They are educated about rational versus irrational 

beliefs, with the latter being characterized as rigid and extreme, incon-

sistent with social reality, illogical, prone to dysfunctional feelings, prone 

to dysfunctional behavioral consequences, demanding and “musturba-

tory,” “awfulizing and terribilizing,” and depreciative of human worth 

(Ellis, 2003). The next step is identifying idiosyncratic irrational thoughts 

through client self-monitoring and therapist feedback. Then, the thera-

pist directly challenges irrational ideas and models rational reinterpreta-

tions of events. Disputation may involve questioning the evidence for the 

belief or the utility for holding the belief, questioning the catastrophic 

implications that have been drawn out about situations, or demonstrat-

ing through logic that the belief is illogical. Sometimes the focus is on 

the form rather than the content of cognition, such as when encourag-

ing clients to change “must” statements into “would” statements. Verbal 

disputation is sometimes complemented with imaginal disputation and 

repeated cognitive rehearsal aimed at substituting rational self-statements 

for previously irrational ones.

These skills are intended to be internalized by clients, who are taught to 

identify their own irrational beliefs and to actively dispute them, through 

strategies such as asking about empirical evidence for a particular belief 



The Therapy Process

97

(e.g., “What is the evidence that one must perform well at all times?”). In 

addition, they are taught logical disputation (e.g., “Does it follow that if I 

want to do well, then I have to do well?”), pragmatic or heuristic disputing 

(e.g., “Where will it get me if I keep demanding instead of preferring to 

do well?”), changing “musts” to “preferences,” and setting goals without 

raising them to unrealistic and illogical demands. Other strategies include 

rational coping statements, positive visualization, cost–benefit analyses, 

modeling, unconditional self-acceptance, and practical problem solving 

(Ellis, 2003). As can be seen, a number of different strategies are used in 

REBT, but the guiding principle of every strategy is to change irrational 

beliefs to more rational beliefs.

Homework assignments include self-monitoring of antecedents, beliefs, 

and consequences; attempts at disputation on one’s own; and behavioral 

assignments to practice dealing with situations that the client typically finds 

difficult. An example of a behavioral assignment is shame-attacking exer-

cises, in which clients are encouraged to do something ridiculous in public 

(e.g., yell in a public area, wear mismatched clothing items) to learn that 

nothing catastrophic happens.

One difficulty faced by REBT is the operationalization of what is an 

irrational thought. Haaga and Davison (1993) argued that the definition 

of what is rational involves ethics and values. They noted that Ellis’s ethics 

were that people should live long and happy lives and should maximize 

their individuality, freedom, self-interest, and self-control rather than 

submit to the control of others. Notably, these ethics are not consistent 

with the collectivism values of many cultures, including Asian, Latino, and 

Arabic. Consequently, REBT may be less culturally sensitive than other 

forms of cognitive therapy.

Cognitive Therapy

Beck (1993) targeted dysfunctional beliefs and faulty information process-

ing through collaborative empiricism, in which client and therapist work 

together to identify and label errors in thinking, evaluate the evidence, and 

generate alternative, more realistic hypotheses. Typically, cognitive therapy 
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begins with discussion of the role of thoughts in generating emotions. 

This includes discussion of how cognitive errors contribute to the mis-

construal of situations. Such misconstrual is highlighted as the primary 

source of emotional distress. In addition, clients are helped to understand 

how misconstruals lead to behavioral choices that in turn compound the 

distress and confirm the misappraisals, contributing to a self-perpetuating 

cycle. The treatment rationale for targeting maladaptive thoughts per se as 

the problem flows naturally from this discussion.

Next, thoughts are recognized as being hypotheses rather than fact 

and are therefore open to questioning and challenge. This is the cogni-

tive technique of distancing, or the ability to view one’s thoughts more 

objectively and to draw a distinction between “I believe” and “I know.” 

Detailed self-monitoring and downward arrowing of emotions and asso-

ciated cognitions are instituted to identify specific beliefs, appraisals, and 

assumptions. Taking a personal scientist perspective enables individuals 

to become observers of their own cognitive biases and to be willing to 

consider alternatives to their own judgments. Once relevant cognitions 

are identified, they are categorized into types of errors, including dichot-

omous thinking, arbitrary inference, overgeneralization, and magnifica-

tion, among others. The process of categorization, or labeling of thoughts, 

is consistent with a personal scientist model and facilitates an objective 

perspective by which the validity of the thoughts can be evaluated.

Therapists use Socratic questioning to help clients make guided dis-

coveries and question their thoughts. If a client insists he cannot survive 

without his partner, the therapist may gently prod the client to ask himself 

whether he had survived before entering that partnership. This logical 

empiricism applies rational consideration to existing evidence and gives 

recognition to ignored evidence, historical data, and alternative explana-

tions for events. As an example, a therapist might ask a person who fears 

dying as a result of panic attacks to think about the number of times she 

has panicked and the result in each case.

Behavioral strategies include explicit activity schedules, graded tasks 

aimed at providing mastery and success, and behavioral experimentation, 

also called hypothesis testing. In behavioral experimentation, the client 
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and therapist agree to test the validity of a particular thought through 

empirical data collection and experimentation. For the behavioral exper-

iment to work, the behaviors, conditions, and negative thought being 

tested are clearly specified so that clients can fully test their hypotheses 

and evaluate whether they are confirmed by the data from the experi-

ment. Review of the results is critical, especially to avoid emotion-based 

discounting (e.g., the client may discount signs of approval for the sake of 

pity). An example of behavioral experimentation would be for a client to 

ask 10 different people for directions at a local shopping area to test out 

blanket self-statements of being incapable of receiving helpful guidance 

from others. Clearly, the overlap with behavioral activation, problem solv-

ing, and exposure-based procedures is evident, although different mecha-

nisms of action are implied within each strategy. In cognitive therapy, 

the behavioral steps are designed to collect data that challenge errors in 

thinking and generate more evidence-based thinking and to create new 

behaviors that help counteract previously held beliefs.

Throughout cognitive therapy, the therapist continuously models the 

skill of Socratic questioning by asking questions or posing juxtapositions 

between appraisals and the evidence. Affect-enhancing techniques, such as 

imagery (asking clients to imagine themselves facing a dreaded situation), 

are sometimes used for intensifying emotion, facilitating awareness of 

emotional responses that were previously out of awareness, accessing state-

dependent core beliefs, restructuring cognitive–emotional networks, and 

modifying maladaptive emotional responses (Greenberg & Safran, 1989).

Another strategy is reverse role-playing, in which clients adopt the 

role of someone who possesses beliefs different from their own while the 

therapist plays the role of someone with maladaptive beliefs; the client 

helps the therapist develop alternative beliefs. Sometimes modeling is 

used before role-playing, especially with children. The therapist overtly 

verbalizes various appraisals of a situation, and the client then imitates 

the therapist.

Based on the logical empiricism and data from behavioral experimen-

tation, alternative, more evidence-based hypotheses are generated. As an 

example, the person who misappraises panic attacks as being physically 
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dangerous may generate an alternative appraisal that panic attacks rep-

resent a definite change in physiology but one that is not harmful. Or the 

person who misappraises a frown as a sign of being ridiculed may generate 

a variety of alternative appraisals for a frown, such as exemplifying a habit, 

fatigue, misunderstanding, concerns external to the conversation, or dis-

agreement. In addition to surface level appraisals (e.g., “That person is 

frowning at me because I look foolish”), core level beliefs or schema (e.g., 

“I am not strong enough to withstand further distress,” “I am unlikable”) 

are challenged and ultimately replaced with less dysfunctional schema.

The skills taught by the therapist are intended to be internalized by 

clients, who learn to act as empiricists, collecting all available evidence 

to evaluate their judgments of a given situation. They learn the skill of 

Socratic questioning of their own reactions by using the following types 

of questions (Newman, 2003):

77 What other plausible perspectives can I take about this matter?

77 What factual evidence supports or refutes my beliefs?

77 What are the pros and cons of continuing to see things the way I see them 

or of seeing things differently?

77 What constructive action can I take to deal with my beliefs?

77 What sincere advice would I give to a good friend with the same beliefs?

Through practice, clients learn to be more deliberate and conscious 

of their own filtering mechanisms and compensate for them by appropri-

ately considering aspects of their environment that may have been previ-

ously ignored.

Self-Instruction Training

Self-instruction training was developed by Meichenbaum (1977), who 

combined Ellis’s (1962) model of irrational self-talk with knowledge of the 

developmental sequence through which children acquire internal speech 

and verbal symbolic control over their behavior. In self-instruction training, 

internal dialogue is modified to include coping, task-oriented statements 

in the face of stressors. Four categories of self-statements are identified: 
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preparing, confronting, coping, and reinforcing. Self-instruction training 

involves training clients to first become aware of emotional states produced 

by stressful situations so that those states become a cue for engaging in 

appropriate self-instruction. The client is then taught to become aware of 

maladaptive self-statements (e.g., “I can’t deal with this”). Next, the thera-

pist models appropriate behavior while verbalizing effective action strate-

gies in each of the four categories. Specifically, these include an appraisal 

of task requirements (i.e., prepare), self-instructions that guide graded 

performance (i.e., confront), self-statements that stress personal adequacy 

and counteract worry (i.e., cope), and covert self-reinforcement for suc-

cessful performance (i.e., reinforce). Then, the client performs the target 

behavior while verbalizing the self-instructions out loud, and then again 

while covertly rehearsing them. Therapist feedback assists in ensuring 

that constructive problem solving and self-talk replaces previous negative 

appraisals.

Indications and Contraindications for Cognitive Strategies

REBT, cognitive therapy, and self-instruction training all are considered to 

be particularly useful for clients who have difficulty incorporating positive 

experiences into the way they think about themselves, their lives, and their 

futures. These strategies are also effective with individuals whose emotions 

and behaviors are based on faulty assumptions about themselves, their 

world, or their futures (Newman, 2003). Cognitive therapies should not 

be conducted in isolation from other behavioral strategies when maladap-

tive behaviors, cognitions, or emotions are maintained by maladaptive 

patterns of reinforcement (e.g., reinforcement from drug consumption) 

or when skill deficits (e.g., assertive skills) are apparent.

Cognitive strategies are closely aligned with the European/North 

American value of rational thinking. As noted by Hays and Iwamasa (2006), 

emphasis on cognition, logic, verbal skills, and rational thinking can under-

cut the value of spirituality in many cultures. Related is the emphasis of 

cognitive strategies on reductionist cause-and-effect relations. In contrast, 

Asian cultural beliefs, for example, emphasize balance (or yin and yang), 
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evaluation of systems holistically, and indirect causes for events. Thus, a 

client from a different culture may take into account additional causes for 

events that are not immediately obvious to a North American/European 

therapist, thereby potentially undercutting the latter’s attempts at cog-

nitive restructuring. Another issue is locus of control, which tends to be 

more internal than external in North American/European cultures and 

more external than internal in many Asian cultures, wherein certain events 

are judged to be unrelated to one’s own actions. Thus, what a therapist may 

judge to be a “logical outcome” may not coincide with the client’s beliefs. 

Cultural sensitivity of cognitive strategies mandates that therapists become 

knowledgeable about clients’ cultural values and beliefs, something that 

would be achieved through functional analyses.

Applications

To illustrate the versatility and range of CBT interventions, the applica-

tions of CBT for clients presenting with anxiety, depression, alcohol abuse, 

and bulimia nervosa are presented.

Anxiety Disorder

The first example is the application of CBT for an anxiety disorder, spe-

cifically panic disorder and agoraphobia (e.g., Craske & Barlow, 2008), 

modified to be consistent with our recent inhibitory learning model for 

conducting exposure therapy.

Sarah had experienced panic attacks for several years. She dreaded 

being on her own for fear of having a panic attack that would cause her 

to stop breathing and die. Consequently, she rarely left her home alone, 

and when she did, she would carry a number of safety objects, such as 

antipanic medication and a list of phone numbers and locations of medi-

cal centers.

A functional analysis was conducted of ways in which her cognitions 

about dying, her physical symptoms of shortness of breath and lighthead-

edness, and her behavior of avoiding being alone and reliance on safety 
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objects contributed to each other and to the experience of panic and anxi-

ety. In addition, Sarah was able to describe the contexts in which these 

cycles were most likely to develop, those being when her husband was 

traveling (when she became more afraid of being alone) and when she was 

fatigued (when Sarah became more concerned about shortness of breath).

The treatment plan derived from this functional analysis. Treatment 

began with psychoeducation about the nature of fear and anxiety to cor-

rect Sarah’s misconceptions about dying during panic attacks. In addition, 

she began to self-monitor her daily anxiety, panic attacks, and amount of 

time spent alone each day.

Exposure therapy targeted Sarah’s fears of bodily sensations (i.e., 

shortness of breath and lightheadedness). For example, through repeated 

interoceptive exposure to breath holding exercises, cardiac exercises, caf-

feine, and hyperventilation, Sarah learned that sensations of shortness of 

breath and lightheadedness did not cause harmful consequences and were 

tolerable. The interoceptive exposure exercises were conducted for lengths 

of time that challenged her expectancies (e.g., Sarah expected that she 

would stop breathing if she hyperventilated for more than 30 seconds, 

and thus exposure was conducted for longer than 30 seconds). In addi-

tion, interoceptive exposures were combined (e.g., caffeine consumption 

before hyperventilation, because she also viewed caffeine as a predictor 

of physical harm) and were varied (e.g., sometimes she held her breath 

while lying down and other times while standing or drinking caffeinated 

sodas or coffee). They were also conducted in the absence of safety sig-

nals, including when at home alone and when fatigued. Similarly, through 

repeated in vivo exposure to variable lengths of time being alone and away 

from home, Sarah learned that the sensations were not life threatening 

even in situations in which she had most feared the panic attacks and 

even as she let go of her safety signals (medications and lists of emergency 

contacts). Her in vivo exposure was extended to practices of leaving her 

home alone when she was fatigued, when her husband was out of town, 

and when she traveled to unfamiliar places where the locations of medi-

cal facilities was unknown. Also, interoceptive and in vivo exposure were 

combined, as Sarah practiced holding her breath on her excursions of 
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driving away from home. Following each exposure, Sarah was asked to 

reflect upon what she had learned, and how the experience had discon-

firmed her expectancies, and how she could maximize her experience dur-

ing her next exposure. Given our current model of inhibitory learning, 

we did not engage in formal cognitive restructuring other than to use the 

experience from exposure to consolidate new ways of thinking about the 

sensations of shortness of breath and lightheadedness. As a result, Sarah’s 

expectancies of breathing cessation lowered and eventually she was much 

less anxious about the sensations and less avoidant of being alone.

