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Abstract
According to the cognitive model of psychopathology, maladaptive beliefs about 
oneself, others, and the world are the main factors contributing to the development 
and persistence of various forms of mental suffering. Therefore, the key therapeutic 
process of Cognitive Behavioral Therapy (CBT)—a therapeutic approach rooted 
in the cognitive model—is cognitive restructuring, i.e., a process of revision of 
such maladaptive beliefs. In this paper, I examine the philosophical assumptions 
underlying CBT and offer theoretical reasons to think that the effectiveness of be-
lief revision in psychotherapy is very limited. This is the case, I argue, because the 
cognitive model wrongly assumes that our body of beliefs is unified, while it is in 
fact fragmented.

Keywords Belief · Belief revision · Fragmentation of beliefs · The cognitive 
model of psychopathology · Cognitive restructuring · Cognitive behavioral 
therapy

1 Introduction

What we think and believe often contributes to our mental suffering. For example, 
if a person believes that they are unlikeable, they may withdraw from social life and 
experience a depressed mood as a result of their way of thinking and behaving (Beck, 
1967; Ingram et al., 2011). If a person believes that they must be near-perfect in all 
their endeavors, they may be more likely to suffer from anxiety and panic disorder 
(Handley et al., 2014). Patients diagnosed with borderline personality disorder often 
hold beliefs such as: “People will take advantage of me if I give them a chance,” “I 
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can’t cope as other people can,” or “People will pay attention only if I act in extreme 
ways” (Bhar et al., 2008, p. 171). The list goes on.

But what exactly is the role of beliefs in the emergence and persistence of vari-
ous psychopathologies? According to the so-called “cognitive model:” “self-relevant 
thoughts, evaluations, and beliefs are key contributors to the development and persis-
tence of psychopathological states” (Clark, 2013, p. 23). It is these beliefs, thoughts, 
and evaluations that “mediate maladaptive behavioral and emotional responding” 
(O’Donohue & Ferguson, 2015, p. 19).

If we assume that certain beliefs are causally responsible for the emergence and 
persistence of psychopathology, it is natural to think that their revision should be a 
crucial component of treatment or therapy. This prima facie compelling inference is 
central to Cognitive Behavioral Therapy (CBT) (e.g., Ellis, 1962; Beck et al., 1979; 
Beck, 2011; Hofmann et al., 2013)—a therapeutic approach rooted in the cognitive 
model of psychopathology.1 Thus, one of the core therapeutic processes of CBT is 
cognitive restructuring, i.e., the process of modification or revision of the dysfunc-
tional beliefs responsible for our mental suffering.

Despite the fact that CBT (i) is currently one of the most (if not the most) popular 
psychotherapeutic approaches (Cook et al., 2010), (ii) has the status of the evidence-
based practice for the broadest set of diagnoses (Society of Clinical Psychology, 
2023), and (iii) is often advertised as the “gold standard of psychotherapy” (David 
et al., 2018), there is no simple answer to the question: “What is responsible for 
the overall efficacy of CBT?” Moreover, a growing number of authors argue that 
whatever is responsible for its efficacy, it is not, or at least not primarily, cognitive 
restructuring (e.g., Jacobson et al., 1996; Hayes, 2004; Dimidjian et al., 2006; Kaz-
din, 2007; Longmore & Worrell, 2007; Arch et al., 2012; but see Hofmann, 2008; 
Lorenzo-Luaces et al., 2015).

The goal of this paper is to examine philosophical assumptions underlying the 
cognitive model of psychopathology and offer theoretical reasons why we should 
expect the effectiveness of cognitive restructuring to be very limited. I will argue 
that a central (even if mostly implicit) tenet of the cognitive model is unificationism, 
according to which beliefs of a given subject form a single, consistent set, and are 
accessible and available at any given time and in any given context.2 Only if unifica-
tionism were true, could we expect cognitive restructuring to be effective.3 However, 
we have good reasons to assume that unificationism offers an overly simplistic and 

1  Unless stated otherwise, when I speak about Cognitive Behavioral Therapy I mean the so-called “sec-
ond-wave” or “classical” CBT emerging directly from Aaron Beck’s work on Cognitive Therapy (CT) 
(Beck, 1967; Beck et al., 1979) and Albert Ellis’s work on the Rational Emotive Behavior Therapy 
(REBT) (Ellis, 1962). In Sect. 6, I will briefly contrast it with the “third-wave” CBT—a set of newer 
therapeutic approaches, which focus on mindfulness, psychological flexibility, and metacognitive skills 
(Hayes, 2004; Forman & Herbert, 2009; Hayes & Hofmann, 2017).

2  This characterization of unificationism, which I discuss in detail in Sect. 4, is based on characterizations 
offered by Kindermann and Onofri (2021), Egan (2021), and Bendaña and Mandelbaum (2021). It is 
not meant to compete with these characterizations for the title of the most “accurate” or “exhaustive.” It 
simply focuses on the aspects of unificationism crucial for the present discussion.

3  The truth of unificationism is necessary for the effectiveness of cognitive restructuring but it is not suf-
ficient. Even if unificationism were true, there could be other reasons why cognitive restructuring is not 
effective. See the discussion below.
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idealized picture of the organization of our beliefs. Our belief systems are fragmented 
rather than unified.

I want to make clear from the outset that it is not my goal in the present paper to 
argue that CBT is an ineffective psychotherapeutic approach. What I am discussing 
here is not the question of whether CBT works but why or how it works. In particular, 
does it work due to the process of belief revision?

The paper proceeds as follows. In Sects. 2 and 3, I spell out the details of the cog-
nitive model and offer a fuller characterization of cognitive restructuring. In Sect. 4, 
I take a closer look at the role unificationism plays in the cognitive model. In Sect. 5, 
I argue for the limited effectiveness of cognitive restructuring by appeal to fragmen-
tationism about belief. Finally, in Sect. 6, I briefly discuss some further consequences 
of my arguments for psychotherapeutic practice.

2 The cognitive model of psychopathology

According to the cognitive model of psychopathology, the main factor responsible 
for the emergence and persistence of psychological suffering and many mental dis-
orders is maladaptive4 thoughts, beliefs, and information-processing patterns, often 
labeled jointly as “cognitions” (see, e.g., Beck et al., 1979; Padesky, 1994; Young, 
1990; Brewin, 2006; Clark, 2013; A. T. Beck & Haigh, 2014; Newman, 2015; Arntz, 
2018). It is further assumed that these cognitions must be modified to achieve thera-
peutic change, typically identified with a reduction of symptoms associated with a 
given psychopathology.

