
Introduction

An overarching goal of psychotherapy is to promote
patient growth. This process is complex and requires the
therapist to balance goals of affirmation and change
(Wachtel, 1993). On the one hand, therapists must im-
merse themselves in their patients’ worlds to understand
and empathize. On the other, therapists must be able to
step outside of their patients’ experiences and critically
assess what is needed for change (Kivlighan, Marmarosh,
& Hilsenroth, 2014; Wachtel, 1993). Patients often rec-
ognize the need for change (Wachtel, 1993), but also fear
it for various reasons. For instance, patients sometimes
fear that they will lose a cherished part of themselves, or
that their new self will be unrecognizable (Castelnuovo-
Tedesco, 1984, 1989; Wachtel, 1993). However, research
shows that when therapists encourage patients to confront
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their fears, psychotherapy is more likely to bring about
desired outcomes (e.g., Marks, 1989; Wachtel, 1977,
1991, 1993). Regas, Kostick, Bakaly, and Doonan (2017)
have surmised that some therapists who find it difficult to
balance their own needs with the needs of others might
feel compelled to be overly accommodating with their pa-
tients. If therapists are too accommodating, they may find
it harder to facilitate patient change.

Friendly submissiveness (FS) is an interpersonal style
characterized by tendencies to be overly accommodating,
nonassertive, and self-sacrificing (Horowitz, Alden, Wig-
gins, & Pincus, 2000). Despite the prevalence of these in-
terpersonal traits among mental health professionals
(Bemak & Chung, 2008), FS is a largely understudied in-
terpersonal style (Kiesler, 1996), particularly in relation
to psychotherapy. As such, the aim of the present work is
to begin filling this gap by exploring the potential impact
of therapist FS on the therapeutic process. We chose to
begin this exploration with trainees given that the link be-
tween therapist personality and therapeutic process and
outcome may be especially salient in therapists with less
experience (Chapman, Talbot, Tatman, & Britton, 2009;
Stoltenberg, McNeill, & Delworth, 1998). Whereas sea-
soned clinicians may have the insight to manage vulner-
abilities associated with their interpersonal style, trainees
lack the years of training and personal growth that facili-
tates such insight. Additionally, seasoned clinicians’ fa-
miliarity with personality assessment measures often
precludes them from taking these measures; indeed, this
preclusion may explain the scant research on therapists’
personal characteristics (Anderson, Ogles, Patterson,
Lambert, & Vermeersch, 2009; for a review, see Beutler
et al., 2004). Finally, identifying trainees’ interpersonal
styles can help guide efforts to target vulnerabilities that
may be amenable to change through early training and su-
pervision.

Conceptualizing friendly submissiveness

The interpersonal circumplex is a conceptual model that
organizes personality into quadrants based on an individ-
ual’s degree of affiliation and dominance (Alden, Wiggins,
& Pincus, 1990). People who are high on affiliation (i.e.,
friendly) and low on dominance (i.e., submissive) tend to
lack self-confidence, be overly concerned with obtaining
others’ approval, and have difficulties setting boundaries
(Horowitz et al., 2000; Horowitz, Rosenberg, Baer, Ureño,
& Villaseñor, 1988). A previous study on interpersonal
problems in depressed young adults indicated that individ-
uals in the friendly and submissive groups experienced
more anxiety and separation insecurity (Dawood, Thomas,
Wright, & Hopwood, 2013). Dawood and colleagues
(2013) suggest that in the interest of maintaining interper-
sonal bonds, these individuals may be less likely to engage
in social behaviors that could be interpreted as confronta-
tional. The friendly submissive interpersonal style has also
been associated with dependent personality disorder

(Horowitz et al., 2000), social anxiety (Weeks, Heimberg,
& Heuer, 2011), and a fearful-avoidant attachment style
(Horowitz et al., 2000). These relational difficulties may
render it challenging for trainee therapists high in FS to
push patients to do the rigorous therapeutic work that drives
change. However, individuals with a friendly submissive
style also tend to be gifted with interpersonal strengths such
as adaptive help-seeking and attunement to subtle interper-
sonal cues (Bornstein & Hopwood, 2017). Additionally,
they tend to be conscientious in following treatment regi-
mens (Bornstein & Hopwood, 2017), which might manifest
in trainee therapists as greater receptiveness to feedback
from supervisors. An important research question is
whether and how trainee therapist FS facilitates or impedes
the psychotherapy process. In the sections that follow, we
will discuss alliance, therapeutic techniques, session depth,
and overall helpfulness of the therapy (in this order) as they
relate to trainee FS.

Friendly submissiveness and alliance

A salient predictor of psychotherapy outcome is the ex-
tent to which therapists and patients can form a working al-
liance (e.g., Fluckiger, Del Re, Wampold, Symonds, &
Horvath, 2012; Horvath, Del Re, Fluckiger, & Symonds,
2011; Norcross & Wampold, 2011; Safran & Kraus, 2014;
Zilcha-Mano & Errázuriz, 2017). In fact, therapeutic change
has been conceptualized in some literatures as a byproduct
of the patient-therapist relationship (Castelnuovo-Tedesco,
1984). Arguably, therapists need to have the facilitative skills
to be able to provide the appropriate level of support and af-
firmation that patients need as they encounter difficulties
throughout the therapeutic process. Thus, it is not surprising
that therapists with problematic interpersonal styles struggle
to build a strong working alliance with their patients (e.g.,
Ackerman & Hilsenroth, 2001).

