
Introduction 

As a novice therapist, with very little experience with cognitive therapy, I have been 

inspired as I have begun to explore its theory, models, and techniques. However, there 

were times when I experienced resistance within myself, feeling that the methods 

were too rigid, intellectual, or forced. Some of the typical critiques of cognitive 

therapy flashed through my head, as I tried to make up my mind about this well-

known therapy form. 

However, in the past few months, every time I voiced my concerns about a technique 

or approach, I was always met with a very satisfying answer, which dissolved my 

resistance and broadened my view of cognitive therapy. I began to appreciate the 

difference between the models and methods as they are described in textbooks and the 

dynamic and versatile application of cognitive therapy by an experienced practitioner.   

 

I have therefore chosen take a closer look at some of the myths and misconceptions 

surrounding cognitive therapy, with specific focus on some of the challenges novice 

therapists face when learning to use this approach. 

 

Typical myths and misconceptions about cognitive therapy 

The introduction of cognitive therapy after the first cognitive revolution posed new 

challenges and suggested a shift in paradigm from the earlier psychodynamic 

approach. When faced with new challenges it is easy to criticize; and criticism of 

something one does not fully understand can easily lead to myths and misconceptions 

(Oestrich, 2007). The same can be true for a novice practitioner being introduced to a 

therapy form for the first time.    

 

One of the typical myths or misconceptions about cognitive therapy is that it 

oversimplifies complex psychic mechanisms, and creates a ‘quick-fix’ solution. It can 

often appear as though all you have to do is think positive and all your problems will 

be solved! Certain critiques claim that cognitive therapy disregards the childhood 

origin of many psychological difficulties. Cognitive therapy is also criticized for 

overly intellectualizing, while neglecting the importance of emotions and the body, 

and is often misperceived as being merely a set of techniques, which downplays the 

importance of the therapeutic relationship.  

 



Through the eyes of a novice therapist 

Cognitive therapy can often seem deceptively simple to the untrained observer, 

however there are actually many tasks that the experienced therapist is juggling at 

once to create an effective, efficient, flowing therapy session. It is important that the 

novice therapist begins by being more deliberate and structured, concentrating on one 

element at a time, until he has mastered the building blocks of cognitive therapy. This 

may make it feel rigid, forced, or awkward to begin with. Judith Beck (1995) explains 

that a common analogy can be used for both patients and novice therapists. Learning 

cognitive therapy skills is like learning any other skill, e.g. learning to drive. At first it 

feels a little awkward, and one has to pay a great deal of attention to small details and 

movements, which later become smooth and automatic. Beck emphasizes, therefore, 

that novice therapists keep their goals small, well defined, and realistic, and give 

themselves credit for small gains and successes. She also suggests that therapists can 

improve their cognitive therapy skills by identifying and evaluating their own 

automatic thoughts while trying the new techniques. Negative automatic thoughts of 

beginners such as: “This won’t work.” “It’s too structured /superficial.” “What if I try 

it and it doesn’t work?” can often lead to the misconceptions mentioned earlier (Beck, 

2005). 

 

Clearing up misconceptions 

Oversimplifying complex mechanisms: “quick-fix” 

Cognitive therapists are well aware that psychic processes are complex and that it is 

not easy to restructure ones thoughts and beliefs. The cognitive techniques are created 

to help the client to create more clarity out of these complex processes by identifying 

the thoughts and core beliefs at the root of their difficulties (Oestrich, 2007). 

Cognitive therapy is always a collaborative process, where Socratic questioning is 

used to help the client to come to the answers themselves, as only they can be experts 

on their own experience. Cognitive therapy is educative, and aims to teach the client 

skills so they can later be their own therapist (Beck, 2005).    

I personally experienced feelings of resistance in one of our supervision sessions and 

found myself criticizing the technique for oversimplifying and trying to force a 

change in the client as a type of “quick-fix”. In a situation where the client could both 

feel anger and relief, our student therapist was explaining how she used the technique 

of getting the client to rate how much her anger was filling in the situation from 1-100 



and how much her relief or happiness was filling. When finding that her anger was 80 

while her relief was only 20, the therapist asked how much she would like the anger to 

fill in relationship to the relief. The client replied that next time she would like the 

relief to fill 80%. 

Putting myself in the client’s shoes, I immediately felt that this technique was saying 

that “all I had to do” was focus on the feeling of relief next time and try to make it fill 

more than my anger! I felt my self responding “But it’s not that easy! I can’t force my 

feelings up and down!” I didn’t want to force myself to just focus on the positive. 

After voicing this concern, however, our teacher helped me to realize that that was not 

the intention of the exercise. The rating of emotions is useful in order identify the 

most intense emotions, and to monitor the changes one experiences over time. 

However, to stop there and expect the client to change their thinking and emotions on 

the spot was not the intention of the tool. A cognitive therapist would always help the 

client to investigate why the anger fills so much, which thoughts are triggering this 

anger, and which core and intermediate beliefs influenced these thoughts (ibid). 