As a relapse prevention strategy, Sarah was advised to continue to 

practice exposure to the previously feared sensations and situations in as 

many different ways as possible, and always challenge her expectations of 

negative outcomes. In addition, as she entered new situations or contexts, 

she was advised to reflect back on what she had learned during her prior 

exposures to facilitate generalization of the learning.

Depression

Daniel sought treatment for bouts of depressed mood, during which it 

was difficult for him to complete his job and home responsibilities and 

his motivation and enjoyment of life were generally low. As described by 

Young, Rygh, Weinberger, and Beck (2008), CBT for depression began with 

a treatment rationale that emphasized the role of life events in limiting 

sources of positive reinforcement. For Daniel, the life event was the move 

he and his family made to a new city, which meant leaving his long-time 

friends and some loss of income in his new job. Areas of dysfunctional 

behavior were identified as limited physical exercise, lack of initiation of  

contact with coworkers, and lack of exploration of the new city. The 

therapist helped Daniel to become involved in more constructive activ-

ity by scheduling physical exercise and outings to different parts of the 

city. Problem-solving skills of identifying problems and generating solu-

tions were used to design the outings. The exercise and outings served 

to increase sources of positive reinforcement because they were pleasant 

and mastery-related activities. Also, exercise was seen as a coping skill as it 
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provided a source of distraction from negative affect, because by diverting 

attention through physical activity, cycles of depressed mood can be inter-

rupted. In addition, the therapist helped Daniel to understand the way in 

which avoidance of contact with coworkers contributed to his lack of pos-

itive reinforcement and depressed mood. Thus, contacts with coworkers 

were scheduled, and were first behaviorally rehearsed through role-play  

with the therapist in session.

Once some improvement had occurred in Daniel’s behavioral func-

tioning, attention shifted to the role of cognitions, all the while continu-

ing the behavioral activities. The therapist helped Daniel to investigate 

the role of maladaptive schema, misappraisals of events, and unrealistic 

expectations, in the targeted problem area of friendships. Discussion of 

a specific event at work helped to elucidate Daniel’s misappraisals. He 

reported that on one occasion his coworkers went to lunch as a group 

without him, which led to his appraisal that he would never fit in with 

this new group of people. He wondered why they should bother to get to 

know him anyway. Those appraisals in turn led to his behavior of sitting at 

his desk and eating lunch on his own, which served to confirm in his own 

mind the belief that he was boring and unlikable.

The therapist helped Daniel to identify errors in his thinking, such 

as overgeneralization from the single example of the coworkers having 

lunch without him, and selective abstraction of information, at the cost 

of other available information that he had gone to lunch with them on 

several other occasions. He was helped to generate alternative, more con-

structive appraisals, such as recognizing alternative attributions for why 

he was not asked to join the coworkers on that particular day. For exam-

ple, Daniel realized that he was absent from his desk at the precise time 

that the coworkers were leaving the office for lunch, which may have 

explained why he was not asked to join them. In addition, Daniel was 

asked to provide examples of positive interactions with his coworkers 

as evidence that disconfirmed his belief of being boring and unlikable. 

These cognitive strategies were then combined with behavioral strategies 

of behavioral experimentation: Specifically, Daniel would ask his cowork-

ers to go to lunch with him (vs. passively waiting for them to ask him) 
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and initiate contact in various other ways. At this time, the behavioral 

strategies that were the emphasis of the initial phase of treatment were 

additionally used to gather data that disconfirmed Daniel’s misapprais-

als. That is, his exercise and outings were discussed in terms of the dis-

confirmation they provided for his thoughts of being unable to fit into 

his new environment. With these skills, Daniel’s depression lifted and his 

functioning improved.

Alcohol Abuse

David was a middle-aged husband and father who had developed a pattern 

of drinking to excess most evenings and most weekend days. His wife had 

threatened to leave him if he did not get his drinking under control. The 

outpatient CBT treatment for alcohol abuse/dependency (e.g., McCrady, 

2008) began with motivational interviewing, in which the therapist, in an 

empathic manner, helped Daniel to understand the discordance between 

his substance use behaviors and his personal goals of health, self-esteem, 

and role responsibilities as a father and a husband. The therapist helped 

David to picture ways of achieving those desired goals, such as by exer-

cising, and spending time with his family in the evenings and weekends 

rather than drinking, and generally encouraged David to mobilize his 

personal resources toward change. A decision for abstinence versus con-

trolled drinking was made (abstinence usually is the preferred approach). 

Behavioral contracting was implemented so that each day without alcohol 

consumption, as well as engagement in physical exercise and family activi-

ties, was reinforced by a set of primary and secondary reinforcers. The 

latter included watching sports on television, favorite foods, and tokens 

that in accumulation were traded in for a new bicycle (cycling had been 

reinforcing for David in past years).

A full functional analysis of the feelings, thoughts, events, and behav-

iors preceding and following alcohol consumption was conducted, and 

the function of David’s alcohol use was explored. In general, David used 

alcohol as a way of “letting go of stress” from his job and avoiding nega-

tive feelings about himself. Alcohol use was prompted by the belief that it 
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would make him feel better. In addition, difficulties communicating with 

his wife, with whom he had frequent arguments, led him to use alcohol 

as a way to “escape” in the home environment. David was taught sobriety 

strategies of stimulus control (which meant to remove all alcohol from 

his home), and use of imagery (e.g., “surfing with the urge” or “attack-

ing the urge”) to survive urges, and to learn by observation that urges 

do subside. His cognitive distortions about alcohol were also addressed, 

particularly his overly positive expectancies about alcohol, by pairing 

the perceived positive consequences with the real negative consequences 

(e.g., more arguments with his wife, poor health). In addition, behavioral 

alternatives to alcohol consumption were selected, to not only fill the 

gap in time and effort that used to be involved in alcohol consumption 

but also to provide alternative sources of positive reinforcement. These 

included physical exercise and activities with his family, already behav-

iorally contracted.

Next, skills training was implemented for skill deficits in managing 

work-related stress. These included relaxation training, cognitive restruc-

turing regarding misappraisals of events at work that generated unneces-

sary stress (e.g., beliefs that he would be heavily criticized for his work), 

and problem solving (e.g., ways of dealing with a coworker whose mistakes 

impacted performance evaluations of David’s work). In addition, David 

was encouraged to enter couples communication training with his wife. 

Furthermore, the therapist helped David to cope with substance availabil-

ity cues, by controlled exposure to alcohol cues in the safety of the treat-

ment setting. This was done to extinguish craving responses. Thus, the 

therapist brought alcohol to the session, so that the smell and sight of the 

alcohol could serve as a CS to be extinguished by not being consumed. At 

the same time, David was taught skills for managing exposure to alcohol in 

daily life, which meant learning to disassociate from environments outside 

of the home previously associated with alcohol consumption, combined 

with assertiveness training in how to refuse peer pressure to reestablish 

drinking. This was achieved through role-playing with the therapist. With 

these skills, Daniel was able to achieve control over his drinking with only 

occasional lapses.
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Bulimia Nervosa

Jenny was a 23-year-old, single woman. For the past 6 years, she had devel-

oped a pattern of binging on food, followed by purging in the form of 

vomiting and laxatives, and a subsequent period of relative dietary restric-

tion. The binge/purge cycle occurred approximately two times per week.

CBT for bulimia nervosa, as outlined by Fairburn, Cooper, Shafran, and 

Wilson (2008), involves four stages. In the first stage, the aims are to engage 

clients in treatment, something that can be particularly difficult for eating 

disorders when the client is ambivalent about treatment goals. Jenny was 

ambivalent, but she was also worried about the effects on her health and 

future relationships and thus was self-motivated to learn ways of changing 

her binge/purge behavior. Through the help of the therapist, Jenny estab-

lished her own functional analysis: depressed mood and not having anyone 

to “do things with” served as triggers to her binge eating, overvaluation of 

shape and weight and their control contributed to her binging and purg-

ing, and dieting and compensatory vomiting and laxative misuse encouraged 

binging in the future. The treatment rationale flowed naturally from this 

analysis. Self-monitoring was also initiated in the first stage, starting with 

monitoring of eating habits. Weekly in-session weighing was established, 

along with instructions to not weigh herself at any other times, thereby put-

ting a limit on her excessive body checking. She was also educated about the 

natural fluctuations that occur in daily weight and myths about eating and 

weight. Jenny was then given a regular eating schedule of three meals plus 

two snacks per day, combined with instructions to prevent herself from vom-

iting and using laxatives (i.e., response prevention). To deal with the urges to 

eat at times other than the specified meals and snacks, Jenny was encouraged 

to engage in competing activities, such as socializing or going for a walk, and 

to observe the urge to eat to learn that it is temporary and does pass.

The first stage of CBT was spread out over eight sessions across 4 weeks. 

The second stage of treatment involved a joint review of progress and 

continuation of the plan from the first stage with some minor revisions. 

For example, Jenny had tried to deal with her urges by reading magazines, 

but they included advertisements for food that only increased her urges 

to eat at times when it was not appropriate to eat. Thus, alternative ways 
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of dealing with the urges were established (e.g., puzzle games). The third 

stage of CBT addressed Jenny’s overevaluation of shape and weight, which 

in itself comprised several steps. She was helped to build a pie chart with 

the slices representing aspects of life that were important to her. Jenny’s 

biggest slice, or the slice that was most important to her, was shape, weight, 

and eating. The therapist then reviewed the consequences of overevaluat-

ing shape and weight, including the fact that Jenny dieted, thought too 

much about food and eating, engaged in excessive body checking, and 

thought too much about shape and weight and feeling “fat.” Next, Jenny 

was asked to schedule valued activities that matched other aspects of her 

life to increase their value. This meant scheduling activities for returning 

to college to complete her bachelor’s degree, as well as joining clubs to 

meet new people. In addition, Jenny’s feelings of fatness were addressed by 

teaching her to recognize the trigger to such feelings, which was depressed 

mood. Problem solving was then used for dealing with negative mood 

states as an alternative to overeating to cope with negative mood.

Also, the therapist helped Jenny realize the ways in which dietary 

restraint contributed to her overevaluation of weight and shape. This led 

to dealing directly with the dietary restraint. In particular, rules associated 

with dietary restraint were broken, because such rules promote a contin-

ued cycle of dietary restriction and binging. For example, foods that Jenny 

had been avoiding for fear of loss of control or weight gain (e.g., breads, 

pasta, chocolate) were gradually reintroduced.

The fourth and final stage of CBT focused on maintaining the changes 

in treatment and minimizing relapse. The latter was achieved by educat-

ing Jenny about the risk of relapse, the importance of early detection of 

problem behaviors, and ways of managing those behaviors based on the 

principles learned in treatment.

Longer Case With a Diverse Clientele

Maria is a 29-year-old woman who presented with severe social anxiety 

and major depression. She sought treatment as a result of threat of job 

loss due to her avoidance of fellow coworkers and resultant difficulties in 
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completing her assigned work tasks in a timely and competent manner. 

Maria was born in the United States, but her parents, with whom she lived, 

were first-generation immigrants from Mexico. Their fluency in English 

was limited. Maria’s young brother lived with his wife and children in the 

same neighborhood, as did several members of the extended family. She 

was close with her family.

In terms of presenting symptoms, Maria reported difficulty initiating 

and maintaining conversations, asking for help, saying no to unreasonable 

requests, entering a room full of people, disclosing information about her-

self, asking questions in meetings, and public speaking. She experienced 

these difficulties mostly at work and in any unfamiliar social situation. 

However, in the context of her family and family friends, she was able to 

interact appropriately and enjoy her interactions. Maria also had symp-

toms of depression, including sadness, lack of energy, oversleeping, and 

feelings of hopelessness about the future. She occasionally had thoughts 

of suicide, but these were fleeting thoughts and she did not endorse full 

suicidal ideation.

The pattern of social anxiety was apparent in childhood. Maria had 

few friends in elementary school. She recalled specific instances during 

childhood when she felt particularly humiliated, such as when her class-

mates laughed at her when she tripped on the playground at school and 

when she mispronounced words (teasing occurred mostly from non-

Latino students in her culturally diverse elementary school). In addition, 

her social anxiety was magnified by a salient birthmark across her left 

cheek. During childhood, she recalled instances of other kids staring at 

her and making comments about her birthmark. Her social anxiety at 

school was further fueled by language barriers between school and home. 

As her parents spoke little English, they were seldom able to help their 

children with homework. Maria felt too anxious to ask teachers for help, 

and consequently, she underachieved. During high school, Maria devel-

oped a few acquaintance-type friendships but never to the degree of 

close confidantes. She remained on the periphery of social situations and 

continued to be very self-conscious about her birthmark. She generally 

avoided social situations outside of those involving her extended family. 



The Therapy Process

111

Even though her parents were concerned that Maria was not and never 

had been involved in a romantic relationship, they were reassured by her 

closeness with the family.

After graduating high school, Maria attended local college. She found 

little enjoyment in college and continued to have difficulty making friends. 