To the authors’ knowledge, the relationship between
therapist FS and the working alliance has not yet received
attention in the empirical literature. Moreover, therapist
FS has not been explored in relation to the constituent
components of the alliance. Bordin (1979) described the
working alliance as a function of the extent to which the
patient and the therapist i) develop a strong affective re-
lational bond; ii) mutually agree on the desired outcomes
of the therapy (i.e., goals); and iii) mutually agree on the
relevance and effectiveness of the methods used to
achieve these outcomes (i.e., tasks). Identifying goals can
be challenging for trainee therapists for a multitude of rea-
sons. Namely, patients may not be able to articulate their
goals, feel comfortable disclosing their true goals, or iden-
tify goals that are attainable within the designated time-
frame for therapy (Cooper & McLeod, 2007). Similarly,
facilitating patient participation in meaningful tasks is in-
herently difficult, as it requires instilling hope where pa-
tients have often felt hopeless and finding the delicate
balance of pushing while also supporting. Confidently and
effectively navigating this process while also modeling
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openness to mistakes is understandably challenging for
new trainees and may be especially daunting for those
high in FS. For one, given that FS is related to difficulties
taking initiative (Horowitz et al., 2000) and fear of ap-
pearing oppositional, trainees with high FS may not artic-
ulate when they feel that tasks and goals need to be
modified. Additionally, these trainees may be reluctant to
negotiate changes that stray from treatment regimens due
to their high levels of conscientiousness (Bornstein &
Hopwood, 2017) and their inclination to be obliging and
deferential (Horowitz et al., 2000) to the supervisor. Over-
all, it seems that trainees with higher FS may lack the con-
fidence (Horowitz et al., 1988, 2000) and flexibility
necessary to respond to a patient’s needs by negotiating
relevant changes. Problems navigating tasks and goals
could negatively impact the bond aspect of the alliance if
ruptures are not managed effectively, or if the patient feels
unable to respect or trust the therapist. However, given
previous findings that therapist friendliness and related
attributes such as warmth, interest, and openness (Acker-
man & Hilsenroth, 2003) are positively associated with a
helping alliance, trainees high in FS may be perceived as
more likeable by patients and have an easier time forming
a therapeutic bond. Taken together, these findings suggest
that the task and goal portions of alliance may suffer when
trainee FS is high, but the overarching relationship with
bond is less clear.

Use of therapeutic techniques

Learning how to implement therapeutic techniques is
a critical part of trainees’ educational experience. As noted
in Hill, Stahl, and Roffman (2007), helping skills training
provides new therapists with a framework for understand-
ing the therapeutic process and a sense of security when
they are stuck, flustered, or unsure of what might be most
productive or helpful in a session (p. 365). Notably, the
Hill model (2009, 2014) highlights the importance of em-
pathy and warmth in facilitating the therapeutic process.
In a recent systematic review, it was suggested that ther-
apists’ personal characteristics interact with their use of
therapeutic interventions to predict psychotherapy out-
comes (Lingiardi, Muzi, Tanzilli, & Carone, 2018); how-
ever, the relationship between therapist interpersonal style
and technique usage has not been extensively researched.

On the one hand, trainees may use techniques more
frequently as FS increases, considering that individuals
high in FS see themselves as obliging, accommodating,
and deferential (Horowitz et al., 2000), traits which may
result in a desire to appease the supervisor. Furthermore,
FS individuals’ conscientiousness in adhering to treatment
regimens and their propensity toward adaptive help-seek-
ing (Bornstein & Hopwood, 2017) might lead trainees
high in FS to utilize more of the techniques they learn
throughout training. Conversely, trainees with high FS
may avoid using techniques aimed at facilitating patient
exploration, insight, and action given that these tech-

niques often involve allowing the patient to experience
uncomfortable feelings, challenging the patient to criti-
cally evaluate his or her beliefs, and helping the patient
to implement difficult changes (Hill & Kellems, 2002),
all of which may feel too confrontational to the trainee
high in FS. Because these trainees are presented with the
competing tasks of accommodating the supervisor’s rec-
ommendations and avoiding the provocation of tense and
uncomfortable interactions with the patient, it is unclear
how a friendly submissive interpersonal style might im-
pact technique usage.

Session depth

The extent to which therapists and patients perceive
therapeutic sessions as powerful and effective, or deep
(Stiles & Snow, 1984), plays an integral role in psy-
chotherapy. Deeper session ratings have been positively
correlated with higher likelihood for patient return after
intake (Tryon, 1990), a stronger working alliance (Kiv-
lighan et al., 2014; Mallinckrodt, 1993), and greater res-
olution of patient concerns (Mallinckrodt, 1993). Studies
have shown that deeper session ratings are also positively
associated with the use of psychodynamic-interpersonal
techniques (e.g., Pesale & Hilsenroth, 2009), which in-
clude but are not limited to: exploring uncomfortable feel-
ings, encouraging the patient to experience and express
feelings in the therapy session, and addressing patient
avoidance (Hilsenroth, Blagys, Ackerman, Bonge, &
Blais, 2005). As discussed above, trainees high in FS may
avoid using these techniques due to fear that the patient,
unable to tolerate the discomfort these conversations in-
voke, will withdraw from the therapeutic relationship.
Moreover, consistent with previous work linking FS with
sensitivity to emotional cues (Bornstein & Hopwood,
2017), trainees with high FS may be more likely to mon-
itor patients’ reactions when they do implement challeng-
ing techniques. If the reaction appears to be negative, the
trainee may recoil. Unless the trainee helps the patient to
process perceived ruptures, both the alliance and depth of
the session may suffer.

