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Abstract

Albert Ellis's updated version of Rational Emotive Behavior Therapy (as discussed in his 2001 book Overcoming Destructive Beliefs, Feelings, and Behaviors) emphasized the role of people's thoughts in producing difficult emotions and dysfunctional behaviours. He perceived his job as a therapist as one of helping his clients recognize any irrational beliefs, emotions and behaviors that were getting in their way and leading to unnecessary suffering. His therapy was characterized by forcefully challenging clients' beliefs and encouraging them to join him in doing so. I have taken the position that the core tenet of his REBT is correct (i.e. irrational beliefs contribute to maladaptive emotions and behaviours), but that focusing exclusively on challenging irrational beliefs is too restrictive a method, and that REBT alone cannot be expected to be applicable to or effective with the full variety of clients that a therapist may encounter. In particular, his approach does not take full advantage of the potential healing power of a fully developed client-therapist relationship, inhibits the use of emotional discharge as part of the healing process, fails to take account of differing cultural backgrounds for which direct challenge may be less accepted, or for people whose core pathology may be reinforced by a up/down challenge relationship with a therapist. His approach also misses consideration of reverse causality – that sometimes certain emotional states can contribute to fuzzy thinking, in addition to fuzzy thinking contributing to difficult emotional states. Finally, Ellis's use of arguments about the biological basis of irrationality to explain patient relapse render his theory unfalsifiable, thereby violating a fundamental scientific criterion. Since REBT's drawbacks qualify more as omissions than errors, it still deserves to be considered as part of the 'toolbox' available to eclectic psychotherapists. 

Albert Ellis and Rational Emotive Behavior Therapy

Introduction

Albert Ellis (1913-2007) had a varied business career in New York City in the 1930s, and wrote first fiction and then non-fiction in his spare time (David, Lynn & Ellis, 2010, p. x). His writing on “sexual liberty” led him to counselling others, and ultimately to further education at Columbia University, from which he graduated with a PhD in clinical psychology in 1947. Beginning his practice as a psychoanalyst, he soon perceived that his clients began to do better when he took a more active role, as he had with individuals he advised on family and sexual problems. This led to his abandoning psychoanalysis and to “changing people's behavior by confronting them with their irrational beliefs” (David, Lynn & Ellis, 2001, p. xi). He developed this approach into what is now called Rational Emotive Behavior Therapy (REBT), beginning with his 1957 book How to Live With a Neurotic (Ellis, 1957) and continuing through half a century of work and publication that represented “the prototype of contemporary cognitive-behavior therapies” (David, Lynn & Ellis, 2010, p. v). REBT still has its adherents who have defended, honed, extended and applied the methods first developed by Ellis (David, Lynn & Ellis, 2010), but today many people who call themselves REBT therapists are “multimodal and integrative” (Corey, 2009, p. 281).

The thesis of this paper is that while many of the core tenets of Ellis's approach have value, exclusive focus on these by a therapist constitutes an unduly restrictive form of therapy that cannot respond with sufficient flexibility to the wide array of needs of individual psychotherapy clients. My initial focus is therefore on acknowledging the primary philosophy and techniques underlying REBT, followed by a detailed discussion of what I believe are its shortcomings contributing to a lack of flexibility, including reference to criticisms by others.

Core Tenets of Rational Emotive Behavior Therapy 

Arthur Still (2010) notes that Ellis has been credited with “the successful insistence that many psychological difficulties can be treated rationally like any other problems or obstacles in living, rather than as medical, moral or personality issues” (p. 45). Such an approach positions the therapist and client in a dialogue as relative equals, reflecting calmly on a problem and its possible solutions, working out answers by trial and error. During a therapy session Ellis targeted those aspects of the client's language and beliefs that appeared to be interfering with his thriving and being happy. He also applied specific processes and principles such as his “ABC(DE)” model, including the principles of “disputing” irrational beliefs and substituting rational beliefs (Still, 2010, p. 46). More recently others in REBT have also added the concept of “unconscious information processing” (David & Cramer, 2010, p. 107).

Perhaps the simplest statement of Ellis's basic belief is that “people seriously disturb themselves” (Ellis, 2001, p. 17). He felt, as the title of his last book implies, that many people hold and exhibit “destructive beliefs, feelings and behaviors” (Ellis, 2001). His original ABC model held that adversities (A) interfered with people functioning productively and happily. When this happens, people have beliefs (B) about their desires and adversities that result in “emotional and behavioral consequences (C ) that are either largely unhealthy and self-defeating or largely healthy and self-helping” (Ellis, 2001, p. 19).  Over time he acknowledged that A, B and C “are more complicated than they first appear” (Ellis, 2001, p. 19), and that B must include not only a person's belief system but also his emotional and behavioral system. His therapy largely concentrated on helping clients reduce the extent to which they disturbed themselves with irrational “Believing-Emoting-Behaving” (IBs) by replacing them with more rational versions (Ellis, 2001, p. 22).

