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ABSTRACT 

 

Objectives – This doctoral study explored the impact of a client’s ethnic background on the 

perception and chosen therapeutic approach of UK and German therapists. This study sought to 

identify how a therapist’s held explicit and implicit biases influence their practise with clients of 

various ethnic backgrounds. 

Methodology – A sample of 51 therapists from the UK and Germany was recruited to take part in 

this online study. Participants were randomly allocated to either ‘Condition Caucasian’ or 

‘Condition Diverse’ and first presented with three vignettes accompanied either by a photo of a 

person with European ethnic background or a person with African or South-Asian ethnic 

background. The participants then answered nine questions about their potential approach with 

each presented client, which were designed to identify explicit bias. In the second step, all 

completed a modified race implicit association test (IAT) that further quantified the therapists’ 

implicit and explicit bias towards individuals of various ethnicities. 

Results – Multivariate Analysis of the vignette data found no statistically significant differences 

between the two conditions; thus, no explicit bias was found within this sample. A subsequent 

comparison between the two nationalities was impaired due to uneven sample sizes, yet differences 

between the scores became visible. The analysis of the IAT data found slight implicit pro-white 

bias in the complete sample, as well as indicators for a priming effect in participants assigned to 

‘Condition Caucasian’. The IAT study replicated previous research findings of implicit pro-white 

bias and the inconsistency between the tested implicit and the self-reported explicit bias within a 

therapist sample.  
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Discussion – While explicit bias could not be identified within this sample, implicit pro-white bias 

was uncovered. It was concluded that therapists are as fallible to implicit bias as other healthcare 

workers, though they may be better at masking its conscious impact. Steps towards a less biased 

practise were outlined. Follow-up research will have to determine whether all findings, and in 

particular the cross-cultural comparison, can be replicated with a larger sample.   

 

Keywords: race, ethnicity, therapy, bias, cross-cultural, vignette study, IAT 
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1. Introduction 

This doctoral study sought to grow the knowledge of bias in the therapy room and to explore 

the extent to which biased and non-reflective treatment is still present due to lack of ethnic and 

cultural awareness, or continued stereotyping. The study aimed to compare the practise of UK and 

German therapists by collecting data on therapeutic proceedings in both countries. Its prime 

incentive was to identify and quantify bias arising out of cultural and ethnic differences between 

client and therapist. To measure bias, the study gathered explicit and implicit data. Therapists were 

first asked to indicate their approach towards therapy with fictional clients presented to them in 

vignettes. All participants saw the same vignettes, differing only in the accompanying client 

photograph, depicting clients with white, black, or South-Asian ethnic background. Hereby 

“white” refers to individuals of European ethnic background, while “black” describes African 

heritage. Both are commonly used terms in research and beyond and will therefore be utilised 

throughout this thesis. The author anticipated different responses based on the client’s perceived 

ethnicity and culture. In the second part of the study, an Implicit Association Test (IAT) measured 

the implicit (as such often unconscious or hidden) bias of participants responding to pre-defined 

cues relating to photographs of people of diverse ethnic backgrounds. Here, the author expected 

to find differences in response patterns within the IAT. 

The overall aim of this study was to identify and quantify the impact of diversity in the therapy 

room, measured in implicit and explicit bias. This was compared between different demographics 

as well as cross-culturally between Germany and the UK. The study sought to add to the 

psychological understanding of ethnic perception and how the therapist’s own culture serves to 

alter these. While this study included different types of therapists and is equally valuable to most 

talking therapy professions, it was the doctoral project of a Counselling Psychologist in Training, 
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and as such the author was particularly interested in the outcomes and conclusions that would add 

to the knowledge of Counselling Psychology. 

1.1 Thesis Outline 

Following this brief introduction, the ethical approval process of this doctoral thesis will be 

outlined, and the reader will be introduced to essential terms used in this thesis (bias, culture, race, 

ethnicity, diversity, and racism). Next, the scene will be set contrasting current events and goals 

of this thesis before the backdrop of Counselling Psychology.  

Chapter two will provide a review of relevant literature on bias in the therapeutic field. Previous 

studies exploring bias within mental health care will be discussed, highlighting the impact of 

cultural understanding, perception, and competence in therapists. Studies will be analysed for their 

usefulness and gaps in research will be highlighted to identify the rationale for this study.  

Chapters three and four will explore the two measures of the study, vignette study and IAT. Both 

chapters will outline the respective methodology, as well as present and discuss the results and 

their implications for therapists.  

Chapter five will discuss the results of both measures in conjunction, compare the findings to 

previous research, highlight limitations, and suggest steps to reduce bias in the therapy room. 

Moreover, it will define possibilities for future research and draw the thesis to its conclusion. 

The final chapter will close this thesis with a reflective account of the research process of the 

author.  

1.2 Ethical Approval  

The study gained full ethical approval through the Ethics Committee, Faculty of Education, 

Health and Wellbeing of the University of Wolverhampton in January 2018 following minor 
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amendments (Appendix A1). As alterations to the study were necessary (see section 3.3.2), the 

author resubmitted the changes for ethical approval in November 2018 before continuing the study. 

The changes were approved by the Ethics Committee in December 2018 (Appendix A2). 

Participants signed a consent form online, which they could download for their own records. They 

were informed about their voluntary participation and their ability to withdraw from the study by 

closing the browser window. However, as no personal data was acquired, the data collected up to 

this point was not identifiable and therefore could not be deleted by the researchers. For the same 

reason, data could not be deleted after study completion. Participants were made aware of this 

circumstance prior to commencing the study. Confidentiality and secure data storage were upheld 

throughout the study.  

This study used deception by omission in that participants received an information sheet 

(Appendix B) stating the aims as comparing the practise of German and UK therapists, however 

withholding the objective to collect data to identify bias. This omission was justified by the 

methodological objectives, it complied with professional guidelines (BPS, 2014), and there was 

no potential for harm to the participants. The true research focus was revealed in the debrief 

(Appendix C) after the data were collected in order not to influence the participant’s response. This 

limitation had been agreed by the Ethics Committee.  

Finally, this study included the use of an IAT, which can cause discomfort when confronting 

participants with their implicit bias towards a topic. To avoid discomfort, participants were not 

presented with their result. No ethical issues arose during set up, data collection, data analysis, or 

write up.  
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1.3 The Difference between Explicit and Implicit Bias 

Explicit bias refers to beliefs, attitudes, opinions, and views that people are consciously aware 

of and can agree or disagree with; albeit they may choose not to share them with others (Herbert, 

2013). Explicit bias can be self-reported on, though often there is an issue of social desirability, 

and some biases remain undisclosed (Sabin et al., 2015). Popular tools to assess explicit bias in 

the field of psychology and counselling are the Multicultural Counseling Inventory (MCI; 

Sodowsky et al., 1994), the Cross-Cultural Counseling Inventory-Revised (CCCI-R; LaFromboise 

et al., 1991), and the Multicultural Counseling Knowledge and Awareness Scale (MCKAS; 

Ponterotto et al., 2002). 

In contrast, implicit biases are also called cognitive biases as they are linked to mental processes 

that are largely automatic; they are therefore part of anyone, even trained professionals (Banaji & 

Greenwald, 2013; Sabin et al., 2012). Implicit bias may be impacted by personal experiences and 

emotional factors, as well as social factors such as reports in the media or commonly held and 

discussed stereotypes (Schwarz, 2000). Eagleman (2001) suggested that thinking errors may 

further be at the core of implicit bias, and impact what we see and how we interpret things. Several 

theories exist to explain implicit bias. For example, Kahneman (2011) proposed that the human 

brain can operate in two modes: either fast, automatic, and subconscious (system 1), or slow, 

logical, and conscious (system 2). It may be that people are unable to see implicit bias within 

themselves as it either arises in system 1, or system 2 thinking errors make their bias seem logical 

and acceptable (Reskin, 2000). Further explanations as to why implicit bias arises are the “social 

categorisation theory” (new people are categorised quickly and standing stereotypes are applied; 

see Tajfel & Turner, 1979) and the model of “in-group versus out-group favouritism” (shared 

identity unites while dissimilarity gives rise to aversion; see Crisp & Meleady, 2012). Since 
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implicit bias is less consciously impacted, it is often seen as the more reliable measure of bias 

(Herbert, 2013). Implicit bias measures aim to assess bias through the participants’ fast and 

unplanned answers (Boysen, 2009). There are pen-and paper methods (see review by Vargas et 

al., 2007), such as the word fragment completion task (Gilbert & Hixon, 1991), but more recent 

scientific studies have almost exclusively used the computerised IAT, developed by Greenwald 

and Banaji (1995). Charnin (2015) critiqued that while there have been a vast number of studies 

exploring implicit bias in the general public and specific populations, the subject has not yet been 

addressed comprehensively for therapists. 

Studies assessing both explicit and implicit bias, often find that self-reported bias differs from 

measured implicit bias, which is referred to as “aversive racism” (Dovidio et al., 2002). Although 

reported explicit bias is decreasing, possibly due to fear of judgement or even legal prosecution, 

racism and discrimination remain a constant threat. Scientific research is therefore hoping to 

increase the understanding of implicit and explicit bias to meliorate the effects (Abrams & 

Houston, 2006).  

In short, explicit, and implicit bias represent different constructs: explicit bias includes bias that is 

conscious to the person, can become visible through that person’s behaviour, and can be perceived 

by others, while implicit bias is an internal process within an individual that cannot be observed 

yet may lead to externally visible actions such as discriminatory behaviour or racist utterings. 

(Amodio & Devine, 2006; Greenwald & Banaji, 2017; Hofmann et al., 2005; Nosek, 2005). 

1.4 Further Contextual Definitions  

After introducing the reader to the key concept of this thesis, explicit and implicit bias, further 

definitions are necessary. These include the terms “culture”, “ethnicity” and “race”, which embody 

dissimilar concepts, yet are often improperly used interchangeably (Carter-Edwards et al., 2018; 
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Guerra & Knox, 2008; Williams & Deutsch, 2016). These terms will be used regularly throughout 

this thesis therefore they are described in more detail. 

1.4.1 Culture 

Culture has been a topic of interest for several decades; as such, it has been defined in many 

multifaceted ways. While some argue a uniformed understanding cannot be formed (Jahoda, 

2012), others call for further research to finally agree on one contemporary definition (AlMutairi 

et al., 2018; Mironenko & Sorokin, 2018). The author will employ Guerra and Knox’s (2008) 

definition of culture: “a collection of social norms, beliefs, and values that are learned over time 

and that provide both a world view and a way of living” (p. 304-305). This definition fits the 

underlying idea of this study, which hypothesises that bias is created through the passing on of 

social ideals from one generation to the next and setting the basis of human interaction in the 

respective region.  

Fernando (2012) enhanced Guerra and Knox’s (2008) definition by highlighting a culture’s 

dynamic and flexible nature that is shaped by social and political events and is therefore never 

stable or stagnant; this addition seems especially fitting with the presently ongoing tumultuous 

political and societal alterations. In this, an important distinction has to be made between the 

country’s national culture (“outside culture”) and the culture of the individual (“inside culture”), 

who may be influenced by their heritage of more than one culture (Triandis, 2004). This view is 

especially important for psychological theory as it proposes that all behaviours, cognitions, and 

emotions rest on a cultural component (Cole, 1996; Markus & Kitayama, 1991; Nisbett, 2003). 

Regarding national culture, some of the most influential quantitative studies were conducted by 

Geert Hofstede. These studies found that all countries – and with them their predominant culture 

– differ among six dimensions as visible in table 1 (Hofstede, 1980; 2001; 2011). All dimensions 
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range from low to high (0-100) and corresponding relative scores may serve as an explanation, as 

well as to visualise differences. The dimensions have been regarded as relatively stable yet have 

matured over the years (Minkov & Hofstede, 2011).  

Table 1 

Culture Dimensions according to Hofstede (2011) 

Power Distance  The extent to which people agree and anticipate that power is 

unequally distributed. 

Individualism vs. 

Collectivism 

The extent to which people are either individual-focussed or 

community-oriented. 

Masculinity vs. 

Femininity 

The extent to which people prefer either strong and forceful 

decisions (masculine) or compromises and empathic decisions 

(feminine). 

Uncertainty Avoidance The extent to which people have a low tolerance for ambiguity and 

negotiations subsequently have to be very structured and ritualistic 

to feel contained. 

Long-Term vs. Short-

Term Orientation 

The extent to which people are looking at outcomes and planning 

for endeavours over a short or long time span. 

Indulgence vs. 

Restraint 

The extent to which people either instantly access or delay rewards. 

Note. Adapted from Hofstede, G. (2011).  

However, Hofstede (2011) warned not to apply these generalisations of the national culture onto 

the individual. Concurrently, a limitation of cross-cultural research is that the terms “culture” and 

“country” are often used interchangeably (see Allik et al., 2017). It is often forgotten that in the 

time of globalisation many indigenous cultures, as well as personal cultural identities, are being 

reshaped through migration and the permanent settlements of minority groups; culture therefore 

continues to change and develop (Ade-Serrano et al., 2017). A single country, or even a single 

city, may thus house several different cultures (SAMHSA, 2014). In addition, a person’s cultural 

interpretation will change over their lifespan due to engaging with new people, moving nationally 
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or internationally, travelling, or climbing the economic ladder. Culture therefore has to be seen as 

a flexible and ever-changing concept that is highly individualised (Fernando, 2012). 

1.4.2 Race and Ethnicity 

The term “race” is a fictional term introduced to the English language in the 16th century 

(Banton, 1978), which sometimes carries a negative infliction due to historic events (Delgado, 

2018; Matsuda, 1993). The term has been shaped continuously through historic, social, and 

political events, but contains no anthropological legitimacy (Durrheim et al., 2009). It is primarily 

used to define perceivable phenotypic, hereditary differences between groups of humans, though 

genetic research has disputed significant biological differences (OSG, 2001). The term was once 

socio-politically constructed to later justify hierarchy systems and dominance over certain groups 

(AAA, 1998; 2015; Gould, 1994). Nowadays the use of this concept is highly debated in research, 

yet it allows for a more apparent distinction between groups than the less perceivable concept of 

“ethnicity” (Cokley, 2007). 

“Ethnicity” and “ethnic” are both more neutral by comparison, yet are also social constructs, and 

are commonly used in social science research. They originate from the word “έθνος” (“ethnos”, 

Greek), which translates to “individuals of a nation” (Betancourt & López, 1993). The term 

ethnicity accounts for a much broader and less discriminatory socially constructed concept that 

unifies a shared identity, communal language, cultural values, history, and traditions with the sense 

of belonging (Cokley, 2007; Fernando, 2010). Scientists debate that ethnicity can be defined 

broadly (including biophysical traits), intermediately (origin and cultural ties), or narrowly (solely 

cultural aspects), though in contrast to race, is more flexible and individual (Atkinson, 2004; 

Smedley, 1999). Nevertheless, the lack of theoretical underpinnings, as well as the fact that ethnic 

labels are less commonly used to differentiate between different white (often associated with 
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European ethnic) backgrounds, and instead often used in conjunction with “minority”, has given 

rise to criticism (Mason, 2000; Ware & Back, 2002). It seems that ethnicity has become the newest, 

yet socially accepted, term to describe groups of people appearing and behaving visually dissimilar 

to the perceived dominant norm. Because of the likelihood of a subjective interpretation of both 

ethnicity and race, research studies commonly refer to the individual’s identified ethnic and racial 

identity instead (Cokley, 2007). 

1.4.3 Diversity 

In the purest definition of the word, “diversity” defines the entirety of observable differences 

between groups of people based on concepts like age, physical appearance, religious beliefs, 

language, and many more (Greene, 2005). Countries with a high number of variations of these are 

termed as “socially/culturally diverse countries” (Queensland Government, 2010). Diversity is tied 

closely with both ethnicity and culture, though it is a far more overarching concept by comparison. 

“Being diverse” often means “being different” and not coherent with the norm, which can lead to 

tension, ostracism, bias, and ultimately racism. With increasing globalisation, diversity is on the 

rise and nations are expected to become more diverse than ever before; the UK is hereby predicted 

to become the most ethnically diverse country by 2051 (Rees et al., 2012). 

Within the field of mental health, “difference and diversity” has become an umbrella term to 

include all markers of difference such as gender, sexuality, religion, and disability (Ingham, 2018). 

However, this research solely focused on the diversity between ethnicities, cultures, and races. 

1.4.4 Racism  

Racism as a concept that has been recorded as far back as the 6th century BC in Ancient Greece, 

and it has persisted in different forms ever since (Eliav-Feldon et al., 2009; Jahoda, 2018; Sue, 

2005). During the time of colonialism, it developed into an ideology that justified the mistreating 
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of non-European nations (Smedley & Smedley, 2005). Whereas outer appearance had long since 

been seen as a visual discrepancy, it was not until the late 18th century that scientists invented a 

racial classification taxonomy (Cokley, 2007). The ideas born here, were later used as the basis of 

legal discrimination, and led to “psychological, sociological, and physical genocide of Third 

World people” (Katz & Ivey, 1977, p. 485). Forms of racism include stereotyping, discrimination, 

and prejudice and can take place on different levels including intrapersonal, interpersonal, and 

systemic or institutional (Berman & Paradies, 2010). 

Although laws and affirmative actions may have reduced overt racism in the mental health system 

over the past centuries and it may seem that racism has outlived the categorical inequality and 

differential treatment, it continues in a covert fashion (Lago & Thompson, 2002). Hereby, the most 

striking reason why racism survives, seems to be the passing on of values, experiences, attitudes, 

and perceptions about other races from generation to generation (Tuckwell, 2002).  

1.4.5 Summary of Definitions 

To conclude by drawing on Fernando’s (2010) abridged definitions, “race” is understood as a 

physical distinction marker, “culture” encompasses sociological patterns of beliefs and behaviours, 

and “ethnicity” largely embodies psychological self-definition of group membership. “Diversity” 

combines the aforementioned and additional factors as an all-encompassing concept terming 

difference. “Racism” can be seen as the adverse reaction to diversity, which can create internal or 

external conflicts. These terms give reference to the human urge to identify, label, and respond to 

perceived difference.  

1.5 Setting the Scene 

In the era of globalisation, which is defined as the process of increasing worldwide 

interconnectedness, interaction, and integration of people, their cultures, political and economic 
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markets (Lewellen, 2002), humanity faces arguments whether globalisation brings cultures closer 

together (Huntsinger et al., 2019) or drives them apart (Scholte, 2005). In either case, societies are 

gradually more exposed to diversity markers such as foreign languages, various skin colours, 

traditional ethnic dress, or religious symbols in everyday life. One could assume that with 

increasing exposure, acceptance thereof would set in, yet the opposite is often the case (Legewie 

& Schaeffer, 2016; Weiner, 2015). Lago (2011) noted that any society will inevitably be governed 

through power, which will frequently be misused to control and discriminate against the “others”, 

commonly the ethnic minorities. 

Difference and diversity have impacted societies around the globe for centuries and remain a 

highly relevant issue. Since the year 2019, differences between countries’ actions following the 

outbreak of the Covid-19 pandemic have led to higher infection rates and delayed vaccine rollouts. 

While this has caused suffering worldwide, a particular strain was put on the Black and Asian 

minority ethnic (BAME) community (Blow, 2020; Cowan, 2020; Khunti et al., 2020). Originally 

believed to be a genetic predisposition, research has now convincingly argued that it was not a 

genetic response to the virus that caused higher death tolls, but societal and structural inequalities 

arising out of ethnic difference (Bentley, 2020; Patel et al., 2020). Likewise, ethnic difference and 

the death of George Floyd, a victim of a biased police officer, reignited the Black Lives Matter 

(BLM) Movement and set in motion a record number of protests worldwide (Barrie, 2020; Cage, 

2020; Samayeen et al., 2020). It stands without question that racism and bias determine real-world 

events and everyday life concerns. By continuing to uphold the importance of dissimilarity, the 

timely eradication of stereotypes and bias seems unlikely.  

Within the field of mental health, Counselling Psychologists were among the first to focus on client 

diversity and discuss adaptations of practise with minority clients (Sue et al., 2009). Compared to 
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the more medically oriented Clinical Psychology, Counselling Psychology embraces a more 

holistic approach towards the individual client (Strawbridge & Woolfe, 2010). It is thus a well-

established fact that Counselling Psychologists orient their practice towards humanism and give 

priority to the individual’s unique subjective experience, which includes seeing their clients’ issues 

before their ethnicity and cultural upbringing (Cooper, 2009). Furthermore, Counselling 

Psychologists identify as scientist-practitioners, which includes “continued self-reflection and 

self-improvement” (Blair, 2010, p. 28). It thus stands to reason that Counselling Psychology might 

in theory be better equipped for working with difference and diversity, yet this certainly does not 

eradicate bias automatically. This study thus sought to contribute to the growing knowledge of 

Counselling Psychology, as well as other therapeutic fields, by exploring the underlying implicit 

and explicit bias in therapists and by highlighting obstacles towards bias-free practise.  
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2. Literature Review 

 Following the general introduction, this chapter will synthesise the most important studies 

involving bias research in psychology. It will link culture, ethnicity, and race with the most 

common issues within therapeutic services and outline how bias can affect therapeutic care. 