The proponents of the cognitive model traditionally distinguish three main types 
of cognitions: automatic thoughts, intermediate beliefs, and core beliefs. Let us look 
at them one by one.

Automatic thoughts are often characterized as “spontaneous thoughts that arise 
without effort, and that tend to be taken at face value unless a person reflects upon 
them” (Newman, 2015, p. 119). Consider Tom speaking with his boss. The boss com-
plains about the poor job Tom has done during the pitch meeting with their new cli-
ent. She has an angry face and slightly raises her voice. In this very moment, Tom 
thinks to himself: “She hates me.” Tom is not voluntarily engaged in the reasoning; 
plausibly, not even aware of the thought process which led to the emergence of this 
thought. He does not start by asking himself, e.g., “Why is she so angry?”, to then go 
through some further steps consciously, e.g., “I didn’t do worse than Sally, and she 
didn’t scream at her,” “She was angry just the same last time, even though we cut the 

4  It is quite a challenge to capture the precise meaning of “maladaptive” in the cognitive model. Even a 
brief overview of the CBT literature suffices to realize that the term is being used as synonymous with a 
plethora of related terms, e.g., “negative”, “irrational”, “abnormal”, “erroneous”, “unrealistic”, “dysfunc-
tional”, “biased”, “inflexible”, “illogical”, “distorted”, “invalid”, “faulty”, but rarely carefully defined 
(for a recent philosophical appraisal of this problem see Ratnayake, 2021). Given that my argument 
against cognitive restructuring presents problems for the idea of therapeutic revision of any beliefs, I will 
leave the systematic discussion of the meaning of “maladaptive” for another occasion.
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deal,” only to arrive at the conclusion “She hates me.” As it were, the thought “She 
hates me” just pops up in his head.5

It is an assumption of the cognitive model that automatic thoughts can affect the 
way we feel and behave even if we are paying them very little or no attention. There-
fore, one of the key skills a client practices during their cognitive therapy is identi-
fication of automatic thoughts, which consists in redirecting one’s attention to these 
thoughts and becoming mindful of their contents.

But which thoughts come to our mind is not entirely accidental. It is a further 
assumption of the cognitive model, that our thoughts are closely related to a more 
stable and permanent type of cognitions, i.e., beliefs (Dobson & Shaw, 1986).6 Tra-
ditionally the proponents of the cognitive model distinguish two types of beliefs: 
intermediate and core beliefs. Intermediate beliefs are conditional “if… then” rules 
and assumptions internalized by a subject, e.g., “I am nothing if a person I love 
doesn’t love me,” “If you cannot do something well, there is little point in doing it at 
all.,” “If someone disagrees with me, it probably means they don’t like me,” etc. Core 
beliefs, in turn, are supposed to be the deepest and most general convictions we hold 
about the world, other people, and ourselves (Beck, 1967; Arntz, 2018). For example, 
many depressed patients turn out to hold such core beliefs as “I am unlovable,” “I’m 
incompetent,” “Nothing good ever happens to me,” “People my age have their life 
figured out,” etc.7

According to the cognitive model, most maladaptive automatic thoughts are con-
nected to core beliefs via intermediate assumptions. While automatic thoughts are 
consequences of core beliefs, in the order of discovery, one usually recognizes their 
core beliefs by inferring them (often with the help of a therapist) from their auto-
matic thoughts. For example, during therapy, Tom might be encouraged to focus 
on his automatic thought: “My boss hates me.” Together with his therapist, he may 
discover that, even though it was not an element of his conscious reasoning during 
the squabble after the pitch meeting, he is convinced that if people are angry at him, 
they probably hate him (intermediate belief). Such a strong assumption might come 
as a surprise to most of us. But it is not surprising to Tom. After further reflection, he 

5  For the purpose of the current discussion, I will understand automatic thoughts to be involuntary and 
spontaneous episodes of entertaining a given content. Obviously, thought contents come in different 
formats, e.g., linguistic, pictorial, auditory, etc. Moreover, we can have multiple thoughts at once. The 
number of things we are able to think about at one time is plausibly restricted only by the capacity of our 
working memory (Teasdale et al., 1995; Baddeley, 2007).

6  Here, I follow the cognitive model in assuming that intermediate and core beliefs are indeed beliefs, and 
not some other attitudes, e.g., acceptances, aliefs, imaginings, etc. I do not think that this matter is uncon-
troversial. In fact, it is at least as controversial as the matter of the doxastic status of delusions, hotly 
debated in philosophy over the last twenty years (Bortolotti, 2022). Nevertheless, this matter requires a 
separate discussion—one that I cannot offer in the present paper. Another underexplored yet important 
topic which I have to leave aside here is the way in which the cognitive model conceptualizes the rela-
tionship between beliefs and emotions, especially if we assume that emotions have an evaluative, belief-
like component (for a discussion of this topic see, e.g., Lacewing, 2004; Whiting, 2006; McEachrane, 
2009; Gipps, 2013).

7  Some tools used to assess the intermediate and core beliefs held by clients are Dysfunctional Atti-
tude Scale (DAS) (Weissman, 1979) and Personality Belief Questionnaire (PBQ) (Fournier et al., 2012). 
Many of the examples I use come from these questionnaires.
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realizes that—for as long as he remembers—he believed that most people he knows 
dislike or even hate him (core belief).

Recognition of this and similar patterns of maladaptive cognitions guides Tom’s 
therapist to the working hypothesis that Tom struggles with some form of social anxi-
ety (Schulz et al., 2008). She decides that this is one of the things that they should 
address during therapy.

