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Preface

In the 1950s, influential researchers and theoreticians (e.g., Noam Chomsky,
George Miller, Alan Newell, Herbert Simon) departed from the behaviorist
tradition and broke the intellectual ground for the nascent field that Ulrich
Neisser (1967) termed “cognitive psychology” in his book by the same name.
During this fertile period, Albert Ellis parted ways with both psychodynamic
and behavioral psychotherapists to delineate a cognitive approach to concep-
tualizing and treating psychological conditions. As early as 1955, Ellis applied
the verb catastrophize (and later awfulize) to the way people think when they are
anxious. After the publication of the article “Rational Psychotherapy” (Ellis,
1958) and the seminal book Reason and Emotion in Psychotherapy (Ellis, 1962,
1994), Ellis became a tireless advocate of a cognitive approach to psy-
chotherapy. Although other professionals (e.g., Adler, Horney, Kelly) before
him had stressed the importance of cognitions in the clinical field, they did not
promote the cognitive paradigm as an entity in and of itself. It is fair to assert
that Ellis’s rational-emotive behavior therapy (REBT), which highlights the
integral role of cognition in adaptive and maladaptive functioning, is the
oldest form of cognitive-behavior therapy (CBT) and represents the prototype
of contemporary cognitive-behavior therapies.

By identifying the manifold ways in which individuals react to similar
situations, and by exploring how their attitudes, beliefs, and expectancies
shape their reality and behavior, Ellis played a pivotal role in instigating the
“cognitive revolution” in psychotherapy and psychology more broadly.
Accordingly, it is not surprising that concepts derived from REBT have pene-
trated and/or been assimilated by cognitive psychology, psychotherapy, and
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many domains of mainstream psychology, including the psychology of stress,
coping, and resilience. Indeed, contemporary cognitive-behavioral therapies,
regardless of their stripe, share the following propositions, derived from
or related to Ellis’s REBT: (1) cognitions can be identified and measured,
(2) cognitions play a central role in human psychological functioning and
disturbance, and (3) irrational cognitions can be replaced with rational cogni-
tions and thereby abet functional emotional, cognitive, and behavioral
responses in keeping with personal goals and values.

Ellis’s “ABC(DE)” model is the cornerstone of REBT and cognitive-beha-
vioral therapies. In a nutshell, Ellis argued that individuals respond to an
undesirable or unpleasant activating (internal or external) event (A) with a
gamut of emotional, behavioral, and cognitive consequences (C). The diverse
ways in which people respond to the same or similar events is largely the result
of differences in their cognitions or belief systems (B). Rational beliefs can be
characterized as efficient, flexible, and/or logical. Rational beliefs promote self-
acceptance and adaptive coping with stressful events, reduce vulnerability to
psychological distress, and play an instrumental role in achieving valued goals.

According to REBT, beliefs are infused with emotion. In fact, Ellis has argued
that thoughts, feelings, and behaviors are intimately interconnected. Irrational
beliefs (IBs) are related to unrealistic demands about the self (e.g., “I must be
competent, adequate, and achieving in all respects to be worthwhile.”), others
(“I must become worried about other people’s problems.”), and the world or life
conditions (“I must be worried about things I cannot control.”) and are associated
with a variety of dysfunctional feelings and behaviors. According to Ellis, vulner-
ability to psychological disturbance is a product of the frequency and strength of
irrational beliefs, as compared to rational beliefs. Clients who engage in REBT are
encouraged to actively dispute/restructure (D) their IBs and to assimilate more
efficient (E) and rational beliefs in order to increase adaptive emotional, cognitive,
and behavioral responses. It is notable that this general framework (at least the A-B-C
part of Ellis’s scheme) is at the heart of most, if not all, cognitive-behavior therapies.

Cognitive-behavioral therapies are the most popular contemporary
therapeutic approaches (Garske & Anderson, 2004), and have steadily
increased in acceptance and influence. Not surprisingly, thousands of books
and scholarly publications have been devoted to cognitive psychology and
CBT. Since its introduction to the psychological community, hundreds of
papers have been published on the theory and practice of REBT. Some studies
(e.g., Dryden, Ferguson, & Clark, 1989; McDermut, Haaga, & Bilek, 1997) have
confirmed the main aspects of Ellis’s original REBT theory (Ellis, 1962),
whereas other studies (e.g., Bond & Dryden, 2000; Solomon, Haaga, Brody,
& Friedman, 1998) have made critical contributions to the evolution of REBT
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theory and practice (for details, see Ellis, 1994; Solomon & Haaga, 1995).
Furthermore, meta-analytic studies have supported the contention that REBT
is an empirically supported form of CBT (e.g., Engels, Garnefski, & Diekstra,
1993).

Despite the centrality of rational and irrational beliefs to CBT and REBT, it
is also legitimate to say that no available book, monograph, or resource provides
a truly accessible, state of the science summary of research and clinical applica-
tions pertinent to rational and irrational beliefs. Our concern about this gap in
the extant literature provided the impetus for this volume.

This book is designed to provide a forum for leading scholars, researchers, and
practitioners to share their perspectives and empirical findings on the nature of
irrational and rational beliefs, the role of beliefs as mediators of functional and
dysfunctional emotions and behaviors, and clinical approaches to modifying irra-
tional beliefs and enhancing adaptive coping in the face of stressful life events. Many
of the chapters in this volume represent international collaborations, and bring
together and integrate disparate findings, to offer a comprehensive and cohesive
approach to understanding CBT/REBT and its central constructs of rational and
irrational beliefs. The authors review a steadily accumulating empirical literature
indicating that irrational beliefs are associated with a wide range of problems in
living (e.g., drinking behaviors, suicidal contemplation, “life hassles”), and that
exposure to rational self-statements can decrease anxiety and physiological arousal
over time and can be a major tool in health promotion. The contributors identify
areas that have been “underresearched,” including the link between irrational beliefs
and memory, emotions, behaviors, and psychophysiological responses.

The major focus of our book is on rational and irrational beliefs as con-
ceptualized by proponents of REBT. However, the contents encompass other
cognitive constructs that play an influential role in cognitive-behavior therapies
including schemas, response expectancies, intermediate assumptions, auto-
matic thoughts, and appraisal and coping. While important in their own right,
these concepts are discussed in terms of their relation to rational and irrational
beliefs and their role in cognitive-behavioral therapies and psychotherapy more
generally. In addition to focusing on the ways irrational beliefs hamper ade-
quate functioning, we highlight how rational beliefs contribute to positive
coping and engender resilience in the face of stressful life events.

It bears emphasizing that our book is not be an “advocacy piece,” slanted
toward positive findings regarding REBT. In fact, where appropriate, the con-
tributors directly challenge claims made by proponents of REBT and other
cognitive therapies. Our intention was to produce a balanced, critical treatise
that provides: (a) cogent summaries of what is known and what is not known
about irrational beliefs, (b) suggestions for future research to address
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important unresolved questions and issues, and (c) up-to-date information for
practitioners to guide their clincal practice.

Our book is organized in six parts. Part 1 (Foundations) introduces the
reader to the fundamentals of understanding rational and irrational beliefs
from a conceptual, historical, cultural, and evolutionary perspective. Chapter 1
(Ellis, David, and Lynn) traces the historical lineage of the concept of rational
and irrational beliefs from the vantage point of REBT, but also discusses
the role of rational and irrational beliefs in terms of an array of cognitive
mechanisms and constructs. Chapter 2 (Still) approaches definitional issues
surrounding irrationality from a logical and historical perspective, discussing
the implications of different ways of construing irrationality. Chapter 3 (David
and DiGiuseppe) and Chapter 4 (Wilson) contain provocative analyses of
rational and irrational thinking from a sociocultural and evolutionary perspec-
tive, respectively.

Part IT (Rational and Irrational Beliefs: Human Emotions and Behavioral
Consequences) further explores the role of irrational and rational beliefs in
human functioning. Chapter 5 (Szentagotai and Jones) examines the influence
of these beliefs in human behavior, whereas Chapter 6 (David and Cramer)
discusses the role of rational and irrational beliefs in human feelings, encom-
passing both subjective and psycho-physiological responses.

Part III (Clinical Applications) turns to clinical implications of under-
standing and modifying irrational beliefs and instating more rational ways of
viewing the self and the world. The section begins with a foundational chapter
(Chapter 7, Macavei and McMahon) on assessing irrational and rational beliefs,
which provides many useful suggestions for measuring and evaluating beliefs
in research and clinical contexts. The next two chapters (Chapter 8, Browne,
Dowd, and Freeman; Chapter 9, Caserta, Dowd, David, and Ellis) review the
literature on irrational and rational beliefs in the domains of psychopathology
and primary prevention, respectively, whereas Chapter 10 (David, Freeman,
and DiGiuseppe) explores the role of irrational beliefs in stressful and non-
stressful situation in health promoting behaviors, cognitive-behavioral therapy,
and psychotherapy in general. In Chapter 11, Mellinger examines the ways that
mindfulness has been integrated into contemporary therapeutic approaches to
the treatment of irrational thinking in emotional disorders and reviews
approaches that stand in sharp contrast to REBT.

Part IV (Physical Health and Pain) extends consideration of rational and
irrational beliefs to the arena of physical health and pain. Schnur, Montgomery,
and David (Chapter 12) review the literature on irrational and rational beliefs
and physical health, and propose a new model for testing the influence of
irrational beliefs on health outcomes. Ehde and Jensen (Chapter 13)
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summarize what is now a compelling literature linking catastrophizing cogni-
tions to the experience of pain, and provide an overview of theory, research, and
practice of cognitive therapy for pain.

In the penultimate Part V (Judgment Errors and Popular Myths and
Misconceptions), Ruscio (Chapter 14) underscores the ways that judgment
errors can lead to suboptimal decisions, and describes ways to prevent this
from happening. Next, Lilienfeld, Lynn, and Beyerstein (Chapter 15) illustrate
how popular misconceptions of the mind and erroneous beliefs can interfere
with effective treatment planning and execution. In the closing Part VI (A Look
to the Future), David and Lynn (Chapter 16) summarize and critique extant
knowledge regarding irrational beliefs, highlighting gaps in the clinical and
research literature, nd propose an agenda for future research.

We hope that this volume will serve as an indispensable reference for
practitioners of psychotherapy, regardless of their theoretical orientation or
professional affiliation (e.g., psychologist, psychiatrist, social worker, coun-
selor), and will be of value to instructors and their students in graduate
psychotherapy courses. Academic psychologists with interests in cognitive
sciences and the application of cognitive principles in treatment and in fos-
tering resilience will find much of interest in the pages herein. Finally, we
anticipate that curious laypersons will discover that this volume will enrich
their understanding of themselves and their loved ones. We are honored to
dedicate this book to the memory of Albert Ellis (see section “About Albert
Ellis” that follows). He immersed himself in the writing and editing of this
volume with his characteristic passion, involvement, and acumen. In the midst
of his valiant battle with colon cancer, he made invaluable contributions to
many chapters before his death, making them perhaps his final gifts to science
and clinical practice. We fondly remember Albert Ellis as a vital, compassio-
nate, and wise human being, and dedicate this book to his legacy of substantive
and enduring contributions to psychological theory, research, and practice.

