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4.

SEPARATION ANXIETY IN THE HOSPITAL

Many children are prone to separation anxiety—especially when they first go to school and are separated all day from their home and parents. I treat children, and often their family members who can’t take the whining child who absolutely refuses to be separated from (usually) mother and (occasionally) father. Children with severe separation anxiety, I find, also have other serious personality disorders—and I and REBT have a hell of a hard time ameliorating their separation panic. With persistence, we usually do.

My own separation anxiety was not that bad and actually lasted only the first day I was taken to kindergarten. My family was then living in Pittsburgh, which allowed early schooling. So my mother, afflicted with two other young brats, gladly hauled me off to kindergarten when I was four and a half.

I was confused the first day by the loss of my family and friends at home. The happy other children in my class seemed to thrive on being with the teacher and other children though far removed from home surroundings. I didn’t realize that this was after they got acclimated to school and one another. So I rebelled, refused to listen to the teacher or do anything active, sat sullen in my seat, and wailed about being away from home. My mother almost agreed and was about to exit with me when the teacher calmly intervened and said she would handle it—that is, handle me. She practically tied me to my seat, ignored my wailing, and within an hour, I freed myself of my separation anxiety.

How? I saw that my mother had gone and would not return for several hours. I saw that the teacher was calm, adamant about my staying, and nice enough. I saw that the other kids happily ignored me or, in a few cases, were friendly. I saw that, no, I wasn’t going to die.

So I quietly took all the “dangers” in, discounted their “horrors” when nothing bad actually happened, and lightly accepted what I couldn’t change. I soon got bored doing nothing, while the rest of the class was happily participating in the pronunciation lesson the teacher was giving, and decided to stop my crap and stay. By the time my mother came for me—about three hours later—my panic was gone.

Though somewhat differently, separation anxiety erupted again during my ten-month stay in the hospital. Up to my fourth year, once I quickly got over my kindergarten separation anxiety, I don’t remember any more of it except what I relayed above. But in my fifth year I fell madly in love with Ruthie, a blonde bombshell of my own age, was caught by our returning parents in what seemed to them a sex act (but was really only sex exploration), and was separated from her forever. I was desolate, as I report in the autobiography I am writing, for many months, but used my practical philosophy to live with
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THE CENSORSHIP OF MY FIRST PHD THESIS

Perhaps the worst kind of sex-related censorship I ever experienced was in 1946, when I was thirty-three years old and writing my PhD thesis at Columbia University. Already being something of an authority on love—personally and professionally—I picked as my thesis topic, “A Study of the Love Relationships of Women.” My thesis adviser, Percival Symonds, and the committee accepted the topic.

I enjoyed working on the study I was doing. It involved interviewing young women, whom I easily contacted—since practically all the women in the Bronx and Manhattan were inhibited about discussing the details of their sex lives but enjoyed talking about their love emotions and relationships. I talked to them and gave them a questionnaire I had devised, got all my material in order, was approved by thesis seminars, and was about to write my final thesis when the ax fell.

Two leading professors—a man and a woman—found out about my study, and protested that the sensation-loving newspapers of New York—the Mirror and the Joumal-American (both, at times, Hearst papers) would discover it and write “Columbia Student Writes Thesis on Love!” Who knows what they would say? Teachers College, my clinical psychology school, and Columbia University would be tarred as “liberal” or even “radical"—and they wouldn’t like that.

A furor was raised and a special seminar was arranged, including all the leading Teachers College and Columbia professors of psychology and counseling, plus the provost of Columbia, who I didn’t even know existed up to that time. Thirteen of them would attend, I would describe my findings to date, and they would decide if I could proceed with my thesis.

