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Abstract
Introduction According to Control-Mastery Theory (CMT)—a cognitive-dynamic relational theory of mental functioning,
psychopathology, and psychotherapy—patients come to therapy with an unconscious plan to disprove their pathogenic
beliefs and achieve adaptive goals. One of the primary ways patients work to disconfirm their pathogenic beliefs is by
testing them within the therapeutic relationship. Objectives: The present study aimed to replicate and expand the results
of previous studies suggesting that therapists’ responses that disconfirmed patient’s pathogenic beliefs were predictive of
patients’ within-session progress. Moreover, we wanted to investigate whether these interventions correlated with the
therapeutic alliance. Methods: Transcriptions of 81 sessions from five brief psychodynamic psychotherapies were
assessed by 11 independent raters. For each case, the patient’s plan was formulated and tests identified, the accuracy of
the therapist’s responses to these tests was rated, and the impact of the therapist’s interventions on the patient’s
subsequent communications and their relationship with the therapeutic alliance was measured. Results: The results
supported the central hypothesis of the CMT that when the therapist’s interventions passed the patient’s tests, the patient
showed signs of improvement. Moreover, the ability of the therapist to pass the patient’s tests correlated with the
therapeutic alliance. Conclusions: The clinical implications and the limitations of these findings are discussed, together
with the relevance of a good case formulation for clinicians’ optimal responsiveness.

Keywords: Control Mastery Theory; process research; patient’s plan; testing activity; therapeutic alliance

Clinical or methodological significance of this article: This study shows the relevance of a good case formulation for
clinicians’ responsiveness, and the importance of clinicians’ ability to disprove their patients’ pathogenic beliefs for the
therapeutic progress. When therapists are able to disprove their patients’ pathogenic beliefs by passing their tests,
patients become more able to understand themselves and address their problems, and become more involved in their
therapies.

Research in psychotherapy has clearly shown that
psychotherapy is effective (APA, 2012; Barkham &
Lambert, 2021; Cuijpers et al., 2021; Dragioti
et al., 2017) and that, if certain conditions are
respected – the therapy is a bona fide treatment
guided by a manual and based on a psychological
theory of psychopathology and therapeutic process;

therapists believe that the treatments they are deliver-
ing are effective; therapists are appropriately trained
and so on (Laska et al., 2014; Frank & Frank,
1991) - all the therapies aimed at treating a specific
disorder are equally effective, independently from
the theory they are based on (Steinert et al., 2017;
Wampold & Imel, 2015; Wampold et al., 1997).
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This last finding, together with the data that shows
how only a small amount of outcome variance is
explained by the use of specific therapeutic tech-
niques (Ahn & Wampold, 2001; Lambert & Barley,
2001), has pointed out the importance of non-
specific and relational factors in understanding the
efficacy of psychotherapy (Norcross & Lambert,
2019; Castonguay et al., 2019; Wampold, 2015).
The available research clearly demonstrates the
healing capacity of the therapy relationship and the
beneficial value of adapting that relationship to indi-
vidual patients beyond their diagnosis. Among the
factors whose relevance has been more convincingly
shown we find: therapeutic alliance; the perceived
empathy of the therapist; positive regard from the
therapist; therapist’s and patient’s congruence or
genuineness; positive expectations in the patient;
the ability of therapists to adjust their approach to
specific features of their patients, such as their level
of reactance or their spiritual values, etc. (for an over-
view of these factors, see Norcross & Lambert, 2019;
Norcross & Wampold, 2019). Moreover, many
authors have recently become dissatisfied with the
effectiveness of empirically supported treatments
for specific disorders (for some of their limitations,
see Westen et al., 2004; Shedler, 2018), and they
have suggested how it would be probably more fruit-
ful to pass from disorder-specific treatments to case-
specific treatments (Critchfield et al., 2022; Kramer,
2019, 2020), which implies giving more attention
to the elaboration of reliable case formulations that
give therapeutic indications useful for optimizing
the effectiveness of a treatment (see, for example,
Barber & Solomonov, 2019; Zilcha-Mano, 2021).
Finally, one of the constructs that are receiving

more attention in contemporary literature on psy-
chotherapy research is the construct of optimal respon-
siveness (Kramer, 2021; Stiles, 2021; Silberschatz,
2021; Wu & Levitt, 2020; Kramer & Stiles, 2015;
Bacal, 1998; Stiles et al., 1998), which stress how
therapists should not only be able to provide case-
specific treatments, but also to “adapt” their
approaches to the moment to moment shifts in
patients’ needs. In fact, an optimal responsiveness
of clinicians appears to be a sine qua non for a psy-
chotherapy to be a source of corrective emotional
experiences (Alexander & French, 1946; Castonguay
& Hill, 2012) for patients, i.e., experiences that con-
tradict their negative expectations connected to their
traumas and adverse experiences.
In our opinion, one of the theoretical models

which is better suited both to help therapists
develop case formulations that are reliable and rel-
evant for therapy outcome, and to be optimally
attuned with their patients’ moment-to-moment
needs, is the Control-Mastery Theory (CMT;

Gazzillo, 2021; Silberschatz, 2005; Weiss, 1993;
Weiss et al., 1986).