Crucial historic and current ideas and practices to overcome bias in the therapy room are critically 

analysed and gaps and limitations of subsequent research findings are considered. The literature 

review concludes by setting the rationale of this study. The author would like to note that a large 

number of papers and scientific findings have addressed bias in the medical field and among health 

care practitioners, yet this number significantly reduces for strictly therapeutically trained 

professions. Nevertheless, this literature review will focus on bias findings among therapists. 

2.1 Literature Search Strategy 

The author searched selected electronic databases (EBSCO, Child Development & Adolescent 

Studies, MEDLINE, Psychology and Behavioral Sciences Collection, PsycINFO, Google 

Scholar), and relevant journals not included in the aforementioned databases (e.g., The European 

Journal of Counselling Psychology). In addition, websites, and publications of governing bodies 

(British Psychological Society (BPS), Health Care Professions Council (HCPC), British 

Association of Counselling and Psychotherapy (BACP), grey literature and dissertations (WIRE, 

the CORE, ProQuest, EThOS), and content of topic affiliated Therapy Networks (e.g., BAAN) 

were searched. Research alerts were set for Google Scholar, EBSCO, and Zetoc. Relevant 

literature was identified by assessing the title and abstract for links to the research topic. The 

references of selected papers were manually skimmed to detect further relevant literature. Lastly, 

the most relevant papers were plugged into “Connected Papers”, a website using a network-based 

algorithm to find papers with similar key words and references. Key words included 

https://www.connectedpapers.com/
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“culture/race/ethnicity in therapy”, “cross-cultural therapy”, “therapist perception”, “bias in 

therapy”, “bias in psychology”, as well as variations thereof.  

2.2 Bias Research and Adversity in Psychology 

With the increase of globalisation and multicultural societies, the discussion of diversity, in 

particular racial and cultural diversity, has blossomed in recent years among research journals in 

the therapeutic field and therapist peer networks. The fact that there are journals devoted 

exclusively to the subject of ethnic and cultural influences in psychology (e.g., Journal of 

Multicultural Counseling and Development; Journal of Cultural Diversity and Ethnic Minority 

Psychology; Journal of Black Psychology; Mental Health, Religion & Culture) is proof that this 

topic has been on the agenda for several decades.  

Though every topic has its counterpart, which in this case is the scientific research of bias that 

arises out of difference and diversity. By 2021, bias research has been extensive and plentiful, yet 

bias is by no means extinct. Bias in healthcare is particularly worrisome as it can have many 

effects, including adverse treatment outcomes (Maina, Belton et al., 2018).  

Although mental health services are at this point widely available in most “Western, Educated, 

Industrialized, Rich, and Democratic (WEIRD)” countries (Henrich et al., 2010, p.61), including 

Germany and the UK, only a third of those experiencing psychological distress, access professional 

help (Andrews et al., 2001). Vogel et al. (2007) outlined five main notions for help-avoidance: (1) 

stigma associated with mental health and services (2) shame before family or self, (3) fear of 

treatment, (4) perceived risk of involuntary treatment or detainment, and (5) fear or avoidance of 

personal emotion.  
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Whereas all of the above notions are more pronounced among ethnic minority groups (Keating, et 

al., 2002; Keating et al., 2003; Marwaha & Livingston, 2002; Vogel et al., 2011), further research 

has identified four additional reasons for therapy avoidance in BAME clients: (1) high likelihood 

of being prescribed medication instead of therapy sessions, (2) perceived cultural or demographic 

differences to the therapist, (3) fear of lack of cultural understanding of given problem, and (4) 

(institutional) racism (Faulkner, 2014; Washington & Doyle, 2019). At the same time, speaking 

about issues pertaining race and ethnicity are far more important to minority clients than to their 

white counterparts (Meyer & Zane, 2013). To many members of ethnic minorities, therapy may 

thus feel like a minefield, as not only personal fears have to be overcome, but also the worry to 

face similar ethnic discrepancy issues that are already faced in everyday life.  

2.2.1 Ethnic Congruence and Ethnic Matching 

Earlier studies showed that clients thus prefer same-race counselling: by presenting videotaped 

sessions of counselling sessions to students, Barnes (1970) found that black students preferred to 

see black counsellors. The main critique of this study is that students may have made choices based 

on the content of the sessions, the choice of approach, or other demographics of the counsellor, 

and not necessarily their perceived ethnicity. Further early studies and reviews verified a 

preference for same-race therapists, which was pronounced in black clients (i.e., Bryson & Bardo, 

1975; Harrison, 1975). Controversially, Atkinson’s (1983) literature review found only eight of 

twelve studies replicated the black preference for black clients. For white clients, the majority did 

not mind the ethnic heritage of the therapist. One critique of these studies was that within-group 

differences, such as differences in age, sexual orientation, and religious beliefs between 

participants were ignored. It is possible that if controlling for these differences, even less research 

would have replicated a same-race preference. 
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To the author’s knowledge, Atkinson et al. (1978) were the first to conduct a blinded study that 

sought to uncover ethnic bias in the general population. In addition, it addressed the question of 

whether Western therapy approaches were suitable for other cultures. Across two comparable 

studies, they presented two audio recordings of counselling sessions to 100 Japanese Americans, 

one of which was directive (rational, logical) and one non-directive (reflective, affective) in nature. 

Apart from the answers of the therapists, both versions were scripted identically. The therapist was 

not visible in the recordings and was introduced as either Asian American or Caucasian American. 

Although the study did not conclusively replicate or reject the same-race preference, it found 

significant main effects that supported the hypothesis that participants perceived Asian Americans 

therapists as more helpful and credible, especially if using a directive approach. Atkinson et al. 

proposed that trainings should educate prospective graduates about the usefulness of therapeutic 

approaches across cultures yet warned not to ignore individuality in clients.  

As one of the logical steps to avoid race and ethnicity bias, a culture of ethnic matching developed. 

Whereas some studies found that matching clients and therapists by ethnicity was successful 

(Møllersen et al., 2009; Richards, 2003; Whitefield et al., 2010), others contested these findings 

(Behn et al., 2018; Karlsson, 2005; Sanders et al., 2006: Shin et al., 2005). Subsequently, meta-

analytic reviews found mixed results and it was agreed that treatment outcome is not affected by 

the matching, however some clients were found to believe that ethnically similar therapists were 

more highly skilled (Bowman, 2010; Cabral & Smith, 2011; Ruglass et al., 2014). Moreover, 

Caucasian Americans were found to implicitly prefer same-race therapists, while African 

Americans explicitly state their preference for a matched therapist (Howell, 2017). Maxie et al. 

(2006) concluded that ethnic matching studies commonly disregarded other factors, such as the 

racial identity, cultural knowledge, and the experience of therapists, which could affect results. 
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Furthermore, most matching studies were conducted in the USA, which may offer only limited 

generalisability to minority groups in other nations. 

Whereas some of the presented studies are quite dated, the topic of ethnic congruence and ethnic 

matching remains alive. More recent studies have found that clients generally tend to rate non-

white therapists as more favourable as they often are seen to demonstrate higher racial awareness 

(Want et al., 2004). Similarly, the therapist’s racial attitude seems to matter more than their 

phenotype (Ferguson et al., 2008). Nevertheless, ethnic dissimilarity has also been described as 

advantageous for the client-therapist relationship as well as the therapist’s professional 

development and performance, by therapists, who emigrated to a new culture (Barreto, 2013).  

As can be seen, ethnic congruence and ethnic matching have supporters, as well as critics. There 

is still no clear indication whether a matched dyad is more successful in their therapeutic journey. 

It may, however, be hypothesised that therapists reluctant to work with non-matched clients are 

not striving to achieve better matched outcomes but may do so due to underlying bias or held 

beliefs (Charnin, 2015).  

2.2.2 Colour-Blindness  

The opposite of ethnic matching is described by the “colour-blindness movement”, an ideology 

which promotes ignoring racial diversity and thus avoiding improper, unjust, or racist behaviour 

(Barrett, 2005). It embodies the belief that skin colour or racial discrepancies need not be 

recognised, but instead everyone needs to be treated equally (Evans & Lépinard, 2019). Critics 

such as Eddo-Lodge (2018), have argued that this is a childish way to eliminate race and avoid 

any accountability for previous actions against other races, and creates a distorted view of society 

bolstering covert racism and stereotyping instead of its eradication (Markus et al., 2001).  
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High colour-blindness was not only linked to minimising symptoms in black clients (yet not in 

white clients; Gushue, 2004), but also to lack of a clear personal racial identity in psychology 

trainees (Gushue & Constantine, 2007). The associated catchphrase with colour-blindness is “… 

that race should not and does not matter” (Neville et al., 2000, p.60). While the first section of 

the phrase “…race should not matter…” might seem commendable, the second part “…[race] 

does not matter…” is not only incorrect, but also bears the risk that therapists deny their own 

biases, finding an easy pathway by saying their practise is colour-blind (Charnin, 2015). Here, 

Burkard and Knox’s (2004) study highlighted those therapists who rated themselves as high in 

‘colour-blindness’ also rated themselves as less empathic and less able to feel warmth towards 

clients. The same therapists were also found to rate fictional clients to be more responsible for 

their reported problems if the accommodating vignette stated their ethnicity as “African 

American”; this was not given for the “European American” condition. These findings, which 

controlled for social desirability, indicated that therapists, who think of themselves as colour-blind, 

may actually hold stronger biases and be less empathic towards clients. Unfortunately, the study 

did not include a measure to ascertain the level of implicit bias in participants.  

Countering this limitation, Richeson and Nussbaum (2004) conducted a study introducing and 

assimilating participants to either the colour-blind or a multicultural ideology, before testing their 

implicit and explicit bias tendencies. While implicit bias indicated a preference of white faces in 

both groups, it was larger among those in the colour-blind condition, further strengthening the 

hypothesis above. As Richeson and Nussbaum did not include a control group, the study offered 

no comparison to a standard situation. Correll et al. (2008) challenged this limitation by including 

a neutral control group that was not primed to any ideology. They found no significant differences 
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between the three conditions and were thus not able to replicate Richeson and Nussbaum’s 

findings.  

To summarise, colour-blindness is a form of aversive racism as it ignores, denies, and distorts 

explicit bias, which may however be present implicitly (Neville et al., 2001). It can further affect 

therapy negatively, by minimising or mis-formulating the client’s issues due to disregarding effects 

of race or ethnicity (Neville et al., 2006; Utsey et al., 2005). In 2003, the American Psychological 

Association (APA, 2003a) therefore concluded that a colour-blind perspective is limiting, and it is 

instead important to invite and embrace diversity in the therapeutic process in order to develop 

critical awareness towards the individual’s systemic background. A similar notion in the UK was 

led by Erskine (2002) yet was not backed by a governing body. This fuelled the ideology of 

multiculturalism and the multi-cultural counselling approach, which celebrates ethnic differences 

(Moodley et al., 2000).  

2.2.3 Unequal Treatment and Hesitant Uptake 

Despite the many alternative ideologies offered to clients, it is a well-documented fact that 

therapy uptake is still low, and commonly even lower for members of minority groups, who often 

receive differential treatment based on their ethnic and cultural background (e.g., Klein, 2018; 

Weich et al., 2012). For instance, BAME clients have a higher likelihood of being diagnosed with 

a mental health issue and admitted to a psychiatric hospital (e.g., Barnett et al., 2019; Mertins-

Brown, 2018). They are thus more likely to seek support from friends and family, or in religion 

(Boyd-Franklin, 2006). In addition, service users of various Asian backgrounds appear to avoid 

services due to fear of confidentiality breach or inappropriate services (Keating et al., 2003; 

Sweeney et al., 2015), since many traditional Asian cultural beliefs around mental health do not 

agree with current scientific findings (Bhui & Dinos, 2008). Moreover, for Islam-associated 
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cultures ill mental health is often associated with shame (“izzat”) for the individual or the whole 

family (Wynaden et al., 2005). The resultant problem is further known as the “psychiatric stigma”, 

which embodies discrimination against people with a psychiatric diagnosis, as well as the 

avoidance of talking to someone outside the family (Fernando, 2004; Sayce, 2015), yet higher 

levels of education and acculturation lead to higher intended service usage for British South-Asian 

Muslims (Pilkington et al., 2012). Furthermore, service users from Central and Eastern European 

(CEE) countries reported experiencing prejudice or discrimination on personal or organisational 

levels, as well as the struggle for non-English speakers to feel heard and be understood by a 

“Western” practitioner (Chtereva et al., 2017). The same study also found that CEE clients share 

the understanding that ill mental health should be kept to oneself to avoid shame. The combination 

of stigma and immigrant status is commonly referred to as “double dose of stigma” and 

necessitates a holistic approach to bring change (Gary, 2005).  

Coming full circle, it has been found that people who feel stigmatised and discriminated against 

are more likely to suffer from mental and physical illness (Paradies et al., 2015; Williams, 2012). 

Unfortunately, however, it has to be said that not only cultures and families stigmatise service 

users, but also the general public and (though to a lower extent) even mental health professionals 

(Peris et al., 2008; Wahl & Aroesty-Cohen, 2010).  

2.3 Racism and Bias in Therapists 

Racism can be described as an operant behaviour resulting out of adverse behavioural 

consequences and the underlying motivation of prejudice, whereby the act is the primary factor 

(Ridley, 2005). As outlined by van Ryn et al. (2011), racism can occur on an internal level (i.e., 

implicit bias, prejudice), between two or more people (interpersonal racism; i.e., explicit bias, 

abusive talk/action), and systemically (institutional racism; i.e., access to therapy blocked for some 
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minorities). Hereby, it has been highlighted that anyone, regardless of race or ethnicity, can and 

may be racist (Ponterotto & Pedersen, 1993; Sanchez-Hucles & Jones, 2005). 

Since the US. Commission on mental health declared racism the most pressing mental health 

problem throughout the USA in 1965 (Katz & Ivey, 1977) many reforms and affirmative actions 

have addressed this issue. Nowadays, racism within the therapeutic profession is discussed as 

largely unintentional and unconscious, though this is not to be confused with “fully eradicated” 

(Dovidio et al., 2002; Ridley, 2005). On the other hand, it is widely accepted that bias still exists 

in the therapy room; although discussion is largely avoided due to social desirability or 

unconsciousness (Fernando, 2010). It stands to reason that all therapists have high motivation to 

meet all clients unbiased and most had some bias-reducing modules as part of their training to 

foster this development (Chao et al., 2011). Nevertheless, bias-free practise can be hard to achieve 

as bias can often be unconscious and unintentional (Charnin, 2015). It is even possible that 

therapists, who do not act aversively still have strong implicit biases (Boysen, 2009). 

Subsequently, therapists who are extremely motivated not to portray bias, may be less likely to be 

self-reflective about utterings and innate bias, and perpetuate the aforementioned problems 

(Charnin, 2015; Drewniak et al., 2017). 

2.3.1 Origins of Racism and Bias in the Therapy Room 

There are several theories as to why racism and bias exist within therapeutic services. First, 

Fernando (2010) stated that good practise is not automatically non-racist and that therapists may 

underlie a bias of believing that they can do no wrong as long as they have their best intentions at 

heart. Second, a common problem seems to be that therapists get “tunnel vision”, which makes 

them incapable of seeing the issue from the client's frame of reference (Corey et al., 2007), which 

can lead to hiding behind diagnoses or labelling clients as untreatable or resistant to treatment 
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(Ridley, 2005). Another finding by Banks (1991) suggested that therapists expect differences in 

race (as well as age and gender, etc.) become redundant once the therapeutic relationship is 

established. Banks’ caveat is that these issues might not seem to be important to whoever is in the 

dominant positions (i.e., white therapist vs. black client, or male vs. female), yet will continue to 

carry significance for the weaker party and should therefore always be discussed. Lastly, Banks 

indicated that some therapists choose to escape these situations by avoidance or lack of action, out 

of fear of doing something wrong; in some circumstances they may thus encourage or facilitate 

racism (i.e., not reacting to requests of clients, not offering the same service out of fear it will be 

perceived as racist).  

Furthermore, traditional therapy models and approaches applied today are almost entirely derived 

from European and US-American - so called “Western” – ideas, science, and values (Li et al., 

2019; Kirmayer & Pedersen, 2014; Lago & Thompson, 2002). As early as 1987, Pedersen 

remarked that the academic study and linear thinking that was employed in the creation of 

treatment models most likely led to cultural bias. Tseng (2004) and Fernando (2014) therefore 

warned that a Western frame of reference falsely disregards social and cultural factors and runs 

the risk of mislabelling experiences as “mental illnesses”. Gilbert (2019) furthermore warranted 

that ill-seeming behaviours might be clearly explainable reactions to respective surroundings. 

Moreover, Western approaches focus on verbal and emotional expression, yet this varies across 

cultures and is suppressed in some (Butler et al. 2007; Chentsova-Dutton et al., 2007). 

Additionally, proximity between counsellor and client (Boucher, 1972; Mehrabian, 1968) and 

volume of speech (Sue & Sue, 1977) carry different meanings for different cultures, yet they are 

commonly almost standardised on individualistic principles and as such not applicable to many 

cultural groups (Sidhu, 2017). Lastly, psychology marks the story of separating body and mind, 
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which disagrees with many Eastern cultural concepts (Fernando, 2010). In conclusion, popular 

approaches can be described as heteronormative (Raja-Helm & Kohli, 2019) and culturally 

inappropriate or insensitive (Johnson & Nadirshaw, 1993; Moodley et al., 2000), as they remain 

closed before the incorporation of non-Western framework (Squire, 2000).  

Another explanation for both racism and Westernisation could be that the psychological workforce 

is significantly less diverse than the population they care for and thus no appropriate exchange of 

information and change to the therapeutic process can occur (Callahan et al., 2018; Lago, 2006). 

Despite the increase of diversity cultivated by globalisation, the demographics among therapists 

remains relatively homogenous: white, female, and middle class (Day-Vines et al., 2007). Overall, 

black male therapists are especially unrepresented (Mertins-Brown, 2018).  

An alternative explanation for racism and bias, is the notion that every person, and as such every 

therapist, is raised within a certain environment that will, often unconsciously, influence 

perception and values that may later on (negatively) impact human interactions, such as therapy 

sessions (Banks, 1991; Lago & Thompson, 2002; Tuckwell, 2002). Katz (1981) found that racial 

awareness begins at age 2 and can result in an in-group, out-group hostility by age 6-8. Ponterotto 

and Pedersen (1993) showed that parental behaviour such as avoiding racial topics, not having 

ethnically diverse friends, not correcting prejudices, or pointing out positives of diversity, can 

encourage the formation of such negative racial attitudes. Since therapists are people first, it is 

often forgotten that the therapist’s frame of reference used for understanding and formulation may 

be quite different to the client’s and can result in missed cultural underpinnings and mislabelling 

(Lipsedge & Littlewood, 2006).  
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2.3.2 Explicit Bias 

Explicit bias starts with conscious stereotyping or prejudice and ends with adverse treatment. 

Research has documented this interaction since the early days, with a specific focus on black 

individuals, (Kardiner & Ovesey, 1951; Lewis & Hubbard, 1931; O’Malley, 1914). With the end 

of segregation in US-America, practitioners realised that cultural stereotyping might be the 

underlying cause of increased mental health diagnoses among black minorities (Wilson & Lantz, 

1957), and began to raise the importance of culturally informed formulation and treatment instead 

of a standardised format (Chess et al., 1953). In the following decade, Thomas (1962) declared 

therapy as a culture-dependent interaction. Out of a psychoanalytic perspective they warned 

practitioners to pay special attention to their verbal, as well as nonverbal, communication as either 

could carry bias and thus be interpreted as hurtful. They explained that clients may react 

appropriately to felt prejudices, which were however often misinterpreted as ill-adjusted 

transference by the practitioner. 

2.3.2.1 Explicit Bias among Therapists.  

To prove that cultural stereotyping was a real concern, Bloombaum et al. (1968) conducted 16 

interviews with US-psychotherapists to explore their attitudes and with this their bias toward 

minority clients (Mexican-, Japanese-, Chinese-, African American, Jews). Whilst 22.6% of 

responses expressed explicit bias in the form of stereotypes, 79.2% indicated implicit bias. 