About Albert Ellis
(adapted with the permission of the Albert Ellis Institute)

Albert Ellis is widely recognized as a seminal figure in the field of cognitive-
behavioral psychotherapy. His contributions to the psychological care, healing,
and education of millions of people over the past six decades are virtually
without precedent. Ellis devoted his life to working with people in individual
and group therapy; educating the public by way of self-help books, popular
articles, lectures, workshops, and radio and television presentations; training
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thousands of therapists to use his approach to helping others; and publishing a
steady stream of scholarly books and articles. Dr. Ellis has been honored with
the highest professional achievement and research awards of the leading
psychological associations, and has been voted the most influential living
psychologist by American and Canadian psychologists and counselors.

Ellis was born in Pittsburgh in 1913 and raised in New York City. He made
the best of a difficult childhood by becoming, in his words, “a stubborn and
pronounced problem-solver.” A serious kidney disorder turned his attention
from sports to books, and the strife in his family (his parents were divorced
when he was 12) led him to work at understanding others.

In junior high school Ellis set his sights on becoming the Great American
Novelist. He planned to study accounting in high school and college, make
enough money to retire at 30, and write without the pressure of financial need.
The Great Depression put an end to his vision, but he completed college in 1934
with a degree in business administration from the City University of New York.
His first venture in the business world was a pants-matching business he
started with his brother. They scoured the New York garment auctions for
pants to match their customer’s still-usable coats. In 1938, he became the
personnel manager for a gift and novelty firm.

Ellis devoted most of his spare time to writing short stories, plays, novels,
comic poetry, essays and nonfiction books. By the time he was 28, he had
finished almost two dozen full-length manuscripts, but had not been able to get
them published. He realized his future did not lie in writing fiction, and he
turned exclusively to nonfiction, to promoting what he called the “sex-family
revolution.”

As he collected more and more materials for a treatise called “The Case for
Sexual Liberty,” many of his friends began regarding him as something of an
expert on the subject. They often asked for advice, and Ellis discovered that he
liked counseling as well as writing. In 1942 he returned to school, entering the
clinical-psychology program at Columbia. He started a part-time private practice
in family and sex counseling soon after he received his master’s degree in 1943.

At the time Columbia awarded him a doctorate in 1947 Ellis had come to
believe that psychoanalysis was the most effective form of therapy. He decided
to undertake a training analysis, and “become an outstanding psychoanalyst in
the next few years.” The psychoanalytic institutes refused to take trainees
without M.D.s, but he found an analyst with the Karen Horney group who
agreed to work with him. Ellis completed a full analysis and began to practice
classical psychoanalysis under his teacher’s direction.

In the late 1940s he taught at Rutgers and New York University, and was
the senior clinical psychologist at the Northern New Jersey Mental Hygiene
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Clinic. He also became the chief psychologist at the New Jersey Diagnostic
Center and then at the New Jersey Department of Institutions and Agencies.

But Ellis’s faith in psychoanalysis was rapidly crumbling. He discovered
that when he saw clients only once a week or even every other week, they
progressed as well as when he saw them daily. He took a more active role,
interjecting advice and direct interpretations as he did when he was counseling
people with family or sex problems. His clients seemed to improve more
quickly than when he used passive psychoanalytic procedures. And remem-
bering that before he underwent analysis, he had worked through many of his
own problems by reading and practicing the philosophies of Epictetus, Marcus
Aurelius, Spinoza, and Bertrand Russell, he began to teach his clients the
principles that had worked for him.

By 1955 Ellis had abandoned psychoanalysis entirely, and instead was con-
centrating on changing people’s behavior by confronting them with their irra-
tional beliefs and persuading them to adopt rational ones. This role was more to
Ellis’ taste, for he could be more honestly himself. “When I became rational-
emotive,” he said, “my own personality processes really began to vibrate.”

He published his first book on REBT, How to Live with a Neurotic, in 1957.
Two years later he organized the Institute for Rational Living, where he held
workshops to teach his principles to other therapists. The Art and Science of Love,
his first really successful book, appeared in 1960, and he has now published
more than 70 books and 700 articles on REBT, sex, and marriage. Many of his
books and articles have been translated and published in over 20 foreign
languages. Until his death on July 24, 2007, Dr. Ellis served as President
Emeritus of the Albert Ellis Institute in New York, which provides professional
training programs and psychotherapy to individuals, families and groups, and
continues to advance Albert Ellis’s legacy.

Albert Ellis
Daniel David
Steven Jay Lynn
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Foundations
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Rational and Irrational
Beliefs: A Historical and
Conceptual Perspective

Albert Ellis, Daniel David, and Steven Jay Lynn

This introductory chapter will trace the historical evolution of the
constructs of rational and irrational beliefs and provide an over-
view of the empirical support and practical implications of con-
temporary models that have been proposed to define and
understand rational and irrational beliefs. We will define irra-
tional and rational beliefs and approach them in terms of (a)
computational, algorithmic/representational, and implementa-
tional models of cognition; (b) the similarities and differences
between rational and irrational beliefs and cold cognitions (e.g.,
automatic thoughts, expectancies, schemas); and (c¢) denoting the
place of rational and irrational beliefs in the broader skein of
cognitive psychology and cognitive-behavior theory and therapy,
as well as psychotherapy more generally. Our discussion will serve
as a prelude to more in-depth discussion and elaboration of these
topics in the chapters that follow.

Historical Development of the Constructs of Rational
and Irrational Beliefs

In general terms, rational beliefs refer to beliefs that are logical,
and/or have empirical support, and/or are pragmatic. As one can
notice, a belief does not have to fit all three criteria to be rational.
However, it is necessary that a belief meet at least one criterion, or

3
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a combination of criteria, to be considered rational (see also Chapter 4). Thus,
the terms rational and irrational have a psychological rather than a philoso-
phical and/or logical definition. Accordingly, rational beliefs are not necessarily
related to a rational approach in epistemology and logic (e.g., Popper’s critical
rationalism), and criticisms of rationality stemming from other epistemological
positions (e.g., Quine-Duhames thesis, postmodernism, and constructivism)
and/or politics (e.g., feminist perspective) should not be regarded as direct
critiques of rational and irrational beliefs constructs as used in psychology.
Still, the discussion of the philosophical underpinnings of rational and irra-
tional belief is important and it is approached in its basic components in
Chapter 2. Other terms, used interchangeably for these beliefs, are: adaptive,
healthy, positive, and functional. Irrational beliefs refer to beliefs that are
illogical, and/or do not have empirical support, and/or are nonpragmatic.

Typically the terms rational and irrational are used to define the type of
cognitions (i.e., evaluative/appraisal /hot cognitions) described by rational-emo-
tive behavior therapy (REBT). In contrast, the terms functional and dysfunctional
are often used to define the type of cognitions (mental representations like
descriptions and inferences) described by cognitive therapy (e.g., automatic
thoughts). Also, the terms adaptive and maladaptive are often used to describe
the behaviors generated by various cognitions, whereas the terms healthy and
unhealthy typically refer to the feelings and psychophysiological responses
generated by various cognitions. The terms positive and negative are less
commonly used because positive thinking is not necessarily rational (e.g.,
delusional positive thinking), and negative thinking is not necessarily irrational
(e.g., realistic negative thinking). Accordingly, these terms are mostly used to
described feelings, but again, positive feelings are not necessarily healthy or
functional and negative feelings are not necessarily unhealthy or dysfunctional
(see Chapter 4 in this volume for details).

According to the “ABC(DE)” model (see Ellis, 1994; David & Szentagotai,
2000a), often people experience undesirable activating events (A), about which
they have rational and irrational beliefs/cognitions (B). These beliefs lead to
emotional, behavioral, and cognitive consequences (C). Rational beliefs (RBs)
lead to adaptive and healthy (i.e., functional) consequences, whereas irrational
beliefs (IBs) lead to maladaptive and unhealthy (i.e., dysfunctional) conse-
quences. Once generated, these consequences (C) can become activating events
(A) themselves, producing secondary (meta)consequences (e.g., meta-emotions:
depression about being depressed) through secondary (meta-cognitions) RBs
and IBs. Clients who engage in REBT are encouraged to actively dispute (D)
(i-e., restructure) their IBs and to assimilate more efficient (E) RBs, to facilitate
healthy, functional, and adaptive emotional, cognitive, and behavioral responses.
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The ABC(DE) model was been recently expanded by including the concept
of unconscious information processing (David, 2003). More precisely, some-
times cognitions are not consciously accessible, insofar as they are represented
in the implicit rather than the explicit memory system (David, 2003). In this
case, their impact on individuals’ responses can be controlled (a) by behavioral
techniques (e.g., altering automatic associations), and (b) by a direct focus on
primary responses generated by unconscious information processing (e.g.,
targeting arousal by relaxation) or on secondary processes produced by these
primary responses (e.g., conscious beliefs and consequences). In this context,
when we say that an emotion is postcognitive, we mean that its generation
always involves computational/cognitive mechanisms (be it conscious and/or
unconscious). Once the emotion is generated, it can prime other cognitions and
can appear precognitive; however, as we have noted, the generation of the
emotion priming these cognitions involves itself computational/cognitive
mechanisms. Accordingly, emotions are postcognitive.

Indeed, a cognitive approach assumes that most complex human responses
(e.g., feelings, behaviors) are cognitively penetrable (see for details David, Miclea,
& Opre, 2004). Cognitive penetrability means two things: (a) that a response
(e.g., emotions, behaviors) is the outcome of conscious or unconscious cognitive
processing, and (b) that a change in cognition will induce a change in the
expressed response. It bears note that the limits of cognitive penetrability define
the boundaries of cognitive approach. That is, because some basic human
responses are not cognitively penetrable (e.g., are genetically determined), they
typically are not considered within the purview of the cognitive approach.

The general conception of humans having rational and irrational beliefs
was originated by several ancient philosophers, although they didn’t exactly use
that terminology. Gautama Buddha spoke about the Four Noble Truths, which
included rational beliefs, and destructive beliefs, which included irrational
ones. The ancient Greek philosophers, including Aristotle, Plato, Socrates,
Epicurus, and Zeno of Citium, and several ancient Roman philosophers
including Cicero, Seneca, Epictetus, and Marcus Aurelius also held that beliefs
significantly affect emotional problems. The general conception of rational and
irrational beliefs is many centuries old and I (Albert Ellis; AE) probably would
not have arrived at the more specific REBT conception had I not made a hobby
of philosophy from my fifteenth year onward.