The special seminar met at the end of 1946 and decided eleven to thirteen in my favor. I was a scholar, and my proposed thesis was on a valid topic that was being scientifically conducted. I agreed with the seminar committee. But, but, but. My new adviser, the famous Goodwin Watson, substituting for the out-of-town Percival Symonds, regretfully informed me that the two dissenting professors had told him that if I had the audacity to continue my “vile” study, they would oppose me and it to the bitterest end. Even if I did an impersonal study on love—like a comparison of love emotions in the novels of the nineteenth and twentieth centuries—they would make sure that they knocked it down at my final hearing on my thesis. With their “help,” I would never get a degree from Columbia, no matter how good everyone else found my thesis. Goodwin strongly advised me to get an entirely different—and totally uncontroversalist—topic for my thesis. I saw immediately that he was right.

Although Goodwin did not inform me who the two dissidents were, I easily figured out their identities. One was a leading professor of psychology and an unattractive “old maid” who was reputed to have had no sex or love affairs in her sixty-five years, and who in her teaching and writings was notoriously prudish. I suspected her before I started work on my thesis and went to ask her permission to work on it. After reading my proposal, she said, “Mr. Ellis, I know you as a student and know what fine work you do.” She had given me two A’s in her counseling courses and commended my term papers highly. “I have carefully read your proposal for your thesis, and find that you have done it very well and that it is a legitimate scientific study.” She paused for a moment, looked at me out of her steely blue eyes, and said, “But do you really think that anyone at all is seriously interested in love?”

I could hardly believe what she was saying—but I finally managed to believe it of her. Dry-mouthed, I said, “Yes, maybe you’re right. I’ll think about it.”

“Do,” she finished. Knowing all the other professors I spoke to before this—including Carney Landis, a backer of Alfred Kinsey and an authority himself on sex—I decided to pursue my study of love—but not as a Columbia thesis.

But not now, with Goodwin’s advice that if I did anything on love, the two dissidents would finally get me by finding some reasons why my thesis was “unsuitable.” They would. I immediately decided to give up my thesis, publish my findings in psychological and sociological journals, and pick another very safe topic.

I was interested in paper-and-pencil personality tests, which I wrote a scathing review of in the very respectable Psychological Bulletin, “The Validity of Personality Questionnaires” in 1946. But I thought that projective techniques of testing people’s personality were basically Freudian and consequently more unreliable than nonprojective methods. So I decided to test my hypothesis and began working on “A Comparison of the Use of Direct Phrasing in Personality Questionnaires,” that was published in Psychological Monographs in 1947.

That almost ended my thesis troubles. Unfortunately, however, I had no help with the new statistical technique, analysis of variance, because my fine adviser, Helen Walker, was out of the country on sabbatical leave. So I taught it to myself, being good at statistics, conquered it, but made a mistake adding one column of figures vertically instead of horizontally.

It is too much for me to go into the details here, but the clinical psychology department of Teachers College, Columbia University, where I was officially registered, had a feud with the academic psychology department of Columbia, across 120th Street, where I also took many courses. Both departments childishly tried to sabotage the other’s students at the final PhD thesis orals, where members of both were always present. I therefore was at that time a victim of academic Columbia. My thesis was about to be approved by the orals committee when Joseph Zubin, a brilliant psychologist—and a friend of mine—reported that he had gone through it with a calculator, found my error, and saw that one of my main conclusions (in favor of direct instead of indirect wording of personality questionnaires) was partly wrong.

Academic Columbia was definitely winning over clinical Teachers College, and I was presumably screwed. I saw right away that Zubin was right and was about to apologize and correct my error, when the world-famous Irving Lorge jumped in and disputed Zubin. Lorge, who had deliberately given me a hard time in my pre-orals seminars, in order to prepare me for “those bastards” at Columbia psychology, now emphatically declared that I was right and that Zubin was wrong: that no one yet knew enough about the techniques of analysis of variance to say whether I was wrong, and that I was an outstanding scholar who deserved my degree. Being a little more palliative, he said he would personally go over the thesis with me and, if necessary, would make some corrections to it.

This created an impasse, especially since Robert Thorndike (son of Edward Thorndike, one of the geniuses in psychology), who was also a Teachers College and not a Columbia mainspring, said that he, too, had used a computer to go through my thesis (which probably was a lie) and that Zubin was unquestionably right and I and Lorge were very wrong.