3 Cognitive restructuring

At this point, Tom’s therapist faces an important decision: which therapeutic methods 
and techniques should she apply to help her client? If she is trained in CBT, it is very 
likely that one of the main techniques in her therapeutic toolbox will be cognitive 
restructuring (e.g., Beck et al., 1979; Dobson & Dozois, 2010; A. T. Beck & Haigh, 
2014; Newman, 2015; Arntz, 2018). Here is a sample of definitions of cognitive 
restructuring offered by CBT theorists. Cognitive restructuring is:

… [the process of] modifying beliefs through the review or production of evi-
dence that contradicts negative or maladaptive conclusions drawn by a client. 
(Padesky, 1994, p. 268)
… designed to directly modify specific thought patterns or beliefs… (O’Donohue 
& Ferguson, 2015, p. 19).
… [focuses] on the exploration, evaluation, and substitution of the maladap-
tive thoughts, appraisals, and beliefs that maintain psychological disturbance. 
(Clark, 2013, p. 24)

Cognitive restructuring is not a single technique whose application looks the same in 
all contexts. It can be achieved by a broad set of techniques, such as evidence gath-
ering, Socratic questioning, hypothesis testing, analysis of consequences, positivity 
reorientation, and more (e.g., Beck, 2011; Clark, 2013; Newman, 2015). Neverthe-
less, what is common to all cognitive restructuring methods, and where they differ 
from, e.g., exposure or behavioral activation, is that they are supposed to achieve a 
cognitive change by directly targeting maladaptive cognitions (Barber & DeRubeis, 
1989; Brewin, 2006; Hofmann et al., 2013). Hofmann and Asmundson (2008) spell 
this out as follows:

… patients in CBT are encouraged to generate hypotheses based on their beliefs 
(theories) about the world, themselves, and their future… By falsifying these 
hypotheses, patients are then forced to revise their belief system, reducing the 
emotional distress. (Hofmann & Asmundson, 2008, p. 12, emphasis mine)

Despite an often-loose way of speaking about it in CBT textbooks, restructuring is 
targeted primarily towards beliefs, and it is expected to influence automatic thoughts 
only indirectly. After all, thoughts are episodes with a relatively short lifespan. When 
the thought “My boss hates me” pops up in Tom’s head, he may focus on it and start 
investigating its origin, e.g., the underlying belief. He may even start entertaining 
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another thought, such as “She does not hate me, she’s only upset and stressed out” 
and try to suppress the original one.8 But it makes little sense to say that in such a 
case the original thought is revised or modified. Therefore, when discussing cognitive 
restructuring, I will focus on how it affects beliefs, for the most part leaving the topic 
of automatic thoughts aside.

Despite the fact that cognitive restructuring is central to modern CBT, its effec-
tiveness remains the subject of heated discussion. Even under the assumption that 
CBT is an effective therapeutic approach, the question remains whether it is thanks 
to cognitive restructuring, i.e., whether cognitive restructuring is the mechanism of 
positive therapeutic change (e.g., Hollon et al., 1993; Jacobson et al., 1996; Hayes, 
2004; Dimidjian et al., 2006; Longmore & Worrell, 2007). While some authors deny 
it rather forcefully (Kazdin, 2007), others find such a denial unwarranted (Hofmann, 
2008). Yet others are too cautious to cast a decisive verdict. For example, Hollon 
and Beck (1994, p. 458) admit that “It is not clear whether these interventions work, 
when they work, by virtue of changing beliefs or thinking, as specified by theory.” 
Lorenzo-Luaces and his colleagues (2015) suggest that the reason why the results 
regarding the effectiveness of cognitive restructuring are ambiguous is that it is very 
difficult to experimentally establish whether cognitive change mediates the symptom 
change and not the other way round. They admit that “evidence consistent with this 
hypothesis comes largely from studies in which reverse causality has not been ruled 
out” (Lorenzo-Luaces et al., 2015, p. 8).

An adequate assessment of the efficacy of cognitive restructuring must consider a 
plethora of factors I have not even mentioned, from the type of diagnosis and sever-
ity of clients’ condition to the question whether we focus on the short- or long-term 
results. However, I am neither willing nor able to offer yet another meta-analysis of 
the methods of cognitive therapy. The seed of doubt present in the existent research 
on this topic is all I need to motivate my discussion in the rest of this paper. I will 
argue that the very idea of cognitive restructuring is based on strong philosophical 
assumptions about the organization of beliefs—assumptions, moreover, which we 
have good reasons to reject. Therefore, if further research will eventually lead us to a 
negative answer to the empirical question about the efficacy of cognitive restructur-
ing, we should not be surprised. Moreover, those among us whose everyday practice 
potentially involves cognitive restructuring (e.g., therapists, counselors, and other 
mental health professionals) may want to reconsider their reliance on this process 
right away.

Before I move on, I would like to address one possible objection to what I pre-
sented in this and the previous section. Someone may protest that the picture of CBT 
offered here is outdated and that, by discussing it, I am attacking a strawman. CBT 
used to focus on beliefs and their restructuring, but these times are long gone. Instead 
of beliefs, modern CBT is interested in modes, defined as “networks of cognitive, 

8  It is now well established that suppression is not an effective method of dealing with negative thoughts. 
In fact, it is proved to be counterproductive—it usually makes the thought one tries to suppress more 
vivid and accessible (Wenzlaff & Wegner, 2000).
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affective, motivational, and behavioral components designed to deal with specific 
demands” (A. T. Beck & Haigh, 2014, p. 2).9

This objection is misguided. While it is true that modes are an important compo-
nent of modern CBT theory, it is false that the talk about beliefs has been abandoned 
or that techniques of belief revision are no more among the principal tools of CBT. In 
a recent summary of the advances in cognitive theory and therapy, Beck and Haigh 
(2014) claim explicitly that “clinical disorders, which share common underlying pro-
cesses, can be differentiated by the nature of their dysfunctional beliefs” (A. T. Beck 
& Haigh, 2014, p. 13, emphasis mine), while the goal of a therapeutic process is 
to “make a durable impact on disorder-specific dysfunctional beliefs by relying on 
a combination of cognitive restructuring, attentional modification, and behavioral 
interventions” (A. T. Beck & Haigh, 2014, p. 18, emphasis mine). This is not an 
accidental slip of the pen. The same sentiment was there since the idea of modes 
entered the theoretical stage of CBT. In his (1996) paper “Beyond belief: A theory of 
modes, personality, and psychopathology,” Beck asks: “How does a therapist achieve 
a more durable modification of the content or structure of a mode?” and answers: “It 
seems that for such a lasting change to occur, it is necessary to achieve a substantial 
change in the underlying absolute and conditional rules that shape the individual’s 
interpretations” (p. 16). He concludes the same paper by claiming that “[i]n clinical 
practice, it is important to concentrate on modifying the dysfunctional beliefs as well 
as inculcating cognitive skills.” (Beck, 1996, p. 19). Thus, even though CBT has 
evolved significantly over the last 60 years, it would be a mistake to assume that it 
has abandoned its central idea of belief revision in psychotherapy.