Let us define Rational Beliefs (RBs) and Irrational Beliefs (IBs) as I (AE)
started to use them in rational-emotive behavior therapy (REBT) when I (AE)
first began practicing it in January 1955, gave my first paper on it at the
American Psychological Association annual convention in Chicago in August
1956, and published my (AE) first article on this topic “Rational Psychotherapy”
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TABLE 1.I. Desires That Finally Lead to Healthy Results
Wants and Thwarting of Healthy Secondary Healthy Results
Desires Desires and Results Desires

Wants
I want to Performing Sorrow,regret,  Idon’tlike Sorrow and regret
perform well poorly and and/ feeling sad, about feeling sad
and win others’ winning orfrustration regretful, and and frustrated
approval disapproval frustrated
I need to Performing Severe anxiety, I don’tlike Sorrow and regret
perform well poorly and depression, feeling anxious, about feeling
and win others’ winning and/or rage depressed, or anxious and
approval disapproval rageful depressed
(Ellis, 1958) and my (AE) major book in REBT, Reason and Emotion in

Psychotherapy in 1962. The REBT conception of RBs and IBs is rather compli-

cated but includes several main hypotheses (see Table 1.1):

Humans are constructivists and have a considerable degree of choice or
free will. However, free will is constrained by the fact the individuals are
also limited by strong innate or biological tendencies and by their
community living and social learning to think, feel, and behave.
People have many goals and purposes—especially the goal of
continuing to live and be reasonably free from pain and to be happy.
People’s beliefs or cognitions are strong and influential in selecting
their goals and values but they are rarely, if ever, pure. When they
think, they also feel and behave. When they feel, they also think
and behave. When they behave, they also think and feel. Thus, they
believe they want to live and be happy, they desire to do so, and they
act to implement their thoughts and desires. All three processes are
interrelated and integrated.

People’s desires include, first, wishes and preferences—for example,

“I want to perform well and be approved by significant others, but if

I perform badly and am disapproved, I can still usually survive and have
some happiness.”

People’s desires also may include absolutistic shoulds, oughts, musts,
and demands: “I absolutely have to perform well and win others’
approval, or else it is awful (as bad as can be) and I have little worth as a
person!”

Human desires and preferences are usually healthy and productive but
absolute musts and demands are often unhealthy and destructive.
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® When people wish for something and don’t achieve it, they usually have
healthy feelings-thoughts-behaviors of sorrow, regret, and frustration—
healthy because these feelings motivate them to get what they want, and
avoid what they don’t want next time.

® When peoples’ desires escalate to arrogant demands, they often have
unhealthy feelings-thoughts-behaviors of severe anxiety, rage, and
depression.

® When people who wish that they perform well and be approved by
others, perform badly and are not approved by others, they often make
themselves sorry and regretful and also make themselves severely
anxious, raging, and depressed. They frequently feel sorry about their
sorrow, and we call this secondary feeling or meta-emotion.

® When people demand that they perform well and be approved by others,
and they perform badly and are disapproved, they not only often are
anxious, raging, and depressed, but also make themselves anxious about
their anxiety, enraged about their raging, and depressed about their
depression. They have primary symptoms of emotional disturbance but
they also have secondary symptoms—disturbance about their
disturbance.

The history of people being able to challenge and dispute their irrational
beliefs, feelings, and behaviors goes back at least 2500 years, when Gautama
Buddha began to preach enlightenment and traveled widely in India, China,
and other Asian countries spreading his teachings. Guatama hypothesized
that all humans are equipped with the ability to set goals and express desires
when they encounter adversity or suffering. However, by fully experiencing
their suffering and gaining awareness that much distress is self-induced by
their turning their moderate wishes and preferences into self-centered,
arrogant desires and cravings, they encounter needless confusion and pain.
Instead, Guatama Buddha taught that people can encounter themselves and
their turmoil, minimize cravings, empty their minds of desires, and even
reach Nirvana, an ideal state of total desirelessness and peace. Buddha was
hard-headed and practical, and not religious in the traditional sense, as
were many of his followers later. Searching for enlightenment the Buddha
advocated an action-oriented approach to life that encompassed the virtues
of practicality, patience, fortitude, self-discipline, right morals, right live-
lihood, and mindfulness of the moment-to-moment flux of experience. Like
Lao Tsu and his teachings that came to be known as Taoism, Buddhists
respect all life and strive to be even-tempered and accepting of themselves
and others.
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Around 470 B.c. Socrates, Plato, Epicurus, and other Greeks began to also
stress philosophic questioning of social and political standards and to advocate
thinking for oneself and thinking about one’s thinking. They followed social
rules and customs, but also valued personal independence. Their teachings
were then carried to Rome by the Stoics, particularly Zeno and Chrysippus in
the third century B.c. Epictetus (55 to 135 A.D.), a Greek slave who was brought to
Rome, popularized stoicism, as did his pupil Marcus Aurelius (121 to 180 A.D.).
Epictetus is famous for his maxim “It is not the misfortunes that happen to you
that upset you, but your view of them.” This is one of the classiest early
statements of the modern constructivist philosophy of human distress.

Early-nineteenth-century psychologists, such as Pierre Janet (1889) and
Robert Thorndike (1919), stressed self-disturbance and believed that people
created irrational beliefs, and could therefore challenge them and develop
healthier rational beliefs. But their influence was eclipsed by Sigmund Freud
and his psychoanalytic followers who displaced Janet and Thorndike, and
promulgated the view that people’s early childhood experiences were so
powerful and deeply rooted in the unconscious that they could not be countered
by reason alone. John B. Watson, the originator of behavior therapy, contended
that direct encounters with what is feared or avoided (i.e., in vivo desensitiza-
tion), rather than conscious reflection, could disabuse people of their irrational
ways of thinking and behaving.

More contemporary psychoanalysts, especially Adler (1946), Horney
(1950), and Fromm (1956) held that self-created idealized images that had the
malign power to severely disturb people could be modified in the course of
psychotherapy. However, they neglected to present viable pathways to achieve
this end, and failed to elucidate methods for disputing maladaptive beliefs.
Instead, they mainly used intellectual methods of countering irrational
thoughts. Still other therapists, such as Rogers (1961) and Perls (1969), dis-
puted their clients’ dysfunctional beliefs, often indirectly yet purposefully via
emotion-eliciting and behavioral stratagems, but not cognitively.

All this changed considerably in 1950, when Ellis (1956, 1957, 1958, 1962)
began to practice rational-emotive behavior therapy (REBT), a pioneering
form of cognitive-behavior therapy. In his first paper on REBT in 1958, Ellis
argued that REBT was an eclectic approach that integrated cognitive,
emotional, and behavioral techniques. REBT particularly emphasized the
differences between creating rational beliefs (RBs) to produce healthy emo-
tions, such as sorrow and regret when desires are thwarted, and creating
irrational beliefs (IBs) that lead to unhealthy feelings such as anxiety, depres-
sion, and rage when people do not get what they “needed” or get what they
“can’t stand” (see Table 1.2).
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TABLE 1.2. Demands That Finally Lead to Unhealthy Results

Demands and ~ Thwarting of ~ Unhealthy Secondary Unhealthy Results
Needs Demands Results Demands and

and Needs Needs
I need to Performing Severe [ absolutely must  Anxiety about anxiety,
perform well poorly and anxiety, not be anxious, depression about
and win winning depression,  depressed, or depression, and/or rage
others’ disapproval and/or rage  enraged about being enraged
approval
I want to Performing Sorrow, I absolutely must ~ Anxiety about sorrow and
perform well poorly and Regret, not be sorrowful,  frustration
and win winning and/or and frustrated
others’ disapproval Frustration
approval

At the inception of REBT, Ellis postulated three major ways in which

clients and other people could challenge and dispute (i.e., restructure) their

irrational beliefs (IBs):

1. Realistic and empirical disputing that challenges people’s musts and

imperatives: “Where is the evidence that I absolutely must be successful
and approved by significant others?” Answer: “There in no evidence for
this, it will only be inconvenient and not ‘terrible’ if I fail and experience
disapproval.”

. Logical disputing of people’s overgeneralized and illogical beliefs:

“Because I didn’t succeed at this important task, that makes me a
stupid, hopeless person.” Disputing: “How does one important failure
make me a failure?” Answer: “It only makes me a person who failed this
time. A failure would be someone who always and only fails. Thatis not I,
nor anyone.”

. Pragmatic disputing. “Where will it get me if I think I absolutely must

succeed at important tasks and am a hopeless failure when I don’t?”
Answer: “It will get me nowhere—it will only make me anxious and
depressed, instead of healthily sorry and frustrated when I fail or get
rejected.”

To target a larger audience, over time these methods were complemented

with other strategies such as:

® Metaphors and literature (e.g., reading poetry and stories as homework, etc.)

® Playing-type techniques for children

® Humor, irony, and self-irony
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¢ Pastoral techniques for religious people

® Any other techniques and procedures from diverse therapies that are
safe, can be cognitively conceptualized, and can be used to transform
irrational beliefs into rational beliefs.

As such, REBT is not only an etiopathogenetic (causal) treatment, but also a
prophylactic one, because it shows people that they have a strong tendency to
upset themselves with absolutistic thinking, but are able to change such
thinking to express preferences, rather than shoulds, musts, and oughts, and
thereby “unupset” themselves. Consequently, REBT is one of the major self-
help therapies and teaches people, by means of books, tapes, and other
materials, how to help themselves with and without a therapist.

As the first form of cognitive-behavioral therapy (CBT), REBT overlaps
with the cognitive-behavioral therapies (CBTSs) of Aaron Beck (1976), Donald
Meichenbaum (1994), David Barlow (1990), and other therapists. But, as Ellis
has noted (Ellis, 2004, 2005), REBT not only shows clients how they think, feel,
and behave irrationally, and how to become more preferential and less absolu-
tistic, but it also actively and steadily keeps teaching them three main “rational”
philosophies:

1. People can choose to have unconditional self-acceptance (USA) in
spite of their failings at important tasks and their being rejected by
significant people. Why? Because they—simply and strongly—can
refuse to damn themselves for their doings. They still had better evaluate
what they think, feel and do—but not themselves or their totality as
persons.

2. People can choose to have unconditional other-acceptance (UOA) in
spite of the frequent “bad” behavior of others. Just as they refuse to rate
their selves for their effective and ineffective thoughts, feelings and
acts, they can do the same for others. If they do so, they have
compassion for others by accepting them, but not their sins. They often
hate what people do, but not the persons who do what is hateful.