The Basic Concepts of Control-Mastery
Theory

CMT is an integrative, cognitive-dynamic rela-
tional theory of mental functioning, psychopathol-
ogy, and psychotherapeutic processes. It is based
on the following assumptions: that the overarching
aim of mental functioning is to adapt to reality;
that patients are unconsciously motivated to solve
their problems and master their traumas; that
human beings can unconsciously perform many
of the complex mental activities normally con-
nected to consciousness (such as developing and
testing beliefs, goals and plans and assessing
reality); and that the main regulating principle of
mental functioning is one of safety. Most of
these assumptions have been confirmed by recent
developments in cognitive psychology, develop-
mental psychology, moral psychology, and evol-
utionary psychology (see Leonardi et al., 2022;
Gazzillo et al., 2020).
According to CMT, functional psychopathology

derives from pathogenic beliefs generally developed
during childhood and adolescence to adapt to
traumas (Aafjes-van Doorn et al., 2020; Fimiani
et al., 2020; Silberschatz & Aafjes-van Doorn,
2017). Pathogenic beliefs associate the pursuit of
healthy and adaptive goals with dangers to the self,
important others, and important relationships (Gaz-
zillo, 2022; Weiss, 1997). Given that these beliefs are
grim and constricting, patients are highly motivated
to become conscious of them, disprove them, and
master the traumas that lie beneath them. They can
then pursue their adaptive goals and overcome their
problems (Weiss, 1990).
One of the main ways patients try to disprove their

pathogenic beliefs is by testing them in their
relationships with the therapist. Tests include com-
munications, attitudes, and behaviors consciously
or unconsciously aimed at disproving pathogenic
beliefs (Gazzillo et al., 2019). To pass a patient’s
tests, the therapist has to respond to them in a way
that is felt by the patient to be a disconfirmation of
the pathogenic belief being tested (Novak et al.,
2022). The therapist may hypothesize that a
patient is testing them when the patient expresses
emotions that are stronger than usual, when the
therapist feels pressure to intervene in some way,
when the patient makes an implicit or explicit
request, or when the patient behaves more absurdly,
illogically, or provocatively than usual (Weiss,
1993).

2 R. Fimiani et al.



According to CMT, when the therapist passes a
patient’s tests and thus contributes to the disconfir-
mation of the patient’s pathogenic beliefs, the
patient is likely to become less anxious and depressed
and more involved in the therapeutic work and in the
therapeutic relationship. Moreover, the patient may
gain new insights, become more elaborative,
become bolder in dealing with their problems, and
show other signs of improvement. This is because
disconfirming a pathogenic belief means reducing
patients’ negative expectations and the negative
emotions of fear, anxiety and depression connected
to them. Moreover, it means supporting patients’
sense of safety and their hope that, even with the
help of the therapist, they can pursue their goals.
Let us consider a simple example of a patient who,

because he was severely neglected by his parents
during his childhood, developed the pathogenic
belief that he deserves rejection and consequently is
afraid of being rejected in virtually all the situations
that are emotionally relevant for him. If this patient
unexpectedly threatens to quit the treatment, it is
legitimate to consider that he is (unconsciously)
testing to see if his therapist wants to “get rid” of
him thinking that he deserves rejection (in the hope
that the therapist will not make him quit). If the
therapist persists and encourages him not to quit,
the test is “passed”, and the patient will feel safer
and become more engaged. By contrast, if the thera-
pist does or says something that suggests the opposite
(e.g., going along with the patient’s desire to quit pre-
maturely), the therapist will have failed the test
because the patient may easily take the therapist’ be-
havior as evidence that the therapist is rejecting him.
If the therapist fails such a test, the patient is likely to
remain anxious or depressed. He may react less
enthusiastically and productively to the therapist’s
interventions, or not react at all or change the
topic. The patient may also try to “coach” the thera-
pist about what he needs (Bugas et al., 2021; Bugas &
Silberschatz, 2000; Kealy et al., 2022); for example,
the patient may react to the fact that therapist
accepted his idea of terminating the treatment by
talking about his regretting the fact of having inter-
rupted his relationship with a former girlfriend.
Several studies have confirmed these hypotheses

about testing. Horowitz et al.’s (1975), 100-hour
study of a patient in psychoanalysis showed that
when the patient was being tested he became more
anxious, but when the therapist passed his tests, he
became more relaxed and could more easily recover
previously repressed memories. Silberschatz (1986)
and Silberschatz et al.’s (1986) studies offered
further confirmation, demonstrating that when the
therapist passed the patient’s tests, the patient
became more positive towards other people and

more able to work through her feelings. A fourth
and final study (Silberschatz & Curtis, 1993) con-
ducted on two time-limited therapies found the
same.
According to CMT, the patient comes to therapy

with an unconscious plan to get better (Gazzillo
et al., 2021, 2022; Weiss, 1994). This plan may
be thought of as comprising: (a) the healthy and
adaptive goals that the patient wants to pursue;
(b) the pathogenic beliefs that the patient wants
to disprove that are hindering the pursuit of these
goals; (c) the traumas that lead to the development
of the patient’s pathogenic beliefs and that the
patient wants to master; (d) tests the patient may
initiate and how they may want the therapist to
respond to their test; and (e) information or
insights that may be helpful to the patient to under-
stand and overcome pathogenic beliefs. The Plan
Formulation Method (PFM; Curtis & Silberschatz,
2022) is an empirically validated procedure devel-
oped for a reliable formulation of the plan of
patients on the basis of the first two to ten sessions
of their treatments. Several studies have confirmed
the CMT hypothesis that interventions supporting
the patient’s plan lead to immediate and long-
term improvements (Silberschatz, 2017; Sil-
berschatz & Curtis, 1986).
A good formulation of a patient’s plan for psy-

chotherapy can guide the clinician in understanding
which goals that patient want to pursue; which
pathogenic beliefs are obstructing them and need to
be disproved; which traumas they need to master
better; how that patient may test the clinician
during the therapy and how the clinician can pass
their test; what they patient may want to understand
about themselves and their problems. For these
reasons, a good enough formulation of the plan of a
patient can improve the therapist responsiveness.