Unfortunately, the study was conducted in a time very much shaped by cultural inequality, which 

becomes clear in the wording of the study itself. It is neither described extensively, nor do the 

writings clearly illustrate the sample or state any controls for confounding measures. Thus, it has 

to be seen as a very limited, yet uniquely early depiction of bias in the therapy field.  
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Later, Clarkson and Nippoda (1997) conducted a study with a more representative and adequately 

described sample: 108 participants, clients, and therapists, from 30 nationalities, were asked to 

respond to three open-ended questions about their own ethnicity, their experience of therapy 

(giving or receiving), and their opinion of racial and cultural issues within the therapeutic room. 

Using content analysis, it was found that 54% of answers highlighted positive aspects to cultural 

and racial diversity, whereas 22% were concerned with issues. Negative themes included (1) 

experiencing or making culturally insensitive errors in therapy, (2) facing open or transferred 

prejudice, (3) being subjected to the lack of understanding towards a cultural or racial difference, 

and (4) the feeling of inferiority in the therapy room. Although the notion of cultural diversity was 

regarded positively by more than half of the participants, 91% of answers indicated that race and 

culture was perceived to have a non-negligible effect on therapy that needed to be taken seriously. 

The range of potential negative effects indicated that both client and therapists were aware of 

biases in the therapy room. 

In an Interpretative Phenomenological Analysis (IPA) study by Campbell-Balcom and Martin-

Berg (2019), six UK Counselling Psychologists were interviewed to determine the meaning of 

anti-discriminatory practise (ADP) in relation to difference and diversity. All participants were 

aware of the meaning of ADP lying in accepting the uniqueness of each client and remaining free 

from overt discrimination (i.e., racism) as well as covert actions (i.e., exploiting power). 

Nevertheless, they recognised human fallibility, uncertainty, and the lack of guidelines as tensions 

of ADP. All participants acknowledged self-awareness and personal reflection as essential to 

counteract bias yet saw hindrance in unconscious beliefs and attitudes that had not (yet) been 

uncovered. It was also found that similarity to a client can be as much of a challenge, and cause 

for discrimination, as can difference. The authors recognised that the sample was too homogenous 
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(5 females; 5 participants aged 27-30) and required further replication. In addition, the study was 

an IPA study, which entails personal accounts that are subject to researcher interpretation bias and 

social desirability and therefore cannot be generalised (Anderson, 2010). The authors suggested a 

mixed-methods methodology to extend and validate their findings. 

2.3.2.2 Explicit Bias Research in the Therapy Field. 

In one of the first experimental bias studies, Jenkins-Hall and Sacco (1991) instructed 62 white 

therapists to rate the psychological state and social competency behaviours of a client presented 

via a 3 min scripted audio tape segment. Participants were randomly assigned to one of four 

conditions, which described the client as black or white and depressed or not depressed. The study 

found that white clients were rated more favourably than black clients, which indicated race bias 

in white practitioners. Second, non-depressed clients were rated more positively in state and 

behaviours, which verified the described mental health bias identified in health care workers. 

Limitations to this study included the recruitment of female-only therapists, and the lack of 

contrasting results with non-white therapists. 

Arroyo (1996) addressed some of these limitations by asking 56 male or female, white (non-

Hispanic) psychologists to rate therapy prognosis, client affect, and sensed empathy towards a 

client presented in a 10 min video. The video showed the same actress guised as either a Hispanic 

or non-Hispanic client by variation in skin colour and language pronunciation. Arroyo found that 

the non-Hispanic condition led to significantly more positively-connotated affect ratings, more 

optimistic prognosis ratings, and a higher ability to emphasise with the client. While this study 

was able to depict the depth of impact ethnicity can have, it was never replicated with a more 

representative sample size or repeated with the inclusion of other ethnicities – neither among 

clients nor therapists.  
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The first UK-based study exploring explicit bias was published by Pearce (1994). In part one of 

their study, Pearce presented an identical vignette to twelve female White-British undergraduate 

psychology students, which however differed in the stated ethnicity (“Asian”, “Jewish”, “White”, 

“West Indian”). Participants were asked to rate the client on bi-polar scales (i.e., hostile-friendly; 

helpful-obstructive) and write down personal remarks on a blank sheet of paper. As hypothesised, 

participants rated the white client more favourably than any of the other ethnicities. Open answers 

revealed a diverse range of attributions and perceived causes of the issue based on the stated 

ethnicity. Part two enhanced the study with a larger sample size (72 female White-British general 

nursing students) using the same instruments, as well as a 5-point Likert scale to rate whether the 

client’s problem was caused internally or externally. Across all participants, there was a significant 

belief for the problem to be caused externally for the white client only. The analysis of bi-polar 

scales was less favourable for the white client in comparison to part one, yet prejudice and 

stereotyping was apparent for all out-groups and reflected prominent stances held in Western 

individuals. Generalisability for this study was limited, as all participants were female White-

British undergraduate students at the same UK university. The finding that the psychological issue 

was more likely caused by the person themselves, was later replicated for African American clients 

in Burkard and Knox’s (2004) study (see 1.2.2). 

In a follow-up study, Pearce (1997) tried to replicate the findings of Atkinson et al. (1978; see 

1.2.1) and demonstrate ethnocentric bias in trainee counsellors. Videotaped therapy sessions 

presented a client (either “Asian”, “Jewish”, “White”, “West Indian”) and a White-British 

counsellor (only marginally visible in the recording) engaging in either Reality Therapy or Person-

Centred Therapy. Client answers were scripted identically, the counsellor’s varied by approach. In 

study one, 80 White-British undergraduates watched one version of the session. They were given 



42 

the client’s case history, which did not state the ethnicity, and were asked to judge the effectiveness 

of the approach and to give personal remarks. For the quantitative measure (“As how helpful do 

you perceive the chosen approach?”), there were no significant differences found for approach or 

ethnic heritage and the study did thus not confirm the hypothesis that a person-centred approach 

would be preferred for white clients. However, the open answers (coded into positive/negative; 

situational/directive) showed differences: while there was no positive uptake for the white client, 

participants found the Asian client to behave more favourably and benefit from the directive style; 

a finding that replicated the Asian culture’s preference for a more direct counselling style (Sue & 

Sue, 1977). For the three other ethnicities, counselling sessions were perceived as situational and 

negative. To validate these findings, another 80 White-British undergraduates were asked to 

complete the study. The sole difference was that participants were asked to focus on the client’s 

issue instead of the counselling session itself (cue given for study one). The previous findings were 

not replicated: although the analysis of the quantitative measure again revealed no significant 

differences, open answers demonstrated a preference of the person-centred approach for all clients 

– irrespective of their ethnicity. Furthermore, all clients were perceived as positive, and the issue 

was judged as dispositional to the client. Pearce discussed their findings as unexpected and 

inconsistent. They can further be called inconclusive, yet the innovative design should be 

acknowledged. Limitations in this study again included the use of a White-British undergraduate 

population, though this time gender diversity was given. Findings could have nevertheless been 

biased by the organisational culture of the two universities or the geographic area this sample arises 

from.  

Since the turn of the century, Utsey et al. (2005) conducted a qualitative study using a focus group 

consisting of eight white graduate psychology students. A white facilitator guided the discussion 
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through nine vignettes describing provocative race issues in counselling or supervision sessions. 

Using grounded theory, 19 themes and six categories emerged that were later subsumed under two 

super-categories: “White Racial Consciousness” and “Discomfort with Racial Issues”. It was 

found that participants were willing to question their racial consciousness in 101 instances, yet 

some showed positions of denial and defensiveness. Furthermore, all participants presented 

symptoms of anxiety at some point during the discussion, sometimes ascribing hostility to the 

vignette. Moreover, there was a tendency to deviate from race and discuss culture or ethnicity 

instead. Overall, the authors concluded that participants were minimising the impacts of race and 

difference and hypothesised that more than superficial race discussions with clients or supervisors 

are still taboo. The study acknowledged the likelihood of social desirability behaviour occurring, 

its limitations in sample size and demographics, as well as the limitation of working with vignettes 

portraying African American clients only. 

To explore the issues around both race and ethnicity differences, Hays et al. (2010) conducted a 

mixed methods study with 41 culturally diverse counsellor (trainees) with experience of clinical 

diagnosis. Each received one of six detailed client information packs that varied on a number of 

factors: race (“white” or “African American”), ethnicity (Hispanic, non-Hispanic), gender (woman 

or man), and socio-economic-status (“lower” or not stated). Participants first completed a 

multiaxial diagnosis of the client before being interviewed (semi-structured) about their assigned 

diagnosis, including the impact of cultural factors. The results of the qualitative measure showed 

that participants, primarily those of minority ethnic background themselves, were overly focused 

on race and ethnicity, 12 stating it affected presenting symptoms, five declaring that they had 

assigned a less severe diagnosis as they were aware of cultural bias. At the same time 27 

counsellors, predominantly those of white ethnic background, denied that culture had any 
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influence on the assigned diagnosis. None of the manipulated factors were stated to have an impact 

on the diagnosis of white clients. When racially or ethnically matching the participant with the 

client and both belonging to a minority group, race or ethnicity were considered significantly more 

often as part of the presenting problem or diagnosis. The quantitative measures indicated that most 

participants had a moderate awareness of suppression issues, yet those less aware of their own 

cultural bias gave lower ratings of perceived general global functioning. An ANOVA between 

level of general functioning and race revealed a main effect. The authors concluded that while 

most participants rated their explicit awareness as high and denied that cultural factors had an 

impact on diagnosis, statistical analyses revealed discrepant tendencies. Hays et al. considered 

their study exploratory as the sample size was too small and mostly white from five culturally 

similar US-states. Another limitation to this study was the lack of balancing out all manipulated 

factors, instead of presenting only six variations, which could have impacted the findings. 

Ethnic and race bias further seems to be highly applicable in rehabilitation services. Rosenthal 

(2004) conducted a web-based study with 98 European American rehabilitation counsellors to rate 

a case of a drunk driving incident: first after viewing an initial set of information and second after 

reading additional case material. Participants were assigned either to the “Black Condition”, 

showing photographs of an African American male in addition to the case materials, or the “White 

Condition”, portraying a European American detainee. At both times of rating, the African 

American detainee was rated as significantly higher in psychopathology, more likely to suffer from 

substance abuse, less likely to have success in education, and have lower future earning potential. 

This gap increased at the second time of measurement. Rosenthal hereby replicated the findings 

of their earlier study (Rosenthal & Berven, 1999). Limitations included the absence of non-white 

participants as well as web-based design that could not control for external variables. Interestingly, 
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this bias was not replicated in a study conducted with rehabilitation counselling graduate students, 

who rated case materials in a similar fashion across three conditions (European American, African 

American, or Asian American detainee (Rosenthal, Wong, et al., 2004)). 

In a related research, Smith (2013) conducted a web-based study with 90 Clinical Psychologists 

and trainees, exploring race bias towards violence. All participants received a vignette of a 

psychiatric patient, described as “white” or as “black”, and were instructed to make a prediction 

of future violence. Some participants received the additional information that clinicians tend to 

give higher violence ratings to non-white clients (salience). The hypothesis of race bias was not 

confirmed, nor was the impact of salience on the rating. It was however found that the black client 

was rated more likely to commit serious violence and more likely to be placed in seclusion. The 

author concluded that race may not have had a significant impact in this study, yet clear tendencies 

were given.  

Lastly, it appears that Banks’ (1991) hypothesis that therapists shy away from discussing racial or 

ethnic discrepancy is further supported by the findings of Maxie et al.’s (2006) mixed methods 

design study, conducted with 689 American psychologists experienced in cross-cultural therapy. 

The quantitative analysis revealed that 84.5% had discussed ethnic/racial discrepancy at least once 

in the last two years, however only 43% had discussed this with clients, who were visibly different 

to them. Psychologists stated various reasons for discussing this topic and acknowledged that it 

was equally likely to be initiated by themselves or by the client. Psychologists self-identifying as 

part of a minority group, self-reported to be more skilled and more comfortable compared to their 

white counterparts. The narrative analysis (N=287) revealed different approaches to discussing 

differences (directly, indirectly, humorously), when to discuss them (in the first session vs. after 

the relationship had been established) and why to address them (client-initiated, racial 
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development, differences in language, benefits for treatment outcome). Several participants stated 

that they were averse to discussing differences as they had had negative experiences in the past. 

The fact that most participants reported high comfort when addressing this subject, seems 

contradictory not only to the high attrition rates of diverse clients, but also to the previous findings 

of explicit bias in therapists. Here, the authors remarked that despite the seemingly high number 

of psychologists addressing difference, many were waiting for the client to approach the subject 

and were less likely to address this topic with clients not matching their phenotypic exterior. A 

further reason for the high level of comfort may be a self-report based on social desirability factors. 

Limitations to this study included that all findings were rooted in self-report and no details were 

gained regarding potential intervention used with clients. To enable a deeper understanding of how 

bias could impact the addressing of diversity, an additional measure of implicit bias could have 

enriched this study.  

As can be seen, explicit bias has been assessed and confirmed with a multitude of measures and 

across licensed, as well as trainee, therapists. Generalisability is, however, often impaired due to 

small sample sizes that lack racial and cultural, or gender diversity. Furthermore, many studies 

only included graduate students, which may be a general problem of psychological studies often 

being carried out in university settings (Henrich et al., 2010). Another caveat of the presented 

findings is that most studies have only explored the white-black dyad and ignored other races and 

ethnicities. Lastly, any self-report measures used, carry the risk of social desirability, which was 

however stated as a limitation by most authors. 

2.3.3 Implicit Bias 

The Implicit Associations Test (IAT; Greenwald & Banaji, 1995), the most common implicit 

bias measure, assesses bias through the participants’ fast and unplanned answers (Boysen, 2009). 
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Contradictory to its name, the IAT measures both implicit bias via an association reaction task and 

explicit bias via self-reported attitude scores, though not all studies include the explicit measure. 

The IAT has verified that at least 80% of test takes prefer white-skinned individuals to those with 

darker skin colour (Vorauer, 2012). Further implicit biases include bias against age (e.g., Bugental 

& Hehman, 2007), gender (e.g., Salles et al., 2019), social economic background (e.g., Moore-

Berg et al., 2017), higher weight (e.g., Jackson, 2015), and applicants with foreign names in hiring 

decisions (e.g., Rooth, 2010; Wood et al., 2009). Implicit bias studies in the context of therapy 

have unfortunately been less prevalent (Boykins, 2016; Boysen, 2009; 2010; Charnin, 2015).  

2.3.3.1 Controversies of the IAT. 

The underlying ideas of implicit association testing root in social psychology: many theories 

were formed about how cognition, self-esteem, attitude, and stereotypes originate from conscious 

concepts (see Greenwald et al., 2002). Contrastingly, Greenwald and Banaji (1995) argued against 

social behaviour as something purely conscious and controlled, and instead theorised that 

unconscious feelings and implicit bias influence the aforementioned concepts, as well as social 

behaviour as a whole. In this, they identified the necessity of developing intraindividual tests to 

identify implicit bias, which could then be used to explain behaviour better. In its original 

definition “implicit bias” therefore also included the behaviour associated with the held beliefs 

(Singal, 2017). In the first six years of its publication (Greenwald et al., 1998), the IAT had been 

referenced by 120 peer-reviewed articles (Nosek et al., 2005). As of 2019, over 20 years after its 

initial publication, this number exceeded 2,500 references (Greenwald et al., 2019). The IAT’s 

format was so successful in producing relevant findings that the originators continued this line of 

research under the label “Project Implicit”, which offers a range of tests on different topics as well 
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as adaptations for different nations and languages (Greenwald, 2003a). The IAT most relevant for 

this study is the Race IAT (Nosek et al., 2005). 

Most Project Implicit IATs remain accessible to this date, with data continuously being collected 

and available to researchers across the world (Project Implicit, 2002; Xu et al., 2014). However, 

despite the enormous presence of the IAT measure, it has been discussed passionately by two 

different research camps: IAT advocates have produced an astonishing number of papers that 

depict large effect sizes (Devos & Banaji, 2005), reliability (Greenwald, 2003a; 2003b; Hofmann 

et al., 2005; Lane et al., 2007), and validity of this measure (Greenwald et al., 2009; Kurdi et al., 

2018). Meanwhile, IAT opponents have contested the ability of the IAT to measure what it 

proposes to measure: the degree of implicit prejudice and stereotyping that would impact real-life 

discriminatory behaviours (Greenwald & Krieger, 2006; Herbert, 2013; Singal, 2017; Oswald et 

al., 2013). Arguments were raised on both sides, but methodological errors or deliberately 

manipulated data and algorithms were mostly found to antagonise the findings and reduce them to 

lab-occurrences with no prediction ability for the real-world (Blanton et al., 2015; Blanton & 

Mitchell, 2011; Carlsson & Agerström, 2016; Singal, 2017; Oswald et al., 2015). Ultimately, the 

original researchers agreed that there was no predictive power and the test produced too much 

noise to be a reliable measure for actual behaviour (Greenwald et al., 2015; Forscher et al., 2019), 

though some authors retain the opinion that predictive ability is given when comparing test takers 

from geographically or culturally related areas (Payne et al., 2017a).  

To conclude, whereas the IAT rests on a solid research base, the link to actual behaviour has been 

contested widely and ultimately found to be limited (see Payne et al., 2017a for summary). 

Nevertheless, the uncontested ability of the IAT to quantitatively measure an (implicit) perception 

bias in participants and compare it to a self-reported (explicit) bias, demonstrate the usability of 
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this test to set a baseline of bias for this study. Charnin (2015) critiqued that while there has been 

a vast number of studies exploring implicit bias in the general public and specific populations, the 

subject has not been addressed extensively for therapists as most researchers in this field prefer 

self-report measures. 

2.3.3.2 Implicit Bias Research in the Therapy Field. 

Castillo et al. (2007) explored the relationship between multicultural counselling skills and 

implicit bias in a longitudinal study. Over the course of three years data from 84 graduate 

counselling students were collected and included in the study. In total, 40 students took one of five 

multicultural counselling classes (experimental group), while 44 were enrolled in a foundation 

class (control group). Pre- and post-tests included the Race IAT and the MCI (Sodowsky et al., 

1994), a self-report measure of multicultural awareness, skills, and knowledge. Both groups had 

reductions in implicit bias after 15 weeks (post-test), yet this was more pronounced in the 

experimental group, which marked an average of 9% improvement rate. Self-reported awareness 

improved 4% on average, yet no improvement was reported for multicultural knowledge or skills. 

Limitations include the high uncertainty that the test procedure and the five offered classes were 

100% consistent across three years and thus were quite likely subject to a number of confounding 

variables. Furthermore, students were made aware of the purpose of the study to “…examine[d] 

the effectiveness of counseling courses in preparing counselors to become culturally competent” 

(p.27). Moreover, the authors acknowledge that the decrease of implicit bias in the control group 

may have been due to the multicultural aspects included in the control group’s curriculum. In 

addition, the study did not include trained professionals or a diverse sample (77% identified as 

“White American”). 
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Boysen and Vogel (2008) aimed to replicate these findings in a similar study. Eighty-four master- 

and doctoral-level counselling students of four US-universities self-reported their multicultural 

abilities using the CCCI-R (LaFrombois et al., 1991) and completed two paper-based IATs on race 

and sexuality (Lowery et al., 2001) in the last week of term. While high levels of multicultural 

competences were self-reported, implicit bias against African American faces was found. 

Completing a multicultural course prior to testing did not have an impact on IAT scores. No 

significant correlations between the two measures were uncovered. This study could thus not 

replicate the positive impact of multicultural training found by Castillo et al. (2007). 

Unfortunately, large numbers of participants had to be excluded from the study due to errors made 

on the IATs, the authors hint that a computerised version could have ameliorated this problem. 

Like in the previous study, participants were predominantly Americans of European descent, living 

in similar areas, making regional impacts likely, and attending different courses, which further 

introduced a number of confounding variables. Boysen (2009) concluded that in both 

aforementioned IAT studies, participants regarded themselves as low in explicit bias (self-reported 

multicultural competence high), yet both studies demonstrated (remaining) levels of implicit race 

bias – even after training. 

In a more recent UK-based study, Blencowe (2017) compared the implicit bias towards a range of 

topics between 143 trainee and 81 fully qualified Clinical Psychologists to 86 members of the 

general public. Participants completed some demographic questions, followed by five IATs (Age, 

Sexuality, Weight, Skin-Tone, and Gender-Career IAT). According to Blencowe, the Race IAT 

does not adequately depict the diverse range of ethnicity present in the UK, thus the Skin-Tone 

IAT was used instead. All IATs demonstrated negative implicit bias towards marginalised groups, 

yet positive explicit bias towards marginalised groups (except for overweight people). ANOVAs 
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comparing the three participant groups were non-significant, meaning there were no significant 

differences in implicit bias towards any of the questioned attitudes. The same was identified for 

the self-reported explicit measures included at the end of all IATs. For the Skin-Tone IAT, no 

differences were found based on location of practise, level of experience, or religion. The study 

was the first to address implicit bias with UK Clinical Psychologists (trainees), yet the author failed 

to mention why Counselling Psychologists were not included in their study. The author further 

outlined that the Skin-Tone IAT should have been photograph-based to be truly representative for 

the diversity given within the UK. Finally, as with most of the highlighted studies, females and 

those with white ethnicity were over-represented, which however matches the distribution within 

the psychological workforce (Day-Vines et al., 2007). 