I, however, had been counseling Lorge about his personal and marital problems when we were presumably conferring about my thesis; and he was solving his problems and becoming pretty happy instead of (usually) irascible. Because of my helpful counseling, or because of his insistent backing of Teachers College over Columbia, Irving went into a resplendent, uninterruptible accolade of me and my (poor) thesis—and won. It was quickly decided, as he insisted, that I forthright be awarded my PhD and that I confer with him about possibly reviewing part of it. So be it. I was off the hook.

How did I emotionally take all of this? Very well. I decided, while still talking to Goodwin Watson, that my thesis on love was outstanding but, for practical reasons, was dead as a cinder—for the nonce. I buried it and quickly came up with my new topic on the differences between projective and non-projective personality tests. I induced Gertrude, with whom I was still madly in love, to give my tests to her junior high school students. I learned analysis of variance, which I knew my orals board members did not know because of its newness. I hired a computer, a Mathemeton, and worked mainly at my office at Distinctive Creations during the day, whacking away at its noisy mechanism. I did all this—and more—from January to March 1947; passed my orals in April (as I have noted); and became a PhD (with knowledge that is officially Piled Higher and Deeper).

In the meantime, I experienced only feelings of disappointment and annoyance but had practically no anxiety, depression, anger, or low frustration tolerance (mainly because I strongly focused on the work to be done and the practical advantages of doing it, getting my PhD quickly, and then becoming a licensed psychologist). Were these pains in the ass to be hurdled? Definitely. Did I whine about others’ bigotries and my own foolish errors? Definitely not. In fact, decidedly not because I deliberately decided to unupset myself.

Here I got closer to applying the pre-REBT philosophy that I had been working toward much of my life. First, I kept all my main goals, even when they were being most thwarted and blocked. I was determined from 1942 (when I was twenty-nine) onward to be a psychologist and psychotherapist and determined (meaning cognitively and emotionally) to have my emotional desires fulfilled. I never lost sight of or gave up on that.

Second, I kept actively (behaviorally) working toward that goal (PYA, or push your ass, as we say in REBT). I really kept pushing—with my professors, at my research, and at my thesis writing, at modifying my goals and purposes when necessary. I also worked at relating to Percival Symonds, Goodwin Watson, Irving Lorge, Gertrude, and others who might aid or block my goals.

Third, though I didn’t clearly and consciously realize it at the time, I cognitively-emotionally sensed, figured out, and stuck to an early version of unconditional self-acceptance (USA) when I made stupid mistakes—as when I first picked the wrong thesis topic and later made some distinct errors when researching and writing the right one. I also partly thought out (cognitively-emotionally again) unconditional other-acceptance (UOA), never hated my opponents but just hated their behaviors.

Did I at that time use my latter-day philosophy of high frustration tolerance (HFT) and unconditional life-acceptance (ULA)? Again, pretty much so. I didn’t damn the PhD-getting system, Teachers College’s and Columbia University’s setup, and the often unfair and unjust world. Once again, I greatly disliked them but—different from my former political revolutionary position—didn’t decide to blow them up. This was impractical—and hardly worth my time. Besides, if I carefully watched and took advantage of it, the system under which I lived could aid my goals if I wisely used it.
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CONDUCTING MY LIFELONG BATTLE WITH DIABETES

Although I discovered that I had renal glycosuria when I was nineteen, it didn’t bother me much for years. I cut down on my sugar intake despite my compulsive addiction to it before that time. My mother was similarly addicted and was caught stealing other people’s candy several times at the age of ninety-three in her nursing home!

Not I. At nineteen, I ate only a little candy and other sweets when they were offered to me and never spent a penny on them. This was quite different than how I behaved at the age of thirteen. After working from Monday to Saturday selling newspapers during the summer, and making $30 to $50 a week doing so, my brother, Paul, and I went out together every Sunday night and spent $10 on the boardwalk in Wildwood, New Jersey, on food, mostly on sweets. During the week, we both consumed a pint of Breyer’s ice cream and half a cheese cake every day. Delicious!