Aims and Hypotheses

The present study aimed to replicate and expand
upon the findings of previous empirical studies on
testing that have shown that the degree to which a
therapist passes or fails a patient’s tests correlates
with the patient’s immediate therapeutic progress.
Moreover, we wanted to assess the correlation
between the therapist’s ability to pass patient’s tests
and the therapeutic alliance within the same
session, given that the therapeutic alliance is one of
the best predictors of the outcome of psychotherapy
(see, for example, Flückiger et al., 2018; Zilcha-
Mano, 2017; Xu & Tracey, 2015).
Based on the above, the following hypotheses were

proposed:
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H1: The therapist’s ability to pass the patent’s test
significantly predicts an improvement in patient’s
in-session ease and therapeutic productivity as
showed by: an increase in the patient’s state of
freedom, relaxation, and comfort; an improvement
in the depth and breadth of patient’s emotional
understanding of his/her issues and in his/her invol-
vement and collaboration with the therapist; an
increase in the patient’s ability to flexibly shift to
and from experiencing and reflecting; an improve-
ment in the patient’s ability to work through his/
her problematic patterns of relating and feeling;
and an improvement in patient’s ability to address
his/her central issues and concerns with boldness,
ease, and interest.

H2: The average ability of the therapist to pass the
patient’s tests in a session predicts the patient’s
average ease and therapeutic productivity following
the therapist’s interventions within the same
session, as an effect of the therapist’s repeated dis-
confirmations of the patient’s pathogenic beliefs
(this is following Silberschatz & Curtis, 1993).

H3: The degree to which therapist is able to pass the
patient’s tests correlates with the therapeutic alliance
during the same session.

Method

Sample

The opportunity for this study derived from the avail-
ability of 39 fully recorded and transcribed brief psy-
chodynamic therapies (16 sessions), all in the
collection of the San Francisco Psychotherapy
Research Group.1 This material was collected as
part of the Mount Zion Brief Therapy Research
Project, a study investigating the process and
outcome of brief psychodynamic psychotherapy (Sil-
berschatz et al., 1991).
All patients were self-referred and screened to

ensure their suitability for brief treatment. They
were required to meet the following minimum accep-
tance criteria: (a) no evidence of psychosis; (b) no
evidence of severe substance abuse; (c) no evidence
of organic brain impairment; and (d) no evidence
of suicide risk. The predominant conditions were
anxiety and depressive disorders. Patients who met
the criteria were asked to sign an informed consent
form explaining that all interviews and therapy ses-
sions would be audio-recorded, transcribed, and
used for research purposes. Strict anonymity and
confidentiality were guaranteed by a systematic
coding process that deleted all names and other
potentially identifying data.
The therapists were experienced psychiatrists and

psychologists with a psychodynamic orientation. All
had a minimum of 3 years’ post-graduate experience

and had received training in brief psychodynamic
therapy. Therapists received no information about
the patients before treatment began other than that
they had been screened and accepted for brief
therapy.
The data sources for the present study were verba-

tim transcriptions of five cases (81 sessions). In
addition to the 16 therapy sessions, each treatment
included an intake interview that was conducted by
an independent evaluator different from the treating
therapist, which was also audio-recorded and tran-
scribed. The five patients included in this study (two
men and three women aged between 20–61 years)
were randomly selected from an overall sample of 39
patients in the Mount Zion Brief Therapy Research
Project, after excluding two cases used in a previous
study (Silberschatz & Curtis, 1993) that investigated
the relationship between the therapist’s ability to
pass the patient’s tests and the patient’s improvement
in the therapeutic process.
Millie, a 54-year-old married woman, sought

therapy because she felt depressed. She had lost her
income due to her husband’s illness; she needed to
find employment but felt incapable of holding
down a job. In addition, she could not decide on
what kind of work to pursue. She also described
feeling lonely and alienated from her peers.
Hugo, a 50-year-old man, was a commercial free-

lance graphic artist living with his girlfriend. He
entered therapy because he anticipated that the
relationship would be ending and that he would
need some support to handle the subsequent loneli-
ness and the difficulties he had feeling close to people.
Myra, a 31-year-old self-employed graphic artist,

sought therapy because she was having difficulty break-
ing off an unsatisfactory relationship with her partner.
Vicky, a 20-year-old student, entered therapy

because of sexual problems and her difficulties in
becoming emotionally involved with men. The
same therapist treated her and Myra.
Finally, Leon, a 61-year-old man, sought therapy

because he felt unhappy in his administrative role
as a director of a social service agency. Moreover,
he complained of difficulties in making decisions
and a tendency to procrastinate.
Hugo completed all 16 therapy sessions,Millie and

Myra completed 15 out of 16, Vicky completed 18
out of 20, and Leon completed 12 out of 16. The
cases reported here were studied after the therapy
sessions had come to an end.

Measures

To formulate the patients’ plans and assess the
impact of the therapists’ responses to the patients’

4 R. Fimiani et al.



tests on the latter’s subsequent communications and
the therapeutic alliance, the following measures were
used:

Relevance scale. The Relevance Scale (Curtis
et al., 1994) is a 5-point Likert scale ranging from 0
(not relevant) to 4 (very highly relevant). It assesses
the relevance to the specific case of each different
items of the patient’s plan formulation. The inter-
rater reliability between two independent judges for
each patient’s plan formulation was excellent.
Across the five cases assessed on the basis of the
first two sessions (the intake interview and first
session), the overall average ICC was .90, ranging
from a minimum of .84 for Leon’s plan formulation
to a maximum of .97 for Hugo’s. Excellent levels of
reliability among the independent judges were also
obtained for each patient’s plan component,
ranging from a minimum of .84 (the patient’s goals
and tests) to a maximum of .93 (the patient’s
traumas). The data was obtained by averaging the
ICC values of each patient’s plan component for
the five patients’ plan formulations.