3. People can choose to have unconditional life-acceptance (ULA) in spite
of the frequent unfortunate life conditions. They can accept their life
when it is replete with adversities and still decide to be as happy as they
can be in spite of these adversities. They can choose to focus on whatever
is joyous and fortunate in the many things available in life, to change the
changeable things, and observe and dislike the unchangeable things
they cannot change, and have wisdom to know the difference. Life may
never be as happy as they would like it to be, but they can still lead a

reasonably good existence.
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These are some of the main principles and practices of REBT and of some
of the other CBTs. They are also largely the philosophies central to some
forms of Buddhism, especially the Tibetan Buddhism of the 14th Dalai Lama
and his followers, which emphasizes the importance of scientific research
instead of the mysticism of some of the Zen Buddhist groups (Dalai Lama &
Cutler, 1998).

Some CBT professionals such as Marsha Linehan (1992) and Steven Hayes
and his collaborators, have integrated mindfulness into CBT methods. Hayes,
Follette, and Linehan (2004) have also added nondisputing methods to
CBT, and have made it more paradoxical, less confrontational, and less
verbal. REBT holds that these indirect and nondisputing methods can be
integrated with the REBT techniques (Ellis, 2005, see Chapter 11, this
volume), but this proposal still remains to be tested. Continued research will
determine whether major cognitive restructuring strategies from REBT and
CBT will largely remain intact or will be integrated with other thinking, feeling,
and behaving procedures.

The Nature of Irrational and Rational Beliefs

The nature of rational and irrational beliefs has been described and discussed
in hundreds of papers and books. Albert Ellis (Ellis & Dryden, 1997) as well as
Aaron Beck (1976) listed many dysfunctional beliefs that people often have that
make them disturbed and ineffective, including overgeneralization, catastro-
phizing/awfulizing, personalizing, and jumping to conclusions. Ellis and
Dryden (1997) hold that virtually all these irrational beliefs consciously or
implicitly include one or more absolutistic musts. Thus, when people use
awfulizing, personalize, and tell themselves “He frowned at me, and that
means he doesn’t like me and that means I'm no good,” they imply (1) He
must not frown at me! (2) His frowning proves that he doesn’t like me, as he
must like me, that I'm no good, as I must not be! (3) I must never be
frowned upon and put down by anyone and must be perfectly approved all the
time! REBT looks for people’s automatic negative thoughts and shows them
how to dispute them. But it also routinely looks for the absolutistic shoulds,
oughts, and musts that lie behind them, finds these musts, shows them to
patients, and teaches people how to dispute and change them into preferences.
REBT shows people that they consciously and unconsciously choose to disturb
themselves by escalating their preferences into demands and cravings, and that
they can train themselves not to do so and thereby create healthy feelings and
emotions.
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Multilevel Analysis

All these ideas are interesting, but they need to be organized in a structured
conceptual framework, such as the one offered by multilevel analysis (text
based on David, 2003; David, Miclea, & Opre, 2004; David & Szentagotai,
2000). Following the theoretical foundations of cognitive psychology (e.g.,
Marr, 1982; Newell, 1990), it has become commonplace to analyze IBs/RBs
on three different levels: computational, algorithmic-representational, and
implementational (for details see David, 2003).

The Computational Level Theory describes the goal of a given computation
and the logic of the strategy through which it is carried out. Basic questions that
research at this level addresses are: “What is the goal of the computation?” “Is it
appropriate?” “What is the input and what is the output?” “What knowledge do
we need to transform the input into output?” “How is the general strategy
carried out?,” “What is the interaction between the goal and our knowledge.
A basic question that research at this level addresses is: “What is the goal/
function of computations based on IBs/RBs?”

There is a broad consensus in the REBT literature (e.g., Ellis, 1994) that IBs/
RBs refer to evaluative or “hot” cognitions, and therefore serve an evaluative
function. Abelson and Rosenberg (1958) use the terms “hot” and “cold” cogni-
tions to make the distinction between appraising (hot) and knowing (cold). Cold
cognitions (Lazarus & Smith, 1988) refer to the way people develop representations
of relevant circumstances (i.e., activating events), whereas hot cognitions refer to
the way people process and evaluate cold cognitions (David & McMahon, 2007;
David, Schnur, & Belloiu, 2002). Cold cognitions are often analyzed in terms of
surface cognitions that are easy to access consciously, and deep cognitions that are
consciously accessible yet more difficult to access. Surface cognitions, often called
automatic thoughts, refer to descriptions and inferences (e.g., expectancies, attri-
butions), whereas deep cognitions refer to core beliefs (i.e., schemas) and other
meaning-based representations (for details, see Eysenck & Keane, 2000). Hot
cognitions, on the other hand, also called appraisals or evaluative cognitions, refer
to how cold cognitions are processed in terms of their relevance for personal well-
being (for details, see Ellis, 1994; Lazarus, 1991). Consequently, during a specific
activating event, there seem to be four different possibilities for how cold and hot
cognitions regarding the activating event are related: (1) distorted representation
of the event/negatively appraised; (2) nondistorted representation/negatively
appraised; (3) distorted representation/nonnegatively appraised; (4) nondistorted
representation/nonnegatively appraised.

According to Lazarus (1991) and to the appraisal theory of emotions,
although cold cognitions contribute to appraisal, only appraisal itself results
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directly in emotions. The effect of cold cognitions on emotions seems to be
dependent on hot cognitions. Although past research suggested that cold
cognitions are strongly related to emotions (e.g., Schachter & Singer, 1962;
Weiner, 1985), it is now generally accepted that as long as cold cognitions remain
unevaluated, they are insufficient to produce emotions (Lazarus, 1991; Lazarus &
Smith, 1988; Smith, Haynes, Lazarus, & Pope, 1993). Different schools of CBT
differ in the emphasis they place on various levels of cognition (for details, see
David & Szentagotai, 2006; Wessler, 1982). Because the REBT theory (Ellis,
1962; 1994; Wessler, 1982) has always been focused on evaluative/hot cogni-
tions as proximal causes of emotions (i.e., irrational beliefs), rather than on cold
cognitions (e.g., descriptions, inferences), the theory is congruent with more
recent developments in cognitive psychology. The way we represent—by cold
cognitions—activating events in our mind depends on the interaction between
activating events and our rational and irrational beliefs. Cold cognitions may
generate various operant behaviors, and then cold cognitions and operant
behaviors may be further appraised in a rational/irrational manner, producing
feelings and psychophysiological responses.

Indeed, recent research (Szentagotai & Freeman, 2007) addressing the
relations between hot (i.e., irrational beliefs) and cold cognitions (i.e., automatic
thoughts), found support for the model. More precisely, in a study involving
participants suffering from major depressive disorder, Szentagotai and
Freeman (2007) determined that automatic thoughts generate depressed
mood if they are associated with irrational beliefs, as described above.
DiLorenzo, David, and Montgomery (2007) also confirmed the model in a
study concerned with the connection between hot cognitions (i.e., irrational
beliefs) and inferences (i.e., expectancies) in a sample of college students facing
a difficult exam.

The Algorithmic-Representational Level Theory specifies representations in
detail, as well as the algorithms defined by them. Although Ellis’s original work
(1962) proposes 11 irrational beliefs, more recent developments in CBT/REBT
suggest that irrational beliefs fall into four categories of irrational (dysfunc-
tional/maladaptive) cognitive processes: demandingness (DEM), awfulizing/
catastrophizing (AWF), global evaluation/self-downing (GE/SD), and frustra-
tion intolerance (FI) (Campbell, 1988; DiGiuseppe, 1996). DEM refers to
absolutistic requirements expressed in the form of “musts,” “shoulds” and
“oughts.” Furthermore, DEM includes an evaluative component (how desirable
is this?) and a reality component (what should I expect?). AWF refers to one’s
evaluating a situation as more than 100% bad, and the worst thing that could
happen to him/her. FI refers to people’s beliefs that they cannot endure, or
envision being unable to endure a given situation, as well as their belief that
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they will have no happiness at all if what they demand should not exist,
actually exists. GE/SD appears when individuals tend to be excessively critical
of themselves (i.e., to make global negative evaluations of themselves), of
others, and of life conditions. These four irrational cognitive processes cover
various areas of content (e.g., performance, comfort, affiliation) and refer to
ourselves, others, and life conditions. According to Ellis (1962; 1994), DEM
is the core irrational belief, and all other irrational beliefs are derived
from it. Indeed, recent data suggest the following information processing
sequence: (1) DEM; (2) AWF and/or FI, and/or GE/SD, and (3) dysfunctional
consequences (see Dilorenzo, David, & Montgomery, 2007). The line of
research concerned with the algorithmic-representational level examines how
IBs/RBs are represented in our cognitive system. At least two possibilities have
emerged so far:

1. Irrational beliefs are evaluative (hot) cognitions that are organized
as propositional representations (Ellis, 1994). A propositional
representation is the smallest unit of knowledge that can stand as a
separate assertion; that is, the smallest unit about which one can
make the judgment of true or false (Anderson, 2000).

2. Irrational beliefs are evaluative cognitions that are organized as a
specific type of schema (“evaluative schemas”) (DiGiuseppe, 19906).
A schema represents the structure of an object or event according to a
slot format, where slots specify values that the object or event has on
various attributes (Anderson, 2000). Thus, schemas are complex
structures that represent the person’s constructed concepts of reality
and behavioral responses to that reality.

In the light of recent empirical data (see Szentagotai, Schnur, DiGiuseppe,
Macavei, Kallay, & David, 2005) it seems that DEM and GE/SD are evaluative
schemas, whereas AWF and FI are evaluative cognitions organized as proposi-
tional representations.

The Implementational Level Theory answers the question of how representa-
tions and algorithms are carried out from a physical point of view. For example,
what happens in the human brain when IBs or RBs are activated? This
fascinating field requires interdisciplinary research, partnering with the field
of cognitive neuroscience. REBT research on this topic is still in a nascent
phase. Studies that meld the study of belief and neuroscience are usually
conducted within the framework of evolutionary psychology (Ruth, 1993),
connectionist modeling (Ingram & Siegle, 2000), and modern brain-mapping
techniques (e.g., MRI).
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The Relationship between Rational and Irrational Beliefs

Early research conceptualized rational beliefs as low levels of irrational beliefs.
However, recent data suggest that rational and irrational beliefs are not bipolar
constructs (e.g., a low level of irrational beliefs does not necessarily signify high
levels of rational beliefs), but are rather orthogonal to one another. As shown in
Table 1.3 (see also, David & Szentagotai, 20006Db), the relations between rational
and irrational beliefs may be very complex (Bernard, 1998; David, 2003). Faced
with a specific event (A), people can have simultaneously high irrational beliefs,
low irrational beliefs, or no irrational beliefs. Similarly and simultaneously,
they can have high rational beliefs, low rational beliefs, or no rational beliefs
regarding the same event (A) (e.g., David, Schnur, & Belloiu, 2002). These
potential interactions should be taken into account when designing research
and conducting statistical procedures.