At nineteen, I gave up sweets. I never purchased sweets and lived with my unfulfilled urges for them. Then, at about forty, I developed boils, which seemed to result from eating too much carbohydrates, and I became much stricter about my diet—living largely on protein foods. Alas, in 1958, at the age of forty-five, I was definitely diagnosed as having type 1 insulin-dependent diabetes; and, as advised in those days, I ruthlessly cut out all sugar and most fats, and started taking insulin—at first, only seven units a day. As time went by, I increased the insulin, until I now take ten units of fast-acting insulin and fifteen units of slow-acting insulin every morning. Before eating supper, I take eight more units of fast-acting and seventeen units of slow-acting insulin, without fail!

Two rounds of insulin injections every day is not so bad, so I easily put up with them. But the rest of my diabetic regimen is a real nuisance. To keep my blood sugar consistently around 100, I test it no fewer than ten times a day with finger pricks. The hassles are remembering to test my blood, pricking my calloused fingers, and eating more food when my sugar is low and less food when it is high. I do this around the clock—even three or four times in the middle of the night. I eat small meals, also around the clock, about ten times a day. Otherwise, I can go into insulin shock, with severe hypoglycemia—and perhaps die.

Example: One day in August when I was at the American Psychological Association’s Annual Convention with Janet, I somehow forgot to eat enough and around 4:30 PM went into insulin shock in the elevator of our hotel. I loudly denounced the stupidity of some of my colleagues in the presentations that day, and was told by Janet to keep quiet. I took offense at her good advice and very loudly said, “Fuck all those people listening! Let them mind their own business and go back to where they came from!” I was most resistant and Janet had a rough time getting me back to our room, where she quickly got some orange juice down my gullet, and I came out of my hypoglycemic shock in about five minutes.

An even worse time was when I was fifty-three, after I began taking insulin. I went to sleep at 11 PM—when my blood sugar was low, but I had only an inaccurate method (urine testing) to measure it. I woke at 3 AM screaming and shaking. Janet couldn’t get any sugary fluid into me, called a physician who answered emergencies, and had him inject some glucose into my vein. Saved again!

One more serious time. In 1972, when Janet was away from the Institute taking the internship for her PhD in psychology at NYU, hypoglycemia struck again. I related the incident in “Psychotherapy without Tears,”


One morning, I rose an hour earlier than usual and foolishly took my regular dose of insulin immediately. Perhaps because I was sleepier and more bleary-eyed than I generally am in the morning, I probably misread the syringe markings and took five or ten extra units. I called one of our secretaries to my office when he entered the building at eight-fifty, gave him some things to do, and that is all I remember until I woke, an hour and a half later, in nearby Lenox Hill Hospital’s emergency ward, dreaming that I was getting a blood transfusion and that I was in danger of dying because the nurse in charge had left me alone and might not come back in time to save me from an overdose of infused blood. After waking, I discovered that I had gone into an insulin coma while talking to the secretary. He (not knowing what was wrong with me and thinking I had gone pretty crazy because I was acting quite irrationally) had delayed in getting help. By the time other people at our Institute had realized what was going on and got a nearby physician, I was incapable of imbibing any sugary liquids. An ambulance had to be called to take me to the hospital. At the hospital, they gave me dextrose intravenously, and I came out of the coma.

At point C, or what is called the emotional Consequence, I felt (at least momentarily) some inappropriate or dysfunctional responses directly related to the Activating Events at A. They were: (1) feelings of panic at awaking in the hospital, feeling perfectly all right physically, not remembering any of the events leading up to my being in a hospital, and wondering why the hell I was there (in a restraining bed, no less, with firm bars imprisoning me in the bed); (2) A little later, when I realized I had taken an overdose of insulin and not warned our new office people about my diabetic condition, feelings of shame because I had acted so stupidly; (3) Feelings of some anger toward the secretary who had acted stupidly when he saw I was acting bizarrely and had not immediately realized that there was something physically wrong with me and that medical attention was quickly required.