Patient scale of testing. The Patient Scale of
Testing (a revised version of the Patient Scale of
Key Test; see Silberschatz et al., 1986) is a 5-point
Likert scale ranging from 0 (the segment is not an
example of the patient testing the therapist) to 4 (the
segment is an excellent, clear-cut example of the patient
testing the therapist). It assesses the degree to which
each of the previously selected segments represents
a clear example of a test, that is, an instance of the
patient testing a pathogenic belief in the therapeutic
relationship. The pooled intraclass correlation coeffi-
cient (ICC) of the Patient Scale of Testing assessed
by three independent judges on 707 segments of
patients’ communications was .76.

Therapist scale of passing versus failing tests.
The Therapist Scale of Passing Versus Failing Tests
(Silberschatz, 1986) is a 7-point Likert scale
ranging from 0 (the therapist’s response is an explicit,
clear-cut example of failing the patient’s test) to 6 (the
therapist’s response is an excellent, clear-cut example of
passing the patient’s test). It assesses the degree to
which the therapist passes or fails the patient’s
tests, that is, the extent to which the therapist’s inter-
ventions disconfirm or confirm the patient’s patho-
genic beliefs. The pooled intraclass correlation
coefficient (ICC) of the Therapist Scale of Passing
versus Failing Tests assessed by three independent
judges on 707 segments of patients’ communications
was .72.

Analytic process scale. The Analytic Process
Scales (APS; Waldron et al., 2004) contains 29
Likert format items (rated 0–4), with each aimed at
assessing a dimension of the therapeutic process.
The patient’s contribution to the therapy is assessed
with 12 items, the therapist’s contribution with 16
items, and their interaction with one item. The defi-
nitions of each of these items and clinical examples at
the level of 0 (absent), 2 (present and explicit), and 4
(present, explicit, complex, and articulate) have been
assembled into an 81-page coding manual (Scharf
et al., 2010). The overall productivity of the patient’s
communications scale used in the present study
assesses the degree to which there is a sense of
forward movement during the segment in the depth
or breadth of the patient’s or the rater’s emotional
understanding, in the intensity of the patient’s invol-
vement and collaboration with the therapist, or in the
quality of other emotional expressions. The intraclass
correlation coefficient (ICC) of the overall pro-
ductivity of the patient’s communications rated by
two independent judges on 678 segments of patients’
communications was .60.

Dynamic interaction scales. The Dynamic
Interaction Scales (DIS; Waldron et al., 2013)
consist of 12 Likert-format items (rated on a 0–4
scale similar to the one used for the APS assessment).
They are aimed specifically at the assessment of the
global, relational, and interactional aspects of the
therapeutic process. Five DIS items are used to
assess the therapist’s contribution, three DIS items
are used to assess the patient’s contribution, and
four DIS items are used to assess their interaction.
Definitions of each level of the scales have been
assembled into a 7-page coding manual (Waldron,
2011). Two DIS patient items were used in the
present study. One item (DIS_7) assesses the degree
to which the patient flexibly shifts to and from experien-
cing and reflecting; that is to say, how well the
patient seems to move effortlessly between being
immersed in associations and/or the current experi-
ence in the room with the therapist and reflecting
on it. The other item (DIS_9) assesses how well the
patient is working with his/her problematic patterns of
relating and feelings, that is, the degree to which the
patient addresses central issues and concerns in a
compelling, productive manner. The intraclass cor-
relation coefficient (ICC) of the DIS items assessed
by two independent judges on 678 segments of
patients’ communications was .68 for DIS_7 and
.63 for DIS_9.

Boldness scale. The Boldness Scale (Caston
et al., 1986) is a 9-point Likert scale ranging from 1
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(the patient manifests clear-cut retreat or inhibition) to 9
(the patient manifests a bold and interested tackling of
issues and plunges ahead). It assesses the degree to
which the patient pursues a deepening exploration
of emotionally relevant personal issues with boldness,
ease, and interest. The judge combines two factors in
making this rating: (a) if the patient focuses on
important rather than trivial issues; and (b) if the
patient deal with these issues with ease. The instruc-
tions for raters are contained in the appendix of the
volume “The psychoanalytic process: Theory, clini-
cal observation, and empirical research” (Weiss
et al., 1986). The intraclass correlation coefficient
(ICC) of the Boldness Scale assessed by two inde-
pendent judges on 678 segments of patients’ com-
munications was .73.

Relaxation scale. The Relaxation Scale (Curtis
et al., 1986) is a 5-point Likert scale ranging from 0
(the patient seems uncomfortable, beleaguerment,
driven, defensive, constricted, tense, tight) to 4 (the
patient seems relaxed, free, unconstricted, spontaneous
relatively more so than in 3). It measures the patient’s
psychic state of freedom, relaxation, and comfort
versus that of anxiety, drivenness, and beleaguer-
ment. Low scores suggest that patient is tense,
stressed, rigid and anxious, or driven. High scores
are given when the patient is relaxed, playful,
able to experience a wide range of feelings, and
able to associate freely. The instructions for raters
are contained in the appendix of the volume “The
psychoanalytic process: Theory, clinical obser-
vation, and empirical research” (Weiss et al.,
1986). The intraclass correlation coefficient
(ICC) of the Relaxation Scale assessed by two inde-
pendent judges on 678 segments of patients’ com-
munication was .59.