Rational and Irrational Beliefs in the Architecture of the Human Mind

REBT can be described in terms of a simple ABC(DE) format and hence taught
to children and adults, and incorporated in materials that can be effectively
used for self-help purposes. Thus, individual clients and self-help groups can be
shown that:

1. When people have goals and encounter adversities (A) so that they
don’t get what they want or get what they don’t want, they can choose to
have healthy consequences (C) or unhealthy ones.

2. Their choice is largely at B, the level of their Belief—Feeling—
Behavioral system (see the ABC model described above). At B they can
decide and be determined to feel healthily sorry, regretful, or frustrated,
or can decide to be unhealthily anxious, depressed, and raging.

3. Their decision at B can be strongly and actively (persistently) to
healthily prefer that their adversities (A) be reduced, or to unhealthily
demand that their adversities be reduced.

4. If people absolutistically and rigidly insist that adversities must not
exist—“Tt is awful to be rejected. I can’t stand it. Rejection makes me
totally unlovable!”—they tend to severely upset themselves. If they only
prefer success and approval but unconditionally accept failure and
disapproval, they make themselves minimally or moderately upset.

5. When individuals feel (C) unhealthily anxious, depressed, and raging
when faced with adversities (A), they can constructively realize that
they have changed their preferences for success and approval into



TABLE 1.3. The Relations between Rational and Irrational Beliefs in a Stressful Situation (e.g., taking an important exam)

High Level of Rational Beliefs

Low Level of Rational Beliefs

No Rational Beliefs

High Level of Irrational
Beliefs

Low Level of Irrational
Beliefs

No Irrational Beliefs

I must pass the exam (high IB)
I very much want to pass the exam and
make my mom happy (high RB)

It would be nice if T passed the exam but
this is not so important (low IB)

I very much want to pass the exam and
make my mom happy (high RB)

I don’t care about passing the exam (lack
of IB)

I very much want to pass the exam and
make my mom happy (high RB)

I must pass the exam (high IB)

It would be nice if I passed the exam and
made my mom happy but this is not so
important (low RB)

It would be nice if T passed the exam but this
is not so important (low IB)

It would be nice if T passed the exam and made
my mom happy but this is not so important
(low RB)

I don’t care about passing the exam (lack

of IB)

It would be nice if T passed the exam and
made my mom happy but this is not so
important (low RB)

I must pass the exam (high IB)
I don’t care about making my mom happy by
passing the exam (lack of RB)

It would be nice if T passed the exam but this
is not so important (low IB)

I don’t care about making my mom happy by
passing the exam (lack of RB)

I don’t care about passing the exam (lack
of IB)

It would be nice if T passed the exam and
made my mom happy but this is not so
important (low RB)
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arrogant, unrealistic, compulsive demands, and that they always have
the therapeutic choice of returning to healthy preferences again.

6. People can be alert to their tendencies to think irrationally for the rest
of their lives and whenever they identify these tendencies use a
number of REBT thinking, feeling, and behaving methods to
minimize them.

7. Thus, people can use the cognitive method of disputing (D) their
irrational beliefs; rehearse coping statements; use the REBT self-help
format; profit from psycho-educational methods of reading, listening
to audio and audio-visual REBT-oriented cassettes; enroll in
REBT-oriented lectures, courses, and workshops; do cost-benefit
analysis of their harmful addictions; engage in REBT games and
sports; and make use of other REBT cognitive techniques.

8. People can use several emotional evocative-experiential techniques
that are described in the REBT literature that include forceful
coping statements, shame attacking exercises, rational-emotive
imagery, role-playing, and rational humorous stories and songs
(for details see Ellis, 1962).

9. People can use several behavioral methods that are described in the
REBT literature that include: modeling, in vivo desensitization,
activity homework assignments, stimulus control, relaxation
techniques, skill training, teaching friends and relatives how to use
REBT, relapse prevention, and other action-oriented methods.

10. As many empirical studies have demonstrated, REBT is quite effective
in individual and group therapy (Engels, Garnefski, & Diekstra, 1993).
However, REBT also has been successfully used by many individuals
in its self-help application, along with or without a therapist.

It follows the tradition of Ralph Waldo Emerson (1803-1882), and
Dale Carnegie (1888-1955), but is more comprehensive than they
were, in that its self-help component offers a variety of cognitive,

emotive, and behavioral methods for the individual to apply (Ellis,

1957, 1999 /2007, 2001, 2003).

In summary, REBT and CBT hold that unfortunate adversities (A) in
people’s early and later lives often significantly contribute to their emotional
problems and behavioral dysfunctions and have serious consequences (C).
However, humans are innate constructivists and have strong tendencies to
create and invent needless problems for themselves by the views or philosophies
(B) they choose to take of frustrating events (A). Their beliefs (B) about the
difficulties in their lives have cognitive, emotional, and behavioral implications,
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because they are frequently, strongly, and persistently held. When these beliefs
are healthy, they consist of preferences and desires that adversities be amelio-
rated and REBT calls them rational or functional beliefs that lead to healthy
feelings of sorrow and disappointment and to efforts to improve adverse
circumstances.

When people’s beliefs or philosophies are unhealthy and destructive,
REBT calls them irrational or dysfunctional and actively disputes them (D) in
multiple cognitive, emotional, and behavioral ways. Many empirically based
research studies show that REBT (Smith, 1982; Engels, Garnefski, & Diekstra,
1993; Lyons & Woods, 1991; David, 2004) and other forms of CBT (Hollon &
Beck, 1994) are effective. But these approaches are still evolving and can
potentially be usefully added to or integrated with other methods. Indeed,
REBT and CBT both emphasize science and faith founded on facts, in a
manner not unlike the Tibetan Buddhism of the Dalai Lama. Along with
Viktor Frankl (1963, 1967, 1975), REBT espouses “rational spirituality” that
includes cultivating vital absorbing interest and purposiveness in life (Ellis &
Harper, 1997). Some forms of CBT (like REBT) can integrate religious faith
and/or techniques (e.g., meditation-like mindfulness) into treatment. How
these integrations will be expressed in efficient and efficacious clinical
protocols still needs to be researched (but see mindfulness cognitive therapy,
which is an empirically supported treatment for severe depression according to
National Institute for Health and Clinical Excellence, UK).

Conclusion

In general terms, rational beliefs refer to beliefs that are logical, and/or have
empirical support, and/or are pragmatic; other terms, used interchangeably,
for these beliefs are adaptive, healthy, and functional. Irrational beliefs refer to
beliefs that are illogical, and/or do not have empirical support, and/or are
nonpragmatic; other terms, used interchangeably for these beliefs are mala-
daptive, unhealthy, and dysfunctional. While the terms rational/functional and
irrational/dysfunctional are typically used for beliefs, the terms adaptive and
maladaptive are used for their behavioral consequences, and the terms healthy
and unhealthy—for their emotional consequences. In rational-emotive and
cognitive-behavioral therapy, however, they have received specific meanings.
Irrational beliefs describe specific information processes, which are evaluative
(hot cognitions), and involved in maladaptive and unhealthy behavioral and
emotional consequences. These irrational cognitive processes are: (1) DEM, (2)
AWF, (3) F1, (4) GE/SD. DEM seems to be the central irrational belief. Rational
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beliefs describe specific information processes, which are evaluative (hot
cognitions), and involved in adaptive and healthy behavioral and emotional
consequences. Near the end of his life, Ellis said that perhaps “dysfunctional”
and “functional” beliefs would have been better terms, because of the negative
philosophical and religious connotations of “rational” and “irrational” (Ellis,
personal communication to David). This might have prevented unfair criti-
cisms of REBT and contributed to a better integration of cognitive-behavioral
therapies. However, there is also the significant advantage of the rational/
irrational concepts of individualizing these beliefs in the clinical field as a
part of the rational-emotive and cognitive-behavioral approach of Ellis.
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Rationality and Rational
Psychotherapy: The Heart
of REBT

Arthur Still

In 1958 Albert Ellis published “Rational Psychotherapy,” a brief
paper marking the beginning of cognitive therapies (Ellis, 1958).
As the therapy developed and he gained followers, he changed the
name to “rational-emotive therapy,” and then to rational-emotive
behavior therapy (REBT). Meanwhile, Beck introduced his own
version of cognitive therapy, cognitive-behavior therapy (CBT:
Beck, 1963). There are differences between the Ellis and Beck
approaches, and one of the most interesting lies in the bold use
of the word rational, with all the ancient philosophical baggage it
carries. The bland and relatively modern cognitive, behavior, and
therapy carry no such baggage. The additions of emotive and
behavior to “Rational Psychotherapy” served to soften the tough
challenge of rational, but the word remains provocative in the field
of psychotherapy, where feeling and empathy hold sway, and
where the client’s attempts to be rational about the difficulties
that lead to therapy seem already to have failed miserably. This
chapter looks at the logical and historical background to Ellis’s use
of rational, and why this use is so relevant in understanding the
distinctive importance of REBT. It starts by exploring the different
uses of the word that give rise to its different meanings; it then
brings out two fundamental and apparently contrasting usages,
referred to here as disciplinary and emancipatory rationality;
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finally, it draws on the tension between these usages to display the full
complexity of Ellis’s use of the word rational, and to put some of the
philosophical criticisms of Ellis and REBT into perspective.

Discursive Formations

To investigate a word like rational it can be helpful to recognize that its use
always occurs within a context of a kind that Danziger (1997) called a
“discursive formation.” This is in part a verbal context: rationality and rational
have close links with reason, reflection, thought, and mental (listed in rough order
of proximity), so that a discursive formation is “a language that constitutes an
integrated world of meanings in which each term articulates with other terms
so as to form a coherent framework for representing a kind of knowledge that is
regarded as true and a kind of practice regarded as legitimate” (Danziger, 1997,
p. 13).

But a discursive formation is more than a semantic network, more for
instance than a network of concepts or a meme. A meme is a historical unit for
the evolution of words, according to Dawkins (1976), but it is too atomistic for
the purposes of this chapter. It does not readily allow for the embedding in
cultural and social practices (or “disciplinary mechanisms”; Foucault, 1980;
Mitchell, 1991) of a word like rationality, and it is misleading at best to treat it in
isolation from these factors. In the approach to rationality adopted here, the
most significant unit is therefore the discursive formation, of which words and
ideas are a part, rather than the individual words or ideas themselves. And in
order to study discursive formations it is often necessary (as in the study of
biological species) to pay at least some attention to their evolution.