Also, she struggled with grades and exams, especially given the limits imposed 

by her avoidance of professors and teaching assistants. Thus, she dropped 

out of college after the first year and began a clerical position in a medi-

cal records department of a local hospital. Her performance reviews have 

been up and down; most recently, her boss informed Maria that unless she 

learned to interact with her fellow coworkers and get her work done on 

time, her job was in jeopardy. At this point, and with the encouragement 

of her family, Maria sought help first from her priest, who in turn recom-

mended a resource for mental health treatment in the community.

The initial diagnostic assessment indicated social anxiety disorder 

and major depression. In terms of the functional analysis, many social 

situations that triggered her anxiety, which she avoided whenever pos-

sible. When in those social situations, Maria was particularly reactive to 

any verbal or nonverbal signal that could be interpreted as either ridi-

cule or disgust at her appearance. It also become apparent that Maria 

possessed a basic behavioral repertoire of social skills, as evident in her 

interactions with her family and family friends. However, anxiety inter-

fered with appropriate social skills outside of those family-type situa-

tions. Also, she lacked the skills of assertive communication in general. 

In terms of her cognitive appraisals, Maria believed that others ridiculed 

her or did not find her to be interesting. Also, she felt very self-conscious 

about the birthmark on her face, which she believed led others to judge 

her as ugly and disgusting. Her core belief was that no one would ever like 

her, something that was “confirmed” by the absence of close friendships 

or romantic relationships. In terms of her physiological responses, she 

experienced sweating, racing heart, and shortness of breath as she antici-

pated and entered social situations at work or in unfamiliar settings. In 

turn, she interpreted these physical symptoms as being obvious to others 

and another source of their criticism of her. In terms of behaviors, in 
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addition to the overt avoidance and refusal to enter and participate in a 

wide array of social situations outside of the family context, Maria also 

had a number of more subtle patterns of avoidance. She rarely looked at 

people directly in the eye, and she turned her face so that the birthmark 

was less apparent to those with whom she was interacting. These avoid-

ance behaviors were reinforced negatively by the reduction in acute anxi-

ety they produced. In addition, avoidance of unfamiliar social situations 

was further reinforced by the positive family reinforcement for remain-

ing “close to home.” Also, the overt and more subtle avoidance behaviors 

served to confirm her negative expectations for how others viewed her, 

which contributed to further avoidance behavior. Her avoidant behaviors 

and negative cognitions contributed to her depressed mood, which in 

turn contributed to low motivation to deal with social situations. Finally, 

her withdrawn style of staying on the periphery of social situations and 

failing to establish eye contact was uncomfortable for those around her, 

to the point that her coworkers had stopped making efforts to engage in 

conversation with Maria. She interpreted their behavior as evidence for 

their dislike of her.

After conducting the functional analysis through interviewing and 

assessment by self-report questionnaires in the first session, the therapist 

used Maria’s behaviors in the second session as an opportunity to review 

the functional analysis and provide a treatment rationale, using a tradi-

tional CBT model.

Therapist: I notice that you are sitting with the side of your face that does 

not have the birthmark toward me. Does it make you more comfortable 

to sit that way?

Maria: Yes, that way you don’t have to look at my birthmark.

Therapist: What do you think would happen if I saw your birthmark?

Maria: I don’t know . . . I think it would make you uncomfortable and 

disgusted.

Therapist: So, let’s think about this in terms of the ways in which thoughts, 

behaviors, and feelings influence each other. The thought that I would be 
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disgusted leads to your behavior of positioning yourself so that I don’t see 

the birthmark, and that makes you feel less anxious.

Maria: Yes, it’s all I can do.

Therapist: I can see how that would help you in the moment. I am won-

dering, though, what the long-term effects might be.

Maria: I am not sure what you mean.

Therapist: Right now you have a thought that others are disgusted and so 

you turn away. If you did not turn away . . . if you showed your birthmark 

openly . . . you could learn whether people actually are disgusted or not.

Maria: But I can remember how horrible it felt when other kids made fun 

of my birthmark.

Therapist: That must have been very upsetting for you as a kid. I guess the 

question is whether the way some kids treated you back then is a good indica-

tor of how others would treat you now. By turning your face away, you never 

get to learn how others will actually react or how to cope with their reactions.

Following a treatment rationale that emphasized skills for develop-

ing less negative, harmful thinking and replacing avoidant behaviors with 

approach behaviors, therapy began with Maria’s learning to self-monitor 

occasions when she became anxious in anticipation of or entering a social 

situation. The focus was on specific appraisals she was making and the 

particular cues within social situations that triggered further anxiety 

(e.g., particular facial expressions, silences in conversations). Her avoid-

ant behaviors were monitored as well, with close attention to not only 

overt avoidance but also more subtle forms of avoidance, specifically those 

surrounding her attempts to hide her birthmark. Maria was encouraged 

to gather this information as a way of becoming a personal scientist. In 

addition, a hierarchy of social situations was developed that would be the 

target of practice throughout treatment. Emphasis was given to situations 

in the work context, given the pressure from her boss to improve her skills 

at work or else lose her job. In addition, the therapist and Maria jointly 

decided to achieve mastery in the workplace before working on unfamiliar 
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social situations, when the role of family reinforcement patterns would be 

additionally addressed.

Next, Maria was taught corrective breathing as a tool for helping her 

to deal with her anxiety in social situations. She practiced this exercise first 

at home alone and then in more distracting environments, such as when 

driving. Next, she used the breathing exercise every time she responded to 

a phone call at work and when she was approached by fellow coworkers. 

The final step was to incorporate the breathing exercise in her deliberate 

exposure practices to situations listed on her hierarchy.

Cognitive restructuring was initiated with a discussion of the types of 

errors that are typical to anxious thinking: overestimating the likelihood 

of negative events and catastrophizing the meaning of negative events. 

Maria was encouraged to use her self-monitoring to identify examples of 

each type of error, and the therapist began teaching the skill of using evi-

dence to replace distorted thinking with more evidence-based thinking.

Therapist: So, on your monitoring form, you recorded that when you 

walked into the coffee room at work, everyone noticed that you were sweat-

ing and thought that you were disgusting. What led you to believe that?

Maria: Well, just that I felt so uncomfortable, so I was sure they would 

notice me and judge me.

Therapist: So your feelings were telling you that? What actually happened 

in the situation?

Maria: Nothing really. Someone offered me a coffee cup and I poured 

myself some coffee and stood at the counter for a few minutes, just listen-

ing quietly to the conversation.

Therapist: So, was there any action taken on the part of the others to indi-

cate that they were disgusted by you?

Maria: No, they just kept talking.

Therapist: So what does that tell you about your thought?

Maria: Maybe I was jumping to a conclusion—maybe I just assumed they 

were disgusted and I didn’t think of other possibilities.
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Therapist: So, are there other possibilities?

Maria: I mean, it’s hard for me to believe, but I suppose maybe they didn’t 

really care that I was sweating, or maybe they didn’t even notice at all.

The goal was to balance thinking away from always expecting rejection 

and ridicule and toward the notion that social rejection and ridicule were 

probably less likely than what Maria was anticipating. As recommended 

by Organista (2006), in his discussions of the modification of cognitive 

therapy for Hispanic/Latino clients, this was achieved by encouraging 

Maria to switch from “half-truths” in her thinking into “whole truths,” 

or to always follow a negative appraisal with another appraisal that rep-

resents the “other side of the coin.” Another goal was to encourage Maria 

to cope with momentary negative social interactions so that they became 

less catastrophic than she judged them to be. The therapist engaged in 

logical discussion of how others interpret momentary social negativity or 

awkwardness to help Maria generate alternative points of view.

Therapist: Let’s think of all the possible ways that someone else might 

judge a moment of silence in a conversation.

Maria: All that comes to mind is that they feel awkward and they get angry 

at me for making them feel that way.

Therapist: Okay, so that is a possibility, but what else might they think? 

Think of all the times that people have pauses in their own conversations. 

How might they think about that?

Maria: Well, maybe that it was awkward but they wouldn’t get angry.

Therapist: Yes, what else?

Maria: Maybe it happens so often that it doesn’t even phase them.

Therapist: Another good possibility. What else?

Maria: Maybe they blame themselves and not the other person.

Therapist: So you can see there are a number of ways of interpreting the 

same situation. Which one is most helpful to you?
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The issue that next arose was Maria’s concern of “what if someone is 

disgusted?” The therapist helped her to face that possibility and develop 

ways of coping. The therapist role-played with Maria how to respond 

behaviorally if someone showed signs of disgust and how to generate 

different possibilities about what it would mean if others were to show 

disgust.

Therapist: So, let’s face the worst for a moment and imagine that you are 

out in public and someone looks at your birthmark and then shows a visual 

grimace of disgust. Let’s consider how you would cope with that situation.

Maria: I would feel just horrible and would want to hide away as quickly 

as possible.

Therapist: That is one way of coping, but as we have talked about before, 

what is the end result of the hiding away?

Maria: I just become more and more afraid.

Therapist: What is another way of coping? What could you say or do in 

that situation?

Maria: Well, I could look at someone else instead of at the person who is 

clearly upset by my appearance.

Therapist: Yes, what else?

Maria: I could tell them to stop staring at me.

Therapist: You could. What else?

Maria: I could tell myself that person was mean and not everyone reacts 

the same way as he did.

Therapist: Good, so you see there are a number of ways of coping, even 

in a difficult situation.

At this point, Maria broke into tears. She described an instance in ele-

mentary school when she found a group of kids laughing at words written 

on the bathroom wall; later she went back to look at the words. They were 
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about her, referring to her as ugly and deformed. The therapist encour-

aged Maria to describe the entire situation, from beginning to end, and 

her thoughts, feelings, and behaviors. By so doing, the therapist shifted 

to an exposure-based model of helping Maria to face the memory of the 

trauma, all the while providing support and validation for Maria’s distress. 

Over the next week, Maria was asked to write about the traumatic experi-

ence each day, to continue to face the memory of the event. This was very 

helpful for her, and it made it much easier for her to continue treatment.

Extensive role-playing and behavioral rehearsal were next conducted 

to facilitate response generalization of Maria’s verbal and nonverbal skills 

of socializing to work-related situations. The situations listed in her hier-

archy included asking questions of a coworker, giving compliments, asking 

a question for purposes of clarification in a meeting, asking coworkers for 

help, and asking her boss a question. Role-plays and behavioral rehearsal 

shaped her behaviors, with the use of therapist reinforcement and feed-

back. These were difficult at first, but with continued practice and feed-

back, Maria became more comfortable. Practice included coping with 

a variety of responses (i.e., coping with negative responses and positive 

responses from others). Also, multiple behaviors were rehearsed in rela-

tion to each situation listed on her hierarchy, including direct eye contact 

and not hiding her birthmark. In the end, the goal was for Maria to be 

able to look people directly in the eye with the birthmark clearly visible on 

her face. She and her therapist agreed that only by so doing would Maria 

be able to develop more adaptive appraisals and realize that others were 

less likely to show disgust than she anticipated, and that she had ways to 

could effectively manage discomfort or awkwardness on occasions when 

others did stare or show a negative response to her birthmark. Every 

in-session role-play was followed by a homework assignment of practice 

in which Maria was to complete the social interaction as often as possible, 

with the use of breathing retraining and cognitive skills to help her cope 

with anxiety.

After several weeks, it became apparent that Maria’s depressive symp-

toms of lack of motivation and fatigue interfered with completion of 

homework assignments. This barrier was identified and addressed in 
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terms of a functional analysis, which helped Maria to recognize that 

avoidance, even if motivated by depression and low motivation, contrib-

uted to negative beliefs about herself and the way she thought others 

would react to her. The self-efficacy and motivating effects that would 

come from behavioral activation were discussed, and activities that were 

positively reinforcing were identified. Maria had an interest in painting, 

and even though she had her own materials, she had not painted for some 

time. Thus, she contracted to engage in painting at least twice a week on her 

own. Contracting of times when to paint was done with care to avoid con-

flict with her family responsibilities. Next, a problem-solving approach 

was used to address the issue of fatigue by considering times of day when 

she was most able to complete her exposure assignments. Up until this 

point, Maria had tended to procrastinate and leave her exposure practices 

until the end of the day (as a form of avoidance), which coincided with 

the time at which she was most fatigued. Thus, she was encouraged to 

complete the assignments (i.e., asking a coworker for help or clarification) 

early in the day.

Another impediment was Maria’s tendency to discount her accomplish-

ments. After exposure therapy practices, instead of appraising what had been 

learned in a constructive manner, she was inclined to think that others were 

simply being positive toward her because they felt pity toward her.

Therapist: So, how did the practice go this week?

Maria: Well, I asked my coworker about his drive to work this morning 

and the traffic, and it ended up developing into a conversation that lasted 

for over 10 minutes.

Therapist: That’s great. Well done!

Maria: I don’t know . . . I think he just felt sorry for me so he kept talking.

Therapist: Okay, so that is one way of interpreting his behavior. Using our 

cognitive skills, can you think of other reasons for his behavior?

Maria: It’s hard for me to believe that he really wanted to speak with me, 

but maybe he did.
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Therapist: Were there positive aspects to the conversation?

Maria: I smiled, I looked at him as he spoke, and he laughed.

Therapist: So, what does that tell you?

Maria: Well, maybe it was okay after all. I have to realize that people are 

not as negative about me as I think.

Therapist: That’s right, and continued practice in social situations will 

help you to develop that realization.

About midway through the treatment, Maria’s assignment was to ask 

a fellow coworker to help her on a particular work project. The response 

that Maria received was judged by her to be dismissive. Maria felt like a 

fool for asking and was concerned that the coworker was disgusted by 

her appearance. She became depressed and dejected by this experience. 

The therapist focused on the role of interpretations about the apparent 

dismissal, as well as the importance of coping with occasional social rejec-

tions as a part of normal social interaction. Again, behavioral rehearsal 

and role-playing were used to practice different ways of coping, cogni-

tively and behaviorally, with negative social interactions. Furthermore, 

Maria was encouraged to continue to ask her coworkers for help as was 

appropriate to the task at hand, so she could gather more evidence about 

the likelihood of rejection and ways of coping with negative responses 

from others. These new experiences tended to be more positive and offset 

the earlier negative one.