Change can be facilitated when the client has become differentiated enough from the 

problem to gain clarity about what is going on.  

Many tend to look at cognitive therapy as a bag of tools and exercises given to the 

client to use when things get bad. However, it is more about helping the client to 

differentiate from their thinking and identify their thinking and feelings in a cognitive 

framework. It is a gradual development and life process, rather than a collection of 

techniques (Oestrich, 2007). 

 

Too structured: downplaying the therapeutic relationship 

In every form of therapy, one of the key aspects for success is a good therapeutic 

relationship, and cognitive therapy is no exception. In cognitive therapy it is crucial to 

find a delicate balance between teaching the cognitive techniques and keeping the 

therapeutic contact. This can be especially difficult for novice therapists, who are still 

learning the ropes. However, the techniques and models are only of real help, when 

there is a well-functioning therapeutic relationship (ibid).  

Cognitive therapy can be said to be more structured than other forms of therapy, but 

this has its benefits and should never compromise the therapeutic relationship. By 

following a set structure, it makes the therapy more understandable for both client and 

therapist, increases the likelihood that the client will be able to do self-therapy after 



termination, and maximizes the use of therapy time. It also makes it easier to evaluate 

empirically (Beck, 1995).     

 

Disregarding childhood origins 

Cognitive therapy does not disregard the childhood origins of problems. A great 

majority of our core beliefs stem from childhood, especially those that are so deep and 

fundamental that they are accepted as absolute truths (ibid). In childhood, before we 

become independent and self-regulating, the stimuli around us are often interpreted 

for us. Both social conditioning and our childlike interpretations of the world, can 

often lead to unconstructive core beliefs later in life (Oestrich, 2007).   

Therefore, it is not that childhood and past experiences are not interesting; however, 

cognitive therapists are aware that the past can often be used to avoid present pain 

(ibid). Cognitive therapy emphasizes the present and focuses on current problems 

affecting the client. Reappraisal or restructuring of currently distressing situations has 

shown to improve symptom reduction (Beck, 1995). In addition, the mindfulness 

approach, which is often included in cognitive therapy, emphasizes the importance of 

staying focused on the present, instead of getting so caught up on the past or the 

future that one is hardly aware of life in the present moment (Hanh, 2008).  

 

Beck (1995) describes three circumstances where attention in therapy shifts to the 

past: 1) when the client expresses a strong preference to do so 2) when work directed 

toward current problems produces little or no change 3) when the therapist judges that 

it is important to know how and when dysfunctional ideas originated.  

 

Over-intellectualizing: neglecting emotions 

Although thoughts play a central role in the cognitive approach, the importance of 

emotions and bodily reactions is far from neglected. The cognitive model shows how 

four major aspects of our life experience: cognition (thoughts), emotions, biology 

(bodily reactions), and behavior interact and affect each other. Cognitive therapy 

works based on the assumption that thoughts maintain and possibly even cause 

feelings. It is not yet known which comes first, but there is a definitive connection. 

The way one interprets a situation has a decisive effect on which emotion one feels, 

which also affects our bodily reactions and even our health (Oestrich, 2007).  

 



Many clients suffer from intense negative emotion that is inappropriate to the 

situation. The cognitive therapist doesn’t challenge or dispute the client’s emotions, 

but rather acknowledges and empathizes with what the client feels. He focuses on 

evaluating the dysfunctional thoughts underlying the distress in order to reduce the 

negative affect. However, many clients find it hard to distinguish between thoughts 

and feelings. It can often be hard to identify automatic thoughts. We so uncritically 

accept that they are true, that we are barely aware of their existence. It is, however, 

easier to be aware of the emotion that follows. By attending to shifts in affect, and 

then asking oneself “What was going through my mind just then?” one can begin to 

identify automatic thoughts (Beck, 1995). 

 

Contrary to the critique, cognitive therapists often help overly intellectual clients to 

get in touch with and distinguish among their feelings. It can be hard for some clients 

to label and distinguish between the emotions they experience. Others find it hard to 

quantify the degree of emotion they are feeling. These are important tools that the 

cognitive therapist teaches the client, as it helps in creating a better understanding of 

the client’s problem.  

When a client is very intellectual and has difficulty identifying feelings or bodily 

sensations, the mindfulness approach is often used to help the client to “be” and “rest” 

in the body, and be aware of the different sensations. Mindfulness has been shortly 

defined as “awareness of present experience with acceptance” (Germer, 2005 p. 7). 

This acceptance allows the client to be aware of the feelings or sensations without 

needing to shame them or react on them.  

 

Especially with the integration of mindfulness into cognitive therapy, one can 

definitely say that emotions and the body play a central role. 

 

Conclusion 

Due to my participation in this practical class, I have gained a new perspective on 

cognitive therapy. Some of the myths about cognitive therapy can possibly ring true 

for a novice therapist or an inexperienced observer. However, like with every other 

skill, once learned and incorporated with a good therapeutic alliance, it holds its 

ground as one of the most efficient and widely used therapy forms.   
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