Working alliance inventory – observer form.
The Working Alliance Inventory – Observer Form
(WAI-O; Darchuk et al., 2000) is an observer
measure designed to capture Bordin’s pantheoretical
perspective of the working alliance. The 36 Likert-
format items, ranging from 1 (very strong evidence
against) to 7 (very strong evidence), consist of three
subscales: the Goal subscale addresses the extent to
which therapy goals are important, mutual, and
capable of being accomplished; the Task subscale
focuses on the participant’s agreement about the
steps taken to help improve the client’s situation;
and the Bond subscale measures mutual liking and
attachment by focusing on the tone of voice,
empathy, and comfort in exploring intimate issues.
The definitions of each level of the scales have been
assembled into a 23-page coding manual (Darchuk

et al., 2000). The intraclass correlation coefficient
(ICC) of the Working Alliance Inventory – Observer
Form assessed by two independent judges on 71 ses-
sions was .63.
For the data analysis, we averaged the assessment

made by the different raters on each of the
instruments.

Procedure

The research design involved the following steps for
each case: (1) formulation of the patient’s plan; (2)
identification of instances of the patient testing the
therapist; (3) assessment of the clarity of testing;
(4) assessment of the plan compatibility of the thera-
pist’s interventions, i.e. the degree to which the
therapist’s interventions passed or failed the patient’s
tests; (5) assessment of the patient’s communications
immediately before and after the intervention given
by the therapist as a response to the test of the
patient; and (6) assessment of the therapeutic
alliance.

The raters

The study involved eleven independent judges who
assessed the transcriptions using the instruments
described in the previous section. The judges were
divided into six groups and assigned to different
instruments.
The judges comprised three males and eight

females, with an average age of 35.5 years (SD=
3.9; 29–42 years). Four of the aforementioned
group had a PhD in dynamic and clinical psychology
and had completed training in psychodynamic and/
or integrated psychotherapy with 3 or more years of
post-training clinical experience; five had a master’s
degree in clinical psychology and a specialization in
psychodynamic psychotherapy with 3 or more years
post-training clinical experience; and two had a
master’s degree in clinical psychology and were com-
pleting their training in psychodynamic or cognitive
psychotherapy.
All judges completed a 98-hour course on the

theoretical basis and clinical application of CMT,
provided by the Control Mastery Theory- Italian
Group (CMT-IG) before joining the present study.
This course included 80 hours of training in the
Plan Formulation Method and its application in
clinical practice.

(1) Formulation of the Patient’s Plan

To formulate the patient’s plan, two independent
judges followed the five steps of the Plan Formu-
lation Method (Curtis & Silberschatz, 2022):
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(1) The two judges reviewed the transcriptions
of the first two sessions (the intake interview
and first session) for each case and indepen-
dently developed a formulation of each
patient’s plan. These formulations included
the patient’s goals for the therapy;the patho-
genic beliefs impeding the attainment of
goals that the patient wanted to disprove;
the traumas from which these beliefs origi-
nated that the patient wanted to master;
the possible ways the patient was likely to
test the therapist; and the insights that
might be helpful to the patient in disconfirm-
ing pathogenic beliefs. For each case, the
judges created lists of goals, pathogenic
beliefs, traumas, tests, and insights, and
included not only items they believed were
relevant to the patient but also any items
they thought plausible but less relevant.

(2) The judges’ lists were combined into master
lists of goals, obstructions, traumas, tests,
and insights for that case. The items were
randomly distributed within the appropriate
category.

(3) The master lists were returned to the judges,
who independently rated the items with the
Relevance Scale (Curtis et al., 1994) for
their relevance to the patient;.

(4) The agreement between the judges’ ratings
was calculated for each patient’s plan com-
ponent using an intraclass correlation coeffi-
cient (ICC).

(5) For each case, the median rating for each
category (i.e., goals, tests, etc.) was calcu-
lated. Items rated at or above the median
were selected. Finally, another judge dis-
carded any redundant items, and the
remaining items were included in the
formulation.

The patient’s definitive plan formulation was used
as basis to identify tests, rate the plan compatibility of
the therapist’s interventions, and evaluate segments
of the patient’s communications before and after
the intervention given by the therapist as a response
to the test of the patient.

(1) Identifying Tests

For each case, two judges independently read the
verbatim transcriptions of each of the 71 sessions -
except the intake interview and the first session -
and identified all possible instances where the
patient might be testing a pathogenic belief in the
relationship with the therapist.
To select a pool of possible tests, judges were pro-

vided with a manual containing the definition of the

test concept and of the testing strategies according
to CMT, the criteria for identifying tests based on
guidelines provided by Weiss (1993, p. 89), the
instructions for identifying the limits of a patient
testing communication, and the formulation of
each patient’s plan. Each testing sequence consisted
of the patient’s communications of a maximum
length of 50 lines of text; their length varied accord-
ing to the length of the test and the amount of infor-
mation needed to understand the topic in the context
of which the patient tested the therapist.
Each hour was read by each judge independently,

thereby minimizing systematic bias and generating
the maximum number of testing sequences. At the
end of the process, a consensus between the
two judges resulted in the selection of the testing
sequences.

(1) Assessment of the Clarity of Testing

For each case, the testing sequences, along with
the therapist’s next intervention, were excerpted
from the transcript, randomized, and presented to a
group of three judges. These judges read the case for-
mulation for each patient, a manual containing the
definition of the test concept and of the testing strat-
egies according to CMT, and the criteria for identify-
ing tests based on guidelines provided by Weiss
(1993, p. 89). Working independently, the judges
rated each test using the Patient Scale of Testing (a
revised version of the Patient Scale of Key Test; see
Silberschatz et al., 1986). Only those segments to
which all judges assigned a minimum score of 3 -
indicating that the segment was a clear example of
the patient testing the therapist - were included in
the data analysis.