Now, according to REBT theory, the noxious Activating Events that occurred to me, at A, could not have by themselves caused my disturbed feelings or emotional Consequences at C. Instead, my Beliefs, at B, about the Activities, at A, partly caused C. What, therefore, were these Beliefs?

First, I obviously had a set of Rational Beliefs (RBs) about A. In regard to my panic at awaking in the hospital, I first believed: “How puzzling! What am I doing here? How annoying to be in a hospital bed, with bars up its side, and not know what happened to get me here! I wish to hell I could understand this! How painful to be so confused and in doubt! Maybe there’s really something wrong with me. And how unfortunate that would be!” If I had stuck rigorously to these Rational Beliefs, I presumably would have felt the highly appropriate emotions of frustration, annoyance, puzzlement, concern, and displeasure, but not panic. What, then, created the panic?

Obviously, according to REBT theory, my additional set of Irrational Beliefs (IBs). Probably: “How awful! Here I am in a hospital and have no idea why I am here or what is wrong with me. Suppose it is serious? Suppose they don’t let me out? Suppose I have gone nutty, or something like that, not to remember at all what happened to me or why I am here? How horrible that would be! I couldn’t stand it! My, what a weak and incompetent person I’d prove to be if I kept on being confused and puzzled like this and never got over it!”

In regard to my feelings of shame about acting stupidly about the overdose of insulin and not notifying our office people about my diabetic condition, I again had a set of Rational Beliefs: “What a stupid thing to do! How unfortunate! I certainly don’t like behaving so idiotically, and I’d better watch these kinds of things next time.” These Rational Beliefs, had I stayed with them, would have again made me feel frustrated, annoyed, concerned, and displeased, but not panicked.

My shame almost certainly resulted from a set of Irrational Beliefs: “What a total idiot I am! I should have acted more intelligently about the insulin and notify our employees about my diabetic condition. I really deserve to suffer for behaving so asininely! Maybe I’m such a nincompoop that I’ll always keep acting like this, and that would be awful!”

My anger at the secretary who found me in the state of insulin shock arose because I originally had a set of Rational Beliefs, probably along these lines: “Shit! Isn’t it too bad that he didn’t act more observantly and intelligently! How unpleasant to have him make a stupid diagnostic error like that! I wish he had behaved more perspicaciously.” Again, had I believed only these sane thoughts, I would have felt appropriately frustrated, annoyed, concerned, and displeased, but not angry.

I almost certainly went on, however, to a set of highly insane or Irrational Beliefs (IBs): “What a dolt he is! How could he have behaved so stupidly! He shouldn’t have been so careless at jumping to wrong conclusions! How horrible it is for me to be afflicted with stupid people such as he!”

Fortunately, having worked through such Irrational Beliefs many many times with my clients and myself, I automatically went to work on my own in this instance and vigorously Disputed them, at point D. Thus, I challenged:

“Why is it awful to be in the hospital and not know what is wrong with me? Even if I have acted bizarrely, to get myself here, and I am off my rocker, where is the evidence that that is horrible?” And I quickly answered myself: “It’s clearly not awful, but only inconvenient, to be here. I’ll soon find out what’s wrong with me. And if it is serious, it is. Tough!” So I almost immediately lost my panic and merely felt puzzled and concerned.

“What makes me a total idiot, just because I screwed up (for the first time in about seventeen years) on my insulin dose? Why should I have acted more intelligently about this and about notifying our employees about my diabetic condition? In what way would it be awful even if I kept making mistakes like this and eventually foolishly killed myself?” And I replied to myself: “Obviously, I am not a total idiot just because I did two foolish things. There’s no reason why I should, ought, or must act more intelligently, even though it would be better if I did. It’s not awful, but merely quite unpleasant, if I keep making mistakes like this and even finally kill myself by them.” Whereupon I lost all my feelings of shame and considered the objective problem of how I would act more intelligently in the future and not repeat these silly errors.