While the range of studies exploring implicit bias in therapists is far smaller than for explicit bias, 

no study was able to deny its existence. In fact, although a comparative analysis conducted by 

Charlesworth and Banaji (2019), using data of 4.4 million IAT tests, found that implicit as well as 

explicit race bias have reduced over the past 10 years, Blencowe (2017) found that bias seems to 

still be present in therapists to similar levels as in the general public. The presented studies suffer 

from the same limitations of relatively few non-white participants and many of them being 

members of the student body. 

2.3.4 Mixed studies 

As can be seen implicit and explicit bias are often strongly aligned and can impact or stand in 

contrast to one another. A directional split between implicit and explicit bias is termed “aversive 

racism” (Dovidio et al., 2002). This section will complete the overview of representative bias 

studies with therapists. 
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One of the first bias studies involving therapists was conducted by Abreu (1999). They presented 

60 therapists (in training) with 100 words that were either neutral or associated with African 

American stereotypes. In a first step participants would read a client vignette (undisclosed race) 

and rate the client on 12 items (scale 0-10) of which six assessed hostility levels and six assessed 

general impressions. Abreu found that participants in the African American priming condition 

rated the client as more hostile compared to those in the neutral condition, yet more favourably on 

the other impressions. All participants stated that they had imagined the client being white. When 

asked to re-rate the client with the same measure after having disclosed that the clients’ ethnicity 

was African American, therapists rated the client as less hostile and more neutral than in the 

previous test. The ratings within the neutral priming condition did not change significantly. Abreu 

interpreted the results to indicate that therapists tried to cover up their explicit bias in the re-test, 

whereas this was not possible for the held biases in the initial rating. Abreu regarded their sample 

as potentially too inexperienced to rule out the effect of lack of training on the results. Furthermore, 

within the sample 77% identified as white, which could have further impacted the findings.  

A more recent study conducted by Katz and Hoyt (2014) invited 173 US-health care professionals 

(89.6% psychologists or trainees; 83.8% identifying as white) to complete three measures targeted 

to identify potential predictors of race bias. Participants first read two vignettes presenting a client 

with either symptoms of anxiety or depression. Hereby one of the clients was described as black, 

the other as white (counterbalanced across sample). They were then asked to rate therapeutic bond 

and prognosis ratings for both vignettes before completing a race IAT, a newly developed explicit 

bias measure, the multicultural counselling inventory, and a social desirability scale. Ninety-seven 

participants completed a re-test after six weeks. Katz and Hoyt did not find significant differences 

between the race conditions, yet both implicit and explicit anti-black bias was found. When 
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predicting therapeutic bond expectations, the IAT results were found to be the strongest predictor, 

yet all measures were found to have an impact. Furthermore, the IAT explained more variance 

than the two explicit measures combined. Limitations of this study included that a large amount 

of data was gathered, yet a relatively narrow analysis was conducted. Together with the brevity of 

the reported findings and conclusions some questions were left open. Blencowe (2017) 

furthermore critiqued the use of a self-developed explicit bias measures that was not set into 

relation to the IAT over the utilisation of traditional measures. The authors themselves admitted 

the limitations of the included measures. 

A general limitation within research appears to be the lack of comparison of both implicit and 

explicit bias between white and non-white therapists as only few studies have explored differences 

between therapists of various ethnic groups. As visible from the presented studies, non-white 

therapists are often under-represented, yet given the few findings available, it can be hypothesised 

that non-white therapists regard themselves as more skilled in multi-cultural issues (i.e., Maxie et 

al., 2006) and tend to consider ethnicity in clients more often than their white counterparts (i.e., 

Hays et al., 2010). However, no statements can be made regarding a relationship between non-

white therapists and lower explicit or implicit bias when compared to white therapists.  

Overall, it has been shown consistently that both explicit and implicit bias exist in (aspiring) 

therapists, the findings that they both exist concurrently is therefore not surprising. Unfortunately, 

only few studies have considered both types of bias and their impact on one another in the same 

study.  

2.4 Summary and Rationale for Study 

The influence of ethnic and racial diversity in the therapy room has been a topic of scientific 

study since the 1960s (see Moodley et al., 2000). As early as 1962, Thomas (1962) called on 
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therapists to become aware of their own biases, since a client might come to believe the therapist’s 

opinion to be the truth, yet it took until the 1980s to initiate change. Sue et al. (1982) were among 

the first to actively correct myths around the non-egalitarian mental health system for minorities. 

They highlighted the fact that most therapy sessions were in fact cross-cultural, given that therapist 

and client were likely to differ in either heritage or societal culture (religion, sexuality, socio-

economic status, etc.), yet therapists’ training had consistently avoided this notion and provided 

insufficient training in preparation. They criticised that primarily Western, white, and middle-class 

professionals continued to overlook the diversity before their eyes and ignore the needed shift. 

Their position paper propelled the advancement of various ideologies, new approaches, therapeutic 

guideline reforms, and scientific research. As presented, ethnic and racial perception bias has been 

recognised and studied widely. Equally, various theories explaining why therapists hold prejudices 

and foster bias have been outlined. Unfortunately, the presented studies have shown that both 

implicit and explicit race bias are present in the therapy room and have persisted through decades, 

despite some efforts of introducing multicultural skills into course curriculums and specific 

trainings.  

The presented studies included a range of designs and methods (quantitative, qualitative, mixed, 

experimental), settings (laboratory settings, web-based), populations (students, therapist trainees, 

and fully qualified practitioners of various therapeutic occupations), and a range of measures; all 

engulfed in their contemporary values and ideologies. Their limitations have been briefly 

summarised in the relevant sections: the most common limitations include relatively small samples 

consisting of primarily white participants from geographically, and thus culturally, closely aligned 

areas, a large percentage of student test takers that are asked to make therapeutic-like assessments, 

a lack of controlling for confounding variables arising due to study settings or utilised measures, 
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and a narrowed focus on only black vs. white racial backgrounds. In addition, to the author’s 

knowledge, there has not been a bias study conducted outside the USA or the UK or one including 

UK Counselling Psychologists. 

To address most of the aforementioned limitations, this study included a wide range of (actively 

practising) therapist professions, including Counselling Psychologists, with diverse demographic 

backgrounds. In addition, since the literature review demonstrated that probing of explicit bias 

alone can be difficult due to demand characteristics and social desirability (Boysen, 2009), this 

study counterbalanced a well-regarded explicit bias measure with an implicit counterpart and was 

thus able to explore their interactions.  

The choice of measures was also informed by the literature review, which had outlined race 

manipulated vignettes and the Race IAT as the most suitable measures for this line of research. To 

counter the limited view of diversity discussed by Blencowe (2017), the original Race IAT was 

altered to include a larger range of skin colours more apt to represent current range of diversity 

(see chapter 4 for details). Likewise, the vignettes included three ethnic groups (“black”, “South-

Asian”, and “Caucasian”). The term “Caucasian” was chosen for individuals sharing visual 

markers of European ethnic background. Despite its vagueness, it has been used widely in research 

– possibly as it appears as the most all-encompassing term available – and was thus assimilated by 

this study. The problems arising of this choice are outlined in the limitations (see section 5.4). 

Methodological control for this study was achieved by randomly assigning participants to one of 

two conditions, thus ensuring an equal distribution of extraneous variables (i.e., gender; age; level 

of experience) in both conditions.  

In addition, the study included a cross-cultural comparison between Germany and the UK, which 

addressed the limitation that most cross-cultural research has been conducted in the Anglo-
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American room. Yet, the rationale for including practitioners from both Germany and the UK 

extended beyond this: first, the author is of German nationality, and they had therefore observed 

varying cultural influences in clients and colleagues first-hand, which initially founded the idea of 

this doctoral project. Second, research in Counselling Psychology in Germany is thus far non-

existent, which enabled this study to address a research gap. And third, the author anticipated that 

the level of bias in UK practitioners’, given the UK’s long history of a diverse population, would 

be different to those of German practitioners: although both are WEIRD countries (Henrich et al., 

2010), their values, attitudes and behaviour are quite distinct. One reason for these discrepancies 

may lie in the demographic makeup of the respective population, whereas Hofstede (2011) argues 

for differences arising out of distinct cultural values (see section 1.4.1). The author, having lived 

in both cultures, however, hypothesises history to be a potent factor. 

Britain is a complex multicultural and multiracial country that has had high immigration rates since 

the Bronze Age (Lago, 2006). The latest official data documented 13.7% of permanently settled 

citizens belonging to the BAME group, with some areas inhabited by almost 50% members of a 

non-indigenous background (ONS, 2011). On the other hand, although diversity has been part of 

the UK’s history, George (2014) raised the question whether diversity in Britain was embraced or 

a cause for discrimination. The notion of ‘othering’, the negative and aggressive notion towards 

immigrants and asylum-seekers, seems to have come upon Britain particularly in the last two 

decades, climaxing in Britain’s decision to leave the EU in 2016 (Booth, 2019) and its aftermath 

for EU migrants (Guma & Dafydd Jones, 2019). Benson and Lewis (2019) identified that racism 

has become more pronounced after Brexit yet highlighted that it has always been there in disguise.  

Germany is unfortunately under the same spell of ‘othering’ (Zick et al., 2019), however there is 

one distinct difference: Germany has historically seen less immigration than Britain and even in 
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the modern era its population has a lower proportion of ethnic minorities than that found in Britain 

(Statistische Ämter des Bundes und der Länder, 2014). Some may remark that Germany has a 

large Turkish minority, yet originally only male workers were allowed to temporarily settle in 

Germany. It was half-expected by the German government that all ‘guest workers’, the official 

name for migrants between 1960-1980, would eventually return to their home country, as migrant 

families were not encouraged to learn the German language or its customs (Bartsch et al., 2010). 

It is therefore the uncomfortable truth that those who stayed, did not integrate well and are still 

being ostracised and discriminated against today (Avundukluoglu, 2019; Chazan, 2018). A similar 

pattern can be found against formerly East Germans, who have been looked down on by former 

West Germans ever since the fall of the Berlin Wall (Wolff, 2019).  

As can be deducted from these short introductions of the UK and Germany, there is evidence that 

both countries struggle with difference and diversity. Certainly, this does not apply to all Germans 

or UK citizens, or even a majority, it does however inform the societal culture, traditions, and 

values in the respective country and introduce biased thinking. The latter might thereby be more 

pronounced in areas that have categorically seen less diversity than those with rich differences 

within the neighbourhood (Qian et al., 2017; Rae et al., 2015). For the correct interpretation of this 

study, it is therefore important to take these societal underpinnings into account.  

Finally, this study utilised a quantitative design, which is particularly important when considering 

that much psychological and cross-cultural research in this domain is primarily phenomenological 

(Haverkamp & Young, 2007; Neimeyer & Diamond, 2001; Rennie et al., 2002), especially in 

Anglo-European research (Rennie, 2004). Due to the phenomenological focus on individuals, 

important psychological and cultural topics are often explored in subjective terms and are therefore 

limited in their explanatory power for general trends, transferability, and wider application. In 
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contrast, the author aimed to produce versatile findings with a high degree of cross-cultural 

applicability. 

Two main research questions were derived for this study (see table 2): 

Table 2 

Research Questions 

1. How does the client’s culture and ethnicity influence their therapist’s approach to the 

therapeutic encounters? 

 2. How does the therapist’s nationality influence their approach towards cross-cultural 

encounters?  

Note. * The study included licensed, as well as in-training, Counsellors, Psychotherapists, Counselling and Clinical 

Psychologists as well as the German equivalents (‘Psychologischer Psychotherapeut’; ‘Heilpraktiker’). 
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3. Vignette Study 

The overall aim of this study was to unveil bias in the therapeutic room across different cultures, 

ethnic groups, and therapists of two nations, namely UK and Germany. Via an online study 

combining two types of measures, this study explored indicators for both implicit and explicit bias 

in therapists. The study aimed to answer two research questions (see table 2). This doctoral thesis 

utilised two measures: a vignette study and an IAT (see chapter 4). This chapter will address the 

structure and findings of the vignette study. However, in order to understand the rich pilot work 

that has gone into this thesis, it is essential to the reader that this chapter will first introduce the 

general theoretical underpinnings of this thesis, before diving deeper into the vignette study itself. 

The underlying idea and the employed methodology are explained incorporating the author’s view 

on otology, epistemology, and axiology. 

Since there was limited research available in this area to draw from as a guideline, the researcher 

had remained flexible before difficulties and unforeseen changes during execution. Consistent with 

this mindset, the study, and in particular the vignette study, evolved with its author and respective 

changes will be highlighted to the reader. 

3.1 Theoretical Underpinnings 

The choice of methods was based on and informed by theoretical and philosophical 

underpinnings rooted in psychological research and the author’s world view. The following 

sections will therefore highlight the ontological (nature of reality), epistemological (nature of 

knowledge), axiological (nature of values) underpinnings of this study, before exploring its 

methodology. 
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3.1.1 Quantitative versus Qualitative research  

Research differentiates between quantitative methods, which are sometimes categorised as 

“hard” or nature sciences, and qualitative methods, also referred to as the “soft” or social sciences. 

Psychology has continuously been disputed to sit in between (Burnett, 2014; Hedges, 1987; 

Howard, 1993; Munro & Munro, 2014; Newell & Card, 1985; Pigliucci, 2008; Smith et al., 2002; 

VanLandingham, 2014). By definition quantitative researchers commonly conduct experiments on 

naturally occurring calculatable phenomena (Helmenstine, 2019). It is expected that these 

phenomena will appear consistently as long as controlled variables are met. Social sciences on the 

other hand involve the study of behaviour and corresponding factors, which are often defined as 

tangible and subjective (Helmenstine, 2019). Respectively, either methodology (research design 

and chosen methods) is commonly associated with a certain research paradigm, consisting of the 

respective ontology (realist or relativist view of reality), epistemology ((post-) positivism or 

interpretivism/constructivism; emic or etic relationship between researcher and research), and 

axiology (value-free or value-bound), and methodology (research design and appropriate methods; 

Bryman, 2004).  

Quantitative researchers mostly adopt a realist perspective and believe in one unchangeable truth 

that can be measured and later on generalised through mathematical or statistical techniques 

(Edirisingha, 2012; Hudson & Ozanne, 1988). Out of a positivist perspective, they assume a 

dichotomous world and keep an etic relationship with their research, whereby they observe ‘from 

the outside’ by using a quantitative research design with objective measures (Carson et al., 2001). 

They seek to examine the relationship between variables and describe numbers related to 

predictions (hypotheses) that were set before study conduction. They do so from a neutral and 

value-free stance (Morrow, 2007). Applying statistical methods can then find patterns and 
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relationships within the data, allowing findings to be objective and easily comprehensible. A post-

positivist researcher would act on similar lines, however, acknowledge that the researcher’s 

knowledge, values, and background can influence the observation (Tashakkori et al., 1998).  

Contrastingly, qualitative researchers commonly hold a relativist stance, a belief in multiple 

realities depending on the meaning and context of the given situation (Hudson & Ozanne, 1988). 

As such, an “interpretivist” (also referred to as “constructivist”) researcher believes that truth is 

multi-faceted, can evolve, and change based on experiences, and can be understood or interpreted 

on an individual level, but not generalised (Neuman, 2000). Values are therefore assumed and 

often embraced by the researcher (Morrow, 2007). Social sciences commonly employ qualitative 

research designs and subjective measures, whereby direct interaction with the subject (emic 

approach) is frequently key (Carson et al., 2001). Qualitative research is therefore concerned with 

uncovering meaning and does not predict a study’s outcome using hypotheses. Qualitative studies 

are inductive and thus offer the choice of an emergent design (Morrow & Smith, 2000). 

3.1.2 Psychological Research 

Based on these simplified concepts, it is easy to understand why a field as big as psychology 

could be reputed to sit between both stances. On the other hand, it appears foreign to assume 

objective truth within some areas of psychology, such as Counselling Psychology. Along these 

lines, Toomela (2008) argued that the information contained in qualitative research is often 

ambiguous as it is based on an individual’s interpretation of the given question and is as such not 

fully comprehensible using only statistical analysis. The quantitative stance within psychological 

research has therefore been intensively critiqued for their inhibiting focus and accused of 

conforming to the pressure of nature sciences and loss of sight of the underlying idea of 

psychology: human individuality (Ponterotto, 2002; 2005a; Rennie et al., 2002). As a result, some 
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areas within psychological research have undergone a paradigm shift since the onset of this century 

towards more qualitative or mixed methodologies (Elliott et al., 1999; O’Neill, 2002; Ponterotto, 

2005b). This shift, also known as “paradigm war” (see Reichardt & Rallis, 1994), marks the 

challenge between the pure mono-methodological positions, interpretivism and positivism, as well 

as the resulting emergence of the pragmatist research paradigm, which supports flexibility in 

otology, epistemology, design, research approach, and interpretation of findings (Armitage, 2007; 

Morgan, 2007; Tashakkori & Teddlie, 2003). The pragmatist researcher assumes knowledge is 

constantly debated, negotiated, and re-evaluated, and the researcher should use whatever tools are 

best suited. As such, the pragmatist research approach can be deductive or inductive, objective or 

subjective, and utilise quantitative, as well as qualitative methods.  

3.3.3 Evolution of Approach 

Based on the pragmatist assumption that the world is neither dichotomous, nor exclusively 

subjective, the author originally sought to employ a combination of phenomenological and 

experimental research methods to enable a richer understanding of all findings (Jick 1979; 

Tashakkori & Teddlie, 1998; 2003). The blend of quantitative and qualitative research approaches 

can be superior to either approach on its own (Creswell & Plano Clark, 2007) and commonly 

produces valid and insightful results (Creswell et al., 2003). While some regard their combination 

as incompatible due to differences in epistemology and ontology (Sandelowski, 2001; Lincoln & 

Guba, 1985; Noblitt & Hare, 1988; Rosenberg, 1988), others support the notion that the two 

opposing paradigms can be combined (Bryman, 2006; Greene & Caracelli, 2003).  

Pragmatist research has supported the notion of combination and pronounced the mixed methods 

approach as the bridge between the formerly separate research traditions (Greene, 2005; 

Haverkamp et al., 2005). In this, mixed methods are deemed useful at different points: when the 
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research question can be addressed more holistically this way, to gain greater validity in 

combination, to combine hypotheses development and testing, to answer research questions more 

specifically, or to explain findings more thoroughly (Doyle et al., 2009; Hanson et al., 2005). This 

type of methodology draws together the nomothetic approach (generalising more general and 

quantifiable data about groups) of quantitative research, with the ideographic one (non-

generalising, single-case focus) of the qualitative approaches, in this counterbalancing advantages 

and disadvantages of either (Curry et al., 2009; Gelo et al., 2008; Tariq & Woodman, 2010).  

Dealing with multi-faceted research questions, this study combined the characteristics of 

induction, exploration, hypothesis generation, hypothesis testing, prediction, and (statistical) 

analysis, making it a valid candidate for a mixed methods approach (Johnson & Onwuegbuzie, 

2004).  

Therefore, this study was originally designed as a mixed methods study in which participants were 

first invited to participate in a vignette study with subsequent open questions to explore their 

thought process and hypothetical approach with the presented clients, and second completed an 

IAT. However, after finding that participants did not complete or provide substantial answers to 

the phenomenological part of the study, quite possibly due to its length, the open format was 

changed to an exploratory quantitative design. Associated changes are further described below.  

Due to the alterations, the reported study adopted a quantitative design, which necessitated a re-

evaluation of philosophical underpinnings. These changes initially appeared to compel a shift to a 

positivist mono-methodological stance before which the author had reservations. However, diving 

deeper into their understanding as a pragmatist researcher, they found that this study was 

nevertheless compliant with the pragmatist paradigm. Pragmatism is concerned with simplifying 

the research process, which allows the altering of research procedures if they become obstructive 
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(Creswell, 2003). As such pragmatism supports flexibility towards unforeseen circumstances and 

an emerging design approach appropriate to yield the most valid outcome (Kelemen & Rumens, 

2008). It was hereby helpful that the study’s research questions (see table 2) were not exclusively 

attached to either type of methodology. This supports “the pragmatist’s view that it is perfectly 

possible to work with different types of knowledge and methods” (Saunders et al., 2019, p.151). 

To summarise, while the desired mixed methods approach was not feasible due to insufficient data, 

it informed the subsequently adapted quantitative design. Whereby a rigid design would have 

resulted in an unsuccessful study, the author’s ontological stance as a pragmatist researcher, 

enabled a successful adaptation of this study. This study succeeded in using the findings from its 

qualitative pilot work to develop the reported experimental design, which provided answers to the 

research questions. 