Once she developed some mastery in social situations at work, Maria 

and her therapist agreed that it was time to address unfamiliar social situ-

ations, such as joining a painting or exercise class. Relevant to designing 

these practices was the issue of reinforcement for her closeness with the 

family, and their expectation that Maria should attend every extended 

family function and always be accompanied by a family member on 

outings. Although anxiety provoking, Maria realized the importance 

of learning to cope with social situations outside of her family. She was 

encouraged to use assertiveness to explain to her family the importance 

of some independence from them, especially as it would increase her 
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chances of dating, something that her parents were most eager for her to 

do. She and therapist role-played ways of communicating assertively with 

her parents in a way that was respectful. For example, an assertive request 

to spend time shopping on her own was prefaced by statements such as 

“with all due respect, Mama, I need to learn how to be on my own.” Also, 

her brother was quite supportive of Maria’s attempts in this regard and 

helped her to practice ways of communicating with their parents in a 

respectful manner.

After 20 weeks of treatment, Maria had begun to achieve some mas-

tery in interacting with her coworkers, and she was beginning to work on 

unfamiliar social situations. She felt as if she was learning a set of skills for 

how to interact in social situations and was becoming less self-conscious 

about her birthmark. When she entered a social situation, her first thought 

remained that others would find her ugly or boring, but she was gradu-

ally gaining behavioral evidence to counteract those beliefs. Some of her 

coworkers had reciprocated and she was now joining them at lunch. In 

addition, as part of her hierarchy, Maria had arranged to meet with her boss 

biweekly to check on her progress from his point of view. This had proved 

helpful as he was generally supportive of her improved interactional skills. 

Furthermore, Maria had joined a painting class, where she had initiated 

conversations with another student in the painting class and was looking 

forward to further contact with that person both inside and outside of the 

class. Her depression had lifted and she was feeling more hopeful about 

the future. With her brother’s help, her parents were responding well to 

her requests to do things on her own, away from the family, especially as 

these activities did not detract from Maria’s enjoyment of family activities. 

Maria still had a number of situations to practice, but she had made good 

progress and was motivated to continue.

Obstacles or Problems Using This Approach

As elucidated by Young (1990), the success of CBT depends on a number 

of factors: clients having ready access to their feelings and thoughts and 

identifiable target problems; being able to quickly develop collaborative 
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relationships with the therapist without the therapist–client relationship 

itself needing to be a major focus of treatment; and thoughts, feelings, 

and behaviors that can be modified through empirical analysis, logical 

discourse, experimentation, and behavioral practice. Thus, barriers to any 

of these factors are likely to become obstacles to successful implementa-

tion of CBT.

As is likely the case with every psychotherapy, the majority of evidence 

indicates that the more severe and complex the presentation at treatment 

entry, the poorer than usual the response to CBT (e.g., Haby, Donnelly, 

Corry, & Vos, 2006). However, contradictory findings exist as well, and the 

study of predictors and moderators of response remains at a nascent stage 

(Schneider, Arch, & Wolitzky-Taylor, 2015). Nonetheless, several studies 

indicate that higher severity and chronicity of depression is predictive 

of poorer outcome from CBT for depression, as is higher neuroticism for 

CBT for anxiety disorders (e.g., Wolitzky-Taylor, Arch, Rosenfield, & Craske, 

2012). Also, comorbid personality disorders are associated with lessened or 

slowed the response to CBT for anxiety and depression (e.g., Fournier et al., 

2009; McCabe & Antony, 2005), although, again, contradictory results exist 

(see Schneider et al., 2015). In this literature, poorer outcomes do not mean 

nonresponse but less improvement than otherwise occurs. The following 

section considers possible explanations for the negative effects of initial 

severity and complexity upon outcomes, and potential remedies.

One pathway through which severity and complexity may negatively 

impact CBT is by decreasing the personal resources available for the effort 

involved in this form of therapy. In other words, learning new ways of 

thinking and behaving takes effort. Learning new appraisal strategies 

is difficult, even for the person who is not dealing with a psychological 

disorder, because we all have a tendency to selectively attend to stimuli 

and information that support our beliefs and ignore or discount contrary 

information. Under conditions of elevated distress, these tendencies to 

be selective become even stronger. That is, people are more likely to rely 

on cognitive shortcuts under times of stress; distorted patterns of think-

ing are such shortcuts. Alternative modes of information processing that 

require greater resource expenditure, such as attending to data rather than 
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to prior expectancies, are obstructed by high levels of stress (e.g., Ford & 

Kruglanski, 1995). Learning to behave and think in a different way and 

face challenging situations takes even more effort. And yet, this type of 

resource expenditure is exactly what is demanded by CBT. Hence, exces-

sively high levels of distress and stress may impede engagement in the 

processes of CBT, thus possibly explaining why initial severity and com-

plexity, medical comorbidity, life stressors, and personality disorders are 

associated with a lesser or slower response to CBT.

Limitations to personal resources may be addressed by slowing the pace 

of CBT. Also, reminders of coping skills can be incorporated, such as written 

prompts (on cards) for how to generate evidence-based thoughts. Work-

books are another resource that can serve as a continuous reminder of cog-

nitive and behavioral strategies. Greater structure to homework practices 

and reinforcement for accomplishment of those practices may be helpful. 

Also, significant others and community supports can be “recruited” to give 

encouragement for cognitive and behavioral skills practices in the home 

environment. For particularly high levels of physiological stress, relaxation 

techniques may be a useful start to each session, to facilitate attention and 

learning in the remainder of the session. Furthermore, problem-solving 

approaches may be applied to deal with ongoing life stressors.

Another explanation for why initial severity and complexity predicts 

poorer than usual response to CBT is that attempts to manage one specific 

area of cognitive and behavioral dysfunction are thwarted by other areas 

of dysfunction. Attempts to deal with an anxiety disorder, for example, 

may be interrupted by dysregulation of interpersonal processes in the cli-

ent who additionally suffers from a personality disorder. CBT most often is 

very focused in its application, targeting specific problem areas. Its focused 

nature may render it less effective with more complex presentations than 

more broadly focused approaches, although this remains an empirical ques-

tion. Unified CBT approaches that have relevance to a broad array of nega-

tive emotions, cognitions, and behaviors are a potential option (Farchione 

et al., 2012).3 Another option is to provide more than one focused CBT at 

3	Unified CBT protocols are yet to be fully tested in comparison with specifically targeted CBT protocols.
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the same time, such as simultaneous delivery of CBT specifically focused 

on anxiety and CBT specifically focused on depression. However, prelimi-

nary evidence suggests that such dual focus may eventually detract from 

the overall benefits of CBT (Craske et al., 2007). Alternatively, CBT may be 

combined with psychotropic medications for complex and severe presen-

tations, although such combination treatments are not without their own 

difficulties, which are discussed later in this chapter.

Third, initial severity and complexity may lower motivation to engage 

in any or all aspects of CBT, including homework. Engagement includes 

being part of the case formulation, learning the behavioral and cognitive 

strategies, and most important, putting them into practice. As noted ear-

lier, homework practice is a significant mediator of treatment outcome, 

and low motivation is likely to lessen homework compliance and therefore 

eventual success of CBT. Motivation is likely to be influenced by a num-

ber of factors, including those inherent to the problem that is the target 

for treatment. For example, the low motivation and low self-efficacy that 

are characteristic of depressed mood are likely to lessen motivation to 

engage in CBT. Similarly, ambivalence about change in relation to drug 

use, anorexia, and other disorders is likely to decrease the motivation to 

engage in CBT, as will competing sources of reinforcement for maladap-

tive behaviors. For example, parents who give attention to distress and fail 

to give attention to nondistressed behaviors in children with separation 

anxiety disorder may inadvertently reinforce the separation anxiety and 

thereby interfere with engagement in CBT. Similarly, significant others 

who take on the daily home responsibilities and chores that are no longer 

being completed by their overly anxious partners may inadvertently rein-

force the latter’s anxiety and thereby reduce motivation for CBT.

Motivational interviewing (W. R. Miller & Rollnick, 1991) may be 

warranted in cases of ambivalence, and behavioral contracting may be 

used to provide extrinsic reinforcement for engagement in CBT. In addi-

tion, when significant others are providing reinforcement that is coun-

ter to the goals of CBT, they can be included in the treatment. This can 

be especially valuable with CBT for children, where a large part of the 

treatment involves parent training to maximize parental reinforcement 
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of adaptive childhood behaviors relative to maladaptive behaviors (e.g., 

Barrett, Farrell, Dadds, & Boulter, 2005). Involving significant others in 

every aspect of treatment, including attention to the reinforcement pat-

terns for anxious versus nonanxious behaviors, also improves the effects 

of CBT for adult anxiety (e.g., Cerny, Barlow, Craske, & Himadi, 1987).

Other factors likely to influence motivation include general beliefs 

about etiology and/or treatment process that run counter to CBT theo-

ries and principles. Degree of belief in the rationale for CBT is linked to 

more rapid and overall better treatment outcomes (e.g., Addis & Jacobson, 

2000). For example, beliefs that “unconscious conflicts” are responsible 

for a presenting problem may impede motivation to engage in CBT. Edu-

cation about the role of conscious cognitions and behaviors may increase 

the motivation to engage in CBT, particularly if combined with relevant 

examples from the individual’s own experience.

The issue of conflicting beliefs sometimes arises when CBT is com-

bined with psychotropic medications. Clearly, CBT is aimed at teaching 

self-control skills for changing maladaptive cognitions and behaviors. 

Psychotropic medications likely foster the belief that problems are due 

to neurochemical imbalances, which in turn may lessen the perceived 

importance of CBT as a treatment. In accord, patients with “free floating” 

anxiety who received EMG biofeedback without the aid of medication 

practiced relaxation exercises more frequently than those who additionally 

received diazepam (Lavallée, Lamontagne, Pinard, Annable, & Tétreault, 

1977). Other evidence indicates that attribution of therapeutic gains to 

medications rather than personal mastery may contribute to the occasions 

when the combination of CBT with medications is inferior to CBT alone. 

That is, attribution of therapeutic gains to an anti-anxiety medication in 

patients who were treated with the drug in combination with either expo-

sure or relaxation training predicted subsequent withdrawal symptoms 

and relapse (Başoğlu et al., 1994). These attribution effects can potentially 

be offset by initiating CBT as a first-line treatment before medication and 

by adding CBT booster sessions following the termination of medication. 

By so doing, improvements would be more likely to be attributed to CBT, 

thereby encouraging motivation to engage in CBT and reducing relapse 

when medication is withdrawn.
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Finally, there may be cultural barriers to CBT. As indicated throughout 

this text, a proper functional analysis takes into account cultural factors 

that influence problem behaviors, emotions, or thoughts. Moreover, cul-

tural contexts and constraints are considered when designing and imple-

menting CBT. This form of therapy is heavily aligned with European and 

North American values of change, open self-disclosure, independence and 

autonomy, and rational thinking (see Hays & Iwamasa, 2006). Such values 

often are at odds with values of harmony, family, and spirituality that are 

deeply embedded in Asian, Latino, Arabic, African American, and other 

cultures. Thus, culturally responsive CBT recognizes these influences and 

modifies the strategies accordingly. As indicated in the next chapter, the 

evidence suggests that such modifications are effective.
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Cognitive–behavioral therapy (CBT) is the most empirically supported 

psychotherapy. Meta-analyses of its effectiveness usually combine 

therapies that are mostly cognitive therapy in nature with ones that are 

more cognitive–behavioral in nature. A review of 16 meta-analyses evalu-

ated CBT across a wide range of disorders (Butler, Chapman, Forman, & 

Beck, 2006): adult unipolar depression, adolescent unipolar depression, 

generalized anxiety disorder, panic disorder with and without agora-

phobia, social phobia, obsessive–compulsive disorder, posttraumatic 

stress disorder, schizophrenia, marital distress, anger, bulimia nervosa, 

internalizing childhood disorders, sexual offending, and chronic pain. 

Comparisons were usually with no treatment or with nondirective sup-

portive counseling as a placebo control. The results of the review were 

as follows.

Evaluation
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First, CBT was considered highly effective for adult unipolar depres-

sion, generalized anxiety disorder, panic disorder with or without agora-

phobia, social phobia, posttraumatic stress disorder, and childhood anxiety 

and depressive disorders, with a large mean effect size of .95 (SD = .08) in 

comparison with no-treatment, wait-list, or placebo controls. These effects 

are consistent with meta-analyses of CBT for anxiety disorders by Norton 

and Price (2007) and by Hofmann and Smits (2008); CBT was more effec-

tive than no-treatment or attention placebo conditions across all disorders. 

It is interesting that the frequency and duration of sessions, and the for-

mat of individual versus group treatment, were not related to outcomes 

(Norton & Price, 2007). Moreover, another meta-analysis of active treat-

ment comparisons found superiority of CBT over alternative treatments 

for depression and anxiety disorders, although not for other disorders 

included in the analysis (Tolin, 2010).

Butler and colleagues (2006) further concluded that CBT was highly 

effective for bulimia nervosa (mean effect size = 1.27, SD = .11) and more 

so than pharmacotherapy. Also, CBT added to the pharmacotherapy treat-

ment of schizophrenia. Moderate effect sizes were obtained from CBT for 

marital distress, anger, childhood somatic disorders, and several chronic 

pain conditions, relative to control groups (mean effect size = .62, SD = . 11),  

whereas the efficacy of CBT for sexual offending was relatively low (effect 

size = .35). Since then, a large number of meta-analyses have confirmed 

the effectiveness of CBT relative to no-treatment or treatment-as-usual 

conditions for a wide variety of individual disorders. These include CBT 

for positive symptoms of psychosis and social skills training and in partic-

ular for negative symptoms of psychosis (Turner, van der Gaag, Karyotaki, 

& Cuijpers, 2014), behavioral activation for depression (Ekers et al., 2014), 

CBT for irritable bowel syndrome (Li, Xiong, Zhang, Yu, & Chen, 2014) 

and other chronic pain conditions (Richmond et al., 2015), and CBT for 

attention-deficit/hyperactivity disorder and oppositional defiant disorder 

(Battagliese et al., 2015).