The present study

To the authors’ knowledge, no studies have explored
therapist FS as it relates to the psychotherapy process or
outcomes. Thus, the goal of the present study is to exam-
ine how trainee FS relates to session process (i.e., depth,
alliance, and technique usage) as well as to patients’ over-
all assessment of the helpfulness of the therapy. Because
high FS may be especially problematic for trainees who
have less experience navigating new relational dynamics,
the present study will utilize trainee therapists. Our hope
is that encouraging a greater understanding of trainee FS
will help us to provide better training and supervision ex-
periences for trainees with friendly submissive tendencies. 

In line with previous research showing that patients
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and therapists make judgments about therapy based on
different factors (Kivlighan et al., 2014), we will present
alliance and depth ratings from both patients and trainees.
Moreover, technique usage will be based on observer rat-
ings. As outlined above, we predict a negative association
between trainee FS and the task and goal components of
the alliance, as navigating these processes requires a level
of self-confidence and flexibility that is often lacking in
individuals with high FS. Given that trainees with high
FS may be perceived as more likeable but less reputable
to the patient, we cannot propose a directional hypothesis
for the bond component of the alliance. Likewise, due to
the conflicting considerations that trainees with high FS
may be more likely to follow treatment regimens but may
avoid implementing challenging techniques, we cannot
propose a directional hypothesis for technique usage.
However, in line with previous evidence that session
depth corresponds to the use of challenging techniques,
we predict a negative association between trainee FS and
session depth. Finally, because trainees may have diffi-
culties negotiating tasks and goals and promoting session
depth as FS increases, we predict that greater trainee FS
will be associated with lower patient ratings of overall
therapy helpfulness. If any of the individual process vari-
ables (i.e., bond, task, goal, overall alliance, session depth,
techniques) are significantly correlated with trainee FS,
we will run analyses to see whether any of these variables
mediate the relationship between trainee FS and patient
ratings of overall helpfulness of the therapy.

Materials and Methods

Participants

This study was approved by the university’s ethics
board (Institutional Review Board Committee B of Au-
gusta University, 611630-10, 2013). The sample included
4 cohorts of graduate trainees (n = 42) enrolled in a clin-
ical psychology program. After the first semester, 17% (n
= 7) of the sample either switched out of the clinical track
to an experimental track, withdrew from the program, or
were asked to leave the program. These participants were
excluded from analyses because they did not complete the
therapy course. The remaining participant group (n = 35)
was 80% female with a mean age of 24 years (SD = 5.09).
The racial composition of the sample was 66% European
American, 17% African American, 3% Asian American,
9% Hispanic, and 6% other. Compared to 87% of mental
health professionals (Orlinsky, Schofield, Schroder, &
Kazantzis, 2011), only 34% of trainee therapists in the
present sample endorsed having received therapy.
Trainees reported a mean time spent in therapy of 7.29
months and a range of 3 months to 8.42 years. 

Volunteer undergraduate students from the same uni-
versity served as therapy patients. The undergraduates
who consented to participate in the therapy sessions were

currently enrolled in a course focused on personal growth
and exploration. These students received course credit for
participating in the sessions and writing a reflection essay
about their experience. None of these undergraduates
knew the researchers in this project, and their professor
was not provided any information about the therapy ses-
sions except that the students participated. The patient
group (n = 35) was 69% female, 43% European Ameri-
can, 34% African American, 14% Asian American, 6%
Hispanic, and 3% other. The mean age of the group was
21 years (SD = 3.91). Twenty-three percent of patients re-
ported previous therapy experience with a mean time
spent in therapy of 8.87 months with a very large range
of 1 month to 18 years.

Procedures

Assessment of Trainee Interpersonal Problems

At the beginning of their graduate training (2nd day of
class of the 1st semester), all trainees completed a multi-
method assessment which included the Inventory of Inter-
personal Problems-32 (IIP-32; Horowitz et al., 2000). A
research assistant (RA) unaffiliated with the program col-
lected informed consent and administered, de-identified,
and scored the IIP-32. All student responses were kept con-
fidential and were not shared with anyone in the program
(including the professor of the course). (See Trainee Inter-
personal Problems for a description of the IIP-32).

Therapy sessions

In their second semester, all clinical graduate students
took an introductory therapy course. This four-credit
course focused on therapeutic technique with curriculum
based on Hill’s three-stage model of helping as presented
in Helping Skills: Facilitating Exploration, Insight, and
Action, Third Edition (2009). As part of the requirements
of the course, each trainee was assigned an undergraduate
student volunteer with whom they had four non-manual-
ized therapy sessions throughout the academic semester.
The first session was a 1.5-hour intake and the remaining
three sessions were 45 minutes and focused on whatever
issues patients presented. Patients were told that they
could use the sessions to work on whatever felt most im-
portant to them at the time. However, they were instructed
not to share concerns which would necessitate an inter-
vention by a licensed professional such as suicidal or
homicidal ideation or child or elder abuse. Common pre-
senting problems included difficulties in interpersonal re-
lationships, anxiety related to school performance, and
concerns regarding choosing a career path.