Dryden and Still (1998) used this approach in order to separate two
principal uses of the word rationality, whose differences are obscured by the
common label. They were concerned to bring out the differences between its
use in discourse about science, and in discourse within (rather than about)
psychotherapy. In the first case, rationality has to do with the social and
individual processes that serve to construct and maintain the objectivity of
science, in the second it is about self-management. Failure to allow for these
differences can lead to inappropriate criticisms of the usage in one discursive
formation by importing the logical constraints proper to another. In this respect
the development of modern cognitive psychotherapies, which attempt to
ground themselves in science, and which therefore draw on both uses of the
word rationality, offers an especially instructive field of study. This chapter
builds on the earlier papers and draws on more recent work (Dryden and Still,
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2007), which has tried to refine these distinctions and to put them more firmly
within a historical context. We refer there to two aspects of rationality, rather
than just uses of the word, though it is the uses that reveal the different aspects.
Both aspects of rationality turn out to be essential to any discursive formation in
which rationality forms a part, but they are weighted differently in the different
discursive formations we discussed in Dryden and Still (1998).

Some Uses of Rational and Rationality

INSTRUMENTAL AND SCIENTIFIC RATIONALITY AND THE LOGIC OF JUSTIFICATION. In
one use of rationality it is the guide that enables cognitive agents to “adopt
beliefs on the basis of appropriate reasons” (Brown, 1995, p. 744). Related to
this, it is an ideal for instrumental action: “To give a rational explanation of an
action done by A is to show that on the basis of A’s beliefs A did what he thought
was most likely to realize his goals” (Newton-Smith, 1981, p. 271). Newton-
Smith referred to this minimal rationality as minirat, which applies only to the
action, and does not take into account the goals of the action. If you take
pleasure in walking through the fields when there is a full moon, even when
it is extremely cold, that in itself may be neither rational nor irrational, but it is
rational (minirat) to look up the time of the full moon, and go out when the
moon is up in order to enjoy yourself. If no belief is involved you may be
criticized or mocked for your enjoyment, but it is not usually an issue of
rationality.

But goals do become such an issue when there are beliefs that require
justification. If you believe that there are fairies at the bottom of the garden, and
that they appear at midnight in midwinter when the moon is full but are
extremely shy, then if you wish to see them it would be rational (minirat) to
conceal yourself and remain very quiet at the appropriate time, even though
your belief (most people in Western cultures would probably agree) is not
rational; it cannot be justified. If on the other hand a zoologist has good
scientific reason to believe that a species of toad, long thought extinct, exists
and comes out to mate in a dangerous and inhospitable (to us) swamp when the
moon is full, it would be rational to mount a field trip to investigate this, not just
because the action is appropriate to the goal (minirat), but also because the goal
may well be rational. Whether or not the goal and the whole endeavor are
rational will be a matter for debate within the discursive formation of zoology.
It is up to the zoologist to justify it by appealing to current trends and long-term
aims in this branch of the discipline, as well as current zoological knowledge.
Ifthe justification is successful, and survives peer criticism, then the zoologist’s
actions and beliefs will usually be regarded as rational (even though they may
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sound crazy when reported in the popular press) because zoology is a science,
and science is generally accepted throughout most of the world as epitomizing
a rational activity. This scientific rationality belongs to an amorphous and ill-
defined discursive formation known as science, which contains within it a web
of interlocking, specialized discursive formations, that make up the individual
disciplines such as zoology and physics. Scientific rationality is what disciplines
all aspire to, some of them (such as physics) with more certainty than others
(such as scientifically based psychotherapy).

Notice that the physical details of the action may be similar in each of the
above examples, but the ascriptions of rationality differs. In practice the battle-
ground for earning this desirable label (or avoidance of the dismissive “irra-
tional”) is justification, or the giving of reasons. Traditional logic is the attempt
to give this reasoning a formal basis. In the first case you may be asked why you
are looking up the time of the full moon, but you are not required to justify your
enjoyment. In the second you are also required (if you wish to be thought
rational according to the standards of your time and place) to justify your goal,
which follows from your belief in fairies. In the zoology case also you may be
required to justify both action and goal; for instance to another zoologist (your
career may depend on it), who questions the value of going to this particular
swamp, or that toads of this species would only mate when the moon is full, or
whether it is really possible that the species is not extinct. Participation in the
discursive formation of zoology requires years of training, and penetrates every
aspect of a zoologist’s life qua zoologist; rationality applies to goals as well as
actions, and all the practices that may require justification.

TECHNICAL RATIONALITY AND PSYCHOTHERAPY. The practice of scientific medicine
is generally of this form, with actions being justified by appealing to current
good practice and to the body of knowledge that constitutes the science. The
expert, the doctor, draws on her skills and knowledge in order to apply it to the
patient. Still and Todd (1998) referred to this, following Schén (1983), as
“technical rationality.” Behind technical rationality is a body of knowledge
based on both pure and applied research, and the global scientific institution,
with its discursive formations molding together the practices and language of
medical education, medical research, and medical writing, and linking these to
other disciplines such as biochemistry, anatomy and physiology, and pharma-
cology. The practitioner has been initiated into the mysteries of this knowledge,
and is thereby an expert in applying it to the case in hand. Any form of technical
rationality is close to scientific rationality, but can be complicated here by a
tension between the physician as expert and the more general demand placed
on the physician as helper. In general practice she is still called on as helper
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when technical rationality fails, notably when the patient’s illness turns out to
be incurable and terminal. The discursive formation of technical rationality
does not cover this, and when the patient is dying and beyond help, the
physician may be at a loss, and as uncomfortable as many lay people are
when confronted with the personal aspects of terminal illness. Or she may
pause and reflect, and perhaps resort to a different discipline or subdiscipline,
such as counseling or the new speciality of terminal care, or refer the patient on
to experts in those disciplines. This pause and reflection is the exercise of
another use or aspect of rationality, which is referred to later in this chapter
as emancipatory rationality.

With partial success, practitioners of psychotherapy often strive for a
structure of rationality that is similar to technical rationality, hoping that out-
come studies and experimental psychology can provide a body of knowledge
which is available to be drawn on by practitioners, who are thereby experts like
physicians. And like physicians when technical rationality fails, they will then
sometimes be obliged to draw on different resources, or to pass their clients on
to experts. But an interesting difference from modern medicine in rational
structure is the development of a number of distinct therapies, each often
linked closely to the founder, as in REBT, CBT, IPT (interpersonal therapy;
Klerman & Weissman, 1993) or ACT (acceptance and commitment therapy;
Hayes, 2004). Thus if a therapist discovers something that works, instead of
testing it and offering it as an addition to the body of psychotherapeutic knowl-
edge he or she is apt to construct around it a distinct system of therapy,
establishing itself as a distinct discursive formation, with its own language,
research, therapeutic practices, and certificated training. This has been true of
these and many other therapies, and a recent addition has been EMDR (eye
movement desensitization and reprocessing). Francine Shapiro (1995)
launched this and developed it as a going concern after discovering that she
dealt with her worries as she walked on the beach by moving her eyes around.
Instead of exploring this phenomenon and offering it to the world as knowl-
edge, like a perceptual psychologist discovering a new visual or auditory phe-
nomenon, she used it as the foundation of her own model of therapy.

As a result of this focus on models rather than knowledge, there is a
different structure of rationality in these discursive formations. Justification
in psychotherapy usually appeals to the model in question, rather than to a body
of knowledge that all practitioners share as in medicine. Attempts have been
made to do this in psychotherapy, as in Rogers’s core conditions (Rogers,1961),
or Egan’s skilled helper (Egan, 1990), and these may be appealed to in justi-
fying specific practices, but psychotherapy has not yet succeeded in providing
anything like the kind of knowledge base available for medicine. Nevertheless,
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the logic of rationality is in some respects similar in both cases; psychother-
apeutic practice is justified (rationally) by appeal to the principles of established
models or published evidence, and even apparently irrational activities can be
justified in this way. Thus the person who waits for fairies at midnight when the
moon is full may turn out to be a client of an REBT therapist carrying out a
shame-attacking exercise; a scientist perhaps, whose rigid demand that he
always behave and talk in a logical manner is jeopardizing his marriage; the
therapist finds that the demand is grounded in the irrational belief that it would
be awful and unbearable and make him a worthless failure if people thought of
him as irrational, and accordingly sets him this task, with instructions to
dispute the irrational belief. This is justified and rational within REBT as a
shame-attacking exercise, demonstrating to the client that being thought
irrational does not make him a worthless failure. This justification and the
deliberate shock effect make good sense (are rational) in REBT, but probably
not within person-centered therapy, or even CBT. Here, as for scientific or
technical rationality in general, the ascription of rationality follows successful
justification.

RATIONALITY AND THE LOGIC OF JUSTIFICATION. Traditional and modern formal
logic belong to the logic of justification, providing an abstract ideal to guide the
discourse of instrumental rationality in scientific and other disciplines.
Justifications are required not just to be based on agreed premises (whether
empirical, as sometimes in science, or some other basis of agreement), but to
proceed logically to warrant the beliefs or actions under question. At one time it
was hoped that the rationality of scientific knowledge could be reduced to a
logical structure, founded on a set of unquestionable observation statements.
This was pushed to its limits in the Unity of Science movement 7o years ago,
and since then foundationalism has been thoroughly undermined by philoso-
phers and sociologists (Galison and Stump, 1996). Some of these have been
critical of the pretensions of science, but others have been loyal allies like Karl
Popper (1972) and Bartley (1988), who recognized that what survives as knowl-
edge is never the ultimate truth, but has undergone and survived the critical
scrutiny of other scientists, and always remains open to revision through further
scrutiny. So a rational science depends on allowing and encouraging dissemina-
tion of research and informed criticism. It depends therefore on a social structure
and practices rather than just on an internal logical structure. Bartley (1988) went
so far as to dispense altogether with the logic of justification as an esssential part
of the rationality of science, which relies he believes simply on a community with
an informed and alert critical vigilance. Traditional logic remains important, of
course, but no longer preeminent as a cornerstone of rationality.
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RATIONALITY AS NORMATIVE. Audi’s dictionary puts rationality’s normative status
strongly: “for any action, belief, or desire, if it is rational we ought to choose it”
(Gert, 1995, p. 674). This may be too strong, since it is not obviously illogical to
say “I agree that is the rational thing to do, but I don't feel it will work,” or
“I know it’s irrational (i.e, I cannot give reasons for it), but I have a feeling it will
turn out for the best.” In many disciplines, and certainly psychotherapy, there is
a recognition that hunches (the “feelings” in the above sentences) sometimes
pay off—when this happens the justification and hence the rationality of the
action may be bestowed retrospectively (though this can happen even if the
hunch doesn’t pay off) or it may remain a lucky guess. Nevertheless, the
normative use of rational (the force of “ought” in Gert’s definition) is stronger
than what Ellis refers to as a conditional demand, like “if you want to pass the
exam you must write more than a couple of sentences.” Perhaps it reflects the
pervasiveness of the discursive formations to which rationality belongs, just as
the moral “oughts” and “shoulds” of so-called Western societies reflect not
absolutes but a very broad discursive formation that defines this culture. This
point is discussed further in Dryden and Still (1999).