Results from CBT for anxiety and depression appear to be somewhat 

less effective in late-life samples relative to middle-age or childhood/ 

adolescent samples (e.g., Kraus, Kunik, & Stanley, 2007). However, CBT is 
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still more effective than treatment as usual for late-life depression (Laidlaw 

et al., 2008), and a meta-analysis indicated that CBT was more effective 

than wait-list and active control conditions in the treatment of late-life 

anxiety disorders (Gould, Coulson, & Howard, 2012).

Generally, the results from CBT tend to maintain over follow-up inter-

vals that extend from 6 to 24 months (e.g., Butler et al., 2006; Haby, Donnelly, 

Corry, & Vos, 2006; Norton & Price, 2007). Butler and colleagues (2006) 

concluded that evidence was found for maintenance of treatment gains 

for depression, generalized anxiety disorder, panic disorder, social phobia, 

obsessive–compulsive disorder, sexual offending, schizophrenia, and child-

hood internalizing disorders. The long-term effects were particularly robust 

for depression and panic disorder, where the rate of relapse was almost half 

of the rate of relapse that follows from pharmacotherapy.

However, some relapse and nonresponse do occur. Most of the research 

on this topic pertains to CBT for depression. In a meta-analysis of research 

studies specifically focused on relapse following CBT for depression, 29% 

relapsed within 1 year and 54% within 2 years of discontinuing CBT 

(Vittengl, Clark, Dunn, & Jarrett, 2007). Notably, these rates are lower 

than rates of relapse following discontinuation of pharmacotherapy, 

and continuation of CBT decreased relapse in comparison to other contin-

uation treatments. Dobson and colleagues (2008) replicated these effects, 

with less relapse upon discontinuation of cognitive therapy relative to 

pharmacotherapy. Patterns of relapse have been much less well studied in 

the context of other disorders. In terms of anxiety disorders, 40% relapse 

was reported in youth samples (Ginsburg et al., 2014) and 5% to 30% of 

adults with panic disorder relapsed 1 to 2 years following CBT discon-

tinuation (Heldt et al., 2011; van Apeldoorn et al., 2010). Clearly, much 

more research on patterns of relapse, treatment seeking following CBT, 

and ways for offsetting relapse is needed.

In nonresearch settings, reports regarding relapse and nonresponse, 

albeit few in number, are less promising than in research settings. Specifi-

cally, one review of naturalistic studies found that short-term CBT for a 

variety of disorders had limited long-term benefits, 2 to 14 years after treat-

ment was delivered (Durham et al., 2005). For example, in the studies of 

ASUS
Highlight
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anxiety disorders, 64% of participants reported receiving interim treatment 

for anxiety over the follow-up interval. It remains to be seen whether the 

results obtained in real-world settings are less impressive than in research 

trials because of the nature of the patient population (possibly being more 

severe or complex than patients who enter research trials) or because CBT 

is not delivered with as much competency or focus as in controlled effi-

cacy trials. Reviews of the child literature have identified core differences 

in the delivery of community-based versus research-based interventions. 

These differences include a broad, multiproblem focus and flexibility in 

responding to issues that clients bring to each session (in an effort to treat 

the “whole” client) in the former case compared with a clearly delineated 

narrow focus and imposing of an agenda and a preplanned structured 

manual in the latter case (e.g., Weisz, Jensen, & McLeod, 2005). These core 

differences may account for the substantially lower rates of effectiveness 

in community-based settings compared with research studies, at least for 

childhood disorders.

Another caveat to the success of CBT is the percentage of individuals 

who either refuse to enter therapy or who drop out after starting CBT. It is 

hard to estimate the numbers who refuse to begin CBT, although a meta-

analysis of CBT for a wide range of mental health disorders reported an 

average weighted attrition of 15.9% at pretreatment (Fernandez, Salem, 

Swift, & Ramtahal, 2015). Rates of entry into CBT may be improved by 

preparatory information, such as pamphlets or videos that depict CBT 

methods, something particularly valuable for minority groups (Organi-

sta, 2006). More studies have evaluated dropout once CBT has been initi-

ated. The same meta-analysis reported an average weighted attrition of 

26.2% during CBT, with highest rates for depression and less attrition as 

the number of sessions attended increased (Fernandez et al., 2015). Most 

investigations fail to find differences between “completers” and “noncom-

pleters” in terms of starting levels of symptoms or sociodemographics, 

although limited power to detect differences may be problematic here.

As already noted, severity and complexity of initial presentation are 

predictors of lesser than usual improvement with CBT (e.g., Fournier et al.,  

2009; Haby et al., 2006). Severity and complexity encompass features such 
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as symptom severity, comorbid Axis II syndromes, medical complications, 

and life stressors. On the other hand, CBT that successfully treats a spe-

cific disorder has been shown to lead to improvements in surrounding  

comorbidity (e.g., Craske et al., 2007).

Mechanism Data: Role  
of Changes in Cognition

The cognitive appraisal model presumes that the active therapeutic mecha-

nism is change in dysfunctional assumptions and core beliefs in the direc-

tion of being more rational or evidence based. However, the available 

evidence regarding mechanisms raises serious questions about the role 

of changes to the content of conscious cognition. Longmore and Worrell 

(2007) reviewed the evidence pertaining to the degree to which direct 

explicit modification of maladaptive cognitions is necessary or sufficient 

for CBT. They first examined component analysis studies, in which cogni-

tive strategies were compared with behavioral strategies and their com-

bination. Although relatively few in number and only pertaining to the 

treatment of anxiety and depression, the conclusion was that in neither case 

was evidence strong that cognitive approaches produced better results than 

behavioral approaches (i.e., exposure therapy and behavioral activation) 

alone or that cognitive approaches added benefit to behavioral approaches. 

Publications since their review confirm this conclusion. That is, in their 

meta-analyses, Norton and Price (2007) found no differences across cogni-

tive therapy, exposure therapy, relaxation, or their combination for anxiety 

disorders. In a recent meta-analysis of 17 randomized controlled trials for 

the treatment of depression, behavioral therapy conducted without explicit 

cognitive strategies was found to be equally effective as CBT (Ekers, 

Richards, & Gilbody, 2008). Finally, in an investigation of depression, 

differences between cognitive therapy and behavioral activation for 

depression were minor (Dobson et al., 2008).

Thus, despite the occasional superiority of cognitively based treat-

ments over behavioral treatment alone (e.g., social phobia; D. M. Clark  

et al., 2006), the findings for no differences are broad and compelling and 
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have led several researchers to conclude that the cognitive component of 

CBT is superfluous and unnecessary (e.g., S. C. Hayes, 2004). Notably, 

an alternative conclusion is that whereas cognitive therapy may not add 

substantially to the effects of behavioral therapy, cognitive therapy in its 

own right remains an effective treatment. Hence, clients and clinicians can 

choose between two effective treatment approaches—behavioral therapy 

and cognitive therapy. As Borkovec, Newman, Pincus, and Lytle (2002) 

suggested, each approach may tap into a different part of the system to 

affect change.

Longmore and Worrell (2007) suggested a couple of reasons why cogni-

tive therapy techniques did not significantly add to behavioral techniques. 

First, the majority of outcome variance may be attributed to shared, non-

specific treatment effects between the two treatments. Second, the measures 

of outcome may be insufficiently sensitive to detect differences between the 

treatment conditions. Another possibility is that in attempting to evalu-

ate the component parts of CBT, the effectiveness of each part is diluted. 

For example, in comparing exposure therapy alone to exposure plus cogni-

tive restructuring, the second condition may be weakened by the reduced 

amount of attention given to exposure incurred as a result of having to 

attend to cognitions. Furthermore, limited sample sizes of most studies to 

date may have limited the power to detect group differences.

Yet another possibility has been emphasized throughout this book—

that cognitive therapy is as effective as behavioral therapy and does not 

add significantly to the effects of behavioral therapy because cognitive 

and behavioral approaches are essentially overlapping treatments that 

share procedures and mechanisms. For example, as outlined in preced-

ing sections, cognitive therapy typically includes direct behavioral steps, 

including behavioral experimentation as a tool for gathering evidence, 

that clearly overlap with more behaviorally oriented treatments. Further-

more, learning theory mechanisms may well be evoked by the same behav-

ioral steps that are presumed within cognitive therapy to effect change 

through disconfirming misconstruals. That is, behavioral experimenta-

tion intended to gather disconfirming evidence may also serve to change 

reinforcement patterns, lead to habituation, and develop new inhibitory 
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expectancies at the experiential level. Also, learning theory mechanisms 

may be evoked through the verbal discussion component of cognitive 

therapy. For example, as described earlier, logical empiricism may serve 

to devalue the potency of the unconditional stimulus and thereby con-

tribute to extinction: Learning to think about social rejection in a less 

negative way may contribute to extinction of conditional fear responses 

to social situations. Also, by discussing and imagining feared stimuli, cog-

nitive therapy represents a degraded form of exposure that enables the 

processes of habituation, extinction, and mastery (which are presumed 

to mediate exposure-based approaches) to occur. Conversely, shifts in 

conscious cognitive appraisals may derive from behavioral reinforcement 

strategies (e.g., shaping assertive behaviors) and exposure-based pro-

cedures (e.g., exposure to feared situations). For example, by repeatedly 

expressing assertive behaviors, beliefs about oneself and the world may 

become more positive.

To this end, it is not surprising that shifts in cognitive appraisals are 

produced by both cognitive and behavioral methods of intervention, at 

least on the basis of older studies (e.g., Feske & Chambless, 1995; N. S. 

Jacobson et al., 1996). Indeed, cognitions change as a result of pharmaco-

therapy approaches as well (e.g., McManus, Clark, & Hackmann, 2000). 

Garratt, Ingram, Rand, and Sawalani (2007) similarly concluded from 

their review of pharmacotherapies and CBT for depression that more 

studies show no differences than show differences in the amount of cogni-

tive change produced. However, they cautioned that some of these studies 

may not have been sufficiently powered to detect differences, and they 

raised the possibility that cognitive change as a result of cognitive therapy  

is “deeper” than cognitive change as a result of pharmacotherapy. This 

possibility was based on the evidence that those treated with pharmaco-

therapy remain more cognitively reactive to depressed mood than those 

treated with cognitive therapy, and cognitive reactivity is a predictor of 

relapse (Segal, Gemar, & Williams, 1999; Segal, Kennedy, et al., 2006).

Change in cognition alone is not an indicator of causal agency. Tests 

of mediation are required, in which change in cognition is observed as a 

predictor of subsequent change in symptom outcomes. However, Kazdin 
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(2007) noted, studies that purport to evaluate mediation usually fail to 

demonstrate temporal precedence in which change in the mediator is a 

predictor of subsequent change in symptoms. Only a few studies have 

used the essential methodological design features to demonstrate that 

change in conscious appraisals explains subsequent symptom improve-

ment (e.g., Meuret, Rosenfield, Seidel, Bhaskara, & Hofmann, 2010; Niles 

et al., 2014).

In other examples, cognitive mediation is not found. Burns and Spangler  

(2001) found no evidence of a mediational link between dysfunctional 

attitudes and changes in anxiety and depression among a sizable sample  

(n = 521) of CBT-treated outpatients. Furthermore, Jarrett, Vittengl, 

Doyle, and Clark (2007) found that changes in depressive symptoms 

explained changes in cognition rather than vice versa. Thus, Longmore 

and Worrell (2007) concluded that the empirical evidence for cognitive 

mediation of therapeutic change is weak.

Kazdin (2007) added further reason for concern by noting that a num-

ber of studies indicate change in symptoms relatively early in treatment 

(e.g., Crits-Christoph et al., 2001; Tang & DeRubeis, 1999), before cogni-

tive change strategies are fully implemented. As much as 60% to 80% of  

symptom change occurs by the fourth CBT session for a number of dis

orders (e.g., Ilardi & Craighead, 1999). Moreover, a number of studies have 

established that early improvement in CBT for anxiety and depression is 

a predictor of overall outcomes (Westra, Dozois, & Marcus, 2007). A. M. 

Hayes and colleagues (2007) analyzed narratives from depressed patients 

going through an exposure-based CBT and concluded that although early 

response was mediated by hope, later response was mediated by cognitive 

emotional processing. However, the fact that the majority of symptom 

response occurs in the first part of treatment without cognitive media-

tion suggests that if cognitive mediation does play a role later on, its role 

is significantly less than whatever is mediating the initial response.

These types of results led Kazdin (2007) to conclude that “perhaps we 

can state more confidently now than before that whatever may be the basis 

for changes with CT [cognitive therapy], it does not seem to be the cogni-

tions as originally proposed” (p. 8). Part of the difficulty in establishing 
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cognitive mediation is that the concepts themselves are problematic. 

Cognitive therapies of all types have been criticized for lack of concep-

tual clarity, lack of clear operationalization of concepts, and shifting con-

ceptualizations and terminology over time. For example, what precisely 

is a “schema,” and how is it best measured? Moreover, what aspects of a 

schema should be changing throughout treatment, and how is that mea-

sured? Is it that original schemas are changed, or deactivated, or are new 

schemas formed? Without clarity at this level, tests of mediation remain 

problematic.