All sessions were videotaped, and all trainees received
supervision from Jenelle Slavin-Mulford, the course in-
structor. Dr. Slavin-Mulford is a licensed psychologist and
tenured associate professor in the graduate program. She
completed training in assessment and psychotherapy at the
predoctoral (APA approved), internship (from Harvard
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Medical School staff, APA approved), and postdoctoral
level. In addition to teaching the introduction to psychother-
apy course, she teaches psychopathology and personality
assessment and remains clinically active through her work
as a faculty clinician at the university’s counseling center.

Following sessions one, two, and four, trainees re-
ceived 1.5 hours of group supervision (2-3 trainees per
group). In addition, students received 1.5 hours of indi-
vidual supervision following session 3. Supervision fo-
cused heavily on the review of video-recorded case
material with emphasis on case conceptualization and
clinical interventions. For all students, this was the first
training case they were assigned.

Post-session evaluation 

At the end of the third therapy session, patients and
trainees filled out the Session Evaluation Questionnaire
(SEQ; Stiles & Snow, 1984) and the Working Alliance In-
ventory (WAI; Horvath & Greenberg, 1989). In addition,
the third session videotapes were rated for technique use
by two trained raters using the Helping Skills Measure
(HSM; Hill & Kellems, 2002). At the end of the fourth
session, patients rated the overall helpfulness of the ther-
apy. See Post-Session Measures for a description of the
measures used in this assessment.

Measures

Trainee interpersonal problems

The Inventory of Interpersonal Problems-32 (IIP-32;
Horowitz et al., 2000). The IIP-32 measures distress related
to eight domains of problematic interpersonal behavior. The
inventory uses 32 first-person statements to which individ-
uals respond on a Likert-type scale anchored from (1) not
at all to (4) extremely. Items include statements represent-
ing behaviors that are viewed as difficult to perform with
others (e.g., It is hard for me to tell a person to stop both-
ering me) and those that are perceived as too frequent in
the respondent’s interpersonal relationships (e.g., I want to
be noticed too much). The following three subscales of the
IIP-32 were used in the current study and were combined
to form the construct of FS: Nonassertive, Overly Accom-
modating, and Self-Sacrificing. This merging is consistent
with Horowitz and colleagues (2000), who grouped these
subscales together in the Friendly Submissive quadrant of
the interpersonal circumplex. The Nonassertive subscale
reflects an interpersonal style characterized by avoidance
of confrontation or use of social power, a lack of self-con-
fidence and self-esteem, and a desire to withhold personal
wishes or goals from others. The Overly Accommodating
subscale is characterized by inoffensiveness, inexpression
of anger to avoid offending others, and high manipulability.
The Self-Sacrificing subscale reflects an interpersonal style
characterized by a pronounced lack of personal boundaries
and problematically high levels of altruism (Horowitz et
al., 2000). The IIP is normed on a national standardization

sample of 800 adults (aged 18-89) representative of the
U.S. population (Horowitz et al., 2000). All subscales are
reported in T-Scores. Internal consistency for the
Nonassertive subscale, the Overly Accommodating sub-
scale, and the Self-Sacrificing subscale were 0.83, 0.70, and
0.78, respectively (Horowitz et al., 2000). The test-retest
reliability coefficients were 0.80, 0.80, and 0.65, respec-
tively, over a median 7-day period (Horowitz et al., 2000).

Post-session measures

Session Evaluation Questionnaire-Depth (SEQ; Stiles
& Snow, 1984). The SEQ-Depth subscale utilizes a 1 to 7
semantic differential scale to assess the extent to which
patients and therapists perceived the psychotherapy ses-
sion as powerful or weak, valuable or worthless, deep or
shallow, full or empty, and special or ordinary. In a sample
of outpatients at a university-based community clinic,
Cronbach’s alpha for depth was 0.86 (Ackerman, Hilsen-
roth, Baity, & Blagys, 2000). In the present study, Cron-
bach’s alpha for patient- and therapist-rated Depth were
0.83 and 0.90, respectively.

The Working Alliance Inventory (WAI; Horvath &
Greenberg, 1989). The WAI assesses the patient-therapist
relationship in terms of a three-part framework (i.e., Bond,
Task, Goal) established by Bordin (1979). Bond items ad-
dress patients’ levels of trust, regard, and confidence. Goal
items assess agreement on overall therapeutic objectives.
Task items assess belief that in-therapy practices are effec-
tive and important. The inventory uses 36 first-person
statements about the patient-therapist alliance in each of
these areas (e.g. I feel uncomfortable with [patient/thera-
pist]) to which individuals respond on a Likert-type scale
anchored from (1) never to (7) always. In a sample of
counselor-client dyads engaged in short-term counseling,
Cronbach’s alpha ranged from 0.85 to 0.88 for clients; for
the counselors, Cronbach’s alpha was 0.68 for Bond, 0.87
for Goal, and 0.82 for Task. In the present study, Cron-
bach’s alpha for patient-rated Bond, Goal, Task, and the
combined alliance score were 0.72, 0.80, 0.83, and 0.91,
respectively; trainee-rated Bond, Goal, Task, and Com-
bined Alliance were 0.63, 0.76, 0.82, and 0.88. 