Despite his extension of B to include emoting and behaving as well as believing, he felt that to truly get better rather than just feel better, the cognitive portion, that is, a person's “thinking and philosophizing” deserved the primary emphasis (Ellis, 2001, p.  20). Emotions and behaviors or actions came into his mode of therapy partly in the manner of challenging beliefs. He insisted that to be successful, a client had to “vigorously and forcefully (that is, emotively) change their dysfunctional Bs; and at the same time, they forcefully and persistently feel and act against them” (Ellis, 2001, p. 19). Assigning homework for the client became a hallmark of REBT (and subsequently other therapies such as CBT). This took the form of various actions that the client could take in between sessions to monitor, challenge and change his or her thoughts, beliefs and behaviors in live everyday situations (Ellis, 2001, p. 60, and Corey, 2009, p. 281-2). Ellis's approach is in fact marked by a client-therapist alliance that mounts together a powerful, consistent and persistent attack on whatever the client has been doing to make his or her life dysfunctional. In doing so Ellis as a therapist was actively and sometimes aggressively involved with each client, and he attempted to invoke or inspire similar levels of energy and emotion in his clients in their battle to establish a more effective and rational approach to life (Ellis, 2001, p. 41). It is interesting that Ellis was also a fan of William Glasser (2003), who emphasized the client's active involvement in both psychopathology and recovery (Ellis, 2001, p. 212). In later publications Ellis borrowed Glasser's use of “active language” that stressed verbs like “believing” instead of nouns like “belief” in order to underscore the client's deliberate role in the outcomes in his or her life (Ellis, 2001, p. 13).

As REBT developed further, Ellis and his colleagues referred to A in the ABC model as “activating events” and added D (“dispute/restructure” your irrational beliefs), E (adopt “efficient/effective” rational beliefs) and F (“feelings and/or behaviors”) (David, Lynn & Ellis, 2010, p. 4 and Macavei & McMahon, 2010, see pp.137-140). The formula is also widely used in other therapies, using “antecedents, behaviors and consequences” in Behavior Therapy (Corey, 2009, p. 239) and Cognitive Behavior Therapy (Ellis, 2001, p. 22 and Corey, 2009, p. 305). Initially, Ellis's technique of disputing irrational beliefs came from three different angles. The first, empirical, asked for evidence that supported an irrational belief. The second, logical, disputed the logical structure of an irrational belief. The third, pragmatic, challenged beliefs on the basis of where they would lead (David, Lynn & Ellis, p. 9). Over time, other methods were added in order to adapt to wider audiences, including the use of metaphors and literature, play (for children), humor, irony, pastoral methods (for religious people) and other techniques borrowed from other therapies (David, Lynn & Ellis, 2010, p. 10).

Categorization of Irrational Beliefs

Ellis identified many different forms of irrational beliefs and categorized them in ways that assisted his clients and other therapists in recognizing and challenging them. Among them were habits that he called “musturbating”, “illogical overgeneralizing”, “awfulizing”, “focusing on the negative”, “perfectionizing”, “mind-reading”, “emotional reasoning”, “either/or thinking” and “phobicizing” (Ellis, 2001, p. 20-21). Szentagotai and Jones (2010) suggested that almost a dozen initial categories fell later into four main divisions: “(1) demandingness (DEM), (2) awfulizing (AWF), (3) low frustration tolerance (LFT), and (4) global evaluation/self or other downing (SD)” (p. 78). These in turn corresponded with alternate rational beliefs: “(1) preferences, (2) anti-awfulizing, (3) high frustration tolerance, and (4) unconditional self/other acceptance” (p. 78). Three of Ellis's initial categories are described in more detail below to illustrate how he defined and dealt with irrational beliefs.

Musturbating

Ellis observed that some people raise otherwise reasonable desires, goals and values to absolute necessities. These are characterized by words like “must” and “should”, and convey the idea that “at all times and under all conditions” the client or others must perform well. Because these kinds of insistent demands drive people towards things they “must do” and away from things they “must not do” they are strongly emotive and behavioral as well as cognitive (Ellis, 2001, p. 20). Ellis felt that the therapist can help to temper these kinds of beliefs by challenging the “always” and “everywhere” aspects of the belief.