(1) Assessment of the Plan Compatibility of the
Therapist’s Interventions

The same three judges were also asked to indepen-
dently rate the degree to which the therapist’s
response to each of the patient’s tests either con-
firmed or disconfirmed the patient’s pathogenic
belief. The ratings, carried out using the Therapist
Scale of Passing versus Failing Tests (Silberschatz
et al., 1986), were based on the patient’s plan
formulation.

(1) Assessment of the Patient’s Communi-
cations Immediately Before and After the
Therapist’s Intervention to the Patient’s
Test

The patient’s immediate therapeutic progress was
measured by rating segments of his/her verbalizations
immediately before (pre-therapist’s intervention, or
baseline segment) and immediately after (post-thera-
pist’s intervention, or effect segment) each therapist’s
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intervention to the patient’s test. These segments
were extracted from the transcriptions without the
interposed therapist’s communications, random-
ized, and presented to two new judges. In this
way, the judges were blind as to where the
segment occurred in the session and whether the
segment was a pre-therapist’s intervention or post-
therapist’s intervention segment. The judges were
also blind to treatment outcome. Each judge inde-
pendently rated each segment using the following
scales: the Overall Therapeutic Productivity scale
of the APS (Waldron et al., 2004), the two DIS
scales described above (Waldron et al., 2013); the
Boldness Scale (Caston et al., 1986), and the Relax-
ation Scale (Curtis et al., 1986). These judges
received the coding manual of each measure and
the plan formulation of each patient on which to
base their clinical judgements. They did not
receive any specific training in the use of these
measures.

(1) Assessment of the Therapeutic Alliance

For each case, two independent judges read the
verbatim transcriptions of each session - except the
intake interview and the first session-, totaling 71 ses-
sions, and independently rated the therapeutic alli-
ance using the Working Alliance Inventory –

Observer Form (Darchuk et al., 2000). These
judges received the WAI-O coding manual but did
not receive any specific training in the use of this
measure.

Statistical Analysis

A series of descriptive statistics were estimated for
all variables included in the study (i.e., mean and
standard deviation). In order to investigate the
relationship among the variables assessing patient’s
communications before the therapist’s interven-
tions and among the variables assessing patient’s
communications after the therapist’s interventions
a correlation matrix was calculated. We then per-
formed an exploratory factor analysis to see if
these two sets of variables (pre-therapist’s inter-
vention patient’s variables and post- therapist’s
intervention patient’s variables) could be com-
bined in two factors: patient’s ease and pro-
ductivity before therapist’s intervention and
patient’s ease and productivity after therapist’s
intervention.
In order to examine the predictive power of thera-

pists’ ability to pass the patients’ tests on patients’
ease and therapeutic productivity, we applied a
covariance design in which the dependent measure

of the patients’ ease and productivity after the thera-
pists’ interventions was predicted by the measure of
the patients’ ease and productivity before the thera-
pists’ interventions and the therapists’ interventions
evaluations. In this way, the effect of the therapists’
interventions could be assessed while controlling for
the effect of patients’ ease and productivity before
therapists’ interventions. Finally, the correlation
between the therapists’ ability to pass the patients’
tests and therapeutic alliance was calculated. Con-
sidering that our data set contained data nested
within cases and therapists, a series of Mixed
Models Analysis (MMA) were conducted.
The data analysis was performed using Jamovi

(The Jamovi Project, Version 2.3.15).

Results

Descriptive Statistics

After reading the transcriptions of the therapy ses-
sions for each case, two independent judges selected
a pool of 707 incidents, i.e. instances in which they
presumed that the patient might be testing a patho-
genic belief in the relationship with the therapist.
Of these, 171 tests were identified in the Millie
case, 132 tests in the Hugo case, 184 tests in the
Myra case, 114 tests in the Vicky case, and 106
tests in the Leon case.
Evaluations of these testing sequences by three

independent judges with the Patient Scale of
Testing led to the selection of a final sample of 339
tests. In order to narrow the focus of our study, we
selected only those sequences of the patients’ com-
munications rated by all the judges as clear and/or
excellent and clear-cut examples of the patient
testing the therapist. . See Table I for the number
of tests, therapist interventions, and pre- and post-
therapist’s interventions segments identified in each
case.
Table II presents the descriptive statistics (mean

and standard deviation) of all the variables studied
in each case. All variables had distributions close to
a normal curve (values of skewness and kurtosis
were within ± 1).

Correlations and Factor Analysis

Due to the high level of correlations within the pre-
therapist’s intervention patient’s variables (raverage
= .71) and the post-therapist’s intervention patient’s
variables (raverage = .82), we performed an explora-
tory factor analysis (principal component analysis)
on the whole sample of patients’ communications
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in order to see if it was possible to synthesize the pre-
therapist’s intervention patient’s variables in an
overall “pre-therapist’s intervention patient’s ease
and productivity” factor and the post-therapist’s
intervention patient’s variables in an overall “post-
therapist’s intervention patient’s ease and pro-
ductivity” factor.
As we expected the factors to be moderately cor-

related, we chose a ProMax (oblique rotation).
The KMO test of the sampling adequacy gave a
result of .88 showing that the dimension of the
sample was adequate. We followed Cattell’s scree
plot procedure (point of inflection of the curve)
and the criterion of eigenvalues > 1 for selecting
the factors. We obtained a two-factor solution
explaining 82.2% of the common variance. The
first unrotated factor had an eigenvalue of 5.28
and explained 52.80% of the common variance;
the second factor had an eigenvalue of 2.94 and
explained 29.43% of the common variance. Table
III presents the Promax-rotated principal com-
ponent analysis factor pattern loadings. The corre-
lations between the two factors was r = .28. Based
on the factor pattern loadings, Factor 1 can be
labeled as Patient’s ease and productivity before thera-
pist’s intervention; Factor 2 as Patient’s ease and pro-
ductivity after therapist’s intervention.