Helping Skill Measure (HSM; Hill & Kellems, 2002).
The HSM captures basic therapy skills using 13 Likert-type
items anchored from (1) strongly disagree to (5) strongly
agree. This measure consists of the following three sub-
scales: exploration (4 items), insight (4 items), and action
(5 items). The primary focus of the exploration stage is to
develop an understanding of the patient and his or her pre-
senting problems. Items include: (1) Asked question to help
the patient explore what he/she was thinking or feeling; (2)
Encouraged the patient to express what he/she was thinking
or feeling; (3) Helped the patient think about his/her con-
cerns; and (4) Encouraged the patient to experience his/her
feelings. In the insight stage, therapists assist patients in
finding new ways of understanding their problems and
being aware of how they might be contributing to these
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problems. Items include: (1) Encouraged the patient to
challenge his/her beliefs; (2) Helped the patient become
aware of contradictions in his/her thoughts, feelings, and
behaviors; (3) Helped the patient understand the reasons
behind his/her thoughts, feelings, and behaviors; and (4)
Helped the patient gain a new perspective on his/her prob-
lem. The goal of the action stage is for the therapist and the
patient to integrate information gathered during the explo-
ration and insight stages and to contemplate what it would
be like for the patient to make a change regarding a prob-
lematic behavior or situation. If the patient is open to mak-
ing a change, the therapist helps the patient to enact that
change. Items include: (1) Helped the patient think about
changes he/she could make in his/her life; (2) Taught the
patient specific skills to deal with his/her problems; (3)
Helped the patient identify useful resources; (4) Helped the
patient figure out how to solve a specific problem; and (5)
Discussed with the patient specific things he/she could do
to make change happen.

HSM Training. The instructor and a master’s level re-
search assistant trained on the HSM by reading Hill
(2009) and Hill and Kellems (2002), practicing coding on
17 videotaped sessions, and having team discussions
about the rating categories. After completing the training,
the two raters watched each trainee’s third session video-
tape in its entirety and then immediately rated the session
independently using the HSM. The raters were blind to
the participants’ initial assessment and post-session self-
report data. Regular reliability meetings were held during
the coding process to prevent rater drift. Intraclass corre-
lation coefficient (ICC) two-way random-effect models
with Spearman-Brown corrections were calculated
for the exploration [ICC (2,2) = 0.64], insight [ICC (2,2)
= 0.86], and action [ICC (2,2) = 0.86] subscales on the
HSM. Shrout and Fleiss (1979) report the magnitude for
interpreting ICC values where poor < 0.40, fair = 0.40 -
0.59, good = 0.60 - 0.74, and excellent > 0.74. In the cur-
rent sample, five percent (n = 2) of trainees did not video-
tape their session, and thus, the raters could not complete
the HSM. These trainees were excluded from the analysis
of therapeutic techniques.

Patient Helpfulness Rating. Patient perception of the
overall helpfulness of the therapy was assessed using a sin-
gle Likert-type item anchored from (1) not at all helpful to
(7) extremely helpful: Please think about all 4 of the ses-
sions you attended. Overall, how helpful was this therapy
experience for you personally? This question relates to how
much you feel you grew as a person or were helped with
your presenting problem. It is NOT related to obtaining
course credit or learning about the field of psychology.

Results

Assessment means and standard deviations can be
found at the bottom of Table 1. Shapiro-Wilk tests indi-
cated that all variables were normally distributed, except

for patient ratings of depth and overall helpfulness and
observer ratings of trainee use of action techniques. Pa-
tient ratings of depth and overall helpfulness were nega-
tively skewed, and observer ratings of action were
positively skewed.

Friendly submissiveness and alliance

We ran Pearson correlations to examine the relation-
ship between trainee FS and alliance subscales and the
combined alliance score. Consistent with hypotheses, pa-
tient-rated task (r = -0.41, p < 0.05) and goal (r = -0.35, p
< 0.05) were significantly negatively correlated with
trainee FS. Patient-rated bond (r = -0.40, p < 0.05) and
overall alliance (r = -0.42, p < 0.05) were also negatively
correlated with trainee FS. Using Cohen’s (1988) criteria,
these effects are considered moderate (0.50 ≥ r ≥ 0.30).
None of the correlations with trainee-rated bond, task,
goal, or alliance were significant (Table 1).

Friendly submissiveness and depth

As hypothesized, Pearson correlations revealed that
patient-rated depth (r = -0.47, p < 0.01) was significantly
negatively associated with trainee FS with moderate ef-
fects (Cohen, 1988). Trainee-rated session depth was not
significantly correlated with trainee FS (Table 1).

Friendly submissiveness and technique use

None of the observer ratings of trainee usage of ex-
ploration, insight, or action techniques were significantly
correlated with trainee FS (Table 1).

Friendly submissiveness and patient-rated helpfulness

Our hypothesis regarding trainee FS and patient help-
fulness ratings was supported. Pearson correlations
showed that patient-rated helpfulness (r = -0.45, p < 0.01)
was significantly negatively correlated with trainee FS
with moderate effects (Cohen, 1988) (Table 1).

Mediation analyses

Following Baron and Kenny’s (1986) guidelines, a se-
ries of regressions was computed to test whether overall
patient-rated bond, task, goal, overall alliance, or session
depth mediated the association between trainee FS and
patient-rated helpfulness. Trainee-rated process measures
and observer-rated technique usage were excluded from
mediation analyses, as none of these variables were found
to have a significant correlation with trainee FS or patient-
rated helpfulness. Of the variables tested, patient-rated
task and goal were found to be significant mediators.