3.2 Introduction to Vignettes 

This study has oriented itself on predecessor studies carried out by Atkinson et al. (1978) and 

Pearce (1994; 1997), which successfully drew on the use of vignettes in written, audio, or video 

format to uncover bias. Vignettes are defined as short stories that introduce the reader to a 

hypothetical situation to which the reader is prompted to respond (Morrison et al., 2004). The data 

collected through the vignettes in the reported study was mostly quantitative, thus ensuring 

comparison and generalisability, which was not met by predecessor studies. 

The use of vignettes in science has a long standing and successful application (Giovannoni & 

Becerra, 1979), with good internal and external validity (Aguinis & Bradley, 2014). Vignettes 

outperform questionnaires as a simple and reliable way to present context (i.e., client case notes), 

in a short and precise manner before asking for responses, which further enables participants to 

make truly informed decisions. As a result, vignettes commonly feel more engaging and 
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motivating to participants (Spalding & Phillips, 2007), especially when paired with (semi-) 

structured questions (Schoenberg & Ravdal, 2000). Moreover, vignettes can stand alone or be 

paired with other measures easily and allow collecting and comparing data around sensitive topics 

in a less threatening way than interviews or questionnaires (Barter & Renold, 1999; Hughes & 

Huby, 2002).  

They have thus been used in contexts when actual behaviour is difficult to ask for (i.e., abuse cases, 

coping of carers; Rahman, 1996; Carlson, 1996). Concurrently, vignettes are especially beneficial 

for cross-cultural research, as those studies often rely on subjective responses (Gupta et al., 2010). 

Vignettes can uncover perceptions, beliefs, or attitudes via their uniquely crafted, flexible format 

(Hughes, 1998; Schoenberg & Ravdal, 2000).  

To warrant the usability of vignettes, they need to appear plausible (Finch, 1987; Hughes, 1998), 

yet vague enough to leave room for personal interpretation (West, 1982). Due to their flexibility, 

they avoid investigative bias, unlike pre-structured questionnaires, yet are fallible to diverse 

interpretation between participants (Schoenberg & Ravdal, 2000), and carry the risk of 

untrustworthiness due to their fictional nature (Spalding & Phillips, 2007). To ensure plausibility, 

the fictional vignettes for this study were all created by the researcher and are based on factual 

experiences. To counter untrustworthiness, vignettes were pilot tested and feedback about 

ungenuine representation was incorporated, as suggested by Spalding and Phillips (2007). Albeit 

a diverse interpretation of the occurring mental health issues was desired. 

The vignettes developed for this study presented clients with different mental health concerns. 

Each vignette was accompanied by a photograph, that either portrayed a white (meaning a fair-

skinned individual of European ethnic background; within this thesis also referred to as 

“Caucasian”) or a black (meaning an individual with darker skin, commonly associated with 
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African ethnic background) or a South-Asian face. Participants were randomly assigned to see 

either only white clients (‘Condition Caucasian’), or only Diverse-Ethnicity clients (‘Condition 

Diverse’), meaning clients with African or South-Asian heritage. The term “Caucasian” was 

chosen despite its issues (see section 5.4), because it assimilates previous research. The respective 

photos in both conditions were first matched for their perceived level of attractiveness, 

intelligence, and psychological vulnerability in a pre-study (see section 3.3.1). 

3.3 Pilot Work 

As indicated, this study needed rigorous pilot work to yield successful outcomes. The most 

important steps of the necessary pilot work were a pre-study designed to match photographs of 

individuals, which were later used to portray the fictional clients of this study, and second a 

stepwise-informed development of the vignette study. 

3.3.1 Pre-Study: Matching Photographs 

To warrant compatibility between the photographs depicting fictional clients, a pre-study was 

conducted in April-June 2018. It asked participants to rate 20 photographs of individuals with 

varying ethnic backgrounds on attractiveness, intelligence, and psychological vulnerability. 

Participants could use a virtual slider to indicate a value between 0-100 (see figure 1). The pre-

study was distributed via link to a Qualtrics Online Study with the use of the University‘s 

Participant Pools, social media, and personal contacts. As such, it was run cross-culturally ensuring 

valid and reliable results. 
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Figure 1  

Example Photos to be Rated 

   

Resultant data of 62 participants (67.7% female, 32.3% male) were analysed via SPSS 24 using 

repeated measures ANOVA. Main effects were found for all photographs (attractiveness*age; 

intelligence*age; vulnerability*age), and it was identified that the participant’s age had an effect 

on the rating. The main effects were used to select complementary white-black/South-Asian 

photograph pairings. The selected pairs were those photographs which had the most similar ratings 

across attractiveness, intelligence, and vulnerability, while controlling for participant age. 

Subsequently, four pairs of photographs (each consisting of one white and one black or South-

Asian individual) were chosen to represent the fictional clients for the vignettes. Further details on 

this pre-study can be found in Appendix D. 

3.3.2 Development of Vignette Study 

A pilot of the study was launched in 2018. The pilot was conducted to ensure functionality, 

readability, and understanding. Fifteen volunteers of various ages of either German or UK 
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citizenship, either practising therapists, or lay persons accessed the pilot study. The pilot used a 

mixed methodology designed to gather an ideographic account of the hypothetical approach with 

four client vignettes, as well as to assess racial preference via an IAT (see chapter 4). Vignettes 

were paired with open questions, asking participants to self-report on their perception of, and their 

next actions with, the fictional client.  

 Unfortunately, few participants finished the study, and the resulting incomplete data suggested 

the duration of the study was rather long for participants. To reduce the length without 

compromising the quality of the resultant data, the study was first shortened by randomly 

eliminating one of the four vignettes, so that only three instead of four vignettes were presented to 

each participant. Through a counter-balancing algorithm, similar numbers of participants accessed 

all four vignettes. Second, a set of pre-determined and selectable responses (multiple-choice) 

replaced the open question format and thus greatly shortened the time and effort needed for each 

question. The answer options were hereby developed by utilising the qualitative data generated in 

the pilot. To nevertheless offer participants a space to add any comments, an optional open text 

field was added to each question. The study was thus re-developed to adopt a largely quantitative 

design. The wording of vignettes and questions themselves was not altered, nor were the 

photographs associated with the vignettes. A collective summary of all changes can be viewed in 

Appendix E.  

No issues with clarity or understanding of the study were found. Subsequently, only minor 

adjustments were made regarding spelling and grammatical errors or inconsistencies (Chow et al., 

2010). Both the pilot work (UK: July – November 2018; Germany: August – November 2018) and 

the study itself were conducted in the UK and Germany in close succession (UK: January – June 

2019; Germany: April – July 2019). 
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3.4 Rationale and Hypotheses 

In order to understand the scope of bias present in the therapeutic room, this study aimed to 

explore similarities and discrepancies of cultural and racial perception among therapists. The 

research questions of this study were: (1) how the client’s culture and ethnicity influence their 

therapist’s approach to the therapeutic encounters, and (2) how the therapist’s nationality 

influences their approach towards cross-cultural encounters.  

The vignettes used in this study were designed to identify explicit bias in participants. Hereby, all 

participants were randomly allocated to either ‘Condition Caucasian’ or ‘Condition Diverse’ and 

saw three of the vignettes designed for this study. Each presented a female or male client with a 

different clinical presentation and posed nine follow-up questions. Explicit bias was measured 

through the difference of response patterns across the sample.  

First, it was expected that the two conditions (‘Condition Caucasian’ and ‘Condition Diverse’) 

would trigger different answers, indicating the influence of the clients’ ethnicities onto the 

therapist and as such evidence bias. Second, differences were expected between the selections of 

German and UK therapists. In more detail, the researcher had the following hypotheses for the 

collected sample: 

(1) Participants assigned to ‘Condition Caucasian’ will select different assessment questions 

than those assigned to ‘Condition Diverse’. 

(2) Participants assigned to ‘Condition Caucasian’ will select different potential difficulties 

than those assigned to ‘Condition Diverse’. 

(3) Participants assigned to ‘Condition Caucasian’ will select different intervention types 

than those assigned to ‘Condition Diverse’. 
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(4) Participants assigned to ‘Condition Caucasian’ will select different therapeutic 

approaches than those assigned to ‘Condition Diverse’. 

(5) UK therapists will select different assessment questions than German therapists. 

(6) UK therapists will select different potential difficulties than German therapists. 

(7) UK therapists will select different intervention types than German therapists. 

(8) German therapists will select ‘psychodynamic approaches’ more often, whereas UK 

therapists select ‘humanistic approaches’ more often. 

3.5 Methodology 

After having introduced the development of the vignette measure, the reader is now equipped 

to be introduced to the experimental design, study procedure, and materials. 

3.5.1 Participants 

The target populations of the study were UK Clinical/Counselling Psychologists (trainees), 

counsellors (trainees), and psychotherapists (trainees), as well as German “Psychologische 

Psychotherapeuten” (trainees) and “Heilpraktiker” (trainees) applying talking therapies in their 

practice, hereafter collectively referred to as “therapists”. Eligible participants had to either be 

German citizens having been raised, therapeutically trained (or in the process of training), and 

actively practising in Germany, or the respective for UK nationals. Furthermore, participants could 

have any level of experience and be of any ethnic background, as long as their nationality was 

either UK-based or German. Contrasting participants based on their nationality was a conscious 

choice despite its obvious limitation: a UK therapist may have diverse ethnic roots (i.e., European, 

Asian, or African) and carry associated cultural values and views that could tint their perception 

towards other ethnicities. A more appropriate comparison factor would have been to compare 

between ethnic heritage. Unfortunately, this was hindered by the fact that Germany does not 
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officially collect ethnic data for historical reasons (Oltermann & Henley, 2020; Shendruk, 2021). 

Asking German participants for their ethnic origin, could have thus resulted in feelings of 

discomfort or confusion, as well as ambiguous answers, which could have potentially not been 

comparable to the ethnic backgrounds denoted by UK participants. Exclusion criteria therefore 

included therapists of any other nationality and those who did not complete the minimum amount 

of the study. The cut-off was set at 66% completion rate. 

A mixture of recruitment methods was used: therapists were first approached directly via email 

and face to face at conferences and training events, second through social media (Facebook, 

LinkedIn, Twitter), and third via calls for participants in relevant journals and websites of 

psychology associations (Division of Counselling Psychology E-letter, BACP Research Board). 

All participants were encouraged to pass on the study link to their colleagues after completion, 

thus ensuring a snowball sampling technique and attempting to yield a higher likelihood of survey 

completion (Atkinson & Flint, 2001). To estimate the sufficient sample size for valid results, 

G*Power (Faul et al., 2007; 2009) was used to conduct an a priori power analysis1. For a large 

effect size (f2=0.35), the sufficient sample size was calculated to be 74 participants. Post hoc 

calculations confirmed that the test power of .8 was not achieved for non-significant results2. It is 

however debated whether post-hoc power testing is the appropriate method for interpreting 

statistical results as they rely upon a fallacious circular argument: a non-significant result will yield 

a small test power, which in turn means that the sample was too small to achieve a significant 

                                                 
1 The criteria for calculation were set to F-tests and linear multiple regression, test power of 0.8, and alpha level of 

0.05. Multiple regression was one of the anticipated tests for analysis, and G*Power calculated the highest 

participant number necessary for valid results; hence this outcome is reported above. (There were 18 predictors: 

Gender (2 dummy variables (dv)), Age Group (4 dv.), Nationality 0/1 (categorical); Diverse Ethnicity 0/1 

(categorical), Therapist type1 (3 dv), Level of Education (4 dv) and Experience (3 dv).) 

 
2 Post hoc calculations were carried out for MANOVA Global effects (α=.05) for each multivariate analysis and are 

reported with each result. 
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result (Hoenig & Hiesey, 2001; Levine & Ensom, 2001). The sample size limitation is discussed 

within this thesis.  

Of the 105 participants, who consented to take the study, 11 participants were excluded as they 

were of neither UK-based nor German nationality. This was necessary to assure a comparable 

cultural background and exclude any confounding factors arising thereof. A further 43 participants 

were excluded due to missing or incomplete data. The final sample included 51 therapists (38 UK 

and 13 German), who completed at least 66% of the study, which was equivalent to having 

completed at least one vignette. Table 3 shows the distribution between the two conditions for the 

vignette part of the study.   
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Table 3  

Vignette Sample by Condition 

 ‘Condition Caucasian’ ‘Condition Diverse’ 

N 20  31  

Nationality 16 UK (80%); 4 Germans (20%) 22 UK (71%); 9 Germans (29%) 

Gender 15 females (75%); 4 males (20%); 1 

non-binary (5%)   

23 females (74.2%); 8 males (25.8%)   

Age 18-25: 1 (5%) 

26-35: 7 (35%) 

36-45: 8 (40%) 

45+: 4 (20%) 

18-25: 3 (9.7%) 

26-35: 15 (48.4%) 

36-45: 5 (16.1%) 

45+: 8 (25.9%) 

Ethnicity* 14 White background (87.6%) 

2 South-Asian background (12.5%) 

16 White background (72.7%) 

1 African background (4.5%) 

3 South-Asian background (13.5%) 

1 Other Background (4.5%) 

1 Not stated (4.5%) 

Therapist 

Type**  

’Psychologischer Psychotherapeut’/ 

Clinical Psychologist: 8 (40%) 

Counselling Psychologist: 5 (25%) 

Counsellor / ‘Heilpraktiker’: 2 (10%) 

Psychotherapist: 5 (25%)  

’Psychologischer Psychotherapeut’/ 

Clinical Psychologist: 15 (48.4%) 

Counselling Psychologist: 4 (12.9%) 

Counsellor / ‘Heilpraktiker’: 6 (19.4%) 

Psychotherapist: 6 (19.4%)  

Level of 

Education 

Bachelor’s degree: 2 (10%) 

Master’s degree: 9 (45%) 

Doctorate: 5 (25%) 

Other: 4 (20%) 

Bachelor’s degree: 5 (16.1%) 

Master’s degree: 15 (48.4%) 

Doctorate: 9 (29%) 

Other: 2 (6.4%) 

Main 

Approach 

CBT: 5 (25%) 

Person-Centred: 2 (10%) 

Integrative: 4 (20%) 

Psychodynamic Approaches: 4 (20%) 

Other / Not specified: 5 (25%) 

CBT: 10 (32.3%) 

Person-Centred: 4 (12.9%) 

Integrative: 2 (6.4%) 

Psychodynamic Approaches: 1 (4.5%) 

Other / Not specified: 14 (45.2%) 

Years of 

Experience 

In training: 4 (20%) 

1-4 years qualified 10 (50%) 

5-10 years qualified: 5 (25%) 

10+ years qualified: 1 (5%)  

In training: 11 (35.5%) 

1-4 years qualified 11 (35.5%) 

5-10 years qualified: 2 (6.5%) 

10+ years qualified: 5 (16.1%)  

Not stated: 2 (6.5%) 
Note* There was no ethnicity data gained for the German sample as ‘ethnicity’ is an unknown discriminator in 

Germany; ** Psychologischer Psychotherapeut – German equivalent of a British Clinical Psychologist; Heilpraktiker 

– German equivalent of a British Counsellor. 
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3.5.2 Experimental Design 

The analysis tried to answer the previously stated research questions by assessing explicit bias 

in the answers of participants. Two comparisons were hereby most interesting: the differences in 

answer patterns between the two conditions (‘Condition Caucasian’ and ‘Condition Diverse’) and 

those between the two nationalities (German and UK). All multivariate designs used a 2x2 

between-subjects design with two independent variables (IVs): ‘Condition’ with two levels 

(‘Condition Caucasian’, ‘Condition Diverse’) and ‘Nationality’, also with two levels (‘UK’ and 

‘German’) and corresponding dependent variables (DVs; see table 4).  

The vignette questions were used to form the DVs utilised in analysis. Of the original nine 

questions, five were discarded from the vignette after data collection as only the remaining four 

produced substantial data. The four questions selected for further analysis each had a large number 

of selectable items. To enable analysis, the items were collated according to therapeutic themes, 

which were subsequently used to form the DVs of interest (see table 4). Hereby each DV was 

calculated in two steps: (1) by taking the average score of the underlying items for each therapeutic 

theme within each vignette, (2) by averaging the therapeutic themes scores across the four 

vignettes to create a single DV score. Therefore, each DV represented a composite score averaged 

across all vignettes for each participant. For example, DVpredisposing was calculated by (1) building 

the average score for the underlying items for each vignette:  

𝑉1𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 =
𝑉1𝑐ℎ𝑖𝑙𝑑ℎ𝑜𝑜𝑑 + 𝑉1𝑐𝑢𝑙𝑡𝑢𝑟𝑒 + 𝑉1𝑒𝑣𝑒𝑛𝑡𝑠

3
 

𝑉2𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 =
𝑉2𝑐ℎ𝑖𝑙𝑑ℎ𝑜𝑜𝑑 + 𝑉2𝑐𝑢𝑙𝑡𝑢𝑟𝑒 + 𝑉2𝑒𝑣𝑒𝑛𝑡𝑠

3
 

𝑉3𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 =
𝑉3𝑐ℎ𝑖𝑙𝑑ℎ𝑜𝑜𝑑 + 𝑉3𝑐𝑢𝑙𝑡𝑢𝑟𝑒 + 𝑉3𝑒𝑣𝑒𝑛𝑡𝑠

3
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𝑉4𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 =
𝑉4𝑐ℎ𝑖𝑙𝑑ℎ𝑜𝑜𝑑 + 𝑉4𝑐𝑢𝑙𝑡𝑢𝑟𝑒 + 𝑉4𝑒𝑣𝑒𝑛𝑡𝑠

3
 

(2) averaging the scores across all four vignettes to form the DVpredisposing:  

𝐷𝑉𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 =
𝑉1𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 + 𝑉2𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 +  𝑉3𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔 + 𝑉4𝑝𝑟𝑒𝑑𝑖𝑠𝑝𝑜𝑠𝑖𝑛𝑔

4
 

Therefore, a high DV score indicated a high rate of selections of the corresponding items within 

each therapeutic theme. For Q1, higher scores indicated a higher likelihood of selecting “I would 

definitely ask…” an assessment question. For Q2-Q4 higher scores indicated more frequent 

selections of the originally underlying items, represented by the therapeutic themes. For example, 

a high score for the therapeutic theme of ‘Client Difficulties’ in Q2 would signify that a participant 

had selected more of the underlying items of ‘Client Difficulties’, such as “Low motivation for 

therapy” and “No insight” (see table 4).  

Table 4 provides an overview of the four analysed questions, stating the wording of each, their 

selectable items, their response format, and the resultant DVs. As can be seen, all items 

corresponded to therapeutic themes, which were used to build the DVs as detailed above. 
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Table 4 

Overview of Analysed Questions  

Question Selectable Items and Therapeutic Themes Response Format DVs  

Q 1:  

“Which questions 

would you want to 

ask in the 

assessment?” 

(1) Predisposing Factors  

- Can you tell me about your childhood and your 

family? 

- Are there any cultural considerations, you would like 

me to know about? 

- What were significant events in your life? 

 

(2) Precipitating Factors 

- Do you have any (other) physical or mental health 

issues? Have you been diagnosed? 

- Are you currently taking any medication? 

- Any circumstantial questions (i.e., pre/post abilities? 

Self or other caused accident?) 

 

(3) Presenting Factors 

- Are there any risks to yourself or others? (including 

safeguarding issues) 

- What is your current issue? What symptoms do you 

have? 

- How is this impacting your mood? 

 

(4) Protective Factors 

- Are you willing and able to participate in therapy at 

this time? 

- What are your goals for therapy? 

- How do you cope with your difficulties? 

- Do you have a support network? 

Drag and Drop into 

one of four 

categories: 

 

(1) I would definitely 

ask these questions in 

assessment. 

(2) I might ask these 

questions in the 

assessment. 

(3) I would not ask 

these questions in the 

assessment. 

(4) I am unsure. 

(1) Predisposing Factors 

(2) Precipitating Factors 

(3) Presenting Factors 

(4) Protective Factors 
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Table 4 continued 

Question Selectable Items and Therapeutic Themes Response Format DVs  

Q2:  

“What difficulties 

might arise when 

working with this 

client?” 

(1) Client Difficulties 

- Unable to attend therapy   

- Low motivation for therapy   

- No insight / Not ready for therapy   

- Substance misuse   

 

(2) Therapist Difficulties 

- Therapist cannot relate   

- Confidentiality 

- Legal aspects  

- Risk to therapist   

 

(3) Therapeutic Process Difficulties 

- Early disengagement   

- Cultural implications / differences   

- Destabilisation 

- (Re-)traumatisation   

- Risk of harm increases   

 

Multiple-Choice 

(max. 5 selections) 

(1) Client Difficulties 

(2) Therapist Difficulties 

(3) Therapeutic Process 

Difficulties 

Q3:  

“What 

interventions 

would you deem 

useful for this 

client?” 