Illogical Overgeneralizing

REBT holds that when a client makes part of his or her behaviour into all of their behaviour (e.g. “I did a good thing, therefore I am a good person”), he or she is overgeneralizing. This puts the person's entire worth on the line unnecessarily, and can have devastating consequences when the client concludes that he or she is totally bad, useless or stupid as a result of a single unfortunate action. It adds a pressure to a client's life to do only good things and avoid doing any bad things. While this may sound like a morally appealing direction to head in, it is likely to be unachievable as an absolute goal. The therapist can nudge the client out of a pit of despair or a pinnacle of arrogance by challenging the logic and overgeneralization in such statements (Ellis, 2001, p. 21).

Awfulizing

Some people seem to paint merely frustrating conditions as not only bad, but completely bad, awful and terrible. This superlative collection makes simple events seem like the end of the world, and conditions to be avoided at all costs. This underlying evaluation may lead people to be strongly phobic or avoidant, or to seek escape in addictions. The therapist can challenge the degree of negativity that a client is attaching to specific events in order to lead them into seeing things in better perspective (Ellis, 2001, p. 21).

Drawbacks to Rational Emotive Behavior Therapy 

Both REBT and CBT have been demonstrated to have a wide variety of applications, and Ellis's core tenets are applied in both (Corey, 2009, p. 286). That there is a connection between irrational thoughts and people's difficulties in life would be hard to refute. Yet the elevation of this core hypothesis to the permanent structure of a therapeutic method, and its application exclusive of other options, has multiple drawbacks.  Below I present arguments against the use of REBT as a preferred and sole form of therapy, primarily because I believe it is an unduly restrictive form of therapy that cannot respond with sufficient flexibility to the wide array of needs of individual psychotherapy clients. While there are certainly some commonalities among and between clients, the most essential lesson in modern psychology is that each client is unique and their needs in the process of therapy vary widely. The following sections address the components of my argument.

Healing power of the client-therapist relationship

Ellis does give some attention to the therapist-client relationship, favoring “the building of a good rapport”, “empathetic listening and reflection of feeling” and “strong encouragement” (Ellis, 2001, p. 82). But he warns against “building too warm or close a relationship” with a client because it could fuel the client's need for approval, and cautions therapists as well to question their own personal motives for creating “overly warm relationships” (Ellis, 2001, p. 82). He is insistent, however, on a therapist exhibiting unconditional positive regard or “unconditional other acceptance (UOA)” for all clients (Ellis, 2001, p. 82). Notwithstanding, he envisions the therapist as a “highly active-directive teacher” who takes a lead role in “explaining, interpreting, and disputing clients' dysfunctional behaving” (Ellis, 2001, p. 82-3).

I think that Ellis's approach to the therapeutic relationship may short-circuit or unnecessarily curtail the potential power of the client-therapist relationship itself. In my experience with clients, just establishing a clear, supportive, stable and affirming relationship with a therapist can be an enormous contradiction to their isolation and past experience with people, as well as to their core “irrational beliefs” about how unlovable they may be or how little support they feel they deserve in life. Many clinicians also consider the building of such a relationship to be a necessary prelude to any other therapeutic intervention (e.g. Angus & Greenberg, 2011). Ellis disputes this explicitly: “although a main change agent in effective therapy is the client-therapist relationship, there is considerable evidence that it is not often the main agent, and certainly not  as Rogers claimed  a 'necessary and sufficient' condition for therapeutic change.” (Ellis, 2001, p. 117)

It is my position that the presence of a real, honest, close and caring relationship not only contradicts some irrational beliefs physically and emotionally (e.g. “no one likes me or wants to talk with me”), but also provides a useful model of respect, regard and attention for the client to incorporate into their own repertoire when dealing with others in their lives. In addition, social relationships and the difficulties associated with them can be core to many problems that clients bring to therapy, and it may therefore be particularly important for the client-therapist relationship to set an example of the highest quality. It would appear that REBT is the wrong place to seek instruction on how to do that.

Inhibition of emotional discharge and catharsis

Ellis's emphasis on cognitive examination of irrational belief is in opposition to therapies that espouse the value of emotional access and discharge or catharsis as part of the healing process (e.g. Angus & Greenberg, 2011). Ellis is confident about his theory on irrational thoughts causing emotional dysfunction, and uses his theory to justify his methods: “If thinking about thinking often leads to human problems, it can also be used to uncreate many of those same problems.” (Ellis, 2001, p.233)

In current summaries of the evolving practice of REBT, however, there appears to be more room for “emotion-eliciting strategies”. The more recent REBT literature includes “emotional evocative-experiential techniques” including “forceful coping statements, shame attacking exercises, rational-emotive imagery, role-playing, and rational humorous stories and songs” (Ellis, 2001, p.  27 and David, Lynn & Ellis, 2010, p. 17).