“Why is our secretary a dolt just because he diagnosed my condition wrongly? Why could he not, or for that matter why could not any other human being, behave so stupidly? Where is the evidence that he should not have been so careless? What makes it horrible for me to be afflicted with fallible human beings in our office?” I direcdy answered these questions: “Of course, he’s not a dolt just because he did one mistaken act. He easily could behave wrongly in this instance, and there is no reason why he shouldn’t. It’s certainly troublesome for me to be afflicted with fallible human employees; but I can still refuse to make myself childishly angry and miserable because of that difficulty.” Within literally a few seconds, I lost all my anger at our secretary and, in fact, I felt grateful to him for doing as much as he was able to do for me when I was in insulin shock and for at least calling in others who better knew what to do.

After the entire experience was over, and I had rid myself, by prompt use of REBT methods, of my feelings of panic, shame, and hostility, I actually felt fine about the events of the day. For I thought as follows: “It certainly was a damned nuisance to go into shock, to inconvenience and help stir up the negative emotions of so many people. But this sort of thing has never happened to me before, and it was a fascinating and interesting experience. In fact, in some ways I’m happy it occurred, since it adds to my repertoire of intriguing things that have happened to me and that I can remember and learn from. Moreover, now that I’ve almost killed myself with my careless behavior, I can profit from my experience and rarely let it happen again. You know, I’m rather glad that it, or at least certain aspects of it, happened.”



Another more serious incident of insulin shock occurred when I was in Ontario, Canada, the night I was to give a public talk on REBT to more than three hundred people and then an all-day workshop for professionals. On the plane to Ontario I saw that I was becoming shaky, got some extra orange juice, and seemed to be fine. But in my hotel, waiting to be taken to dinner, I fell asleep—and woke up in shock in the hospital.

I learned something important from the hospital doctor who injected me with dextrose and got me back to quick consciousness: Orange juice—and similar fluids—can stave off insulin shock but, unless one also takes solid food with them, they may quickly rebound and send you into greater shock. I had taken the juice and went, only an hour after I took it, into severe shock. Since then, I eat more solidly when I suspect that shock is incipient.

My hosts in Ontario were quite upset, called off my talk that night, and took me to (a solid) dinner. I protested that, one hour before the lecture was to begin, I was back in fine shape and could easily give it. No dice—it was called off, and I merely gave my professional workshop, being in great shape, the next day.

Since that time, more than thirty years ago, I have carefully watched my insulin taking, blood testing, and eating ten times a day, and had a few near-shock times, and never ended up in the hospital.

My reaction to those experiences? Excellent. Since the incident in 1972, when I was fifty-nine, I have taught myself to be unashamed of having diabetes, mistakenly letting my blood sugar go too low, waking up in the hospital, disappointing hundreds of people at a lecture, and other ways of bothering people with my diabetic problems. I feel sorry and disappointed about bothering people, but never embarrassed or humiliated.

Here is a good example: I often am on a speaking panel with several other people, appearing before a large audience. I arrive early, with my blood tester, food, sucrose tablets, orange juice, and sometimes with my insulin and needle. I wait for my time to talk, and till that time, in full view of the audience, I often test my blood, eat a sandwich, and take some juice or a sucrose tablet. Sometimes, I give myself an insulin shot—also in view of the audience. No shame, despite some of the startled looks I receive.

One time, while being interviewed by a reporter at a conference I was attending, I stopped to eat and tend to my sugar level during our talk and I was amused to see his later newspaper report: “Dr. Ellis was so rushed by giving several papers to the convention the day I interviewed him for this article that he had no time to eat all day, and had to interrupt our interview to gulp down a sandwich.” The reporter didn’t bother to find out that, presentations or not to give, I (on time!) had my usual meals that day. I preferably should have explained my eating habits to him, and offered him a bite of my sandwich!

Shame: what is its essence? Eleanor Roosevelt said it is “Taking your self-downing by others and making it your own.” In regard to my major health problem, my diabetes, I now am remarkably unashamed.
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