Mixed Model Analyses

In order to test the predictive value of therapists’
ability to pass the patients’ tests on patients’ ease
and therapeutic productivity, a Mixed Model Analy-
sis was conducted in which case intercept and thera-
pist intercept served as random effects. Our data
were in fact nested within the cases (n= 5) and
within the therapists (n= 4) (Level 2 variables). We
first conducted this analysis on the entire sample of
339 observations (Level 1 variables). The indepen-
dent variable were the patient’s ease and productivity
before the therapist’s intervention and the therapist’s
intervention evaluation. The dependent variable was
the patient’s ease and productivity after therapist’s
intervention. The fixed effects of these analyses are
presented in Table IV. As can be seen, the therapists’
response evaluation significantly predicted patient’s

ease and productivity after therapist’s intervention
after controlling for the effect of patient’s ease and
productivity before therapist’s intervention.
To test our second hypothesis, a MMA was con-

ducted in which case intercept and therapist inter-
cept served as random effects. We applied the same
covariance design but on the mean score per
session of the patient’s and therapist’s variables
(N = 67).2 The independent variable was the
mean score per-session of patient’s ease and pro-
ductivity factor before therapist’s intervention
and the mean score per-session of therapist’s inter-
vention evaluation. The dependent variable was
the mean score per-session of the patient’s ease
and productivity factor after therapist’s interven-
tion. The fixed effects of these analyses are pre-
sented in Table V. As can be seen, the therapist
response evaluation in a session significantly pre-
dicted patient’s ease and productivity after thera-
pist’s intervention within the same sessions after
controlling for the effect of patient’s ease and pro-
ductivity before therapist’s intervention.
To test our third hypothesis, a MMA was con-

ducted in which both a case intercept and therapist
intercept served as random effects, the mean score
per session of therapist’s interventions as indepen-
dent variables, and the mean score per session of
the therapeutic alliance as dependent variable (N=
67). The fixed effects are presented in Table VI. As
can be seen, the therapist response evaluation in a
session significantly correlated with the therapeutic
alliance during the same session.
To sum up, all our hypotheses we confirmed.

Discussion

Throughout the testing activity, patients enacted in
their relationship with the therapist an emotional
conflict originally experienced in relation to their sig-
nificant others. It pitted a healthy, adaptive goal
against the fear that pursuing it would hurt signifi-
cant others, would end up in the patient being hurt,
or would threaten their relationship. Patients test
their therapist to assess the level of safety of the thera-
peutic relationship in the hope that the therapist
would support them in the pursuit of their goals,

Table I. Number of tests, therapist interventions, and pre- and post-therapist’s interventions segments identified in each case.

Millie Hugo Myra Vicky Leon Total

Testing sequences 171 132 184 114 106 707
Tests (min. score≥ 3) 110 48 77 54 50 339
Therapist’s interventions 110 48 77 54 50 339
Pre- and post-therapist’s interventions segments 220 96 154 108 100 678
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disconfirming the pathogenic beliefs that hinder such
a pursuit and thereby offering them a corrective
emotional experience (Castonguay & Hill, 2012).
In keeping with previous empirical research (Hor-

owitz et al., 1975; Silberschatz, 1986; Silberschatz
et al., 1986; Silberschatz & Curtis, 1993) the
results of the present study indicate that when the
therapists’ interventions passed a patients’ tests, the
patients showed signs of immediate improvement,
feeling safer and becoming more therapeutically pro-
ductive (i.e., more able to oscillate between experien-
cing and reflecting on their own experiences; more
able to deepen their exploration of significant per-
sonal issues with boldness, ease, and interest; more
able to address their problematic patterns of relating

and feelings in a productive manner; and more
involved in their relationship with the therapist).
As was the case in Silberschatz and Curtis (1993)

study, the correlations were stronger when the
average level of each variable in each session was
taken into consideration. This might be explained
by the presence of the cumulative effect of the thera-
pist’s ability to disconfirm the patient’s pathogenic
beliefs within a session.
Finally, the results show that the average ability of

the therapists to pass their patients’ tests in each
session is correlated with the therapeutic alliance,
so it may be seen as being influenced by it, or at
least one of the contributing factors of the alliance.
Tests require specific responses from the therapist

to be passed, responses that are tailored to the
patient’s particular needs; for this reason, therapists’
ability to pass the tests of their patients can be seen as
an indicator of their responsiveness to patients (Sil-
berschatz, 2021). Moreover, to detect and under-
stand patients’ tests it is important to know their
goals, pathogenic beliefs, traumas, and testing strat-
egies. Having accurate plan formulation, made poss-
ible thanks to methods such as the Plan Formulation
Method, allows the therapist to predict the ways the
patient may test them and how to respond. In other
words, it helps therapists to design and provide
case-specific treatments, to develop a stronger alli-
ance with their patients and to be more accurately
responsive (Critchfield et al., 2022).

Limitations and Future Research

The present study, even if it is the largest single
research study on testing so far conducted, has
several limitations. First, the level of reliability of
the assessments conducted on five rating scales was
less than .70 (i.e., .60, .68, .63, .59, and .63),

Table II. Descriptive statistics.