Patient-rated task was regressed on trainee FS (β = -
0.41, t (34) = -2.60, p < 0.05). Next, patient-rated help-
fulness was regressed on trainee FS (β = -0.45, t (34) =
-2.91, p < 0.01). Finally, patient-rated helpfulness was re-
gressed on both patient-rated task (β = 0.43, t (34) = 2.72,
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p < 0.05) and trainee FS (β = -0.28, t (34) = -1.78, p =
ns). The relationship between trainee FS and patient-rated
helpfulness was weaker in the third equation (β = -0.28)
than in the second equation (β = -0.45), and trainee FS
was no longer a significant predictor in the third equation,
indicating mediation (Sobel’s z = -2.12, p < 0.05). These
findings indicate that patient-rated task significantly me-
diated the association between trainee FS and patient-
rated helpfulness. The results from these tests are reported
in Figure 1. 

Patient-rated goal was regressed on trainee FS (β = -
0.35, t (34) = -2.12, p < 0.05). Patient-rated helpfulness

was then regressed on trainee FS (β = -0.45, t (34) = -2.91,
p < 0.01). Last, patient-rated helpfulness was regressed
on both patient-rated goal (β = 0.59, t (34) = 4.46, p <
0.05) and trainee FS (β = -0.25, t (34) = -1.88, p = ns).
The relationship between trainee FS and patient-rated
helpfulness was weaker in the third equation (β = -0.25)
than in the second equation (β = -0.45), and trainee FS
was no longer a significant predictor in the third equation,
indicating mediation (Sobel’s z = -2.05, p < 0.05). Thus,
patient-rated goal significantly mediated the association
between trainee FS and patient-rated helpfulness. The re-
sults from these tests are reported in Figure 2.
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Table 1. Correlations and Descriptive Statistics.

Variables                                                1            2             3             4            5            6          7          8           9          10       11       12       13     14       15

1. Trainee FS                                          −                                                                                                                                                                              

2. Patient Bond                                  -0.40*       −                                                                                                                                                                

3. Patient Task                                    -0.41*   0.70**        −                                                                                                                                                 

4. Patient Goal                                    -0.35*   0.64**   0.71**        −                                                                                                                                   

5. Patient Alliancea                             -0.42*   0.87**   0.90**   0.90**        −                                                                                                                    

6. Trainee Bond                                   -0.27     -0.09      -0.02      -0.05      -0.07         −                                                                                                      

7. Trainee Task                                    -0.14      0.13      0.35*      0.15       0.22      0.34*       −                                                                                          

8. Trainee Goal                                    -0.08     -0.00       0.27        0.20       0.18     0.53** 0.80**     −                                                                              

9. Trainee Allianceb                            -0.20      0.01       0.23        0.11       0.12     0.77** 0.83**0.92**       −                                                                 

10. Patient Depth                               -0.47**  0.60**   0.78**   0.51**   0.70**     0.01     0.20     0.04      0.09         −                                                    

11. Trainee Depth                                 0.26      -0.20      -0.17      -0.27      -0.24      -0.02    0.03    -0.06     -0.02     -0.01     −                                         

12. Exploration                                     0.01       0.19       -0.00       0.03       0.08       0.05     0.09     0.00      0.06      0.21    0.30      −                              

13. Insight                                             0.22       0.16       -0.00       0.22       0.16      -0.15    -0.30   -0.26     -0.28      0.01    0.30   0.39*     −                   

14. Action                                             0.02      -0.06      -0.12       0.13       -0.00      0.04    -0.33   -0.09     -0.14   -0.39**-0.37* -0.11  -0.03    −          

15. Patient Helpfulness                     -0.45**  0.60**   0.54**   0.68**   0.68**    -0.11     0.12    -0.09     -0.04    0.46** -0.29   -0.15   0.14  0.05      −

M                                                         56.82     70.13     71.83     69.84     70.65     62.29   59.29  55.46    59.01     5.94    4.74    3.15    2.31  1.65    6.26

SD                                                        11.15      6.89       8.09        8.32       6.93       8.79     7.35     7.90      6.69      0.98    1.04    0.48    0.58  0.63    0.74

Note. Sample size is constant for all variables, n = 35, except for Exploration, Insight, and Action subscales, n = 33. r ≥ 0.50 = large effect size, r ≥ .30 = medium effect size, r ≥ 0.10 = small effect
size (Cohen, 1988). *p < .05 **p < .01.aPatient Alliance was computed by averaging Patient Bond, Patient Task, and Patient Goal.bTrainee Alliance was computed by averaging Trainee Bond,
Trainee Task, and Trainee Goal.

Figure 1. Patient-rated task mediated the relationship be-
tween trainee friendly submissiveness and patient-rated
helpfulness. The Betas for the mediated path are in paren-
theses. *P < 0.05. ** P < 0.01.

Figure 2. Patient-rated goal mediated the relationship be-
tween trainee friendly submissiveness and patient-rated
helpfulness. The Betas for the mediated path are in paren-
theses. *P < 0.05. **P < 0.01.



Discriminant validity

To assess whether the results regarding patient alliance
and helpfulness could be explained by interpersonal prob-
lems more broadly as opposed to FS specifically, we ex-
amined correlations between these measures and each of
the eight IIP-32 subscales. Importantly, the only subscales
with statistically significant correlations with patient-rated
alliance and helpfulness were the three subscales compris-
ing the FS quadrant (i.e., Nonassertive, Overly Accom-
modating, Self-Sacrificing). Thus, while the IIP-32
general factor also showed a significant correlation with
these patient-level measures, our findings suggest that this
relationship is driven by trainee FS.