4 The philosophical assumptions of the cognitive model

Up to this point, I have been using the term “belief” rather loosely. It is time to 
sharpen our philosophical tools. I will now argue that the proponents of the cognitive 
model almost univocally (even if, for the most part, tacitly) assume representational-
ism regarding the nature, unificationism regarding the organization, and Quineanism 
regarding the revision of beliefs. I will borrow the definition of representationalism 
from Quilty-Dunn and Mandelbaum (2018, p. 2354):

9  Yet another notion important for modern CBT is this of “schema.” Unfortunately, it is difficult to derive 
a univocal definition of schema even from Beck’s own body of work (not to mention other authors in the 
CBT tradition). Notably, at the very beginning, Beck used to focus only on “cognitive schemas,” defined 
as structures “for screening, coding, and evaluating the stimuli that impinge on the organism” (Beck, 
1967, p. 283). At that point, he often used the “schema” and “core belief” interchangeably. Later on, how-
ever, e.g., in (Beck, 1996), he spoke about cognitive, orienting, affective, motivational, and behavioral 
schemas as jointly constituting different modes. Most recently (A. T. Beck & Haigh, 2014), he came back 
to defining schemas as cognitive structures: “Schemas: complex cognitive structures that process stimuli, 
provide meaning, and activate related psychobiological systems” (p. 2) and beliefs as “representations 
of abstractions of schema content” (p. 2). Finally, what may add to overall confusion is that today, the 
talk about schemas is most common in the context of Schema Therapy (ST), according to which schemas 
comprise “memories, emotions, cognitions, and bodily sensations” (Martin & Young, 2010, p. 318). 
Thus, ST schemas are more similar to Beckian modes than Beckian schemas.
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Representationalism: To have a belief is to stand in a particular relation to a 
mental representation.

Arguably, representationalism—whose famous proponents include such figures as: 
Fodor (1987), Dretske (1988), Millikan (1984), Burge (2010), and many more—
dominates contemporary cognitive sciences. It is not surprising, given that represen-
tationalism about belief perfectly complements the Representational Theory of Mind 
(RTM)—the apple of the eye of the cognitive revolution during the second half of the 
20th century. According to RTM, the best way of explaining cognitive processes is 
by appealing to transformations and computations performed on mental representa-
tions, i.e., information-bearing and truth-evaluable mental objects stored in mind/
brain. According to representationalism about belief, in turn, to believe is to be in a 
particular relation towards one of such representations. What relation? Most gener-
ally, to believe that p is to take p to be the case.

I do not think that the commitment of the cognitive model to representationalism 
requires an elaborate argument. In the CBT literature, beliefs are constantly referred 
to as something that subjects acquire at one point or another and something they have 
even if they are not fully aware of them. If the treatment is to be effective, patients 
together with their therapists must “identify” (Hofmann & Asmundson, 2008, p. 3) or 
“discover and adequately formulate” (Arntz, 2018, p. 342) what is the content of their 
beliefs. Chris Brewin is fully explicit about representationalism when he introduces 
the commonalities between different versions of the cognitive model. All these ver-
sions “generally assume that previous adversity produces vulnerability in the form of 
negative representations of the self and the world” (Brewin, 2006, p. 766), which are 
stored in memory and further contribute to the production of negative thoughts and 
prolonged negative mood.

Therefore, one way of challenging the cognitive model (and cognitive restructur-
ing in particular) would be through targeting representationalism. The whole idea of 
modifying or revising specific maladaptive representations, which are the contents of 
our beliefs, requires there being such representations in the first place. This is part of 
the critique of the cognitive model developed by contemporary neo-behaviorists (cf. 
Hayes & Brownstein, 1986; Hayes, 2004) but it is equally available to dispositional-
ists and eliminativists about beliefs (cf. Schwitzgebel, 2019).10 However, this is not 
the critique that I want to pursue in the present paper. For the sake of my argument, 
I will accept representationalism. What I want to challenge is the second assumption 

10  A related critique of the cognitive model comes from Leder (2017). Leder points out that CBT makes 
yet another strong assumption: through introspection assisted by techniques such as Socratic questioning, 
patients are able to accurately recognize specific cognitions causing their mood and behavior. However, 
given what we know about the limitations of introspection, and our tendency to confabulate to fill the gaps 
in explanations of our behaviors, this assumption seems at least dubious. Moreover, as was pointed out to 
me by an anonymous reviewer, one could offer a thorough critique of the cognitive model in general, and 
cognitive restructuring in particular, based on a strategy similar to this of non-cognitivist theories in ethics. 
Maybe the content of what the cognitive model calls “core beliefs” is not factual but evaluative in nature. 
If this is right, we should not expect that providing or examining counterevidence would suffice for their 
modification. I agree that this is a strategy worth exploring, however, for the lack of space, I cannot do it 
in the present paper.
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made by the cognitive model—equally fundamental for the very idea of cognitive 
restructuring—unificationism regarding the organization of beliefs.

Unificationism: All beliefs of a given subject (1) form a single, consistent set, 
and (2) are equally accessible and available at any given time and in any given 
context.

Condition 1 is supposed to reflect the fact that—as by-and-large rational subjects—
we typically do not simultaneously believe that p and not p, e.g., that there is a coffee 
mug on the table and that there is no coffee mug on the table. If one does simultane-
ously believe such contradictory propositions, there is, presumably, something wrong 
with them. What exactly? On an idealized picture widespread in philosophy as well 
as in the folk discourse, consistency of one’s belief states is often taken to be required 
for rationality (cf. Davidson, 1985; Quine & Ullian, 1978; Broome, 1999; Kolodny, 
2008; Borgoni, 2021; Yalcin, 2021). Simultaneous belief in p and its negation is, thus, 
taken to be a mark of irrationality.

Condition 2 is also prima facie compelling. First, if I believe something, I prob-
ably believe it at all times (until my belief is changed) and wherever I am. At first 
sight, it does not seem that there are any beliefs that I hold only on Tuesdays or 
whenever I am at the farmer’s market. Moreover, my actions seem to be responsive 
to all relevant beliefs that I hold. If I believe carrot cake is in the kitchen, I go to the 
kitchen once I feel like it is time for cake. But if I realize that the cake is five weeks 
old, it will stop me from devouring it.

Conditions 1 and 2 of unificationism taken together have far-reaching conse-
quences for how our belief systems are supposed to behave. One of the consequences 
concerns the mechanism of belief revision. Following Bendaña and Mandelbaum 
(2021, p. 79), I will call it Quineanism:

Quineanism: Belief revision is sensitive to global properties of an agent’s total 
set of beliefs (that is, the beliefs taken as an entire set).