In their detailed examination of the relation between beliefs and emotions, REBT researchers Daniel David and Duncan Cramer (2010) make the distinction between  “functional feelings”, which they describe as “healthy/appropriate/adaptive/rational”, and “dysfunctional feelings”, which they describe as “unhealthy/inappropriate/maladaptive/irrational”.  They associate the former with rational beliefs, and the latter with irrational beliefs (David & Cramer, 2010, p. 101). While it appears that REBT may be at least tolerant of functional feelings during therapy, it appears that discouragement of both irrational beliefs and dysfunctional feelings is integral to REBT therapy. Other therapies have also noted that not all emotional expression is helpful, and that its effectiveness in therapy depends on which emotion is expressed, how it is processed, and when that happens in therapy (Greenberg, Auszra and Hermann, 2007, p.  483). But these same researchers suggest that there is a growing consensus that emotional expression is an important contributor to change in therapy, and that reason alone does not easily change our emotional “meaning structures” (Greenberg, Auszra and Hermann, 2007 p. 482).  Wachong (2009) also specifically confirms that in dealing with survivors of sexual abuse, excluding or avoiding emotion may not be beneficial (p. 147). 

My own personal experience and contact with the clinical literature as cited above leads me to the conclusion that REBT is again ignoring a potentially potent therapeutic factor by implicitly inhibiting emotional expression during therapy through its primary emphasis on cognitive methods. 

An up/down relationship can be counterproductive

While Ellis professes that REBT “often tries to show clients that they are equal and active collaborators with the therapist in looking at and changing themselves” (Ellis, 2001, p. 82), he consistently used words like “irrational” and “illogical”, which clearly pit his thinking (rational) against the client's thinking (irrational), with his thinking on top (David, Lynn & Ellis, 2010, p. 4). In my opinion, this establishes a superior or one-up position for the therapist, which can be interpreted by clients who have a history of oppression as a continuation of previous unhealthy conditions in which they were considered inferior. Other therapies emphasize the importance of the client feeling “understood and accepted by a reliable, nonjudgmental, and caring other” as an “essential ground for the development of a positive therapeutic bond and enhanced client-self-reflection and personal agency” (Angus & Greenberg, 2011, p. 39). It is my conclusion that constantly accusing clients of irrationality could be counterproductive, at least in terms of client trust and feelings of acceptance.

Insufficient account of cultural background 

In the books I reviewed (Ellis, 2001, and  David, Lynn & Ellis, 2010) there was relatively little consideration of the differing cultural backgrounds presented by REBT clients. I am concerned that there may be cultures in which “active-directive” approaches such as REBT and the direct challenges to “irrational beliefs” that REBT entails may be less accepted, for example, with clients of Japanese background. Similarly, there may be some REBT clients whose core pathology may be reinforced by an up/down challenge relationship with such a therapist, for example, a woman whose father or husband was directive and abusive. While it may make sense during the course of therapy for any client to begin to challenge his or her own cultural beliefs in order to move forward, it is also possible that too early and too direct a challenge could in some cases risk losing the client from the therapeutic process. For example, Ellis has been reported to have used swear words extensively in his lectures and workshops (Reiss, 2008, p. 4 and Corey, 2009, p. 273); one of my own clients left such a New York workshop because of his distaste for this approach, which was incompatible with his personal culture.

With respect to religious beliefs, Ellis was very clear on his views:

“I am atheistic myself, but believe that if clients and other people strongly, and even dogmatically, believe in a kindly, all-forgiving, and accepting God, they may well benefit by doing so; while if they rigidly believe in a cruel, unforgiving, and damning God, they are likely to bring emotional and behavioral trouble on themselves.” (Ellis, 2006, p. 295)

Ellis's own antipathy to certain religious beliefs was tempered by his insistence that REBT itself “is compatible with some important religious views and can be used effectively with many clients who have absolutist philosophies about God and religion” (Ellis, 2004, p. 29). Notwithstanding Ellis's portrayal of REBT as open-minded, I personally feel that his division of religion's tenets into helpful and unhelpful beliefs is too simplistic to properly address the personal and cultural complexities that underlie a client's religious convictions.