Discussion

To the authors’ knowledge, this study is the first to ex-
amine the relationship between trainee therapist FS and
psychotherapy process and outcome. We collected data
from clinical students’ first training case in graduate
school. Here we explored alliance, session depth, tech-
nique usage, and patient reports of feeling that the therapy
overall was helpful. Expanding on previous research that
has identified therapists’ interpersonal skills as a strong
predictor of patient outcome (e.g., Anderson, Crowley,
Himawan, Holmberg, & Uhlin, 2016; Anderson et al.,
2009), we found that as trainee FS increased, patients’ per-
ception of the helpfulness of the therapy as a whole sig-
nificantly and robustly declined. Moreover, patient ratings
of all facets of the alliance and session depth significantly
decreased with moderate effects while amount of tech-
nique usage did not vary. Moreover, mediation analyses
revealed that the task and goal portions of the alliance me-
diated the association between trainee FS and patient rat-
ings of overall therapy helpfulness. Thus, it appears that
as FS increases, beginning trainees have more difficulty
working with patients to develop mutually agreed upon
goals and effectively navigating the therapeutic process
in the context of brief, non-manualized therapy. Interpre-
tations of these findings and implications for therapist
training and supervision are discussed below.

Although previous research has demonstrated that
therapist interpersonal warmth predicts better alliances
(e.g., Dinger, Zilcha-Mano, McCarthy, Barrett, & Barber,
2013), our findings suggest that the combination of
warmth and submissiveness at higher levels may impede
the alliance. At first glance, these results seem dubious
given that many of the qualities associated with FS char-
acterize the quintessential psychotherapist, who is rela-
tionally oriented, receptive to interpersonal cues, and
concerned with the welfare of others. However, we sus-
pect that characteristics associated with FS, when present
at higher levels, might lead patients to doubt the thera-
pist’s ability to facilitate a meaningful therapeutic expe-
rience. Indeed, findings from our mediation analysis

suggest that trainees with higher FS may struggle to focus
and navigate the therapy in a way that feels productive to
the patient. These trainees may have felt less confident in
developing a direction for the therapy, especially given
that treatments were non-manualized and thus required
the trainees to apply what they were learning with less im-
posed structure. It is important to note that trainees were
restricted to providing therapy in four sessions. The
brevity of this intervention means that it was imperative
for the trainees to quickly develop mutually agreed upon
tasks and goals with the patient. Moreover, therapists and
their patients sometimes have different notions of what
constitutes meaningful tasks and goals. Trainees with
higher levels of FS may have been more reluctant to dis-
cuss these differences for fear of appearing oppositional.
In this same vein, trainees who are too accommodating,
too sensitive to emotional cues, and too eager to gain the
patient’s approval may have had difficulty tolerating pa-
tient distress; these trainees may have evaded discourse
that they expected would accentuate or evoke patient ex-
periences of negative emotionality. This possibility may
also explain our finding that patient ratings of session
depth dropped with increasing levels of trainee FS. As
McCullough and colleagues (2003) note, the richness of
the therapy depends partly on the therapist’s capacity to
avoid the common tendency to move away from feeling
and lighten up (p. 172). Developing this skill may be es-
pecially useful for trainees with higher FS if they fear up-
setting the patient or tend to retreat from tension in the
therapeutic relationship.

However, it is important to note that our findings can-
not be explained by trainees implementing fewer chal-
lenging techniques, as frequency of technique usage was
not significantly related to trainee FS. Although quality
of technique usage was not coded, we suspect that trainees
implemented techniques less effectively as FS increased.
This speculation is supported by our finding that trainee
FS was inversely correlated with patient ratings of the task
component of the alliance. Taken together, these findings
suggest that as FS increases, trainees continue to imple-
ment techniques but may do so less confidently, less ef-
fectively, and with less buy-in from their patients. 

It is also worth noting that patient-rated alliance and
patient-rated depth were significantly correlated with a
large effect size (Cohen, 1988). This interdependence is
consistent with findings in the literature suggesting that a
secure attachment with the therapist is a precondition to
the intense therapeutic work that drives session depth
(e.g., Mallinckrodt, Porter, & Kivlighan, 2005). A thera-
pist who actively listens and responds to their patient’s
thoughts and feelings in a way that inspires further dis-
closure, feelings of security, and a collaborative partner-
ship is equipped to provide patients with a meaningful and
corrective emotional experience. If unmitigated by self-
awareness and effective training, a strong friendly sub-
missive interpersonal style could inhibit these important
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expressions of empathy which foster both session depth
and a strong therapeutic alliance.

Diverging from the pattern of results seen with patient
ratings, trainee FS and trainee process ratings were not
significantly associated in our sample. Moreover, patient
overall ratings of the alliance were not associated with
trainee overall alliance, nor were patient- and therapist-
rated depth ratings significantly correlated. These discrep-
ancies seem odd in light of prior research suggesting that
therapist and patient ratings of alliance and session depth
are interrelated and interdependent (e.g., Kivlighan, 2007;
Kivlighan et al., 2014). One possible explanation for this
finding is that individuals with more extreme interper-
sonal styles have less awareness of their interpersonal
strengths and weaknesses. Thus, trainees higher in FS
may have not been privy to the ways in which their inter-
personal style might impact the therapy. As Bornstein and
Hopwood (2017) pointed out, traits associated with FS
can be expressed in both maladaptive and adaptive ways.
In fact, the interpersonal strengths associated with FS
(e.g., sensitivity to interpersonal cues) are often adaptive
in academia and in social settings. FS individuals are
likely to be reinforced for their behavioral tendencies
through positive outcomes (e.g., good grades, approval
from authority figures, satisfying relationships) attained
in these settings. Unless trainees gain insight into the
strengths and limitations associated with their interper-
sonal style, they have no reason to believe that the out-
comes are any different in therapy than in other settings.
Alternatively, higher levels of FS may correspond with
trainee reluctance to report problems with therapy, partic-
ularly if they felt that revealing their shortcomings would
render disapproval from the supervisor. However, it is
worth noting that trainees as a whole rated sessions as
lower on bond, task, goals, overall alliance, and depth
than did patients.