If (per unificationism) all beliefs of a given subject form a single, consistent set, 
and are equally accessible at all times and contexts, revision of any given belief will 
affect the entire belief set.11 Moreover, acquisition of a new belief contradictory to the 
beliefs already held by a subject, will trigger contradiction resolution—either the new 
belief, or some of the old ones will have to go. This idea should already sound famil-
iar to us, because this is exactly what is at play in cognitive restructuring.12 Without 
the assumption that our beliefs form a consistent set (Condition 1 of unificationism) 
and that belief revision is sensitive to global properties of this set (Condition 2 of 
unificationism and Quineanism), Hofmann and Asmundson could not conclude, as 

11  This, of course, presupposes also that beliefs are evidence-responsive. While it is an orthodox assump-
tion in epistemology (see, e.g., Velleman, 2000; Shah, 2003; Helton, 2020), it is not uncontested. Moreover, 
as suggested in footnote 6, the nature of what the cognitive model calls “core beliefs” may differ from the 
nature of more common, everyday beliefs, e.g., in that core beliefs are not (or less) evidence-responsive.
12  At least in the most popular conceptualization of cognitive restructuring. I will briefly discuss an alterna-
tive conceptualization in Sect. 6.
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they do in the quote which I have presented in Sect. 3, that patients confronted with 
evidence contradicting their maladaptive beliefs “are forced to revise their belief sys-
tem” (2008, p. 12). Cognitive restructuring presupposes unificationism and Quinean-
ism and can be challenged by undermining them. This is the goal of the next section.

5 The fragmentation of belief and cognitive restructuring

Unificationism has been questioned in the past (e.g., Cherniak, 1986; Lewis, 1982; 
Stalnaker, 1984, 1991) but, recently, it has gone under heavy scrutiny due to the 
rising popularity of fragmentationism (e.g., Egan, 2008, 2021; Rayo, 2013; Davies 
& Egan, 2013; Greco, 2014; Elga & Rayo, 2021; Mandelbaum, 2014, 2016, 2019; 
Yalcin, 2018, 2021; Kinderman & Onofri, 2021; Borgoni, 2021; Porot & Mandel-
baum, 2021; Sommer et al., 2022). According to fragmentationism, both conditions 
of unificationism are false.

Firstly, the body of beliefs of a given subject does not form a single, consistent 
set. Rather, it is divided into separate fragments or compartments. The consistency 
requirement applies, at most, intra-fragmentally (all beliefs contained in a given frag-
ment are consistent) but not inter-fragmentally (a subject can simultaneously hold 
inconsistent beliefs as long as they belong to different fragments). There is a simple 
yet convincing case to be made in support of this claim. As suggested by Sommer et 
al. (2022), given the size of our belief corpuses, their global consistency is computa-
tionally intractable:

…achieving consistent beliefs appears to be an intractable problem for any rea-
sonably large set of beliefs. There is not enough time for consistency checking 
of a large set of beliefs (intractability of consistency checking). People are not 
capable of deducing all the implications of the beliefs they hold to check for 
consistency (lack of closure). They cannot be expected to notice relevant infor-
mation from any and all domains for each belief (isotropy). Finally, holding all 
beliefs in working memory simultaneously to optimize their global consistency 
is a task that is almost certainly beyond the scope of the human mind (the Quin-
ean nature of belief). (Sommer et al., 2022, p. 6)

What begs for explanation is, therefore, not inconsistency but occasional and local 
consistency of our beliefs. Notably, Sommer and his colleagues (2022, pp. 13–14, fn. 
4) stress that fragmentation does not cause inconsistency. Quite the opposite—frag-
mentation, understood primarily as coactivation of certain beliefs, allows for some 
degree of (occasional and local) consistency.

Secondly, according to fragmentationism, not all our beliefs are equally accessible 
and available at all times and contexts. For example, if we saw the film The Sound 
of Music a very long time ago, we may be unable to answer the question “What was 
the name of the youngest von Trapp child?” but, simultaneously, able to confidently 
answer “yes!” to the question “Was the youngest von Trapp child’s name ‘Gretl’?” 
(Egan, 2021, p. 111). How can this be, given that answering both these questions 
seems to require possession of the same belief, i.e., that the name of the youngest von 
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Trapp child in The Sound of Music was “Gretl”? Fragmentationists answer that the 
relevant belief is accessible for the purpose of answering the yes/no question, but not 
the wh-question.

Here, then, is a brief formulation of fragmentationism:

Fragmentationism: Beliefs of a given subject (1) do not form a single, consis-
tent set but are divided into separate fragments, and (2) are not equally acces-
sible and available at any given time and in any given context.

According to supporters of fragmentationism, fragmentation is neither a sign of psy-
chological malfunction nor cognitive failure. Rather, for better or worse, this is just 
the way information seems to be organized in the human mind. Here’s an early state-
ment of fragmentationism by David Lewis:

I used to think that Nassau Street ran roughly east–west; that the railroad nearby 
ran roughly north–south; and that the two were roughly parallel… My system 
of beliefs was broken into (overlapping) fragments. Different fragments came 
into action in different situations, and the whole system of beliefs never mani-
fested itself all at once. (Lewis, 1982, p. 436)

Lewis highlights that once he noticed the inconsistency, he immediately revised rel-
evant beliefs. So, he was not pathologically stuck in the inconsistent way of thinking. 
It just so happened that, at least for some time, the relevant pieces of information 
were functionally separated from one another.13

Fragmentationism has been used to explain a number of psychological phenom-
ena, from spontaneous recovery of extinguished associations to implicit bias and 
various strategies we employ to deal with cognitive dissonance (for overviews see 
Porot & Mandelbaum, 2021; Bendaña & Mandelbaum, 2021; Kinderman & Onofri, 
2021). My goal in the remainder of this paper is to argue that it can also help us 
account for the limitations of cognitive restructuring. Crucially, in line with other 
supporters of fragmentationism, I do not assume fragmentation to be a symptom of 
a psychological dysfunction or disorder. Therefore, it is not my claim that the psy-
chotherapeutic process of cognitive restructuring does not work because the minds 
of patients seeking therapy are exceptionally fragmented and thus non-susceptible to 
cognitive restructuring. Rather, I assume that fragmentation is a universal feature of 
(the organization of information in) our minds and thus even people who do not suffer 
from psychological problems are generally not very susceptible to interventions such 
as cognitive restructuring. So—the argument goes—if it does not work in general, no 
surprise it would not work in therapy.