(1) General Interventions 

- Build rapport  

- Complete a timeline   

- Formulating together 

 

 

- Offer space to talk   

- Psychoeducation 

- Psychometric testing   

 

Multiple-Choice 

(max. 5 selections) 

(1) General Interventions 

(2) Cognitive Interventions 

(3) Emotion-Focused 

Interventions 

(4) Psychodynamic 

Interventions 

(5) Other Interventions 
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Table 4 continued 

Question Selectable Items and Therapeutic Themes Response Format DVs  

 

(2) Cognitive Interventions 

- Behavioural activation 

- Circular questioning 

- Challenge  thoughts/beliefs 

- Cognitive restructuring 

- Exposure techniques 

- Identify purpose of life  

 

 

(3) Emotion-Focused 

Interventions 

- Emotion regulation 

- Grounding techniques 

 

(4) Psychodynamic 

Interventions 

- Attachment work   

- Dream analysis   

- Find defence mechanisms 

 

(5) Other Interventions 

- Art/Creative techniques   

- Body work   

- Empty chair  

- Resilience (re)activation   

- Self-esteem work   

 

 

 

- Miracle question 

- Motivational 

Interviewing 

- Normalising 

- Problem-solving 

- Set SMART goals 

- Thought/Mood journal  

 

 

 

- Relaxation/Breathing   

- Teach self-care   

 

 

- Free association   

- Transference 

interpretation    

 

 

 

- Shifting the narrative   

- Trauma-processing 

work  

- Other 
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Table 4 continued 

Question Selectable Items and Therapeutic Themes Response Format DVs 

Q4:  

“Which therapeutic 

model(s) would you 

choose for this client?”) 

(1) Cognitive & Structural Approaches 

- Cognitive-Behavioural Therapy 

- Solution-Focused Brief Therapy  

- Systemic Approaches 

 

(2) Humanistic Approaches 

- Gestalt Therapy 

- Humanistic Therapy  

- Person-Centred Therapy 

 

(3) Psychodynamic Approaches 

- Psychoanalysis  

- Psychodynamic Therapy 

 

(4) Other Approaches  

- Other Approaches 

Multiple-Choice 

(max. 5 selections) 

(1) Cognitive & Structural 

Approaches 

(2) Humanistic Approaches 

(3) Psychodynamic Approaches 

(4) Other Approaches 
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3.5.3 Procedure and Materials 

In the following the reader can familiarise themselves with the procedure and materials used in 

the first part of the conducted study. As such, only opening instructions, and the procedure up until 

the vignette study are explored, while sections pertaining IAT and debrief are further elaborated 

on in chapter 4. 

All materials were available in English and German. Originally created in English, they were 

translated into German and back-translated following appropriate procedures: several translations 

were done by non-professional natives of at least one of the languages and fluent of the other and 

compared to one another. Minor changes were subsequently made to the original English 

documents before devising the final version that was again translated into German and ultimately 

back-translated and checked for errors. There were no conflicting interests in either researcher or 

translators.  

3.5.3.1 Procedure. 

Upon clicking on the link to access the online study, participants were welcomed and informed 

about the aims of the study. Participants were made aware of the withdrawal process in that they 

were able to leave the study at any point, and without stating their reason, by exiting the browser 

window. They were made aware that their data were collected without any identifying details, thus 

the generated data up to the point of withdrawal could not be deleted, nor could data be withdrawn 

after completion of the full study. A participant information sheet summarising all information 

could subsequently be downloaded as a PDF (Appendix B). The information participants received 

was limited: whereas the study claimed to only assess and measure differences in the actions and 

procedures chosen between UK and German nationals, the objective was to compare perceptions 

and bias in therapists when faced with fictional clients of varying ethnic backgrounds. It was 
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crucial that participants remained uninformed about the true aim of the study until completion, 

when it was ultimately revealed. In the second step, a virtual consent form was presented and had 

to be agreed to by all participants. The form was also available for download.  

To begin the actual study, participants were asked for general, non-identifying demographic details 

(Appendix F). Subsequently, participants were randomly assigned to either condition (‘Condition 

Caucasian’ or ‘Condition Diverse’) and randomly presented with three out of four vignettes, which 

took approx. 30 min to complete. This process was randomised and counterbalanced by an 

algorithm and succeeded in producing a similar amount of data for each vignette. The same also 

controlled for participants being less engaged with later vignettes, as well as partial completion.  

The procedure continued with the presentation of the IAT (reported in chapter 4) study and closed 

with a debrief (Appendix C). 

3.5.3.2 Vignette Materials. 

This online study randomly displayed three out of four fictional vignettes (table 5; see Appendix 

G for German versions). Every vignette dealt with a different mental health concern, which were 

invented by the author based on client experiences. Participants were randomly allocated to either 

‘Condition Caucasian’, who saw each vignette accompanied by a photo of a white person, or 

‘Condition Diverse’, who saw each vignette accompanied by a photo of either black or South-

Asian person. The respective photos in both conditions had previously been matched for their 

perceived level of attractiveness, intelligence, and psychological vulnerability (see section 3.3.1).  
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Table 5 

Vignettes with corresponding Client Photos and Key Themes 

Vignette Text Photographs representing Client Key Themes  

 ‘Condition 

Caucasian’ 

‘Condition 

Diverse’ 

 

Vignette 1 (V1) 

This client had an accident a few weeks ago and has since been paralyzed 

from the waist down. The accident has turned her life upside down. She 

used to be a successful entrepreneur in a leadership position and now, she 

cannot even shower by herself. Her mood is very low. Her expressions are 

emotionless. She describes herself as a “waste of space” and has stopped 

any social contacts as she does not want anyone “to see her like this.” She 

is being cared for by a professional full-time carer, who has involved 

psychological services when she found this client with a knife in her hand 

in her bedroom. 

 

 
 

Accident, 

Physical 

Disability, Low 

Mood, 

Suicidality 

Vignette 2 (V2) 

This client has self-referred himself. He acknowledges that he has had a 

difficult past and discloses the following: “I had to get away from there…I 

have always felt that way. So, one day I packed my things and never looked 

back!” He says that he has never regretted his decision to leave and has 

been fine for several years until about three months ago. Since that time, 

which was not accompanied by any other apparent changes, he has been 

having trouble sleeping and has suffered from reoccurring nightmares as 

well as flashbacks. During the day, he feels fatigued and often unmotivated 

to do his job. He describes himself as a “usually joyful guy” and wants your 

help to “find back to his true self.” This is his first contact with 

psychological services. 

 

 

Trauma, 

Insomnia,  

Lack of 

Motivation 
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Table 5 continued 

Vignette Text Photographs representing Client Key Themes 

 ‘Condition 

Caucasian’ 

‘Condition 

Diverse’ 

 

Vignette 3 (V3) 

This 18+ client has been referred to you by emergency services. She is 

tearful and visibly anxious to talk to you but after you explain to her that 

everything will be treated confidentially, she discloses that she is terrified 

of her parents’ reaction towards what happened to her. A couple of nights 

ago she went to a house party with some of her friends. Your client admits 

that she had been drinking too much and has a gap in her memory. The first 

thing she remembers after her blackout is waking up to an unknown male 

abusing her. She tells you that she was able to free herself and get herself 

to safety and that she blames herself for drinking too much. She agrees to 

report everything to the police with your help, but she begs you not to 

involve her parents.  

 

 

 

Abuse, 

Safeguarding 

Concerns, 

Anxiety 

Vignette 4 (V4) 

This client has been referred to you from his G.P. He and his wife presented 

to his doctor two weeks earlier saying that he is experiencing drastic weight 

loss due to restriction of food. His spouse said that he had been isolating 

himself from all his friends and regular activities for two months now and 

has stopped eating altogether apart from a bowl of grapes every day. When 

you see him for the first time, he smiles at you and appears quite present. 

He tells you the following: “Everyone thinks that I have an eating disorder, 

but I simply cannot eat if I want to stay true to my religion, you have to 

understand that!” 

 

 

Eating Disorder, 

Psychosis, 

Religious 

Practices 
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Each vignette was succeeded by nine closed questions with optional comment sections (see 

Appendix E) of which four were analysed as described above (see table 6). All questions were 

developed within the research team and based on best practice as well ethical guidelines for client 

work (BACP, 2018a; BPS, 2017a; 2018; HCPC, 2016).  

Table 6 

Overview of Analysed Questions 

 

3.5.4 Data Analysis 

Before the analysis could take place, the data required extensive cleaning, coding, and merging 

processes to uniform German and UK data sets. An overview of all processes is available in 

Appendix H.  

The analysis of the vignette study utilised deductive analysis processes, whereby statistical 

analysis was performed with SPSS version 26. First descriptive analyses offered an overview of 

the data before several (non-parametric) tests of differences were carried out, to explore the data. 

MANOVAs were selected as the most suitable analysis approach and are reported in the following. 

Question Wording of Question 

 

Topic of Question 

Q1 Which questions would you want to ask in the 

assessment?  

Assessment 

Q2 What difficulties might arise when working with this 

client? 

Potential Therapy Obstacles 

Q3 What interventions would you deem useful for this 

client 

Choice of Interventions 

Q4 Which therapeutic model(s) would you choose for 

this client? 

Choice of Approach 



85 

All data were tested for normality and non-parametric alternatives were utilised where applicable. 

Interactions were not reported due to the small and uneven sample sizes within the sample. 

3.6 Results 

The data gathered in this research was extensive and allowed for a multitude of statistical 

analysis. The following is therefore a selection of the most interesting findings.  

3.6.1 Results Q1 

Q1 offered participants the option to select how likely (0-4) they would pose a certain question 

at an assessment. The 13 items were collated into four factors, oriented on Johnstone and Dallos’ 

(2013) Five-P-Model commonly used for case formulations: ‘Predisposing Factors’, ‘Precipitating 

Factors’, ‘Presenting Factors’, and ‘Protective Factors’ (see table 4). 

Using a multivariate analysis (Pillai’s trace) there was no significant effect of condition between 

the likelihood of posing different types of assessment questions, V=.02, F(4, 44)=.22, p=.926; 

ηp2=.02; 1-β=.01. The subsequent univariate analyses showed non-significant findings (p ≥.637). 

Thus, hypothesis (1) was rejected, as there was no significant difference in selection compared 

between the two conditions. 

On the other hand, there was a significant effect of therapist nationality on the likelihood of posing 

different types of assessment questions, V=.23, F(4, 44)=3.20, p=.022; ηp2=.23. Univariate 

analyses showed that the likelihood of asking for ‘presenting factors’ was significantly higher 

among UK therapists (F(1, 47)=7.27, p=.010, ηp2=.13; MUK=2.74; MGER=2.22), as was the 

likelihood of asking for ‘predisposing factors’ (F(1, 47)=4.12, p=.048, ηp2=.08; MUK=2.35; 

MGER=1.95). The difference in querying ‘protective factors’ almost achieved significance 

(p=.051), whereas there was no significant difference in response patterns between the two 

nationalities for ‘precipitating factors’ (p=.706). As the DV ‘presenting factors’ had been 
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highlighted to be non-normally distributed, a Mann-Whitney test was run as a follow-up, which 

confirmed the above results (U=140, Z= -2.362, p=.018). Hypothesis (5) was thus met, as the 

overall effect was significant, and two of the four assessment question types were selected 

significantly different between the two nations. 

3.6.2 Results Q2 

Q2 enabled therapist to select from a range of potential difficulties that could arise within the 

context of therapeutic sessions. Those could be classified into three different types of common 

therapy problems: ‘Client Difficulties’, ‘Therapist Difficulties’ and ‘Therapeutic Process 

Difficulties’ (see table 4). 

Pillai’s trace did not find a significant effect of condition on the participants’ choices of difficulties, 

V=.07, F(3, 45)=1.15, p=.339; ηp2=.07; 1-β=.30. The subsequent univariate analyses showed non-

significant findings (p ≥.064). Therefore, hypothesis (2) was rejected, as participants assigned to 

‘Condition Caucasian’ did not make significantly different selections than those assigned to 

‘Condition Diverse’. 

Equally, Pillai’s trace did not reveal a significant effect of the therapist’s nationality on their 

selections of therapeutic difficulties, V=.14, F(3, 45)=2.36, p=.084; ηp2=.14; 1-β=.60. Univariate 

analysis matched these findings (p ≥.077). The results show that there was no difference in the 

selections of therapy difficulties between the two nationalities; therefore hypothesis (6) was 

rejected. 

3.6.3 Results Q3 

Q3 queried the intervention types participating therapists would consider using with the 

presented client. As there was a multitude of options presented, those were clustered according to 
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the approach they stem from: General, Cognitive, Emotion-Focused, Psychodynamic, or Other 

Interventions (see table 4). 

For this multivariate analysis, Pillai’s trace did not find a significant effect of condition on the 

participants’ interventions selections, V=.16, F(5, 43)=1.63, p=.174; ηp2=.16; 1-β=.57. 

Nonetheless, the univariate analyses showed a significant difference for ‘psychodynamic 

interventions’ (F(1, 47)=6.39, p=.015, ηp2=.12), which were selected more commonly in 

‘Condition Caucasian’ (MCaucasian=.320; MDiverse=.098). All other univariate analyses were non-

significant (p ≥.513). Therefore, although the univariate comparison for the psychodynamic 

intervention was significant, hypothesis (3) was rejected, as participants assigned to ‘Condition 

Caucasian’ did not select different intervention types significantly more often than those assigned 

to ‘Condition Diverse’. 

Pillai’s trace revealed a significant effect of the therapist’s nationality and their selections of 

intervention types, V=.28, F(5, 43)=3.35, p=.012; ηp2=.28. Univariate analysis matched these 

findings, demonstrating that there were significantly different selections for ‘cognitive 

interventions’ (F(1, 47)=7.95, p=.007, ηp2=.15), ‘emotion-focused interventions’ (F(1, 47)=7.47, 

p=.009, ηp2=.14), and other interventions’ (F(1, 47)=13.18, p=.001, ηp2=.22). For all, UK 

therapists selected the interventions more often on average. There was no significant difference 

for ‘general interventions’ (p=.307) or ‘psychodynamic interventions’ (p=.654). Since the overall 

effect was significant, and three out of five univariate analyses were also significant, hypothesis 

(7) can be accepted.  

3.6.4 Results Q4 

Q4 inquired, which therapeutic approaches therapists would be likely to use with the presented 

client. As main therapeutic approaches and their respective training differ between the UK and 
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Germany, superordinate variables combined comparable approaches into the following umbrella 

categories: ‘Cognitive & Structural’, ‘Humanistic’, ‘Psychodynamic’, and ‘Other’ (see table 4). 

Pillai’s trace did not reveal a significant effect of condition on the participant’s selected approach, 

V=.04, F(4, 44)=.51, p=.729; ηp2=.04; 1-β=.16. The subsequent univariate analyses showed non-

significant findings (p ≥.223). Hypothesis (4) was rejected as there was no significant difference 

between the conditions.  

On the other hand, Pillai’s trace found a significant effect of therapists’ nationality on the selected 

approach, V=.21, F(4, 44)=.2.90, p=.032; ηp2=.21. Univariate analyses showed that only 

‘psychodynamic approaches’ were selected significantly more often by German therapists (F(1, 

47)=6.15, p=.017, ηp2=.12; MUK=.10; MGER=.31). This result was confirmed by the non-

parametric alternative (U=353.50, Z=2.866, p=.004). ‘Humanistic approaches’ were not selected 

significantly more often by UK therapists (F(1, 47)=3.07, p=.086, ηp2=.06; MUK=.32; MGER=.13). 

The remaining univariate analyses did not yield significance (p ≥.297). Hypothesis (8) was only 

partially accepted since German therapists selected ‘psychodynamic approaches’ more often, yet 

there was no difference between the nations for ‘humanistic approaches’. 

3.7 Discussion of Findings 

In summary, the analyses revealed differences in response patterns between the two conditions 

as well as the two nationalities. All findings will be discussed in more detail below, as well as in 

chapter 5. 

3.7.1 Summary of Findings 

This vignette study allowed for a multitude of statistical analysis and was able to produce a 

coherent set of findings. For the condition comparison, the author had set four hypotheses. An 
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overview of all corresponding hypotheses and findings is presented in table 7. The analysis showed 

that there were no statistically significant differences in the selection of assessment questions 

(hypothesis 1), potential difficulties (hypothesis 2), intervention types (hypothesis 3), or 

therapeutic approaches (hypothesis 4), when compared between the conditions. This indicated that 

the participants did not select different response options based on the assigned condition, and 

therefore the client’s perceived ethnicity. It can be stated that no explicit bias was found within 

this sample.  

However, there was one major finding, which stands in contrast to this interpretation: the fact that 

‘psychodynamic interventions’ were selected more often by participants assigned to ‘Condition 

Caucasian’ (see hypothesis 3). This could indicate a tendency of therapists not to go into as much 

depth (a pillar of psychodynamic work is exploring childhood and unconscious parts) with non-

white clients, which could in turn indicate bias. On the other hand, it was found that 

‘psychodynamic approaches’ were not selected more frequently as a theoretical model in 

‘Condition Caucasian’ (see hypothesis 4), which contrasts this interpretation. Most likely, this 

could be a standalone finding within this sample, since ‘Condition Caucasian’ had a larger 

percentage of psychodynamically trained therapists (20% vs. 4.5% of respective sample). This was 

further verified statistically: when controlling for psychodynamically trained therapists there was 

no difference. Subsequently, there is no clear indication that ‘psychodynamic interventions’ would 

be used in accordance with the ethnic appearance of a client. In order to come to a final conclusion 

whether explicit bias is given or not, this finding therefore needs to be retested with a larger sample 

that controls for confounding variables such as therapeutic training background. 
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Table 7 

Overview of Condition Comparisons 

Question Hypothesis Outcome p-values 

Q1  (1) Participants assigned to ‘Condition Caucasian’ 

will select different assessment questions than 

those assigned to ‘Condition Diverse’. 

 

Hypothesis (1) rejected. Manova:     p=.926 

Univariate: p ≥.637 

Q2 (2) Participants assigned to ‘Condition Caucasian’ 

will select different potential difficulties than 

those assigned to ‘Condition Diverse’. 

 

Hypothesis (2) rejected. Manova:     p=.339 

Univariate: p ≥.064 

Q3 (3) Participants assigned to ‘Condition Caucasian’ 

will select different intervention types than 

those assigned to ‘Condition Diverse’. 

 

Hypothesis (3) rejected:  

 

Manova:     p=.174 

Univariate:   

ppsychodynamic=.015 

Q4 (4) Participants assigned to ‘Condition Caucasian’ 

will select different therapeutic approaches 

than those assigned to ‘Condition Diverse’. 

 

Hypothesis (4) rejected. Manova:     p=.729 

Univariate: p ≥.223 
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Unfortunately, the nationality comparison was only possible to a limited scope as the sample sizes 

between the nations were uneven. Nevertheless, three of the four hypotheses produced statistically 

significant findings (see table 8). It was expected that German and UK therapists would use 

different intervention types and approaches, as training varies between the two countries (Van 

Broeck & Lietaer, 2008). Since Germany has a much more entrenched tradition of psychodynamic 

thought, it is not surprising that this approach was selected more commonly by German 

participants (hypothesis 8). On the other hand, humanistic approaches were not chosen more 

frequently by UK therapists despite the nationwide emphasis in this approach (hypothesis 8). 

Second, according to the results, UK therapists seem to use a larger and more varied set of 

intervention types (hypothesis 7), though the reason for this finding is unclear. Third, the author 

had hypothesised there would be differences between the selected assessment questions, which 

was found to be true (hypothesis 5). Unexpectedly, however, the selection of potential difficulties 

did not differ significantly between the nations and led to the rejection of hypothesis (6). It is likely 

that the presented findings stem from general preferences or therapeutic training of participants 

and do not indicate held bias. To identify explicit bias, the analysis of interaction effects between 

assigned condition and nationality would have given further insight, yet the available data did not 

allow this analysis.  
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Table 8 

Overview of Nationality Comparisons 

Question Hypothesis Outcome p-values 

Q1 (5) UK therapists will select different assessment 

questions than German therapists. 

Hypothesis (5) accepted: 

‘presenting factors’ and ‘predisposing 

factors’ selected more frequently 

among UK therapists; difference in 

selecting ‘protective factors’ almost 

achieved significance. 

 

Manova:     p=.022 

 

Univariate:  

ppresenting=.010  

ppresdisposing=.048  

pprotective=.051 

Q2 (6) UK therapists will select different potential 

difficulties than German therapists.  

 

Hypothesis (6) rejected. Manova:     p=.084 

Univariate: p ≥.077 

Q3 (7) UK therapists will select different intervention 

types than German therapists. 