Measures of the purported constructs are problematic as well. By far, 

the majority of studies of cognitive mediation rely on self-report ques-

tionnaires about beliefs, such as the Thoughts Rating Form to measure 

catastrophic cognitions about panic attacks (e.g., Hofmann et al., 2007), 

and the Dysfunctional Attitude Scale to measure depressive beliefs (e.g., 

Jarrett et al., 2007). It is questionable whether self-report is a valid measure 

of cognition. For example, self-report scales may be influenced by demand 

characteristics to respond in a certain way. Also, T. W. Smith and Allred 

(1986) and Zurawski and Smith (1987) found that measures of irrational 

beliefs had higher correlations with measures of distress than with each 

other, reflecting the limited validity of such self-report measures. Finally, 

and important, the likelihood that endorsement on self-report question-

naires matches ongoing, moment-to-moment thinking and its correlation 

with ongoing changes in affect is questionable (Jarrett et al., 2007). Experi-

ence (in-the-moment) sampling of cognition or more objective measures, 

such as lexical decision tasks, that are less susceptible to responder biases, 

is needed. Mogg, Stopa, and Bradley (2001) therefore asserted that much 

of the scientific evidence in support of the basic assumptions of CBT—the 

existence and influence of core schemas and beliefs and their modification 

by logical empiricism—is plagued by methodological problems and that 

the assumptions are in need of further elucidation and support.

The study of treatment mechanisms is critical to the development of 

CBT, and yet researchers have very little knowledge of the mechanisms 

that make CBT work. With knowledge of how change occurs, therapeutic 

strategies that more directly, precisely, and effectively produce such change 
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can be developed (Kazdin, 2014). Also, those therapeutic strategies that do 

not impact the critical processes can be removed, making treatments more 

efficient as well as more effective. Moreover, by disconfirming a purported 

mechanism, attention can be redirected toward alternative mechanisms and 

the development of novel treatments that most effectively and efficiently 

target them. Only by matching mechanistically focused treatments to indi-

vidual profiles of underlying dysregulation do researchers have the oppor-

tunity to improve treatment outcomes and provide specificity of treatment 

matching above and beyond the nonspecific factors that are common across 

psychological treatments and account for the “dodo bird” effect.

How Does CBT Work With Diverse Clients?

The empirical support for CBT derives almost entirely from studies with 

White middle-class Europeans or Westerners. In general, CBT is aligned 

with European and North American values of change, self-disclosure, 

independence and autonomy, and rational thinking, all of which are at 

odds with the values of harmony, family and collectivism, and spiritual-

ity that define many other cultures. Culturally sensitive CBT takes into 

account the cultural influences that place constraints upon the goals and 

methods of CBT. For example, assertiveness training may be problematic 

for individuals who are not expected to be assertive in their own culture 

or at least may need to be modified to better reflect familial or hierarchi-

cal cultural values. Behavioral activation and behavioral contracting simi-

larly may be modified so that goals of independence and autonomy are 

cast within, and not at conflict with, cultural values that emphasize family 

and collectivism. Rational–emotive behavior therapy, with its emphasis 

on individuality and self-control, may conflict with those values as well. 

The willingness to engage in exposure therapy may differ depending on 

the amount of discrimination that individuals perceive from health care 

providers in general (Miranda, Nakamura, & Bernal, 2003). In addition, 

whereas CBT typically aims to modify overly negative self-statements, 

such self-criticism may be viewed as a motivator to achieve in other cul-

tures, such as Chinese cultures (Hwang & Wood, 2007). Furthermore, 
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modification to cognitive therapy might be called for in cultures that 

emphasize balance and indirect causes of events rather than reductionist 

cause-and-effect relations. That is, the method by which cognitive restruc-

turing is most effectively implemented may differ across cultures, with 

Western culture being more suited to single overriding alternative inter-

pretations of a given event and Eastern culture being more suited to two 

or more simultaneous explanations that can be invoked depending on the 

context (Hofmann, 2006).

Making these adaptations requires cultural sensitivity and compe-

tency, or having the cultural self-awareness, knowledge, and skills that 

facilitate the delivery of effective services to ethnically and culturally 

diverse clients. Frameworks have been proposed for how to adapt CBT 

to different cultures, such as for Chinese Americans (Hwang, 2006), and 

descriptions of the cultural adaptation of CBT for a variety of problem 

areas are emerging (e.g., Hays & Iwamasa, 2006).

Research on the effectiveness of CBT with diverse clientele is in its 

early stages. The extant literature was extensively reviewed in 2005 by 

Miranda and colleagues.1 Most studies test cultural adaptations of existing 

CBT programs. Including the modifications to CBT strategies described 

previously, adaptations are made to the process of CBT delivery, such as 

provision of CBT in native languages, administration of written materials, 

and provision of extra services such as child care. For child and adolescent 

depression, the review indicated a lack of studies that evaluate outcomes 

across different ethnic groups. However, culturally sensitive applications 

of CBT have been found to be successful within certain cultural groups, 

such as Latino adolescents living in Puerto Rico. In terms of anxiety in 

youths and adolescents, some work demonstrates the efficacy of CBT for 

low-income African American adolescents. Also, African American and 

Latino youths have been found to respond no differently than Caucasian 

youths to CBT for anxiety (see, e.g., Miranda et al., 2005).

Behavioral contingency management for attention-deficit/ 

hyperactivity disorder has been evaluated in different ethnic groups: 

1	The results of the review are described herein without full citation of each study because of space 
limitations.
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Ethnic minority families have the same rates of engagement and satisfac-

tion with the behavioral treatment as nonminority families but remain 

more severe at posttreatment than do nonminorities. However, these dif-

ferences are no longer significant after controlling for socioeconomic dis-

advantage, suggesting that the differences are due to socioeconomic status 

rather than cultural group. Behavioral interventions, such as parent training 

for oppositional and conduct disorders, have been shown to be as effec-

tive in decreasing conduct disorders in Latino, African American, and Asian 

American children as in Caucasian children. Thus, Miranda and colleagues 

(2005) concluded that behavioral treatments and CBT for anxiety, depres-

sion, attention-deficit/hyperactivity disorder, and conduct-type disorders 

are as effective in African American and Latino youths as in Caucasian 

youths.

In terms of adults, studies have demonstrated the effectiveness of 

CBT for depression in different ethnic minority groups. Combining CBT 

with clinical case management results in better outcomes than CBT alone 

for Spanish-speaking participants who are depressed, whereas African  

Americans have been shown to benefit more from CBT alone. Latino and 

African American low-income women who are depressed respond well to 

CBT that is modified by using culturally sensitive methods to encourage 

women to enter care, and by provision of babysitting and transportation. 

Furthermore, CBT is as cost-effective for the treatment of depression in 

predominantly low-income minority women compared with community 

referral.

For adult anxiety, despite occasional reports of less improvement 

in African Americans, most studies find equivalent treatment outcomes 

across groups of African American and White Americans. For example, 

cognitive trauma therapy has been shown to be equally effective for White 

and ethnic minority women with posttraumatic stress disorder.

A few studies have evaluated specific minority groups in terms of CBT 

for psychosis. A behavioral family management program for psychosis in 

low-income, Spanish-speaking populations had poorer outcomes for less 

acculturated patients. The results were interpreted to suggest that a highly 

structured intervention may be experienced as intrusive and stressful 
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by less acculturated families. Elsewhere, Chinese patients who received 

psychoeducational intervention for psychosis along with medication 

achieved better gains than those who received medication only.

Overall, Miranda and colleagues (2005) concluded that CBT results do 

seem to generalize to African American and Latino populations, although 

the data for other minority groups are sparse, and the results are limited to 

only a subset of the full range of psychological disorders and conditions. 

The degree to which interventions need to be culturally adapted is unclear, 

as tests comparing adapted and unadaptive versions of CBT in minor-

ity groups are not yet available. Nonetheless, one would assume that in 

the course of a good functional analysis, issues that pertain to the socio-

cultural context and that are relevant to minority group status would be 

addressed, in the same way that they would be for nonminority individ

uals. As Miranda et al. (2005) stated, “Thus, knowledge of the culture 

and context and the capacity to distinguish between what may be cultur-

ally adaptive versus pathological are minimal considerations of culturally 

competent care” (p. 134).
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Cognitive–behavioral therapy (CBT) is one of today’s most practiced 

and researched therapies, which means it is constantly evolving. This 

chapter discusses the future of CBT, including the contributions of cogni-

tive psychological research, mindfulness as a technique, and the gaps that 

remain in establishing the efficacy and effectiveness of CBT.

Function Versus Content of Cognition

In contrast to behavioral theories and therapies, cognitive theory and 

therapy initially arose without strong science or theoretical foundations. 

The science of cognitive psychology developed in relative isolation from 

cognitive theories and therapies, and only recently have the two met. In 

some ways, the science of cognitive psychology provides support for the 

Future Developments
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premises of cognitive therapy. As an example, cognitive science has illu-

minated the attentional biases to threat, memory biases, and distortions 

in appraisals of ambiguous information that characterize persons with 

anxiety and depression (e.g., Mathews & MacLeod, 2005). These biases 

are the target of cognitive therapy. However, the restriction of cognitive 

therapy to conscious appraisals as the target of intervention is problem-

atic in light of the science of cognition, which now demonstrates that by 

far the majority of information processing occurs at subconscious levels, 

without conscious appraisal.

Cognitive psychologists have long recognized two cognitive systems, 

one that is automatic and out of awareness and the other that is con-

scious and more effortful.1 More specifically, most cognitive processing 

has the potential to include large amounts of information and takes place 

rapidly and without awareness. Cognitive therapies emphasize verbally 

accessible knowledge in the form of conscious assessments of the mean-

ing and causes of events, whereas behavioral therapies have the poten-

tial through direct experience to influence processes that occur without 

awareness. Hence, the degree to which a logico-deductive challenging of 

negative cognitions (i.e., cognitive therapy) is sufficient for managing the 

vast majority unconscious processing is questioned (Brewin, 2006). In 

response to these types of concerns with the cognitive reappraisal model, 

attention has been given to alternative treatment approaches.

Teasdale and colleagues led this movement in the treatment for depres-

sion. Teasdale and Barnard (1993) proposed a model for how information 

is processed, called the interacting cognitive subsystems model, which draws 

largely from cognitive science. In this model, higher level prepositional 

processes represent specific, explicit meanings that map directly onto lan-

guage. In contrast, implicational processes represent generic and holis-

tic levels of intuitive meaning that do not directly map onto language. 

Instead, they reflect the felt sense of experience. Furthermore, only the 

implicational meaning processes are directly linked to emotion. However, 

cognitive therapy clearly is targeted at the prepositional processes. Hence, 

1	This distinction is recognized in the later versions of Beck’s cognitive therapy (e.g., D. A. Clark, Beck, 
& Alford, 1999).
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Teasdale (1993) criticized cognitive appraisal models for being primarily 

concerned with specific meanings or beliefs. He argued that targeting such 

propositional processes may be insufficient as a means for shifting emo-

tion and thus advocates that in addition to targeting specific meanings 

(as in cognitive therapy), holistic meanings be addressed. The latter are 

addressed through nonevidential interventions such as guided imagery 

and mindful experiencing.

Mindfulness

For these reasons, Teasdale, Segal, and Williams (1995) investigated the 

effects of mindfulness:

The mindful state is characterized by direct experience of current 

reality “in the moment” rather than elaborative, ruminative thinking 

about one’s situation, and its origins, implications and associations. 

Mindfulness training appears to be associated with a reduction in 

the tendency to “float away” into ruminative, elaborative thought 

streams. Such training would be expected to reduce the tendency of 

those prone to depressive relapse to become locked into the rumina-

tive cognitive cycles that, we have suggested, play such an important 

role in relapse. (p. 34)

Mindfulness is viewed as particularly helpful for nipping in the bud the esca-

lation of mild states of negative affect at points of potential relapse, whereas 

direct cognitive therapy is considered more valuable for the more intense 

problems associated with episodes of major depression. J. M. Williams,  

Russell, and Russell (2008; as cited in Kabat-Zinn, 1990) continued this 

line of research and tested mindfulness-based cognitive therapy, which 

is a group treatment that incorporates mindfulness-based stress reduc-

tion. In this model, dysfunctional cognitions are treated as events to be 

observed rather than targets to be challenged and restructured. In this 

way, the cognitions become decentered from the self, which in turn is 

believed to result in them having less impact on emotions. Mindfulness-

based cognitive therapy techniques have been shown to reduce relapse for 

depression, which is a particularly problematic issue in the treatment of 
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depression (Kuyken et al., 2016). The role of mindfulness in the context 

of relapse for other disorders remains to be investigated.

Acceptance and Commitment Therapy

Acceptance and decentering approaches to dysfunctional cognitions are 

core to another behavioral treatment, called acceptance and commitment 

therapy (S. C. Hayes, 1994). Acceptance and commitment therapy is based 

on relational frame theory (S. C. Hayes, Strosahl, & Wilson, 1999), which 

is a post-Skinnerian contextual behavioral theory about how language 

influences cognition, emotion, and behavior. According to this model, 

believing that one must control and respond to language (i.e., verbaliza-

tions, thoughts, self-talk, catastrophizing) leads to increasingly limited 

opportunities for valued action.

Within acceptance and commitment therapy, rigid attempts to con-

trol aversive internal states, also referred to as experiential avoidance, are 

considered counterproductive relative to acceptance of emotions (Eifert 

& Heffner, 2003). S. C. Hayes (1994) defined acceptance as the conscious 

abandonment of a direct change agenda in private events and openness 

to experiencing thoughts and emotions as they are. According to S. C. 

Hayes and Pankey (2003), the methods for acceptance involve detecting 

and challenging experiential avoidance (i.e., recognizing the dysfunction-

ality of attempting to control internal private experiences); encouraging 

aware, flexible, and open exposure to previously avoided events (as is done 

through exposure therapy but with an approach of deliberately exploring 

feelings throughout the exposure); encouraging the development of new 

responses in the presence of previously avoided events (e.g., observing 

characteristics of a previously feared situation that had not been detected 

previously); and using defusion techniques (e.g., mindfulness) to distance 

oneself from private verbal events that lead to verbal entanglement.

To expand behavior, acceptance and commitment therapy helps clients 

alter the functional significance of action-limiting language. Therefore, a 

central component is teaching cognitive defusion skills, which involve dis-

tancing oneself from the literal meaning and content of language. Clients 
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are encouraged to use these skills, which are taught via experiential exer-

cises, such as mindful observation and use of metaphors (i.e., nonlinear 

language), whenever language thwarts action in valued life directions. 