13  This is a good place to offer a caveat for readers who are skeptical towards the “belief-talk” in general. 
Even though fragmentationism is often spelled out by appeal to the container metaphor with different 
beliefs “belonging to different fragments” or “stored in separate containers”, at its heart fragmentationism 
is a hypothesis about the patterns of information access. All the important problems and questions about 
fragmentationism can be spelled out without making any assumptions about the nature of beliefs or even 
their existence as anything more than a folk-psychological buzzword.
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According to the cognitive model, successful cognitive restructuring results in 
the modification of core beliefs. Core beliefs are supposed to be the deepest convic-
tions a person holds about themselves, the world, and other people. They are often 
first acquired through negative early childhood experiences, and immediately begin 
to function as “filters” through which the person sees the world and themselves in it 
(Riso & McBride, 2007). This, in turn, leads to further reinforcement of core beliefs, 
because the person is biased towards gathering the information consistent with them 
(Padesky, 1994; Beck et al., 2004).

On the unificationist picture assumed by the cognitive model, the core beliefs are 
the ones which lie close to the center of the metaphorical web of beliefs. Once the 
patient, with the help of the therapist, identifies them (e.g., using the downward arrow 
technique, starting with the easily accessible automatic thoughts and asking: “And if 
that’s true, so what?”, “What’s the worst part about it?”, “What does it mean about 
you?”, etc. (Beck, 2011) they can start recalling and producing evidence contradict-
ing these beliefs. Eventually, in light of the overwhelming evidence, the patient has 
to modify their core beliefs, which (by Quineanism) leads to the revision of the whole 
belief system and—according to the cognitive model—reduction of symptoms.

A radically different picture emerges when we assume fragmentationism. Given 
that fragmentationism does not presuppose the existence of a single, consistent web 
of belief, it has to offer an alternative characterization of core beliefs. Bendaña and 
Mandelbaum (2021, p. 81) do it by invoking an additional assumption about the frag-
mented systems of beliefs, i.e., redundancy.14

Redundancy: Different tokens of any particular belief may be stored in differ-
ent fragments.

If we assume redundancy, we can characterize core beliefs as beliefs which are spread 
around the largest number of fragments.15 Notice, that this characterization fits very 
nicely with the cognitive model’s assumptions about the acquisition of core beliefs 
and the way they affect the everyday life of people struggling with mental health 
problems. Even though not all fragments of our belief systems are accessible all the 
time, if one has tokens of a given core belief spread around multiple fragments, it is 
very likely that the thoughts and behaviors guided by this belief will emerge across 
different contexts and diverse life situations. Moreover, as expected by the cognitive 
model, the core, i.e., the most redundant beliefs are plausibly the ones which are 

14  Bendaña and Mandelbaum do not focus on maladaptive core beliefs discussed in the cognitive model 
of psychopathology, but positive core beliefs (that we are good, smart, reliable, etc.) constituting the posi-
tive self-image postulated on the ground of dissonance theory (cf. Thibodeau & Aronson, 1992; Aronson, 
1997; Mandelbaum, 2019). However, from the point of view of the bare organization of belief, there is 
no difference between positive and negative core beliefs, so I take this part of their argumentation to be 
equally applicable to the problems discussed in this paper.
15  This formulation of redundancy presupposes representationalism, and it is not exactly clear how redun-
dancy (or something functionally identical) could be accounted for on the grounds of, e.g., dispositional-
ism (Quilty-Dunn & Mandelbaum, 2018, p. 2358 fn. 6). Nevertheless, given that the cognitive model 
itself presupposes representationalism, I am happy to stick with this definition for the purpose of current 
discussion.
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acquired over a long period of time in multiple contexts and situations, for example, 
through repetitive, negative early childhood experiences.

Crucially, fragmentationism provides reasons why we should not expect cognitive 
restructuring to be very effective. Even if (i) a client, together with the therapist, pro-
duces and analyzes evidence contradicting a given core belief, and (ii) the evidence 
are sufficiently strong and (iii) the client is sufficiently evidence-responsive to revise 
this core belief, the revision is only local, i.e., it occurs only in a fragment or frag-
ments activated during therapy.16Contra to what is hoped for in the unificationist 
picture assumed in the cognitive model, such a local change does not result in the 
revision of the whole belief system. In contexts other than this of a therapeutic ses-
sion (such as stressful or triggering everyday life situations) other fragments get acti-
vated—fragments where a given core belief has not been revised. In such contexts, 
thoughts, behaviors, and emotions of the client are still influenced and governed by 
the maladaptive core beliefs.17

Let us illustrate it with an example. It is fictionalized, but it reflects elements of 
multiple actual cases. An adult therapy client, John, struggles with building lasting 
romantic relationships. During therapy, it turns out that many of John’s behaviors 
and automatic thoughts seem to be guided by the core belief “I have to be on guard 
at all times or else others will hurt me.” Considering the origin of this belief, John 
admits that he has had it for “as long as he remembers.” This comes as no surprise to 
John’s therapist. She knows that John was raised in an abusive home with alcoholic 
parents whose behavior was unpredictable and often aggressive. Many of her previ-
ous clients with similar childhood stories held similar core beliefs. This core belief 
naturally becomes one of the main targets of cognitive restructuring. John’s therapist 
encourages him to consider whether the claim is not too strong and catastrophic; 
does he really have to be on guard “at all times”? What about when he is with his 
partner, Jill? During therapy sessions (and at home when he journals or does another 
exercise assigned by the therapist as homework), John is perfectly able to consider 
and reflect upon the fact that Jill gives him ample evidence of trustworthiness, and 
that she behaves not only predictively but lovingly. In result, John is ready to revise 
the maladaptive core belief. Asked by the therapist, he admits with full conviction 
“I don’t have to be on guard when I’m with Jill.” Nevertheless, during minor quar-
rels with Jill, John finds himself overreacting. In such situations he keeps noticing 
thoughts such as “I shouldn’t have opened up to her,” “She’s just like the others,” etc. 
Additionally, despite what he says during therapy, when he and Jill are intimate with 
each other, John feels tense and is unable to relax. It is extremely difficult for him to 

16  Bendaña and Mandelbaum (2021, p. 81) call this feature “multiple resistance:” the beliefs that are most 
redundant are, therefore, most resistant to revision.
17  As rightly pointed out by an anonymous reviewer, we should keep in mind that the context of psycho-
therapy is special in that it is characterized by increased trust, safety, and openness, as well as “warmth, 
accurate empathy, and genuineness” (Beck et al., 1979, p. 45). This is an important point. However, even 
though the presence of such conditions may increase clients’ susceptibility to cognitive restructuring in the 
fragments activated during therapy, we should not expect that it enables them to access all or most frag-
ments of their belief systems. After all, the specific context of a psychotherapy session is just one among 
many contexts we find ourselves in every day, each associated with its own set of activated or easily acces-
sible fragments. Moreover, due to redundancy, consciously focusing on a specific issue does not activate 
all or even most fragments containing beliefs relevant to this issue. I come back to this topic below.
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focus on the present moment. Instead, his mind wanders; he finds himself thinking 
about how his other romantic relationships ended and imagines his relationship with 
Jill ending in a similar, dramatic way.