Hypothesis (7) accepted: 

‘cognitive interventions’, ‘emotion-

focused interventions’, and ‘other 

interventions’ selected more 

frequently among UK therapists. 

 

Manova:     p=.012 

Univariate:  

pcognitive=.007  

pemotion-focused=.009  

pother=.001  

Q4 (8) German therapists will select ‘psychodynamic 

approaches’ more often, whereas UK therapists 

select ‘humanistic approaches’ more often. 

Hypothesis (8) partially accepted: 

‘psychodynamic approaches’ selected 

more frequently among German 

therapists; ‘humanistic approaches’ 

not selected more frequently among 

UK therapists. 

 

Manova:     p=.032 

Univariate:  

ppsychodynamic=.017  

phumanistic=.086 
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3.7.2 Comparison to Previous Research 

There have been a number of studies contrasting clinicians’ bias before different ethnic 

backgrounds with their behaviour towards vignette clients and real-world clients (see Maina, 

Belton et al., 2018 for overview). Although stereotypes and prejudice, and as such bias, are 

described as automatic and present in anyone (Blair, 2002), it has been found that most physicians 

do not act on their bias (Haider et al., 2011; 2014; 2015; Oliver et al., 2014; Puumala et al., 2016; 

Sabin et al., 2008). To the author’s knowledge, this study is the first to support this finding for a 

therapist sample, when it showed that this study’s participants did not choose different assessment 

questions, potential problems, or approaches based on the assigned. In their review, Boysen (2009) 

indicated that studies involving therapists generally report low levels of explicit bias. They 

hypothesised that explicit bias is not discussed openly, since bias must not exist according to 

therapeutic guidelines (APA, 2003b; BPS, 2018; HCPC, 2015).  

Although the finding that psychodynamic interventions are potentially more closely linked to 

therapy with white clients, likely arose from the sample demographics, the author nevertheless 

decided to consult previous literature. It was identified that very few studies have explored this 

question before. Although psychodynamic therapies are theoretically relevant and suitable for 

ethnic minority clients (Ruth, 2012), there are only a limited number of studies that have tested 

this on real life samples. One of the few examples was the random control trial research by Barber 

et al. (2012), who found that psychodynamic therapies outperform medication or placebo when 

applied to minority clients suffering from major depressive disorder. The picture of missing data 

becomes clear through the literature review by Watkins (2012), who reported that of 104 studies 

on psychodynamic treatment, only 25% reported on client ethnicity, though 80% of these used the 

same data sets of clients suffering with addiction only. At the same time, clients with minority 
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background were found to choose therapists offering cognitive-behavioural or eclectic approaches 

more often than those offering psychodynamic approaches (Turner & Formaniak, 1996); thus, the 

problem of missing data could stem from the lack of client visitation rates. Nonetheless, there 

seems to be a link between psychodynamic therapists and the avoidance of racial discussions 

(Basham et al., 2016; Powell, 2018; 2020). This could after all embody evasion of the race subject, 

which is most effectively avoided by using alternative approaches and interventions. 

What this study has furthermore added to the research is the nationality comparison. It has been 

established that length of treatment varies greatly between countries (Flückinger et al. 2020), as 

well as the regulations underlying the training and practice of psychotherapy in European countries 

(Van Broeck & Lietaer, 2008). Both would suggest differences in the execution of therapy as well. 

To the author’s knowledge, to date there has not been any study comparing therapeutic practices 

between two WEIRD countries (Henrich et al., 2010), this study therefore adds novelty to the 

existing literature. It has broadened the horizon of research highlighting how an international 

comparison between therapists could be conducted. The author’s hope is that further research will 

expand on the reported differences and find a way to generalise the results of this study.  

3.7.3 Methodological Weaknesses and Limitations 

The vignettes and questions used in this study have been the product of thorough design and 

pilot work processes. The reported vignette study has thus been able to produce comprehensive 

and reliable findings. The hypotheses were numerous, yet not exhaustive of the potential analysis 

possible with this vignette study. They evidence the diversity and scale of this research project. 

Unfortunately, all findings are to be viewed with caution as the comparison was only possible to a 

limited scope since the sample size was small and the contrasted groups were uneven. A combining 

of items into composite scores was necessary to improve statistical power, yet it eliminated the 
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possibility of analysing the data vignette by vignette. While the reported data did not contain any 

clear indications of explicit bias, it is possible that a larger sample would have achieved 

significance. Thus, a replication with a larger set has to take place to re-test these findings and to 

enable a clearer picture of how explicit bias might be given in a therapist population. It would have 

further been interesting to analyse the interactions between the IVs ‘Condition’ and ‘Nationality’ 

to determine whether one nation is more biased than the other. As the data set was too small to 

allow these analyses, future research will hopefully be able to close this gap.  

Furthermore, the differences between the sample of ‘Condition Caucasian’ and ‘Condition 

Diverse’, highlight the possibility that significant findings could root in other non-explored 

variables, such as ethnic background of therapist (Condition Diverse’ is more diverse), main 

approach, or years of experience (‘Condition Caucasian’ has more experienced therapists). As 

such, it would be interesting to test whether the finding to use ‘psychodynamic interventions’ more 

with white clients, roots in an actual bias, or arose out of this sample (random allocation of most 

psychodynamically trained participants to ‘Condition Caucasian’). 

Lastly, this study did not control for social desirability, which has been highlighted as a 

confounding variable in previous bias studies (Constantine & Ladany, 2000) and should be 

controlled for in future research. 

3.7.4 Implications for the Therapeutic Community 

Previous research has already identified that therapists are prone to mask or even cover up 

explicit bias to comply with social desirability or therapeutic guidelines (Abreu, 1999; Boysen, 

2009). Therefore, although this vignette study did not find indicators of explicit bias within either 

condition, the presence of unspoken bias in the therapeutic room is undisputed (Blencowe, 2017). 

As most therapists are nonetheless aware of bias as a concept, more bias research must be 
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conducted to determine how it affects everyday therapist-client relationships (Boysen, 2009). This 

study therefore set a baseline for future research to build upon. Further implications of bias and 

areas for future studies are discussed in the general discussion (see chapter 5). 

Concurrently, this study has shown that there are differences even between nations that have 

socioeconomic and cultural similarities. Although this does not necessarily depict a form of bias, 

it highlights that therapists of distinct countries work differently. While the choices of, in this case, 

assessment questions, intervention types, or approaches do not predict the outcome of therapy, the 

question remains whether therapeutic guidelines and training have to be adapted universally to 

offer clients similar experiences across country lines.   
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4. IAT Study 

This study explored the rate of implicit, as well as explicit, bias in therapists when confronted 

with clients of diverse backgrounds. To yield valid results, the study attempted to collect data by 

combining two well-researched and reliable methods: IAT and vignette case studies. This chapter 

discusses background, hypotheses, methods, results, and discussion pertaining to the IAT. For an 

introduction to theoretical underpinnings of this thesis, as well as the vignette study, please refer 

to chapter 3. 

4.1 Introduction to the IAT  

Since this study intended to explore bias, the natural choice was to incorporate an IAT, which 

to date remains the most renowned method to do so and has been referred to as “psychology’s 

favourite tool for measuring racism” (Singal, 2017, p.1). Although, there is scientific debate 

concerning the real-life application of the IAT (refer to chapter 2), there has been an enormous 

number of studies using the IAT (Singal, 2018), even outside the scientific field (Singal, 2017; 

The Washington Post, 2016).   

Studies have validated both the reliability (e.g., Lane et al., 2007) and the validity of the measure 

(e.g., Kurdi et al., 2018), and consistently reported large effect sizes (e.g., Devos & Banaji, 2005). 

Nonetheless, scientists have convincingly argued and ultimately agreed that the IAT cannot predict 

real-life behaviour and instead may only indicate the degree of implicit bias and contrast it with 

the self-reported explicit bias scores (Greenwald et al., 2015).  

Thus, while the IAT rests on a solid research base, the link to actual behaviour has been 

scientifically scrutinized and ultimately found to be limited (see Payne, 2017a; 2017b). 

Nevertheless, the uncontested ability of the IAT to quantitatively measure an (implicit) perception 
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bias in participants and compare it to a self-reported (explicit) bias, demonstrate the usability of 

this test for this study.  

4.2 Rationale and Hypotheses 

The IAT used in this study entailed a modified version of the standard Race IAT (Nosek et al., 

2005) to quantify bias associated with perceivable diversity. It measured the participants’ implicit 

bias relating to ethnic diversity by presenting them with twelve photographs of ethnically diverse 

individuals. Hereby, white, South-Asian, and black faces were paired with either positive or 

negative terms. Based on the participants’ delay in sorting the presented cues according to a set of 

rules, the IAT was able to predict an implicit preference for either ‘Caucasian’ (meaning 

individuals of European ethnic background; see section 5.4 for critical notes on this terminology) 

or ‘Diverse-Ethnicity’. In addition, the IAT took a measurement of explicit bias via three self-

report questions querying feelings towards “white” (meaning individuals of European ethnic 

background) and “non-white people” (individuals of any other heritage). This could be used for a 

comparison between self-reported explicit bias and unconscious implicit bias. This is described in 

further detail in section 4.3.3. 

The overall aim of the IAT was to uncover bias in therapists. The research questions of this study 

were (1) how the client’s culture and ethnicity influence their therapist’s approach to the 

therapeutic encounters, and (2) how the therapist’s nationality influences their approach towards 

cross-cultural encounters. First, the IAT measures obtained for the overall sample were analysed. 

There were three hypotheses posed:  

(1) Given the demographics of the sample, there will be an overall implicit bias towards 

Caucasian faces.  
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(2) The ‘Preference Statement’ (first explicit measure) will depict an overall preference for 

white people.  

(3) The ‘Feeling Thermometer’ (second explicit measure) will indicate a preference for 

white people.  

Second, the IAT results were compared between the two participants groups that had previously 

been assigned to either the ‘Condition Caucasian’ or the ‘Condition Diverse’ in the vignette study. 

Again, there were three hypotheses posed:  

(4) Participants primed with ‘Condition Caucasian’ will show a higher implicit bias for 

Caucasian faces than participants primed with ‘Condition Diverse’.  

(5) Participants primed with ‘Condition Caucasian’ will self-report (‘Preference 

Statement’) to prefer white people more strongly, compared to participants assigned to 

‘Condition Diverse’.  

(6) Participants primed with ‘Condition Caucasian’ will self-report (‘Feeling 

Thermometer’) a stronger preference for white people compared to participants assigned 

to ‘Condition Diverse’. 

For the IAT study, there was no analysis made to determine differences between the nationalities, 

since there were only two German therapists included in the IAT data. 

4.3 Methodology 

The following introduces the reader to the study’s design, employed methods and proceedings.  

4.3.1 Participants 

As previously described for the vignette data (see chapter 3), participants with extensive 

missing data (< 66% completion rate) or those not meeting study criteria (German or UK national 
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and therapeutically trained in the respective country) were excluded from the analyses. Out of the 

51 therapists meeting the above criteria, 36 completed the IAT task. 21 had to be excluded due to 

incomplete data arising out of early termination or a majority of slow responses (> 10,000 ms), 

one participant was excluded due to > 10% of responses < 300 ms and another due to a high error 

rate (> 10%). Following the guidance of Greenwald et al. (2003a; 2003b), participants who have 

taken IATs previously show lower bias scores than those who are IAT novices and as such only 

data of IAT novices should be used for analysis. In this sample, 12 out of 36 IAT takers had 

completed at least one IAT before, hence the sample reduced to 24 therapists. Out of 24 

participants, 23 completed the explicit questions subsequent to the reaction task. 

The IAT sample is depicted in table 9. 
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Table 9  

IAT Sample 

N 24 

Nationality 22 UK (91.7%); 2 Germans (8.3%) 

Gender 18 females (75%); 6 males (25%)   

Age 18-25: 3 (12.5%) 

26-35: 7 (29.2%) 

36-45: 7 (29.2%) 

45+: 7 (29.2%) 

Ethnicity* 20 White background (90.9%) 

Therapist Type**  Clinical Psychologist/’Psychologischer Psychotherapeut’: 8 (33.3%) 

Counselling Psychologist: 3 (12.5%) 

Counsellor / ‘Heilpraktiker’: 5 (20.8%) 

Psychotherapist: 8 (33.3%)  

Level of Education Bachelor’s degree: 4 (16.7%) 

Master’s degree: 11 (45.8%) 

Doctorate: 6 (25%) 

Other: 3 (12.5%) 

Main Approach CBT: 5 (20.8%) 

Person-Centred: 4 (16.7%) 

Integrative: 5 (20.8%) 

Psychodynamic Approaches: 2 (8.3 %) 

Other / Not specified: 8 (33.3%) 

Years of Experience In training: 4 (16.7%) 

1-4 years qualified 12 (50%) 

5-10 years qualified: 4 (16.7%) 

10+ years qualified: 4 (16.7%)  
Notes. * There was no ethnicity data gained for the German sample as ‘ethnicity’ is an unknown discriminator in 

Germany; ** Psychologischer Psychotherapeut – German equivalent of a British Clinical Psychologist; Heilpraktiker 

– German equivalent of a British Counsellor. 

4.3.2 Experimental Design 

The first analysis of the complete sample computed descriptive statistics for three dependent 

variables (DVs): Dbiep score (implicit), Preference Statement (PS, explicit) and Thermometer 
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difference (TD, explicit). All DVs embodied measures to describe whether there was bias or not. 

There were no independent variables (IV) used for the first analysis. 

The second analysis compared between the two conditions participants had been assigned to in the 

vignette study. Therefore a between group design was used. The DVs were the same as above. In 

addition one IV ‘Client Condition Vignettes’ with two levels (‘Caucasian’ and ‘Diverse’) was 

used. 

4.3.3 Procedure and Materials  

This section first explains the procedure of the IAT study. Subsequently, the structure and 

functioning of an IAT are described. Further, the reader is introduced to the methods used to 

calculate implicit and explicit measure scores. 

4.3.3.1 Procedure. 

Participants were introduced to the project, then asked for their consent and demographic 

information. They first completed the vignette study (see chapter 3 for more detail). Subsequently, 

participants completed an IAT adapted from the Race IAT (Nosek et al., 2005), followed by three 

self-report IAT questions assessing explicit bias. The IAT explored the general level of bias in 

each participant (that could then be contrasted with the responses to specific client examples 

presented by the vignettes).  

The study closed by debriefing all participants. The debrief included full disclosure of all research 

objectives, at last revealing the true aims of the study to participants. The debrief sheet (Appendix 

C) was available for download. Participants were furthermore encouraged to leave personal 

remarks about the study experience and get in touch with the author regarding any questions, 

critique, or feedback. 
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4.3.3.2 IAT.  

An IAT commonly consists of seven blocks that ask the participant to categorise a range of 

stimuli (here: faces or words, see figure 2) following previously defined rules. In this IAT 

participants were asked to categorise ‘good’ (positive) or ‘bad’ (negative) words and ‘Caucasian’ 

and ‘Diverse-Ethnicity’ faces (individuals with brown or black skin) via pressing the associated 

key on the keyboard (‘E’ or ‘I’). The word-items were adopted from the original Race IAT test 

(Nosek et al., 2005) with no changes as they were suitable for this study. Moreover, the researcher 

could hereby avoid the risk of creating confounded or not clearly categorisable items (Steffens & 

Plewe, 2001).  

Figure 2  

IAT Stimuli 

 



104 

Since the photographs used in the original Race IAT were not available for the present research, 

suitable faces were selected by the research team from the copyright-free image website Pixabay3. 

Photographs used in previously run Race IATs have been criticised to look unhappy or even 

unfriendly (Beattie, 2013), thus the researcher made a conscious effort to pre-select smiling 

individuals. Furthermore, following the critique of Blencowe (2017), the author decided to include 

South-Asian (brown-skinned) individuals to depict diversity more adequately.  

The IAT study included seven blocks of visual cues, which participants had to categorise as 

accurately and fast as possible. Hereby each presented cue (face or word) represented its own ‘trial’ 

(see figure 3). Participants were asked to respond as fast as possible to each trial by hitting the 

correct and previously defined key (e.g., ‘E’ for ‘Bad’ and ‘I’ for ‘Good’) but avoid mistakes. 

 

                                                 
3 https://pixabay.com/ 
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Figure 3 

Displaying Trials 



   

 

If a participant hit the wrong key, the participant was made aware of their error and additional 

latency was recorded until the correct key was hit (see figure 4). Their latency (time passing 

between displaying a cue to hitting a response key) was recorded and later averaged across each 

block. Bias was calculated using average latencies and error rates, producing a D (difference) score 

(Greenwald et al., 2003a). The calculation process is described in more detail below. 

Figure 4 

Highlighting of an Error 

 

The stimuli were presented in seven blocks of 20 or 40 trials each. In block one, either Caucasian 

or Diverse-Ethnicity (black/South-Asian) faces were presented one at a time. Participants were 

instructed to hit the appropriate key (in this case, the ‘E’ key when a Caucasian face was displayed 

or the ‘I’ key when a Diverse-Ethnicity face was displayed). In block two, ‘good’ or ‘bad’ words 

were displayed, again participants were instructed to identify the words as good or bad by hitting 

the appropriate key (see table 10). In blocks three and four the stimuli were either words or faces 

- participants were instructed to hit one key for good words or Diverse-Ethnicity faces and to hit 

the opposite key for bad words and Caucasian faces. In block five, the stimuli were once again 

faces only, but the keys for identifying Caucasian and Diverse-Ethnicity faces were reversed (i.e. 
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the ‘E’ key instead of the ‘I’ key or vice versa). In blocks six and seven, again the stimuli were 

either words or faces but in these blocks the pairing of good or bad words with Caucasian or 

Diverse-Ethnicity faces was the opposite to that of blocks three and four: i.e., one key for either 

Caucasian faces or good words and the other key for either Diverse-Ethnicity faces or bad words. 

When the pairings were congruent to the implicit bias, participants were likely to respond faster 

than to pairings that were incongruent to the held bias. As such the IAT predicted an implicit 

preference for Caucasian over Diverse-Ethnicity, whenever the participant was faster to respond 

to Caucasian-positive and Diverse-Ethnicity-negative pairings (blocks 6&7) compared to 

Caucasian-negative pairings and Diverse-Ethnicity-positive pairings (blocks 3&4). Blocks 1,2, 

and 5 served the function to let participants practice the new combination. Only blocks 3&4 and 

6&7 were used for the bias calculations described below. To avoid any bias introduced by the IAT 

itself, all items within the four categories were displayed randomly and counter-balanced across 

all seven blocks. 

Table 10 

Blocks and Associated Categories in the Implicit Association Test (IAT) 

Block No. 

trials 

Function Items assigned to key ‘E’ Items assigned to key ‘I’ 

1 20 Practice Caucasian faces Diverse-Ethnicity faces 

2 20 Practice Bad words Good words 

3 20 Test Caucasian faces + Bad words Diverse-Ethnicity faces + Good words 

4 40 Test Caucasian faces + Bad words Diverse-Ethnicity faces + Good words 

5 20 Practice Diverse-Ethnicity faces Caucasian faces 

6 20 Test Diverse-Ethnicity faces + Bad words Caucasian faces + Good words 

7 40 Test Diverse-Ethnicity faces + Bad words Caucasian faces + Good words 
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4.3.3.3 Calculating the Implicit Measure of the IAT. 

The IAT designed for this study was a close replication of the Race IAT (Nosek et al., 2005). 

As such it could be analysed via the aid of a generic IAT algorithm software developed by its 

originator Greenwald (last updated in 2007; Lane et al., 2007; Greenwald et al., 2003a; 2003b)4. 

It is based on the calculations known as the “improved scoring algorithm” that is described 

extensively in Greenwald et al. (2003a) and was endorsed by further unaffiliated researchers (e.g., 

Glashouwer et al., 2013; Mierke & Klauer, 2003). At the time of analysis, no changes were made 

to the measure (Greenwald et al., 2019). 

The algorithm offers a number of difference (D) measures to choose from. Each represents the 

level of bias computed from the average response latency (per block) of the two pairings (e.g., 

Caucasian + good, Caucasian + bad), however with different weighting. For this study ‘Dbiep’. was 

chosen as it is the only D measure that allows errors and takes the actual prior latency instead of 

replacing it with a standardised error-penalty. It is thus a more truthful representation of the 

occurred event. A short overview of the steps carried out by the algorithm are presented in table 

11. 

  

                                                 
4 http://faculty.washington.edu/agg/iat_materials.htm 

http://faculty.washington.edu/agg/iat_materials.htm
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Table 11  

Generic IAT Algorithm Procedure*  

1. Structure data as required for analysis.  

2. Assign correct labels (Practise (blocks 1, 2, 5), First Pairing (blocks 3 & 4), Second 

Pairing (blocks 6 & 7).  