RATIONALITY AS AN INSTRUMENT OF CULTURAL AND POLITICAL POWER BUT ALSO THE
MEANS OF SUBVERTING THAT POWER. The claim has been put forth that rationality is
biased because it is a class-based or male or Western or whatever notion (Nozick,
1993, p. xii). Being normative, rationality of thought and practices is apt to be
defined and evaluated by the most powerful parts of a community, so has leant
itself to the dissemination of power. Colonial expansion has for centuries been
forcefully justified as rational, bringing education, health, and order to backward
communities. Nowadays we are more likely to question this, recognizing that such
appeals to reason may mask less creditable motives, or more simply serve to
replicate the values of the colonizer. Tim Mitchell (1991) has traced this in great
detail in the case of Britain and modern Egypt, bringing out how values are
exported on the back of what Foucault (1980) referred to as disciplinary mechan-
isms. These replace the old practices, all in the name of good sense and rationality,
but they carry with them the cultural values of the colonizing power. Feminist
writers have pointed to a similar process across gender, with “reason” and “ration-
ality” used in a way that maintains the power imbalance; there is a circular process
in which “rationality” has been used to pick out intellectual skills that are supposed
to belong especially to men, and this has been used to justify (in the name of
reason!) the educational practices that ensure that women are given limited
opportunity to acquire these skills (Griffiths & Whitford, 1988; Lloyd, 1993).

Yet it is part of rationality to be intent on noticing biases, including its own,
and controlling and correcting these (Nozick, 1993, p. xii). Noticing biases is the
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task Tim Mitchell and feminist writers have set themselves, and they have
exercised reason in doing so. So rationality is being used to criticize what had
previously passed as rationality. This political dialectic is mirrored in the ther-
apeutic processes considered here, and is especially well captured in REBT.
Biased rationality derives from and maintains itself in the “shoulds” and
“musts” and absolutist thinking that cause, according to REBT, unhealthy
emotions. They are like the justifications of an outworn science or cultural
practice (appealing to generalizations like “you must always wear a tie at
work;” “biological species are fixed in time,” so they cannot gradually evolve
and separate; “homosexuality is a disease” so we must try to eradicate it; “women
are less rational than men” so they should not be educated to a high level; and
space and time are absolute). Such one-time “rational” generalizations are ques-
tioned by reason, just as Ellis used rationality to question the client’s previously
unquestioned reasons based on beliefs that he referred to as irrational.

RATIONALITY AS UNIQUELY HUMAN. Another aspect of rationality is that it is a
uniquely human capacity, a natural power that distinguishes human beings
from other animals (“Rationality refers to those intellectual capacities, usually
involving the ability to use language, that distinguish persons from most other
animals”: Gert, 1995, p. 675). Aristotle made this a definition of being
human—a rational animal with language. In the aspects of rationality consid-
ered so far human language seems an essential part. The knowledge of science
and other disciplines are unthinkable without language and human commu-
nities held together through language. But there is another aspect of rationality,
a power rather than a normative principle, that may not depend so thoroughly
on language and may not be entirely confined to humans.

RATIONALITY AS REFLECTIVE PROBLEM-SOLVING. This power is the capacity for
reflective problem-solving. It is the ability to step back when habits and old
rules fail to achieve the goal, and to look at the situation afresh. This is
pervasive in science when the well-established disciplinary mechanisms fail
to come up with an answer, but this aspect of rationality can be brought out
most clearly with everyday examples. Yesterday, having a wash, late for an
appointment, and in a hurry to get out, I became irritated by the soap
slipping off the shelf on the wash basin into the water. I put it back on and
it slipped off again. A couple of impulses or thoughts went through my
mind; complaining to (blaming) the person who had bought this new,
smaller brand of soap, and slamming the soap angrily back; then I paused,
reflected on the situation and put the soap in the soap container on the
window sill above. This trivial sequence, lasting about a second, is rationality
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in action, and it is close to a form of trial and error behavior. Not the random
trial and error described by Thorndike and many later psychologists, but the
intelligent trial and error described by Campbell (1960) and Popper (1972),
which involves trials guided by initial perception or hypotheses. The key
difference lies in the reflective pause of the kind reported by Kohler (1957) in
his study of “insight” in apes (one of the most famous in a long history of
attempts to determine whether animals have rationality).

Or consider a driver who has been tailed closely for some time by another
car eager to overtake; eventually the other driver overtakes perilously near a
corner, and the driver is forced to brake, to allow this idiot in. The angry label
“idiot” may prompt the first driver to do the same back, to tail very closely, “why
should he be allowed to drive like this?” Sometimes this happens, but fortu-
nately more often the driver pauses, reflects, sees his dangerous impulse from a
wider perspective, and keeps a safe distance. The pause and reflection may be
social rather than individual. Imagine a hobby gardener, who begins by trying
to follow the rules laid down by the experts who write books or appear in radio
and TV programs. After a time, she learns to reflect on her own experience,
what has worked and what has not worked in her own garden, and to share this
with others. A gardening miniculture develops, at odds with the offical line. An
example of a similar process in medicine is described by Schou and Hewison
(1999) in a grounded theory study of patients at a large cancer unit in Leeds.
They found that patients became socialized into a subculture with other
patients, and it was from this subculture that much of their practical knowledge
of the disease came, as well as how to interpret the doctors’ cryptic pronounce-
ments, the significance of a change of treatment, and so on.

As a final example consider the thinking that led to Einstein’s special
theory of relativity, as described in Wertheimer’s (1961) classic account.
Faced with the discursive formation of nineteenth-century physics, with its
absolute framework of space and time, Einstein struggled with the anomalies
that arose from this when he reflected on problems of measurement and
simultaneity, and the failure of Michelson and Morley to detect variations in
the speed of light with the direction of the earth’s movement. He resolved these
anomalies in a simple and elegant way, by giving up the absolute framework of
space and time, and retaining the speed of light as an invariant, giving up
therefore the central assumption of the old discursive formation, and replacing
it with a new one. Einstein’s “pause,” and perhaps the secret of his genius, was
his refusal to be swept along by the apparent rationality of the absolutes he
questioned, and this gave him time to work out a convincing alternative. The
reflection, the puzzling over the anomalies, took years, but the mathematical
alternative took only six weeks to work out.
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In each of these cases, from the most trivial to the most profound, there is a
stepping back from the smooth flow of old habits or the unquestioned assump-
tions of scientific rationality, into a different way of seeing things, and then a
new way forward. A different kind of logic applies here. Not the formal logic of
justification, but a logic similar to Dewey’s logic of inquiry. Dewey’s theories of
thinking and inquiry were still influential at the time Ellis wrote “Rational
Psychotherapy,” and the possible direct or indirect influence on Albert Ellis are
considered in Still and Dryden (1998). As described recently by Burke, the logic
of inquiry consists of two aspects; a linear movement toward a resolution of a
problem (sometimes, especially in science, toward a warranted judgement);
and cyclical movement similar to trial and error:

The agent observes the results of his/her/its actions, entertains possible
courses of action and expected results based on those observations,
experiments with more feasible alternatives to test their viability, observes
the results of such experimentation, and around it goes—a process of
exploring facts of the matter and narrowing the range of possible actions
one can take, until, hopefully, a solution to the initial problem is settled on.
(Burke, 1994, p. 160)

Insofar as this is a perceptual process, Burke argues that

A notion of noncognitive rationality is suggested here, measured by the
appropriateness of given habits in given instances. The rationality involved
in determining which habits are triggered in a given instance and which
are not is a function of the systematicity of the space of constraints and
processes which make up the contents of various habits, matched against
whatever actions and results are actually occurring in the present situation
(Burke, 1994, p. 161).

The rationality in the examples above consisted in checking the immediate
impulses (slamming the soap down, tailing the car in front, following the rules,
accepting the word of the doctors without question, taking on board the
assumptions of absolute space and time), pausing (for a fraction of a second,
or for several years in the case of Einstein), and looking more closely at the
situation, replacing the initial impulse, based on limited habits of looking and
attending, with rational reflection on the situation as a whole, which enabled
the participant to choose rationally. The exercise of this aspect of rationality is
potentially emancipatory, since it involves the capacity to step back and loosen
the grip of earlier habits, rules, or reasons. This does not entail that the other
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possibilities are not rational. They are not in the driving and soap examples,
though in both cases they may be part of a belief system and reasons (justica-
tion) are forthcoming—most people would agree that they are not good rea-
sons, which is why we see the actions as irrational. In the gardening example,
on the other hand, following the known rules would be a good, rational
justification for carrying on as before, even though pausing and reflecting
may lead to better solutions of the problems that arise. Trusting the doctors
without question could certainly be rationally justified, and following the
assumptions of nineteenth-century physics appeared at the time the height of
rationality.

We thus have a number of uses or aspects of rationality: “Minirat,” which
applies to actions rather than goals. Scientific and technical rationality, which
applies to actions, goals, and beliefs, and is relative to its own discursive
formation. A similar rationality is set up within other disciplines, such as
history, literary criticism, and theology, where actions and beliefs are justified
by appeal to the norms of the discipline. In general this is disciplinary ration-
ality, or “discrat” for short; scientific rationality is an especially clearcut form of
discrat. The root “disc” of discrat is taken to refer to the discursive formations of
which discrat is a part, to the disciplinary mechanisms that hold together
discrat in action, and also to any discourse to which the logic of justification
applies. This chapter uses discrat to cover not just the academic disciplines in
which the discursive formation is tightly organized but also loose disciplines
such as the discourse of popular gardening, as well as irrational belief systems,
like the soap and driving examples above, which are used as a source of
justification. Thus the driver gripped by road rage justifies his behavior to
himself with the thought, “he shouldn’t have overtaken like that” and “he
mustn’t be allowed to get away with it.” The “rat” of discrat refers not just to
rationality, but to the semantic space to which the epithets rationality and
irrationality apply.

The contrasting aspect of rationality is a process of reflective problem-
solving, which serves to emancipate to some degree from the old rules and
habits that are no longer satisfactory. So it is emancipatory rationality or
“emanrat” for short (Dryden and Still, 2007). The separation of discrat and
emanrat in what seem to be different meanings of rationality, may itself be
historical in origin, rather than essential. Dryden and Still (2007) argue that
what is essential, if anything, is the tension between the two aspects, and that to
avoid the tension by separating into two meanings is misleading, even
dangerous. But this is what has happened, and this chapter turns now to
outline the historical context of this split. Not by tracing the history in a
scholarly fashion, but by describing two historical figures who have been read
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as representing these two aspects of rationality, Plato and Epictetus, both of
whom lurk in the rationalities of REBT.