Why does John keep thinking and behaving as if he believes “I have to be on guard 
at all times or else others will hurt me”? One explanation—available to the supporters 
of unificationism—would be to say that the cognitive restructuring has not worked or 
has not worked yet. For some reason, despite what he asserts during the session, John 
has not yet revised his core belief and thus the belief keeps affecting different areas of 
his life. What John says when he reports to his therapist “I don’t think that I have to 
be on guard when I’m with Jill” is false. This is not what he believes. Whether he can 
admit it or not, he still believes that he must be on guard at all times.18

A different explanation—one I find much more compelling—is that John’s system 
of beliefs is fragmented. John has in fact revised the belief that he must be on guard at 
all times in the fragment (or fragments) of his belief system activated during therapy 
and accessible for the purposes of calm reflection. Therefore, he speaks truthfully 
when he says that he believes that he does not have to be on guard when he is with 
Jill. Nevertheless, the maladaptive core belief that he must be on guard at all times is 
spread around multiple fragments of his belief system. After all, learning that he has 
to be on guard at all times was a big part of his upbringing. So, he also believes that 
he must be on guard at all times. In result, despite the attempts of restructuring, in 
many situations John keeps thinking and behaving according to the redundant, core 
belief.

A very important feature of the fragmentationist explanation is that it validates cli-
ents’ experience. As stated by Marsha Linehan, the author of the Dialectical Behavior 
Therapy (DBT) and a towering figure in the clinical psychology of the past fifty years: 
“Validation communicates to the patient in a non-ambiguous way that her behavior 
makes sense and is understandable in the current context.” (Linehan, 1993, p. 221). 
The unificationist assumption that, despite what he says, John does not believe (or 
does not really believe) that he can relax when he is with Jill, could only reinforce 
his fears that he cannot trust his “own emotional reactions, cognitive interpretations, 
or behavioral responses” (Linehan, 1993, p. 222). The fragmentationist perspective 
allows us to acknowledge the full complexity of John’s mental state: John believes 
that he does not have to be on guard with Jill and John believes that he has to be on 
guard at all times.

Finally, many CBT practitioners and theorists highlight the importance of home-
work, and meta-analyses confirm that greater homework compliance is related to 
better treatment outcome (e.g., Mausbach et al., 2010). One of the most popular types 
of CBT homework is the so-called “thought record” which is effectively an exten-
sion of cognitive restructuring work outside the therapy session, i.e., “[i]dentifying 
automatic thoughts and beliefs when patients notice a dysfunctional change in affect, 
behavior, or physiology, and then evaluating and responding to their cognitions 

18  As noted by an anonymous reviewer, supporters of unificationism should provide an explanation of why 
cognitive restructuring has not worked (or has not worked yet) in John’s case. It is not clear what could it 
be. Was he not concentrated or motivated enough? Were his beliefs particularly unresponsive to evidence? 
If so, why? At the same time, fragmentationism has a clear and simple explanation ready at hand.
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through Socratic questioning, behavioral experiments, and/or reading therapy notes 
that address their cognitions” (Beck, 2011, p. 28). The positive relationship between 
homework compliance and treatment outcomes is another piece of empirical data fit-
ting nicely into the fragmentationist picture. If someone wanted to stick to cognitive 
restructuring while assuming fragmentationism, a natural question would be: how 
can we revise maladaptive core beliefs in as many fragments as possible? One way to 
go about it would be to extend restructuring outside the context of a therapy session, 
to a client’s home, workplace, etc. As might be expected, sparse restructuring, i.e., 
restructuring occurring in more contexts is more effective than restructuring occur-
ring only during therapy sessions.

Unfortunately, different contexts are not simply different places. Even though we 
do not have a precise definition of factors that make something a fragment-activating-
context, it should be expected that contexts are constituted by multiple events hap-
pening both in the outside world and in clients’ mental life. A client can be expected 
to attempt cognitive restructuring in contexts which we can schematically character-
ize as < at home, while having a minute for myself>, <during a lunch break at work>, 
and even < in the train on my way to a stressful meeting>, but it is much less plausible 
that they will be able to engage in cognitive restructuring in such contexts as < in the 
midst of an argument with my spouse>, <during a difficult and important exam>, 
etc. In such situations, a person lacks resources necessary to perform any demanding 
cognitive tasks (e.g., Eysenck & Calvo, 1992), including the revision of their beliefs. 
Even though it might be the case that “moderate levels of emotional arousal and 
distress may be a necessary component of effective cognitive change” (Hunt, 1998 
p. 381, emphasis in the original) this is not so for high arousal. This is why emotion 
regulation facilitated by a therapist is an important component of almost all thera-
peutic sessions. One could suggest that, for example in the case of an argument with 
one’s spouse, the person could simply stop arguing and focus on themselves for a 
moment, in order to try and change the way they think. However, plausibly, the more 
would change in the person’s emotional state, immediate surroundings, and activity 
they are engaged in, the further away they move from the context associated with the 
problematic ways of thinking.

To sum up, even though sparse cognitive restructuring is, unsurprisingly, more 
effective than restructuring occurring only during therapy sessions,19 we should still 
expect its efficacy to be limited. This is not to say that cognitive restructuring is not 
effective at all. Once again, restructuring the fragments of our belief systems acti-
vated during therapy or self-help work may well be quite effective. Nevertheless, the 
basic idea of classical CBT was that this change would propagate to other contexts 
and areas of our life. Fragmenationism gives us reasons to doubt it.

