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Abstract

The plan formulation method (PFM) is an empirically vali-

dated procedure for identifying a patient's goals for ther-

apy, what is hindering the patient from attaining those

goals, and how the patient is likely to work in therapy. In

this paper, we employ the PFM to analyze the initial psy-

chotherapy sessions of Geena, a 30!year!old outpatient

with borderline personality disorder and relational and

substance abuse problems. Employing the PFM, we identify

a family of pathogenic beliefs (e.g., that she is unlovable and

unworthy; that her parents will be hurt if she has satisfying

intimate relationships) that Geena sought to disprove in her

therapy and explain how she worked with the therapist to

do so. We illustrate how the PFM can help the therapist

identify what information and what types of interventions

will be helpful for a given patient.
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1 | INTRODUCTION

Control!mastery theory (CMT) is a cognitive!dynamic relational theory of psychotherapy that was developed by

JosephWeiss and Harold Sampson (Weiss, 1993; Weiss et al., 1986) and empirically researched and validated over

the last 50 years by the San Francisco Psychotherapy Research Group (SFPRG; Silberschatz, 2005) and more

recently also by the CMT!Italian Group (Gazzillo, 2021).
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CMT assumes that the overarching aim of mental functioning is to adapt to reality, solve problems, and master

traumas; and that in doing so, it can perform unconsciously many of the complex activities usually attributed to

consciousness (such as establishing goals, planning behaviors, assessing reality). CMT also assumes that the human

mind is capable of controlling, both consciously and unconsciously, its functions and contents and does so according

to a safety principle. These CMT assumptions are in line with recent developments in cognitive and evolutionary

psychology (e.g., Bargh, 2017; Leonardi et al., 2021; Weinberger & Stoycheva, 2019)

According to CMT, to adapt to real human beings need to develop and preserve good enough relationships with

significant others, first and foremost with their caregivers (see also, Bowlby, 1988; Wilson, 2007). In so doing, they

develop beliefs about reality and, in particular, about relationships with others. These beliefs may be both con-

scious/explicit and unconscious, implicit, or procedural, and can be formulated according to an “if…then” format

(e.g., “if you are successful, others will be hurt”; “if you expect that another person will love you, you will be

disappointed”).

According to CMT, functional psychopathology stems from and is sustained by pathogenic beliefs developed, in

general, during childhood, in response to traumas and adverse experiences (Weiss, 1997). When confronted with

trauma or an adverse experience, human beings try to understand what happened, how they may have contributed

to it, and how they may avoid those traumas or adverse experiences in the future. These are highly adaptive aims

(Fimiani et al., 2020); but during the developmental period, the answers that children give to these questions are

influenced by the peculiarities of their motivational, cognitive, and emotional functioning. Children depend on their

caregivers and need to see them as powerful, wise, and good. In case of disagreement between them and their

caregivers, children tend to think that they are wrong and the caregivers are right and tend to give both a factual

and a moral value to the opinions and examples of their caregivers. Moreover, children tend to attribute to

themselves more responsibility than they have and tend to overgeneralize their learning (for a review, see Gazzillo,

Fimiani, et al., 2019). As a result, they develop beliefs that may be unrealistic and distorted by the abovementioned

peculiarities of their functioning. For example, they may feel guilty for bad things that they could not control or

prevent from happening.

A belief can be defined as pathogenic when it inhibits the pursuit of a healthy and adaptive goal because it

associates the pursue of that goal with a subjectively experienced threat. The danger connected to that threat may be

both internal (e.g., anxiety, fear, shame, guilt) and external (e.g., being reproached, losing the love of an important

person, hurting a loved person). Pathogenic beliefs, together with the emotions and behaviors connected to them,

give life to pathogenic schemas (Silberschatz & Sampson, 1991).

Given that they obstruct the pursuit or enjoyment of healthy goals, pathogenic beliefs are grim and constricting,

and for this reason, people are highly motivated to disprove them. However, given that pathogenic beliefs are

thought to protect from dangers and are endowed with the same authority that children attribute to their parents,

attempts to disprove them may cause fear, anxiety, shame, and guilt.

The main way that people try to disprove their pathogenic beliefs is by testing them in their relationships with

important others (Gazzillo, Genova, et al., 2019). This also occurs in psychotherapy when patients engage in

communications, attitudes, and behaviors (consciously or unconsciously) devised to disprove their pathogenic

beliefs. According to CMT, there are two main testing paradigms: transference tests and passive!into!active tests.

In transference tests in therapy, the patient observes whether the therapist's response to the patient is different

from the traumatizing way that the patient was treated by others. In other words, the patient “transfers” on the

therapist the expectations she/he developed in her/his relationship with the caregivers during her/his develop-

ment. For instance, a woman who was severely mistreated and scolded by her parents during childhood (trauma),

subsequently developed the belief that she is bad and unworthy. In therapy, she might test this belief by describing

herself as bad, unworthy, and despicable, or by behaving in this way with the therapist, hoping that the therapist will

not believe that she is this kind of person. Alternatively, she may present herself as being nice, clever, and full of

resources, hoping that the therapist will support this positive view of herself. The first instance represents a

transference test by compliance with the belief tested; the second instance is a transference test by noncompliance.
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