As Danziger pointed out in elaborating on discursive formations, the
classical notion of rationality was not the same as ours. Aristotle treated
rationality not as instrumental intelligence, nor as reason within a discursive
formation, nor as the capacity to break out of restrictive habits or patterns of
thought, but as a kind of harmony between the rational order of the world, and
human understanding of that order. This would be present in all human
excellence, in theoretical knowledge as well as in practical skills (Danziger,
1997, p. 29). But out of that classical notion of rationality, different but still the
ancestor of ours, a split seems to have developed between two aspects of
rationality. On the one hand rationality as the capacity for knowledge and
eventually science; on the other a capacity for problem-solving, including
psychological problems. These are discrat and emanrat, represented here by
Plato and Epictetus. The first is a psychological framework with reason like a
ruler, aloof from appetites and emotions, yet striving to resolve the conflicts
between them and achieve harmony. In the second, the faculties act harmo-
niously together as a system, but sometimes out of harmony with the world or
in conflict with other systems within the mind.

Plato and Disciplinary Rationality

Semantically, rationality is closely linked to reason and thinking. These are
psychological processes, and they are often contrasted with other psychological
process, like emotion and desire. But why make divisions in the mind at all,
separating thinking and reason from perception, from emotion, and from
drives or appetites? Does this correspond to a psychological reality? It certainly
seems to. For over 100 years textbooks of psychology and physiology have
followed this classification, and it has been a system for distinguishing areas
of research, as well as providing a framework for mapping psychological
processes onto parts of the brain and nervous system. Who could doubt the
validity of these divisions? Yet not every writer has taken it for granted, and its
distant origin lies fairly clearly in Plato’s tripartite division of the soul, or more
accurately (since Plato’s writings are not consistent in this matter) in the way
Plato was read and used by later generations.

The three parts of Plato’s division were reason, desire or appetite, and
emotion. We can see they are distinct (Plato, or Socrates, as his spokesperson in
the dialogue, argues) because they can be in opposition to each other, or one
present without the other. Thus thirst is a desire that pulls the person toward
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drinking, but there is sometimes a prohibition “derived from reasoning,” which
pulls in the opposite direction. This is an opposition between the “rational
principle of the soul” and the “irrational or appetitive” (Plato, 1970, p. 213). To
show that emotion can be in opposition to desire, Plato told the story of
Leontius, who had a strong desire to see some dead bodies at a place of
execution, but also dread and abhorrence of them (emotion), and anger at
himself for giving in to the desire. Finally, the example of children and animals
shows us emotion without reason, so they too must be distinct.

This is a hierarchical view of the soul, with reason at the top, and it had an
explicit political parallel. Reason is like a wise ruler necessary to bring
order to the unruly energies of the hoi polloi, the appetites and the
emotions. Throughout history it has been a two-way metaphor, with current
political structures used to illuminate the mind, and vice versa. In Plato
rationality is not just what distinguishes human beings in this world
from animals, but provides a link with a transcendent higher world, of
eternal essences or God. It is this aspect of Plato’s rationality that was
elaborated by the Neoplatonists, and then taken over by Christianity and
eventually science and modern scientific psychology. Nowadays rationality
provides a link not with God but with nature and with the truths that are
forthcoming from the study of nature. The brain of Plato, we might say, is the
brain of discrat.

EPICTETUS AND EMANCIPATORY RATIONALITY. The structure of Stoic psychology
gave a different place to reason and rationality. Instead of a struggle between
these and other forces in the mind, the main struggle in the psychology of
Chrysippus, the most prolific and influential of the Hellenistic Stoics, was
between right and wrong reason. Paraphrasing his views in a modern idiom,
it appears that reason, emotion, and desire are not distinct, but always act
together as a system, rather than in opposition to each other. Stoic human
psychology followed Aristotle in defining the human being as a rational animal.
Thus, although we experience strong impulses, directed toward or away from
some object (explained as stemming directly from appetities or emotion in the
Platonic system), they are always the product of reason in the case of adult
humans; therefore they cannot be in conflict with reason.

Impulses are directed desires, a product of a sense impression and
“assent.” Assent is a product of reason, at least in adults, so that “Reason
supervenes as the craftsman of impulse” (Chrysippus in Long & Sedley,
1987, p. 346; quoted in Long, 1986, p. 173). Obviously not all impulses are
rational, and to be consistent, Chrysippus had to loosen the strong connection
between reason and rationality that was present in Plato. In Chrysippus there
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can be a wavering between good and bad impulses, and hence between right
and wrong reason (Inwood, 1985, p. 156). Thus

At one moment (someone) may assent to the true Stoic proposition that
pain is not a bad thing; but if this judgement is insecurely based it will not
be strong enough to reject a contrary judgement, that pain is something
very bad, which comes to mind and is accompanied by a bodily reaction as
the dentist starts drilling his tooth. (Long, 1986, p. 177)

The conflict is between two impulses plus potential assent, each a system of
reason, emotion, and sense impression. The example (and the thinking
behind it) can readily be translated into REBT terms:

At one moment (someone) may assent to the true REBT proposition that
pain (A) is unpleasant but not awful and absolutely unbearable; but if this belief
(RB) is insecurely based it will not be strong enough to reject a contrary belief
(IB), that pain is absolutely unbearable, which comes to mind and is accom-
panied by a bodily reaction (C) as the dentist starts drilling his tooth.

Still and Dryden (1999) conclude that

just as in REBT an emotional or behavioral consequence is always (or
nearly always) a product of belief (B), which may be rational or irrational; so
in classical Stoicism choice is always controlled by reason, which may be
right or wrong reason. When conflict occurs it is not between reason and
emotion as in Plato, but between right and wrong reason, and the
corresponding impulses, which contain within them what we call desire or
appetite and emotion. (Still and Dryden, 1999, p. 152)

From the point of view of emanrat, the advantages of the Stoic structure of
rationality over the Platonic are that it more readily enables reason to reflect
onitself, and insists on the inseparability of reason, emotions, and appetite, as
the rational problem-solver launches into the dynamic and interactive process
of inquiry. Reason is more openly vulnerable and error prone in Stoic psy-
chology than in Plato, and requires within itself a process of self-correction.
But the self-reflection is not just turned inward,; it is about achieving harmony
between person and the world, and therefore the focus is on the interface
between them. So the reflection is not primarily on the external world,
discounting the interests of the observer, as in scientific rationality, but
works together with emotion and appetite toward a mutual adjustment of
world and person to bring them in harmony. The brain of the Stoics is the
brain of emanrat.
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A later Stoic, Epictetus, was a more practical philosopher than Chrysippus,
and it is as a moral guide that his writings have remained influential over many
centuries (Still & Dryden, 2003). As the teacher who appears in his Dialogues
(Gill, 1995), he shows himself to be a close follower of Socrates’ method, but not
of the tripartite model that we have referred to as Platonic. The Stoic ideal was the
sage, who lived in perfect harmony with nature, and a basic maxim from
Epictetus captures this ideal: “There are things which are within our power,
and there are things which are beyond our power.” Whatever is not in our power
to change cannot be bad or evil, and the sage therefore accepts it without conflict.
If it can be changed it can be evil, and the Sage uses reason to find means to
change it. In my trivial example of the soap, I started out of harmony; the soap
kept slipping off and annoying me; by pausing, reflecting, and viewing the
situation, I achieved harmony. At another extreme, Jim Stockdale described
how he used Epictetus in order to survive imprisonment and torture in North
Vietnam. It was not in anyone’s power to withstand modern methods of torture,
so he reflected on what was in his power for himself and for the men for whom,
as the senior officer in the prison, he was responsible. Following another maxim
from Epictetus (“Look not for any greater harm than this: destroying the trust-
worthy, self-respecting well-behaved man within you,” Stockdale, 1995, p. 8), he
devised with the other prisoners a plan of resistance to retain self-respect under
torture, by deciding among themselves what degrading demands they would
refuse to obey. This was within their power, and they thus used rationality under
the most extreme condition to plan their resistance. The choice was to submit
and despair or submit and use reason to work out a plan of continued resistance.

Another reader of Epictetus was Albert Ellis, and Still and Dryden (2003)
argued that he took much more from Epictetus than the familiar maxim made
familiar by Beck as well. According to Ellis: “Men are disturbed not by things,
but by the views which they take of them” (quoted in Still & Dryden, 2003,
p- 43). Following Socrates closely, Epictetus used dialogue to help his listeners
to see their psychological problems as within their power to solve, and Still and
Dryden argued that it is partly this rational process (referred to here as emanrat
rather than discrat), that influenced Ellis in creating rational psychotherapy.

Disciplinary and Emancipatory Rationality in Rational
Psychotherapy

Rational Psychotherapy as Emanrat

In 1958, when Ellis published “Rational Psychotherapy,” his approach contrasted
in important ways from some of the popular therapies of the time. But there were



38  FOUNDATIONS

also similarities. Many forms of psychotherapy aim for emanrat, emancipating
from the restrictive and sometimes unarticulated assumptions that have been
acquired from parents, schools, peers, and the media, which are drummed in
usually in the name of reason. This is emancipation from a system of beliefs and
justifications, like any discursive formation; it therefore has the structure of
discrat. Psychoanalysis attempted to replace the discredited old discrat with
awareness and with an alternative that supposedly gave a completer picture.
Gestalt therapy undermined it by drawing attention to and changing the habits of
speech, movement, and perception that sustained it, like the disciplinary
mechanisms described by Michel Foucault and Tim Mitchell. Person-centered
therapy provided an ideal nonjudgemental audience, freeing the client from the
pressures maintaining the old discrat in his or her social milieu, and so enabling
the client’s natural power of emanrat to emerge and open the way to a new,
mature discrat. But Ellis went directly to the heart of the struggle between the old
discrat and emanrat, to the “oughts” and “shoulds” whose coercive linguistic
function is to maintain discrat, in all its manifestations, and to counter the
reflective consideration of alternatives, from road rage to the unquestioned
assumptions of nineteenth-century physics. Like Epictetus he recognized that
psychological obstacles can be treated rationally (emanrat) like any others.

In time Ellis moved away from giving the words themselves causal
power, first by recognizing the necessity of the “hot cognitions” that come
with the words when they lead to unhealthy emotions (Ellis, 1994, p. 60),
and then the importance of Beck’s unreflective, automatic thoughts in
maintaining irrational beliefs (Ellis, 1994, p. xv). Underlying these words
and thoughts are absolute demands, absolute in the sense that they are
assumed without question. Questioning or attacking such demands is a
key pract