19  This might be an additional motivation to further investigate the benefits of integrating cognitive 
restructuring with experiential techniques (Greenberg et al., 1989), such as psychodrama, which may 
increase the efficacy of cognitive restructuring by triggering the activation of more fragments during a 
psychotherapeutic session itself. It is, however, unlikely that it would result in the effective restructuring 
of maladaptive beliefs in all fragments.
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6 Consequences for psychotherapeutic practice

I have suggested that most theorists working within the paradigm of the cognitive 
model and CBT endorses a form of unificationism. Nevertheless, it would be naïve to 
assume that such a vast therapeutic tradition, associating thousands of practitioners 
over the last seventy years, will be entirely monolithic. Moreover, “the development 
of cognitive therapies was not closely tied to a single recognizable strand of basic 
research and theory in psychology,” and thus “the development of effective therapies 
has preceded theoretical understanding” (Brewin, 1996, p. 36). Thus, in CBT litera-
ture, one can find traces of thinking seemingly compatible with fragmentationism. In 
her classic textbook, Judith Beck provides the following example:

Sally, too, has a core belief of incompetence. Fortunately, when she is not 
depressed a different schema (which contains the core belief, “I’m reason-
ably competent”) is activated much, but not all, of the time. But when she is 
depressed, the incompetence schema predominates. (Beck, 2011, p. 33)

According to this characterization, cognitive schemas20 behave at least to some 
extent similarly to the fragments of a belief system. Sally believes both that she is 
incompetent and that she is reasonably competent, but the two beliefs are insulated 
from one another and not active simultaneously. The belief that she is incompetent 
becomes active and accessible during the acute phase of her depression. Similarly, 
Artnz (2018, p. 343) claims that “Sometimes people have dual belief systems… 
believing the core belief in certain conditions but not in others.”

While these authors seem to recognize the fragmentation of belief and thus move 
away from the classical version of the cognitive model, they nevertheless recommend 
cognitive restructuring as the main therapeutic process. If what I said earlier in the 
paper is on the right track, this is problematic. If our belief systems are fragmented, 
we should expect cognitive restructuring to be, at most, moderately effective. At best, 
it leads to revision of beliefs in the fragments activated during therapy sessions and 
not the ones activated during other life situations including those of high distress. 
Thus, the authors should either drop their declarative commitment to belief fragmen-
tation or, preferably, focus their practical recommendations on therapeutic processes 
other than cognitive restructuring.

Moreover, it is worth pointing out that throughout the years different authors pro-
posed competing characterizations of cognitive restructuring itself. To this point I 
have been focusing on the classical, Beckian model, according to which cognitive 
restructuring is the process of correcting the irrational thinking by directly modify-
ing maladaptive beliefs. Alternatively, some authors defended the activation-deac-
tivation model, according to which the goal of restructuring is not the modification 
of maladaptive beliefs but an activation of competitive, positive ways of thinking 
which, in result, become more accessible than the maladaptive ones and thus are 
brought to bear in more contexts and life situations (Barber & DeRubeis, 1989; Kwon 

20  Judith Beck’s use of “schema” in this context is similar to the way it is used in (A. T. Beck & Haigh, 
2014) (cf. footnote 10 above).
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& Oei, 1994; Brewin, 2006). Prima facie, this model appears to be more compatible 
with the hypothesis of belief fragmentation. Nevertheless, it remains puzzling how, in 
the process of therapy, can we assure a stable pattern of activation of fragments con-
taining adaptive beliefs and deactivation of fragments containing maladaptive ones.

Finally, let me stress that fragmentationism undermines the idea of belief revision 
in psychotherapy, i.e., cognitive restructuring, but not necessarily the whole proj-
ect of CBT.21 There are psychotherapeutic approaches belonging to the CBT tradi-
tion broadly construed, which are more compatible with fragmentationism because 
they ascribe zero or only minimal importance to cognitive restructuring. These are 
so-called “third wave” Cognitive Behavioral Therapies, such as Dialectical Behav-
ioral Therapy (DBT) (Linehan, 1993), Compassion Focused Therapy (CFT) (Gil-
bert, 2010), or Acceptance and Commitment Therapy (ACT) (Hayes et al., 1999). 
Instead of attempting the belief revision, these approaches focus on clients’ acquiring 
and developing new skills and attitudes, e.g., mindfulness, acceptance, and compas-
sion.22 Such skills, in turn, enable clients to distance themselves from the contents 
of overwhelming narratives about the world, others, and oneself without disputing or 
modifying them, and act in accordance with their goals and values despite the nudg-
ing of maladaptive thoughts and beliefs (Zettle, 2005). According to the third-wave 
approaches, it is unlikely that in therapy we can free clients from the problematic 
patterns of thinking which contribute to their mental suffering. Even if—after a long 
time and only to some extent—this happens, it is even more unlikely that the belief 
revision was the mediator of therapeutic change. What changes the lives of therapy 
clients are first and foremost not cognitive but behavioral processes, e.g., exposure, 
behavioral activation, and mindfulness; what clients are encouraged to do, rather 
than what they are encouraged to think or believe. Given that cognitive restructur-
ing encounters limitations indicated by many clinical psychologists, and that these 
limitations are to be expected considering the fragmentation of belief, the approach 
exemplified by the third-wave therapies might be the way to go with psychotherapeu-
tic practice within the CBT tradition.23

7 Conclusions

My goal in this paper was to offer a philosophical appraisal of the therapeutic pro-
cess of cognitive restructuring—the core process of classical Cognitive Behavioral 
Therapy. I did not aspire to offer an empirical examination of its efficacy. Instead, I 
have taken mixed or pessimistic opinions about its efficacy voiced by some clinical 

21  As I have already mentioned, there may be other more general arguments against CBT as a whole. They, 
however, lie outside the focus of the present paper, which aims to examine specifically the idea of belief 
revision in psychotherapy, central to the classical version of CBT.
22  Cf. (Zawidzki, 2019).
23  At the same time, in our future research, we should consider whether phenomena similar to fragmenta-
tion are not present also in the domains of behavioral dispositions and skill-based performance. If they are, 
resigning from attempts of belief revision in psychotherapy may not be enough, and we should think much 
more generally about ways of moving the therapeutic work outside the narrow context of therapy sessions. 
I am grateful to an anonymous reviewer for bringing up this point.
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psychologists as my point of departure and asked the following question: do we have 
good theoretical reasons to assume that cognitive restructuring is effective? To answer 
this question, I first offered a reconstruction of the main philosophical assumptions 
underlying the cognitive model of psychopathology and classical CBT. I argued that 
their core assumptions, and the source of the very idea of cognitive restructuring, 
is unificationism regarding the organization of beliefs and Quineanism regarding 
their revision. Once we reject these assumptions and accept that our belief systems 
are fragmented and largely inconsistent, with different fragments active in different 
contexts and belief revision happening locally instead of globally, our expectations 
regarding the efficacy of belief revision in psychotherapy drop.
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