Thus, the goal is not changing cognitions or symptoms, as in CBT, but 

rather mindful tolerance and acceptance of cognitions and symptoms. 

Within acceptance and commitment therapy, behavior alone and not cog-

nition is targeted for content change.

Beyond cognitive defusion, and additional component of acceptance 

and commitment therapy is creative hopelessness, or helping clients to 

recognize that their past efforts to change, control, or evade aversive emo-

tional states and negative thoughts have not worked and have led them 

to avoid, limit, and/or undermine valued life activities. Values-based 

exercises, such as writing the epitaph for one’s imagined tombstone, help 

clients to unearth and examine life values. Behavioral willingness or com-

mitted action involves choosing to behave in ways that are consistent with 

chosen values, in the face of painful thoughts and feelings that may arise 

(S. C. Hayes et al., 1999). The evidence base for acceptance and commit-

ment therapy across a wide array of disorders is growing rapidly (e.g., Arch  

et al., 2012; Craske et al., 2014).

Dialectical Behavior Therapy

The notion of acceptance appears within the context of other treatments 

as well, including Linehan’s (1994) dialectical behavior therapy. Dialec-

tical behavior therapy emphasizes the balance between acceptance and 

change. Linehan defined acceptance as the active process of orienting 

to private experience moment by moment. Her approach to treatment, 

designed specifically for individuals with borderline personality disorder 

features, integrates change-oriented behavioral strategies, such as skills 

training, contingency management, and problem solving, with accep-

tance and validation-based strategies. In addition, some problem behav-

iors may be accepted, whereas other problem behaviors are targeted for 

change. Therapists balance acceptance-based styles of communicating, 

using warmth and genuineness, with directive and sometimes offbeat,  

change-based styles of communicating. Clients are encouraged to move 
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from either–or thinking to both–and thinking. Rather than attempt to 

directly dispute or challenge negative self-statements, the dialectical behavior 

therapy approach might help clients to recognize their thoughts as another 

behavior, validate those thoughts where appropriate, and then provide a 

perspective of change as well. Metaphors are used to encourage dialectical 

thinking, as a way of facilitating an observer role, and noticing or embrac-

ing paradoxes is encouraged. Dialectical behavior therapy has been shown 

to be effective for suicidal behaviors and borderline personality disorder 

(Linehan et al., 2006).

Function Over Content

In summary, these particular behavioral and CBTs are addressing not just 

the content (and sometimes not the content at all) but also the function 

of cognition. Notably, this is how cognition is managed within behavioral 

activation treatments for depression and other behavioral interventions 

that derive from instrumental conditioning principles. Hence, rather than 

rely on conscious reappraisal efforts to change the content of cognitions, 

these treatments focus on ways of lessening the impact of cognition on 

emotions and behaviors by decentering or acceptance, without attempt-

ing to change cognition. The evidence for these approaches is accruing, 

and next steps will be to establish for whom one approach (attempts to 

change cognition) versus the other approach (lessen the impact of cogni-

tion via function rather than context) is more or less effective.

Cognitive Bias Modification

A very different approach to cognitions that derives from cognitive sci-

ence is cognitive bias modification training, a set of rapid training tri-

als designed to either (a) shift attention away from negative and toward 

neutral or positive stimuli, or (b) train neutral or positive interpretations 

of ambiguous material. These approaches differ from cognitive therapy 

in that they do not depend on conscious logical reasoning but rather 

involve shaping (via presentation of visual stimuli in locations previously 
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located by neutral/positive rather than negative stimuli) and operant rein-

forcement (by reinforcing choice of neutral or positive interpretations). 

Evidence suggests that these training programs are mildly to moderately 

effective in shifting cognitive biases, although the effects on symptom 

outcomes (mostly anxiety and depression) are limited (Cristea, Kok, &  

Cuijpers, 2015). Nonetheless, the search for science-driven cognitive train-

ing approaches continues; for example, demonstrations of disturbances in 

autobiographical memory as potential mechanisms of depression have 

led to novel therapeutic strategies, such as memory specificity training or 

positive memory elaboration for depression (Dalgleish & Werner-Seidler, 

2014). Conceivably, individual differences in cognitive biases in attention, 

interpretation, and memory may moderate the success of the various 

modification training programs, which again highlights the value of fur-

ther research in matching treatment to individual profiles.

Incorporate Advances in Learning Theory

The value of cognitive science and its implications for cognitive theory 

and therapy is matched by the need for behaviorists to remain up to date 

with the latest advances in behavioral science. In so doing, the technology 

of behavioral treatments can be realigned with the basic science, in the 

way it was when behavior therapy was first developed. The latest advances 

generate some exciting possibilities for maximizing learning during 

exposure therapy. As already mentioned, one possibility derives from the 

facilitative effect of multiple excitatory conditioned stimuli (CSs) during 

extinction training (Rescorla, 2001). This is called deepened extinction and 

is presumed to result in superior learning because of the potency of the 

mismatch with expectancies provided by the presence of more than one 

CS relative to a single CS alone. The topic has been studied in fear con-

ditioning in humans (Culver, Vervliet, & Craske, 2014), and the concept 

of deepened extinction is easily translated into exposure therapy; indeed, 

this method is used in the treatment for panic disorder and agorapho-

bia when interoceptive exposure to feared physiological sensations (e.g., 

elevated heart rate) and in vivo exposure to feared situations (e.g., walking 
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through a shopping mall) are subsequently combined (e.g., drinking caf-

feinated substances while walking through a shopping mall; Barlow & 

Craske, 1988).

Another interesting development is the use of biological agents to 

facilitate the consolidation of inhibitory learning during extinction. Fear 

extinction is dependent on NMDA-type glutamate receptors, or NMDAr 

(reviewed in Walker & Davis, 2002). NMDAr inhibitors block extinction 

when given systemically or infused directly into the amygdala during 

extinction training. Furthermore, systemic or intra-amygdala treatments 

with d-cycloserine (DCS), an agonist at the glycine binding site of the 

NMDA receptor, facilitate extinction in rodents (Walker & Davis, 2002). 

Several studies have combined DCS with exposure therapy for phobias 

or anxiety disorders. The results to date remain somewhat mixed, with a 

recent meta-analysis reporting limited effects (Ori et al., 2015), although 

the benefits of DCS are likely to be moderated by the success of exposure 

therapy (i.e., DCS confers significant benefit when individuals respond 

positively to exposure). Another example derives from the evidence that 

retrieving already stored memories induces a process of reconsolidation 

(Nader, Schafe, & LeDoux, 2000). Once retrieved, the memory has to be 

rewritten into long-term memory, which requires neurochemical processes 

(de novo protein synthesis) in the brain. This gives rise to the fascinat-

ing possibility of changing memories post factum, during the reconsoli-

dation time window upon retrieval. Pharmacological (i.e., propranolol) 

agents and behavioral techniques (i.e., extinction/exposure therapy) have 

been shown to interrupt the reconsolidation process in humans, albeit 

with some mixed results, limiting boundary conditions and conceptual chal-

lenges (Hardwicke, Taqi, & Shanks, 2016). Nonetheless, further evaluation 

of enhancement of learning throughout exposure therapy by biological 

agents clearly is warranted.

Advances have been made in the neurobiology of fear learning and 

extinction, with attention to three general structures: the amygdala, the 

prefrontal cortex (PFC), and the hippocampus (see Sotres-Bayon, Cain, & 

LeDoux, 2006, for a review). The PFC has long been implicated in execu-

tive control and decision making. Recent work has revealed that certain 
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parts of the PFC (i.e., ventral medial) are also responsible for emotional 

regulation and, in particular, the ability to interpret emotional stimuli and 

change behavior accordingly (Sotres-Bayon et al., 2006). Also, extinction 

in nonprimates is associated with neuronal activity primarily within the 

medial PFC (e.g., Rauch, Shin, & Phelps, 2006). Research with humans 

similarly shows that changes in the medial PFC occur during extinction 

(e.g., Gottfried & Dolan, 2004). One possibility, therefore, is that during 

extinction testing, the PFC exerts inhibitory control over the amygdala. 

Behavioral methods for enhancing the PFC throughout exposure therapy 

may prove to be a useful direction for future research. Conceivably, when 

cognitive restructuring does enhance the benefits of exposure therapy 

alone, it may be doing so by activation of the PFC. Further investigation of 

the neurobiology underlying cognitive therapy in the context of extinction- 

based exposure strategies is needed.

Finally, research indicates ways of increasing the accessibility and 

retrievability of exposure-based learning once treatment is over (see 

Craske et al., 2008, 2014, for a review). For example, in general, retention 

of learned nonemotional material is enhanced by random and variable 

practice. Studies in phobic samples have shown that exposure to varied 

phobic stimuli (e.g., multiple spiders) leads to better maintenance of treat-

ment gains at follow-up than exposure to a constant stimulus (e.g., a single 

spider), and random and variable exposure to feared situations produces 

superior outcomes in comparison to the traditional blocked and constant 

method of exposure. Also, bridging the context of treatment with contexts 

outside of treatment may enhance the retrieval of inhibitory associations 

once the treatment is over (Bouton, García-Gutiérrez, Zilski, & Moody, 

2006). One such bridge is to instruct participants to recall the exposure 

therapy context, which has been shown to decrease return of fear (see 

Craske et al., 2008). Bridging from the extinction to renewal context also 

can be provided by objects that serve as retrieval cues (Bouton, García-

Gutiérrez, et al., 2006). In rodents, retrieval cues during extinction trials 

attenuate context-based renewal effects, more so even than relatively novel 

cues or cues that were present during conditioning rather than extinction.  

The benefits of retrieval cues have been demonstrated in human samples; 
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specifically, the return of reactivity to alcohol cues is reduced by use of 

retrieval cues (see the review by Craske et al., 2008). The continued explo-

ration of ways of enhancing new learning and its retrieval at a later time 

is an important direction and necessary to keep the technology of behav-

ioral strategies in line with the science of learning and memory.

Efficacy and Effectiveness Research

A number of topics warrant further research. As described previously, more 

methodologically rigorous research on the mechanisms or mediators of 

CBT is much needed. Knowledge about mediators will contribute to opti-

mization of the delivery of CBT. Another area is long-term outcomes from 

CBT and ways of enhancing the maintenance of treatment gains. As noted 

previously, behavioral manipulations can offset return of fear following 

exposure therapy for phobias and thereby improve long-term outcomes. 

However, ways to maintain CBT outcomes more broadly, as well, are also 

needed. Methodologies might include following the acute phase of CBT 

with phone-delivered or Internet-based booster sessions, which have been 

found in at least one study to contribute to long-term outcomes (Craske 

et al., 2006). In addition, mindfulness-based interventions are showing 

promise for reducing relapse following treatment for depression (Kuyken 

et al., 2016).

Further research is needed to assess the extent to which CBT differs 

from other active treatment conditions, such as psychodynamic or inter-

personal therapies, because most extant comparative research compares 

CBT with no-treatment or nondirective supportive counseling condi-

tions. Moreover, methods for optimizing the combination of CBT with 

pharmacological approaches warrant much more investigation, as do 

issues pertaining to attrition, its prediction, and its prevention. Unified 

CBT protocols, designed to manage negative affect more broadly than 

existing protocols that target specific problem areas, is another important 

topic (Farchione et al., 2012).

Another area is the implementation of CBT in real-world settings. 

Effectiveness research remains in its infancy. Only a few benchmarking 
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studies compare results in community settings and samples with the results 

obtained by research investigations. Nonetheless, existing data are promis-

ing (e.g., Levitt, Malta, Martin, Davis, & Cloitre, 2007). Effectiveness studies 

have also demonstrated the efficacy of CBT relative to treatment as usual 

in primary care settings (e.g., Craske et al., 2011; Roy-Byrne et al., 2010). A 

number of questions remain open to more investigation, such as the level of 

training that is required for therapists to be sufficiently competent in deliver-

ing CBT. At the same time, further consideration should be given to methods 

of delivery that involve minimal therapist involvement, as a way of increasing 

the availability of CBT to those in need. Ongoing research using computer-

assisted and Internet-based delivery of CBT provides an interesting avenue 

in this regard. Furthermore, effectiveness research that addresses culturally 

sensitive adaptations to CBT is sorely needed.

Finally, research attention could be more fully directed to the utility of 

CBT as a preventative intervention. Some headway has already been made in 

this regard. Early prevention promises to be very cost effective by offsetting 

functional impairments associated with anxiety disorders and other mental 

disorders, such as depression and substance use. CBT interventions for youth 

who are at risk for anxiety disorders by virtue of factors such as parental 

anxiety or a behaviorally inhibited temperament have been shown to reduce 

symptoms of anxiety and risk for anxiety disorder onset (Ginsburg, 2009; 

Rapee, Kennedy, Ingram, Edwards, & Sweeney, 2010). Programs are also 

effective for college students at risk for anxiety and depression (Seligman,  

Schulman, & Tryon, 2007) and panic disorder (e.g., Gardenswartz & Craske, 

2001).
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Cognitive–behavioral therapy (CBT) is an amalgam of behavioral and  

cognitive intervention strategies that are derived from learning and 

cognitive theory and that share the philosophy of an empirical science 

approach to treatment implementation and evaluation. CBT has evolved 

from a purely behavioral form at its inception to become a behavioral and 

cognitive approach. The origins were classical conditioning and instru­

mental conditioning learning theories. Translation of those theories into 

treatments was spurred by mental health needs following World War II  

and by dissatisfaction with psychoanalytic approaches. Treatment con­

structs that were observable and measurable, and thereby falsifiable in the 

experimental sense, were strongly emphasized. In the 1950s, the principles 

of classical conditioning were translated into treatments for anxiety dis­

orders, pioneered largely by Wolpe (1958), and then extended to treatments 

7
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for substance use disorders as well as others. These treatments centered on 

ways of weakening, or extinguishing, maladaptive conditioned responses. 