Millie Hugo Myra Vicky Leon

Mean SD Mean SD Mean SD Mean SD Mean SD

Therapist interventions 3.79 1.16 2.76 .67 3,78 .79 3.55 .73 3.05 .62
DIS_7 Pre 2.25 .58 1.72 .54 1,82 .46 1.95 .48 2.18 .53
DIS_7 Post 1.90 .88 1.19 .82 1,51 .58 1.52 .65 1.72 .70
DIS_9 Pre 1.77 .73 1.49 .50 1,81 .51 1.92 .47 2.21 .52
DIS_9 Post 1.45 .86 .99 .70 1,51 .67 1.48 .69 1.75 .74
APS Pre 1.87 .66 1.29 .58 1,55 .57 1.62 .45 2.00 .58
APS Post 1.58 .83 .88 .66 1,31 .61 1.34 .69 1.62 .71
Bold Pre 5.62 1.15 4.60 .87 5,47 .90 5.70 .90 5.84 1.02
Bold Post 5.03 1.59 3.59 1.69 4,71 1.23 4.81 1.07 5.02 1.34
Relaxation Pre 2.35 .67 1.90 .47 2,42 .41 2.33 .45 2.66 .55
Relaxation Post 2.00 .90 1.38 .89 2,01 .75 1.94 .75 2.18 .75

Note. Millie n= 110; Hugo n= 48; Myra n= 77; Vicky n= 54; Leon n= 50.

Table III. Promax-rotated principal component analysis factor
pattern loadings.

Factors

Patient’s ease and
productivity before

therapist’s intervention

Patient’s ease and
productivity after

therapist’s intervention

DIS_7 Post 0.960
DIS_9 Post 0.930
APS Post 0.933
Bold Post 0.880
Relaxation
Post

0.959

DIS_7 Pre 0.891
DIS_9 Pre 0.868
APS Pre 0.908
Bold Pre 0.843
Relaxation
Pre

0.875

Note. N= 339. Loadings are sorted by magnitude. Loadings Below
|.30| are suppressed for clarity. All displayed loadings were
significant at I < .05.
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which was perhaps because we were not able to
provide the raters with specific training on each
measure. In fact, previous studies using the same
scales whose reliability was lower in this study were
able, with appropriate training provided to the
raters, to obtain higher levels of reliability (see, for
example, Waldron et al., 2013; Gazzillo et al.,
2014; Gazzillo et al., 2018).
Secondly, the correlations between the therapists’

ability to pass the patients’ tests and the ease and pro-
ductivity of the following patients’ communications
—when assessed on a single-instance basis—was
low (average r= . 20). However, if we consider the
correlations between the average therapists’ ability
to pass their patients’ tests in each session, the corre-
lation was stronger (average r= .36). This, in our
opinion, suggests a cumulative effect of the thera-
pists’ ability to pass their patients tests.
Another limitation of this study derives from the

fact that it was based only in the analysis of the
content of transcribed session, i.e. on the verbal be-
havior of patients and therapists. In a study with
some similarity, using a different but in many ways
similar approach of assessing responsiveness to the
present study, the nonverbal therapist behavior has
been found to have a stronger correlation with the
outcome than the verbal content of what the therapist
says (Caspar et al., 2005).Moreover, in an attempt to
disentangle process and outcome with the original

material of the Silberschatz et al. (1986) study,
even with the limitations inherent to transcript
material, Caspar et al. (2000) assessed the plan com-
patibility related to process (how the therapist inter-
venes) as opposed to the plan compatibility related
to content (what he/she says) , and the results
suggest that the process is more important in some,
and the content in other cases.
Finally, the study did not allow us to confirm the

direction of influence of the therapists’ ability to
pass the patients’ tests and the therapeutic alliance.
It is therefore not clear what influenced what or
whether there was a circular relationship between
the two constructs.
Future studies involving larger samples of patients

with problems of different levels of severity and
treated by therapists with different theoretical orien-
tations might support CMT hypotheses on the
effects of the therapist’s ability to pass their patient’s
tests and the correlation between this and the
outcome of the therapy. Indirect evidence of a corre-
lation was provided by Silberschatz (2017), who
studied the whole sample of patients in the Mount
Zion Brief Psychotherapy Project. They concluded
that therapists’ ability to provide plan-compatible
interventions that disconfirmed patients’ pathogenic
beliefs (of which the ability of the therapist to pass
the patient’s test is one instance) correlated with
the outcomes of their therapies. However, studies
comparing the difference between the therapist’s
ability to pass their patient tests in a larger sample
of good- and poor-outcome treatments would be

Table IV. Relationship between the therapist’s interventions evaluations and patient’s ease and productivity after therapist’s interventions
(N = 339).

MMA of dependent variables

Estimate SE df t p r

Patient’s ease and productivity before therapist’s intervention 0.11 0.08 315.17 4.08 <.001 0.22
Therapist Intervention 0.18 0.48 310 3.68 <.001 0.20

Note. Dependent Variable: patient’s ease and productivity after therapist’s intervention.

Table V. Relationship between the therapist’s interventions
evaluations and patient’s ease and productivity after therapist’s
interventions (N = 67).

MMA of dependent variables

Estimate SE df t p r

Patient’s ease and
productivity
before therapist’s
intervention

0.45 0.16 64 3.26 0.005 0.37

Therapist
Intervention

0.34 0.11 64 3.13 0.003 0.36

Note: Dependent Variable: Patient’s ease and productivity after
therapist’s intervention.

Table VI. Relationship between the therapist’s interventions
evaluations and the therapeutic alliance (N = 67).

MMA of dependent variables

Estimate SE df t p r

Dependent variable:
Therapeutic
alliance

Therapist
interventions

13.9 6.56 64 2.12 .038 0.25
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useful for understanding if passing the test is a core
element of an effective therapeutic work.
Future studies using a generalized method of

moments for dynamic panel data (Falkenström
et al., 2016) might also assess the direction of the
relationship between the ability of the therapist to
pass their patient’s tests and the therapeutic alliance.
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