Findings from the current study should be interpreted
with consideration of the following limitations. First, a
sample size of 35 does not provide sufficient power to ob-
serve all the potentially significant relationships that may
exist in our data and may also limit generalizability. Sec-
ond, we cannot determine whether relationships were
causal based on correlations and mediational analyses.
Third, patient ratings of the overall helpfulness of the ther-
apy were not normally distributed and were generally
high; it would be interesting to see how trainee FS varies
across a wider range of helpfulness ratings. Fourth, we
did not examine whether FS relates to trainees’ response
to supervision. A future direction for this research could
be to investigate how FS impacts experiences in supervi-
sion, such as a trainees’ receptivity to constructive criti-
cism. Fifth, the present study focused on trainees in their
first experience providing therapy, and therapy was lim-
ited to four sessions. On the one hand, this approach lends
itself to greater internal validity, as our findings cannot be
explained by differences in training experiences. On the

other hand, our findings may not be generalizable to more
seasoned clinicians, long-term treatment, or treatment in
a naturalistic setting. Thus, we encourage future research
to expand this work to clinicians working in the commu-
nity. The first step to conducting this research would be
to recruit practicing clinicians, which presents a greater
challenge than recruiting trainees. Compared with aca-
demic institutions, which are reliable sources of potential
participants, other clinical sites may be less likely to have
the infrastructure to support consistent data collection, and
clinicians may have less time and incentive to participate.
However, researchers have had some success recruiting
clinicians from inpatient treatment institutions (e.g.,
Saarnio, 2011; Topolinski & Hertel, 2007) and psy-
chotherapist directories (e.g., Topolinski & Hertel, 2007).
Beyond initial recruitment procedures, we also suggest
excluding psychotherapists who have taken, administered,
or are otherwise knowledgeable about the framework of
the IIP.

Finally, because therapy is a relational process (Wach-
tel, 2008), we encourage researchers to further examine
how therapist and patient variables interact with one an-
other and with the psychotherapy process. A strength of
the present study was its multimethod approach to data
collection. Comparing patient and trainee ratings of ses-
sion depth and the alliance as they relate to trainee self-
reported FS revealed that trainees may lack awareness of
the interpersonal factors that impact the patient’s experi-
ence of the therapy. Importantly, had patient ratings not
been available for analysis, we would have concluded that
trainee FS was related to neither session depth nor the al-
liance. For these reasons, we urge researchers to continue
to implement and advocate multimethod approaches and
to expand the current work by examining the interaction
of therapist FS with various patient variables (e.g., patient
interpersonal style).

Conclusions

Implications for training

We propose that helping trainees with higher FS to
build an awareness of their interpersonal style and asso-
ciated strengths and vulnerabilities is an important part of
training. We have found it valuable to offer trainees the
opportunity to take a multi-trait multi-method personality
assessment at the start of training. To protect student pri-
vacy, a clinician external to the program offers the assess-
ment and provides feedback to the students. Although
trainees have complete discretion as to whom they share
the information with, in our experience, trainees often
choose to share their results in supervision and report uti-
lizing them in their own personal therapy. We believe this
opportunity has helped many of our trainees cultivate in-
sight into how their interpersonal tendencies may impact
their practice.
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If trainees and/or their supervisors are aware of a
trainee’s friendly submissive tendencies, Bemak and
Chung (2008) is a good source with which to consult. Im-
portantly, Bemak and Chung (2008) emphasized that
moving beyond Nice Counselor Syndrome requires that
counselors avoid personalizing negative reactions and re-
main focused on higher level goals of their practice.
Trainees higher in FS may be inclined to forget that a pa-
tient’s expressions of discomfort and distress are often re-
lated to the difficult experiences that led him or her to seek
therapy, and do not necessarily mean that the trainee is
doing something wrong. Supervisors should remind
trainees that helping patients explore and process negative
emotions is tied to the higher goal of helping the patient
to grow in ways that he or she deems important. These re-
minders will hopefully help trainees with higher levels of
FS build an appropriate level of tolerance to uncomfort-
able feelings so that they are able to do the work that
drives therapeutic change. In a similar vein, supervisors
should emphasize the importance of collaborating with
the patient to develop a mutually agreed upon focus for
the therapy and checking in with patients about their un-
derstanding of the therapy. Although this process may in-
volve disagreements, trainees should be reminded that
interpersonal conflict comes with the territory and when
handled effectively…can be healthy (Bemak & Chung,
2008, p. 379) and ultimately fuel patient growth. In con-
clusion, we hope that these recommendations can assist
supervisors and their trainees in recognizing the ways in
which interpersonal style can help or hinder the psy-
chotherapy process.
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