At around the same time, the principles of instrumental conditioning 

were translated into treatments for severe behavior problems, led by the 

efforts of Skinner (1953). These treatments centered on ways of chang­

ing antecedents and consequences to decrease maladaptive behaviors and 

increase adaptive ones. The development of standardized behavioral treat­

ment procedures led to a burgeoning of treatment outcome studies and 

dissemination to practicing clinicians throughout the 1960s and 1970s.

However, some were dissatisfied with the strictly behavioral approach, 

particularly for the treatment for depression. The astute clinical observations 

of Ellis (1962) and Beck (1963) in the late 1950s and 1960s led them to 

independently propose a new model of therapy that emphasized the content 

of conscious cognition, thereby providing the “content” of behavior therapy. 

Their treatment models emphasized the role of distorted or irrational think­

ing and ways of disputing or discontinuing that thinking through logical 

discussion, in order to develop more rational and less distorted ways of 

thinking. The acceptance of the cognitive approach was facilitated by a 

number of factors, including the value given to behavioral technologies 

within cognitive approaches.

In addition, a paradigmatic shift was occurring in the context of learn­

ing theory. Early conditioning models failed to ascribe a causal role to cog­

nition. However, learning theorists, such as Tolman (1948) and Rescorla 

(1968), recognized the role of expectancies in both instrumental learning 

and classically conditioned responding. Furthermore, Bandura’s (1969) 

social learning theory viewed higher-level cognition as a critical determi­

nant of behavior and emotions. Thus, a “cognitive revolution” of learn­

ing theories occurred separately from but alongside the development of 

cognitive therapies.

These developments enabled a complementary melding of cognitive 

and learning theories. For example, cognition in the form of expectancies 

is now judged to be central to learning through reinforcement (instru­

mental learning) or through association (classical conditioning). Con­

versely, instrumental and classical conditioning are presumed to produce 
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cognitions that in turn may mediate future learning experiences. For this 

reason, the array of cognitive and behavioral intervention strategies, even 

though primarily derived from either learning theory models or cognitive 

theory models, typically can be explained by principles from both mod­

els. That is, cognitive therapy, which is intended to identify and modify 

maladaptive self-statements and beliefs, can be explained by principles 

of learning theory. Behavioral strategies, which are intended to modify 

antecedents and consequences of instrumental voluntary behaviors and 

to weaken CRs, can be explained by changes in cognitions. The melding 

of cognitive and learning theories and procedures underlies the contem­

porary approach to CBT.

CBT is regarded as the most empirically supported psychosocial treat­

ment, and its effects carry across a wide array of disorders. It is also very 

popular, with some surveys showing that the majority of clinicians regard 

themselves as ascribing to a CBT orientation. This popularity is due not 

only to the demonstrated effectiveness of CBT but also to its problem-

focused and time-limited nature, as well as its availability in manualized 

form. However, optimal delivery of CBT requires an understanding of not 

only the manualized procedures to be implemented but also the underly­

ing principles. One of the goals of this book is to explicate the principles 

underlying the various cognitive and behavioral interventions. That being 

said, positive effects are obtained from CBT even when it is delivered by 

inexperienced therapists and even with no therapist contact at all, as in 

Internet-administered programs, a finding that attests to the value of the 

strategies themselves.

Caveats certainly exist, and there is always room for improvement. 

More research is needed, for example, on ways of reducing attrition and 

improving long-term outcomes. Other areas in need of further develop­

ment are dissemination, including cultural adaptation of CBT, and its use 

as a preventative intervention for individuals at risk.

The original behavioral approach arose from an existing empirical 

science and theory of learning. In contrast, the cognitive therapy approach 

developed from clinical observation; the science of cognition developed 

separately from cognitive therapy. Although the science of cognition has 
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yielded some support for the premises of cognitive therapy, it has also 

resulted in questions about a therapy that focuses on conscious cognitive 

reappraisal as its primary agent of change. That is, recognition that much of 

cognitive processing occurs without conscious awareness and in a way that 

is not amenable to logical reasoning has led to concerns about the adequacy 

of purely cognitive appraisal methods and mechanisms. These concerns are 

matched by lack of good evidence for therapeutic change to be mediated by 

changes in conscious cognition, although insensitive methodology may be 

a limiting factor. Consequently, new movements are occurring within the 

field of CBT. Specifically, attention is being given to the role of mindfulness 

and acceptance, strategies that focus less on the content of conscious cogni­

tion and more on the function of cognition. This is coupled with advances 

in the science of learning that are now being translated into ways of opti­

mizing treatment. Thus, CBT is considered to now be in its third wave of 

evolution. Such a change represents a hallmark feature of CBT, a treatment 

approach that is guided by empirical science and is updated as scientific 

advancements are made.



157

ACCEPTANCE AND COMMITMENT THERAPY  A therapy developed 

by Hayes and colleagues that emphasizes acceptance of internal states 

and commitment toward behavioral change for reaching life goals.

ACTIVITY CHART  A chart to assess current levels of activity and the 

connection between activity and mood.

ANTECEDENT  An event that precedes a targeted behavior, emotion, 

or cognition.

APPETITIVE CLASSICAL CONDITIONING  The development of con-

ditional responses based on associations of conditional stimuli with 

innately positive unconditional stimuli.

ARBITRARY INFERENCE  A type of cognitive error.

AVERSIVE CLASSICAL CONDITIONING  The development of con-

ditional responses based on associations of conditional stimuli with 

innately aversive unconditional stimuli.

BEHAVIORAL ACTIVATION  A treatment approach for depression that 

increases positive reinforcement and decreases avoidance behaviors.

Glossary of Key Terms
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BEHAVIORAL CONTRACTING  A statement of a set of behaviors to 

be followed and the related positive and negative consequences to be 

carried out conditionally on compliance or noncompliance with the 

plan; also referred to as contingency contracting.

BEHAVIORAL EXPERIMENTATION  A cognitive therapy strategy 

involving behavioral practice designed to gather information that 

disconfirms distortions in thinking; also referred to as hypothesis 

testing.

BEHAVIORAL REHEARSAL  A reinforcement-based strategy for shap-

ing and developing behaviors.

BREATHING RETRAINING  A skill composed of slow breathing rate 

and diaphragmatic versus thoracic breathing.

CLASSICAL CONDITIONING  The development of conditional responses 

to previously neutral stimuli as a result of associations with innately 

evocative unconditional stimuli.

COGNITIVE CONTENT SPECIFICITY  Concept that each affective 

state and psychological disorder has its own specific cognitive pro-

file and that cognitive content determines the type of emotional 

disturbance.

COGNITIVE DEFUSION TECHNIQUES  A component of acceptance 

and commitment therapy that aims to help to distance oneself from 

private verbal events or the meaning and content of language.

COGNITIVE ERROR  An error in thinking.

COGNITIVE REHEARSAL  Practice replacing irrational thoughts with 

rational ones.

COGNITIVE RESTRUCTURING  A set of techniques for identifying  

maladaptive thoughts and beliefs and replacing them with more  

evidence-based thoughts and beliefs.

CONDITIONAL RESPONSE  A learned response to a conditional stimu-

lus as a function of its association with an innately evocative stimulus.

CONDITIONAL STIMULUS  A previously neutral stimulus that, through 

association with an unconditional stimulus, produces a conditional 

response.
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CONSEQUENCE  An event that follows a behavior and influences the 

occurrence or form of that behavior.

COVERT SENSITIZATION  A procedure that aims to reduce maladap-

tive behaviors by pairing them with aversive events in imagery.

CUE EXPOSURE  Exposure to substance-related cues to extinguish con-

ditional responses to the cues.

DIALECTICAL BEHAVIOR THERAPY  A therapy developed by Line-

han that focuses on the balance between acceptance and change.

DICHOTOMOUS THINKING  A type of cognitive error involving con-

sidering only the extremes.

DISTANCING  A cognitive technique of learning to view one’s thoughts 

more objectively and to treat them as hypotheses rather than facts.

DOWNWARD ARROW TECHNIQUE  A cognitive therapy technique in 

which the consequences of a particular thought are repeatedly drawn 

out to the final meaning.

ESTABLISHING OPERATIONS  Events or biological conditions that 

alter the effects of reinforcing or punishing consequences.

EXPOSURE THERAPY  A set of procedures for systematically and repeat

edly confronting stimuli, such as feared stimuli in the case of anxiety 

disorders or drug-related stimuli in the case of substance use disorders.

EXTINGUISH  Lessening a conditional response through the absence of 

the unconditional stimulus or through the absence of consequences.

FLOODING EXPOSURE  Prolonged and continuous exposure to highly 

anxiety-provoking stimuli.

FUNCTIONAL ANALYSIS  An analysis of the causal relations among 

cognitions, behaviors, emotions, and environmental and cultural 

contexts.

HABIT REVERSAL  A set of procedures for decreasing nervous habits 

and tics and a range of repetitive behaviors that are controlled by 

self-stimulation.

HABITUATION  Decreased response strength as a function of repeated 

exposure to a stimulus.
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HIERARCHY  A list of activities or situations, ordered from least to 

most difficult, to be repeatedly faced in exposure therapy.

HOMEWORK  Assignments or practices to be carried out between 

treatment sessions.

HYPOTHESIS TESTING  A cognitive therapy approach, also referred to 

as behavioral experimentation, involving behavioral practices designed 

to gather data that disconfirms distortions in thinking.

INHIBITORY LEARNING  The development of inhibitory associations 

or expectancies about a conditional stimulus; that the conditional 

stimulus no longer predicts the unconditional stimulus.

INSTRUMENTAL CONDITIONING  Influencing or modifying volun-

tary behaviors as a function of their consequences.

INTEROCEPTIVE EXPOSURE  Repeated and systematic exposure to 

feared bodily sensations.

IRRATIONAL BELIEFS  According to Ellis, these are beliefs that are not 

likely to be supported or confirmed by the environment and lead to 

inappropriate negative emotions in the face of difficulty.

LOGICAL EMPIRICISM  A cognitive therapy strategy for evaluating the 

evidence as a way of either supporting or disconfirming appraisals.

MINDFULNESS  A set of strategies for learning to observe without judging, 

acceptance or openness to experience, and abandonment of attempts to 

change private events.

OPERANT BEHAVIOR  Behavior that operates on the environment and 

is maintained by its consequences.

OUTCOME EXPECTANCY  Beliefs about the likelihood and valence of 

events.

OVERGENERALIZATION  A type of cognitive error involving viewing 

a single instance as being indicative of a broader class of events.

PERSONAL SCIENTIST PERSPECTIVE  Being an objective observer of 

one’s own reactions.

PROBLEM SOLVING  A set of skills for identifying problems and gen-

erating potential solutions and action plans for managing problems.
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PROGRESSIVE MUSCLE RELAXATION  A set of procedures devel-

oped by Jacobson for relaxing muscle tension, conducted progressively 

throughout the body.

PUNISHER  A consequence that causes a behavior to occur with less 

frequency.

RATIONAL BELIEFS  According to Ellis, these are beliefs that promote 

survival and happiness; they are likely to find empirical support in 

the environment and to lead to appropriate behavioral and emotional 

responses to difficulties.

RATIONAL DISPUTATION  A set of techniques, pioneered by Ellis, for 

disputing irrational thoughts.

RATIONAL-EMOTIVE BEHAVIOR THERAPY  A cognitive therapy 

developed by Ellis that aims to dispute irrational thoughts and replace 

them with rational thoughts.

RECIPROCAL DETERMINISM  Reciprocal influences among behav-

iors, cognitions, and environmental factors that continuously influ-

ence each other.

REINFORCER  A consequence that causes a behavior to occur with greater 

frequency.

RESPONSE PREVENTION  A behavioral strategy for blocking avoid-

ance behaviors, often applied to compulsions.

RULE-GOVERNED BEHAVIOR  Behavior that is not controlled by 

environmental antecedents or consequences but instead is controlled 

by verbally stated rules.

SAFETY SIGNAL  A stimulus that predicts the absence of the aversive 

unconditional stimulus, also referred to as a conditional inhibitor.

SCHEMA  An internal set of beliefs about the self and the world that is 

used to perceive, code, and recall information.

SELF-EFFICACY  Conviction that one can successfully execute a behav-

ior required to produce an outcome.

SELF-INSTRUCTION TRAINING  A set of procedures developed by 

Meichenbaum, involving overt and then covert self-statements for deal-

ing with difficult situations.
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SELF-MONITORING  Observing and recording the occurrence and func-

tional relations among thoughts, behaviors, and emotions as they occur.

SHAPING  The use of reinforcement to develop low-frequency or new 

behaviors.

SKILLS TRAINING  A set of instrumentally based procedures for devel-

oping new behaviors.

SOCIAL LEARNING THEORY  The incorporation of cognition as a 

critical determinant of learning, spearheaded by Rotter and Bandura.

SOCRATIC QUESTIONING  A technique used in cognitive therapy to 

facilitate the client’s own discovery of errors in thinking and different 

ways of thinking.

STIMULUS CONTROL  A behavior occurring in the presence of a par-

ticular stimulus and not in its absence.

SYSTEMATIC DESENSITIZATION  A set of procedures developed by 

Wolpe, in which relaxation is used as a counterconditioner to recipro-

cally inhibit anxiety associated with feared images.

THERAPIST MODELING  Demonstration by the therapist of a specific 

behavior or cognition to be imitated by the client.

THIRD WAVE BEHAVIORAL THERAPIES  Behavioral therapies that 

emphasize the function rather than the cognitive content of cognitions.

UNCONDITIONAL STIMULUS  An innately evocative stimulus, either 

aversive or appetitive.

UNIFIED PROTOCOLS  Cognitive–behavioral therapy for a broad 

array of negative emotions, cognitions, and behaviors.

VIRTUAL REALITY EXPOSURE  Exposure using the technology of vir-

tual reality.
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