David Sloan Wilson has also criticized REBT's imposition of “factual rationality” and “practical rationality” as too simplistic an approach to properly handle the occasions where people use irrational personal, religious and cultural beliefs as adaptive behaviours that enable survival (Wilson, 2010, p. 63). For example, a child who invents imaginary playmates may be entertaining irrational beliefs, but those beliefs may have a purpose at the time to forestall loneliness, foster creativity, or work out issues in the absence of sufficient attention by adults. Similarly religion for some might provide some kind of peace of mind and access to supportive groups of people and stabilizing ritual routines, despite its basis in non-factual reality. Ellis softens his approach to rationality, however, by insisting that he is targeting for challenge only those beliefs, emotions and behaviours that are most often “antisurvival and antihappiness” (Still, 2010, p. 42). Ellis also acknowledges that among the possible disadvantages of “active-directive” therapies is the possibility that “directive therapists may fairly easily go to authoritarian, one-sided, and even righteous extremes and may neglect important individual differences, multicultural influences, and other aspects of individual and group diversity” (Ellis, 2001, p. 43). He suggests that he keeps many such cautions in mind and varies his approach according to the needs of individual clients (Ellis, 2001, see pp. 44-48). My own conclusion is that it is important for therapists to get to know each client and his or her cultural associations sufficiently before deciding what beliefs may now be dysfunctional and therefore suitable targets for challenge, or whether to take such a directive approach at all.

Little allowance for reverse causality

Ellis's basic “ABC” model presumes forward causality, that is, he believes that irrational beliefs lead to difficult emotional states, or more simply, that “people seriously disturb themselves” (Ellis, 2001, p. 17). He then focuses on the beliefs, assuming that once those change, the emotional state will shift. His approach, however, misses consideration of the reverse causality, namely that sometimes emotional states can contribute to fuzzy thinking, rather than the other way around. For example, it is known among physicians specializing in food allergy that ingestion of allergenic foods can trigger an adverse mental state in some individuals (Randolph & Moss, 1989, p. 32). The mental state, e.g. depression, can bring with it very negative thinking that is uncharacteristic of the same individual when not subject to the food sensitivity reactions. Browne, Dowd and Freeman (2010) also discuss the “negative mood prime hypothesis”, which has some empirical support to suggest that persons primed to a negative mood are more likely to exhibit irrational beliefs than those not primed. They conclude that empirical results “suggest that IBs fluctuate with depression level, a conclusion that is not consistent with the REBT model of depression” (Browne, Dowd & Freeman, 2010, p. 156).

My personal conclusion is that presuming one-way causality without supporting evidence could lead to instances of treating a symptom rather than addressing a cause of the problem. 

Relapses are blamed on biology rather than the therapy

While Ellis and his colleagues claim to have verified the success of REBT (David, Szentagotai, Kallay & Macavei, 2005, p. 175), when a patient relapses, Ellis and other REBT theorists have sometimes blamed human nature rather than the effectiveness of the therapy. Specifically, they suggested that “irrationality is a recurring phenomenon” and that “people often adopt new irrational thinking patters and beliefs after relinquishing old ones” (David & DiGiuseppe, 2010, p. 52). In a circular argument in support of Ellis's hypothesis about irrationality's “biological basis”, they assert that: “Irrationality resists change. People often return to irrational habits and behavioral patterns even after they have worked hard to change and overcome them.” (David & DiGiuseppi, 2010, p. 55).

Further, they suggest that “relapse of emotional disturbance is to be expected, and clients learn how to manage relapse and how to respond to it without feeling hopeless” ( David & DiGiuseppi, 2010, p. 59). Ellis himself admitted that “even those who temporarily get better are at risk of relapsing and having to take therapeutic steps over and over again” (Ellis, 2001, p. 30). If it is claimed that the theory behind a therapy is correct whether or not the therapy works, the theory fails to satisfy the scientific criterion of falsifiability (Stanovich, 2004, see pp. 20-22). My concern is that if an REBT practitioner must stress so much the difficulty of changing persistent behaviours that are presumed to be based on irrational beliefs, and the high likelihood of relapse that must be anticipated as a result, then perhaps the method itself is not  sufficiently potent and needs to be critically re-examined. David et al's 2005 review does in fact acknowledge that “about 30-40% of people are still non-responsive” to cognitive-behaviour therapies including REBT (David, Szentagotai, Kallay & Macavei, 2005, p. 212).

Conclusion

I think that my arguments above on the drawbacks of Rational Emotive Behavioral Therapy support my preference not to adopt REBT as a primary form of therapy. However, like many other therapies, Ellis's approach has many merits, and the drawbacks I have cited qualify more as omissions than errors. I would say, therefore, that it deserves to be considered as part of the 'toolbox' available to eclectic psychotherapists, to be drawn upon appropriately as needed.
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