3. Label (in)correct responses (0 = error; 1 = correct). 

4. Pair blocks in First Pairing (3 & 6) and Second Pairing (4 & 7). Practise data is not 

analysed. 

5. Mark responses with < 300 ms, < 400 ms, and > 10,000 ms latency. 

6. Delete responses with > 10,000 ms latency. 

7. Delete participants having > 10 % of responses with < 300 ms latency. 

8. Calculate number of trials, mean latency, mean error, and standard deviation of latency 

for each participant. 

9. Calculate D for First Pairing and Second Pairing as follows 

𝐷1𝑠𝑡 𝑝𝑎𝑖𝑟𝑖𝑛𝑔 =
𝑀𝑒𝑎𝑛𝐵𝑙𝑜𝑐𝑘 6 − 𝑀𝑒𝑎𝑛𝐵𝑙𝑜𝑐𝑘 3

𝑃𝑜𝑜𝑙𝑒𝑑 𝑆𝑡𝑎𝑛𝑑𝑎𝑟𝑑 𝐷𝑒𝑣𝑖𝑎𝑡𝑖𝑜𝑛
 

𝐷2𝑛𝑑 𝑝𝑎𝑖𝑟𝑖𝑛𝑔 =
𝑀𝑒𝑎𝑛𝐵𝑙𝑜𝑐𝑘 7 − 𝑀𝑒𝑎𝑛𝐵𝑙𝑜𝑐𝑘 4

𝑃𝑜𝑜𝑙𝑒𝑑 𝑆𝑡𝑎𝑛𝑑𝑎𝑟𝑑 𝐷𝑒𝑣𝑖𝑎𝑡𝑖𝑜𝑛
 

10. Calculate Dbiep as follows 

𝐷𝑏𝑖𝑒𝑝 =
𝐷1𝑠𝑡 𝑝𝑎𝑖𝑟𝑖𝑛𝑔 +  𝐷2𝑛𝑑 𝑝𝑎𝑖𝑟𝑖𝑛𝑔

2
 

11. Optional further exclusions based on error percentage, significantly slower average 

latency, or latency < 400 ms (outlier control). 

Notes. *As recommended by Greenwald et al., 2003a and Lane et al., 2007. 

As the IAT for this study was structurally closely aligned with the original Race IAT (Nosek et 

al., 2005), only a few changes were necessary before the algorithm could be applied. These 

included (1) restructuring the data from a wide-spread column format to a tall-row format, (2) 

matching the value names and labels to fit the algorithms, and (3) identifying errors and replacing 

the original latency with the sum of original latency and error latency (the latency that occurred 

between error indication and hitting of correct key). Furthermore, the original algorithm contained 
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some adaptations to assure the same order in the data, which was not needed here, as this study 

presented the blocks in the same order to all participants.  

4.3.3.4 Calculating the Explicit Measures of the IAT. 

The IAT further took a measurement of explicit bias via three self-report questions after the 

actual IAT blocks. This enabled the implicit data to be compared to explicit statements selected by 

the corresponding participant. The questions used in this study mirrored those from the standard 

Race IAT (Nosek et al., 2005). 

Participants were first asked to rate their felt racial preference for white or non-white people on a 

Likert scale ranging from 1-7 (see figure 5). Hereby, a lower number represented a stronger 

preference for non-white people and vice versa, with “4” indicating absolute neutrality.   

Figure 5 

Preference Statement Question 

 

In the second step, participants were required to share their attitudes via ‘feeling thermometers’ 

(see figure 6), asking them to indicate the level of warmth they felt towards white (question 1) or 



111 

non-white (question 2) people. Here, higher numbers represented a warmer feeling and lower ones 

a colder feeling. The two ratings were then used to calculate the thermometer difference (TD; score 

Question 1 – score Question 2). Here, a positive score indicated a preference for white people a score of 

0 marked no preference for either white or non-white, and a negative score indicated a preference 

for non-white people. As an example, a participant, who felt very warmly towards non-white 

people, might have selected the score ’3’ (‘cool’) for question 1 and the score ‘7’ (‘very warm’) 

for the second question, thus resulting in a TD score of -4, indicating a preference for non-white 

people.  

Figure 6 

Feeling Thermometer Questions 

 

4.3.4 Data Analysis 

Data Analysis was performed with SPSS version 26 and included the application of the 

described algorithm, as well as descriptive statistics and tests of differences.  
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4.4 Results 

To analyse the IAT responses (‘trials’), Greenwald et al.’s (2003a) revised scoring algorithm 

was used (see table 11). It produces a difference (Dbiep) score that indicates a preference or bias for 

Caucasian or Diverse-Ethnicity faces, respectively. A positive Dbiep score suggests a preference 

for Caucasian faces, whereas a negative score signifies a preference for Diverse-Ethnicity faces. 

Dbiep scores between -0.2 and +0.2 are seen as neutral implicit attitudes, scores between +/- 0.2 

and +/- 0.5 indicate a slight preference, scores between +/- 0.5 and +/- 0.8 signify a moderate 

attitudinal preference and scores > +/- 0.8 are seen as indicators for strong bias. These thresholds 

coincide with those set for effect sizes (Cohen, 1988). 

4.4.1 Overall Implicit and Explicit Attitudes  

Table 12 presents the implicit and explicit bias scores of the IAT for the overall sample. The 

overall mean Dbiep score was M=.317, indicating a slight preference for Caucasian faces in the 

overall sample. The explicit measures PS (M=4.09) and TD (M= -.17) both indicated neutral 

attitudes towards ethnicity. Consistent with previous research, there were no significant 

correlations between implicit and explicit measures (TD, rho= -.040, N=24, p=.857; PS, rho= -

.003, N=23, p=.988). 

Table 12 

Means of Implicit and Explicit Bias Scores in Complete Sample 

 Mean SD 

Dbiep score (implicit) .317 .38 

PS (Preference Statement, explicit) 4.09 .52 

TD (Thermometer difference, explicit) -.17 .49 
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As can be seen in figure 7, Dbiep is not normally distributed and negatively skewed (SKP= -.57), 

with a moderate standard deviation (SD=.38) and the median (Mdn=.33) slightly exceeding the 

mean (M=.31). The distribution of Dbiep reveals that most participants hold a slight implicit bias 

preferring Caucasian faces (Dbiep between 0.25 and 0.5), as represented by the overall mean Dbiep 

score. As such, hypothesis (1) was accepted, since it had anticipated that there would be an overall 

implicit bias towards Caucasian faces.  

Figure 7 

Dbiep Histogram of Sample 

 

Hypotheses (2) and (3) expecting overall preferences for white people for both explicit measures 

were rejected. In both cases, participants selected neutral values for all self-reported explicit bias 

questions.  
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4.4.2 Implicit and Explicit Attitudes Compared between Conditions 

Table 13 presents differences in implicit and explicit bias scores compared between participants 

assigned to the two conditions in the in the preliminary vignette study (see section 3.5.3.2). For 

participants previously completing ’Condition Caucasian’ (they had seen photographs of white 

clients paired with the vignettes), the mean PS score was M=4.13 (neutral), the mean TD score 

was M= -.37 (slight non-white bias) and the mean Dbiep score was M=.40, unveiling a slight 

preference for Caucasian faces. For therapists earlier assigned to ‘Condition Diverse’ (they had 

been presented with multiple non-white clients paired with the vignettes), the mean PS score was 

M=4.07 (neutral), the mean TD score was M= -.07 (neutral) and the Dbiep score was M=.26, equally 

presenting a slight preference for Caucasian faces. Independent t-tests verified, however, that there 

was no significant difference between the groups’ Dbiep scores, t(21)=.83, p=.417, d =.39, PS score, 

t(21)=.25, p=.802, d=.12, or TD score, t(7.91)= -1.47, p=.156, d= -.54. A caveat of these findings 

is that the two group sizes were uneven, which may have impacted the statistical result. 

Again, there were no significant correlations between explicit and implicit measures for either 

condition (‘Condition Caucasian’: TD, rho= -.09, N=8, p=.826; PS, rho= -.08, N=8, p=.846; 

‘Condition Diverse’: TD, rho=.00, N=15, p=1; PS, rho= -.04, N=15, p=.881). 
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Table 13 

Means of Implicit and Explicit Bias Scores by Condition 

 Condition Caucasian (N = 8) Condition Diverse (N = 15) 

 Mean SD Mean SD 

Dbiep score (implicit) 

 

.40 .27 .26 .44 

PS (Preference 

Statement, explicit) 

4.13 .35 4.07 .59 

TD (Thermometer 

difference, explicit) 

-.37 .74 -.07 .26 

 

Despite, the non-significant t-test, it can be seen in figure 8 that the actual distributions have 

marked differences. The distribution for ‘Condition Caucasian’ shows a trend of all pro-white 

biased values with small SD, and MCaucasian > MDiverse, whereas the distribution of participant scores 

within ‘Condition Diverse’ is larger and individual participants’ answers range from ‘strong bias 

for Caucasian faces’ to ‘moderate bias for Diverse-Ethnicity faces’. The latter is completely absent 

in ‘Condition Caucasian’. While hypothesis (4) has to be rejected as no statistically significant 

difference persists between the two Dbiep scores, a trend is visible. The difference may be non-

significant, yet a small effect of d=.39 underlines the identified trend.  
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Figure 8  

Dbiep Box Plot Comparison between ‘Client Condition Vignettes’ 

 

Hypothesis (5) was rejected, since the first explicit measure (PS) was not rated significantly 

different between the conditions and thus white people were not preferred more strongly by 

participants primed with ‘Condition Caucasian’. Finally, hypothesis (6) was also rejected as 

participants primed with ‘Condition Caucasian’ did not self-report a stronger preference for white 

people (TD) than those primed with ‘Condition Diverse’. Instead of the anticipated direction, 

‘Condition Caucasian’ participants reported a stronger preference for non-white people. Although 

this was not significant, a moderate effect was found. 

4.5 Discussion of Findings 

This IAT study added valuable insights to scientific research around bias in therapists. All 

results are reviewed below and in chapter 5.  
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4.5.1 Summary of Findings 

This IAT study had six hypotheses of which one was accepted. It was found that the mean Dbiep 

score of the complete sample revealed a slight implicit preference for Caucasian faces (hypothesis 

1). This preference was further apparent in both comparison groups. In contrast, both explicit 

measures reported neutral stances for the overall sample; thus hypotheses (2) and (3) were rejected. 

Yet, large SDs for both measures (SDPS= .49; SDTD=.39) indicate that a larger sample may have 

led to the hypothesised outcome. 

A further interesting finding was a trend that participants who had been primed with ‘Condition 

Caucasian’ in the preliminary vignette study, demonstrated a higher implicit preference for 

Caucasian faces. Although this finding was non-significant, a small effect could be identified 

(hypothesis 4). The author hypothesises that this trend may have been caused by a priming effect, 

meaning that participants in ‘Condition Caucasian’ might be more biased due to having seen only 

white clients in the previous vignette study. This trend did not apply to the explicit bias score 

measured via the PS as no significant differences in ratings were found between the compared 

conditions. Thus, hypothesis (5) was rejected. However, the second explicit measure (TD) revealed 

a possible reversed priming effect with slightly more warmth for non-white people in ‘Condition 

Caucasian’ (but not in ‘Condition Diverse’, instead of the anticipated direction of more warmth 

for white people). Again, this finding was non-significant, yet attested by a moderate effect 

(hypothesis 6). Although it is common for explicit and implicit measures to show discrepancies 

(Greenwald et al., 2017; Maina, Belton et al., 2018), these results were unexpected.  

Although there was no statistically significant difference between the conditions, the identified 

trends could indicate that therapists assigned to ‘Condition Caucasian’ consciously felt or claimed 

to feel more warmth towards non-white people. It may therefore be hypothesised that participants 
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within this condition were primed to overestimate their internal preferences, or alternatively felt a 

stronger need to comply with social desirability. It is further possible that these trends could have 

been misconstrued by the small and uneven sample sizes between the participants assigned to 

either condition. 

4.5.2 Comparison to Previous Research 

Most Race IAT studies conducted previously report a preference for white faces, also referred 

to as “pro-white bias” in a large percentage of test-takers (Lane et al., 2007; Nosek, Smyth, et al., 

2007; Vorauer, 2012). This bias has not only been found in the general public, but also in therapists 

and trainees (Blencowe, 2017; Boysen & Vogel, 2008; Castillo et al., 2007; Katz & Hoyt, 2014; 

Schaffer, 2010). According to a number of meta studies, overall including data of 98 studies using 

the IAT to determine implicit bias in various healthcare occupations, evidence for pro-white bias 

was found in 82 studies, of which some additionally reported adverse impacts on treatment 

(FitzGerald & Hurst, 2017; Hall et al., 2015; Maina, 2018; Maina, Belton et al., 2018). A ray of 

hope is that implicit mean IAT scores appear to be less strong in healthcare providers, compared 

to the general public (Sabin et al., 2008), though this has been contested (Blencowe, 2017). This 

study’s IAT replicated the pro-white bias, thus it can be stated that the results of this study match 

those previously reported. As discussed in section 2.3.3.1, behaviour observed on the IAT does 

not necessarily reflect real life behaviour, therefore inferences about how these results might affect 

treatment should be made with caution.  

Furthermore, this study found an inconsistency between implicit and explicit measures in that 

mean implicit bias scores were slightly pro-white, while the self-reported mean explicit bias scores 

were neutral. It is a common finding that implicit bias outweighs explicit bias (towards a pro-white 

direction), which means therapists, as well as the general public, self-report to be less (or not at 



119 

all) biased than their unconscious self (Boysen, 2009; Greenwald et al., 2017; Nosek, Smyth, et 

al., 2007; Sabin et al., 2008). This has also been termed “aversive racism” (Dovidio et al., 2017). 

Another explanation for weak relationships between implicit and explicit scores may be that they 

measure different constructs (see Greenwald et al., 2017; chapter 5). 

Lastly, this study identified a trend of priming on implicit bias scores by the previously assigned 

condition, which however has to be statistically verified with a larger sample. Studies involving 

priming to assess implicit bias are infrequent, therefore comparisons with previous research are 

limited. Vorauer (2012) conducted a set of experiments with Canadian undergraduate psychology 

students, which found that if a white individual primed with a race IAT entered an interaction with 

a previously unknown non-white partner, the partner retrospectively rated the interaction as having 

experienced judgement and feeling uncomfortable, respectively. No such effect was found if the 

partner was also white or if the preliminarily taken IAT had been non-race related. Moreover, 

Abreu (1999) found that therapists primed with words associated with African American 

stereotypes were more likely to ascribe hostility to a race-neutral client vignette, than those primed 

with neutral words. Both studies were able to show that priming via IAT or stereotypically loaded 

words can lead to changes in real-life or theoretically held views. No research has thus far 

demonstrated that this link may also exist between vignette and IAT. This could be a topic for 

follow-up research. 

In summary, this study addressed the limitation of many previous IAT studies that were conducted 

with US samples only, thus limiting their generalisability. In contrast, this study gathered data 

from UK and German therapists, making it the first cross-cultural IAT study conducted with 

therapists; albeit most German participants had taken an IAT previously and thus had to be 

excluded from this analysis. In addition, this study was the first to modify the Race IAT to include 
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photographs of South-Asian individuals, which is more representative of present diversity, 

especially in the UK. Third, this study was the first to identify the trend that priming through client 

vignettes could impact implicit bias scores measured via the IAT. The findings of this study 

therefore add valuable findings to the literature.  

4.5.3 Methodological Weaknesses and Limitations 

The reported IAT study used a robust and validated measure that produced credible results. The 

sample is small, yet it contains data of a representative sample of working therapists of two diverse 

nations. It could be critiqued that this was a web-based study with unknown extraneous factors 

(i.e., handedness of test takers) that could have altered the IAT results. Yet, according to previous 

research comparing lab-based and web-based outcomes, computer speed and extraneous factors 

are negligible IATs (Nosek, 2005; Nosek, Greenwald, et al., 2007; Rae et al., 2015). 

As an addition, it would have been interesting to compare the results between the nations and 

across different therapist types. Due to the small size of the sample, this could not be established, 

yet a future study should investigate theses comparisons, as well as the potential priming effect 

with a larger and more diverse sample. 

4.5.4 Implications for the Therapeutic Community 

Historically, implicit bias measured by an IAT was linked to discriminatory behaviour in the 

real-world (Banaji & Greenwald, 2013), yet this correlation has, after much dispute, been revoked 

by the main authors (Greenwald et al., 2015). Therefore, the IAT is useful in identifying and 

measuring implicit bias, but it cannot reliably predict actual behaviour. Nevertheless, held biases 

may have an (un)conscious effect on the actions of people – including therapists (Blanton et al., 

2009).  
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Despite the small sample, this study was able to uncover existing implicit bias, as well as aversive 

racism in the therapeutic room. The identified trend that priming might have an effect on implicit 

bias in therapists is intriguing. Although implicit bias identified via the IAT does not relate to 

actual behaviour, priming induced by other means (such as vignettes) may impact the professional 

or the therapeutic relationship in unexpected ways. This is a serious potential issue for the 

therapeutic community, since the number of white clients commonly exceeds that of any other 

ethnicity. In addition, any priming effects may lead to stronger implicit bias towards minority 

client groups. 

Although the reported findings rest on a small sample, it contained 23 highly trained and self-

aware professionals, who are working with a large variety of clients on a daily basis. The fact that 

most of the participating therapists within this sample hold statistically significant pro-white bias, 

highlights the actuality of this problem. It shows that postgraduate therapeutic training is no 

guarantee for stopping implicit bias, but further steps need to be taken to target implicit bias, which 

may continue to exist outside therapists’ awareness. Possible effects of bias in client treatment and 

steps towards meliorating bias, will be more thoroughly discussed in chapter 5. 

This study has directly addressed the critique by Boysen (2009) that the counselling profession has 

not paid enough attention to implicit bias. The results have shown that more research is needed to 

uncover the extent of implicit bias in therapists and its potential impact onto the therapy room. The 

author therefore renews Boysen’s call to action in that bias research needs to be more commonly 

conducted with therapists. It may be that at this time prejudices and stereotypes have been exposed 

and are more offensively targeted (Dovidio et al., 2002), yet subtle forms of bias may continue to 

influence everyday life. In order for change to arise, all forms of bias need to become a more 

accepted topic that can be discussed more openly among therapists.   
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5. Discussion  

This doctoral study utilised an experimental design comprised of a vignette study and an IAT. 

Its goal was to identify implicit and explicit bias in the therapeutic room via two research questions: 

(1) how the client’s culture and ethnicity influences their therapist’s approach to the therapeutic 

encounters, and (2) how the therapist’s nationality influences their approach towards cross-cultural 

encounters. Quantitative findings for 51 therapists of either UK-based or German nationality were 

analysed and interpreted in the two previous chapters. This chapter will add to these interpretations 

and discuss valuable findings, as well as limitations. Lastly, it will outline options for future 

research and implications for therapy, including ways to reduce bias.  

5.1 Summary of Findings 

This study contained three types of analyses: for the overall sample, between the two conditions 

(‘Condition Caucasian’ and ‘Condition Diverse’), and between the two nationalities (UK and 

Germany). Overall, there was no support for the assumption of explicit bias in the therapy room, 

yet clear indicators for pro-white implicit bias. This can be interpreted that therapists may hold 

(unconscious) implicit bias, with the potential impacts on therapy requiring further research. In 

addition, it can be hypothesised that priming may affect therapists’ perception and have an impact 

on the queried measures, though this needs to be statistically verified with a larger sample. 

Moreover, the comparison between the two nations opened up an array of questions for future 

research.  

The vignette study showed that there were no statistically significant differences between the 

choices of participants assigned to either condition. As such, the photographs depicting clients of 

different ethnicities did not impact the selections that therapists made on which assessment 

questions to pose, which difficulties to anticipate, or which therapeutic interventions or approach 
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to use; thus explicit bias was not identified within this sample. The only discrepancy found between 

the conditions was that ‘psychodynamic interventions’, were chosen more frequently in ‘Condition 

Caucasian’. While this may indicate explicit bias in that psychodynamic interventions are used 

more frequently with white clients, the available data suggested that this finding may have arisen 

as an artifact of sample demographics instead. 

The nationality comparison of the vignette study, on the other hand, showed significant differences 

between the nations. It became apparent that UK and German therapists chose different assessment 

questions, intervention types, and approaches, but anticipated the same potential difficulties. While 

these findings do not necessarily depict explicit bias, it is possible that it may be underlying. 

Alternatively, these findings can be explained through differences in psychological school of 

thought or cultural values (Hofstede, 2011; Van Broeck & Lietaer, 2008). To determine the 

underlying reasons, future research using a larger sample may expand upon these findings by 

exploring the interaction effects of condition and nationality.  

The IAT study found slight implicit pro-white bias in the overall sample as indicated by the mean 

score. When separating the sample according to the previously assigned conditions, the means for 

both conditions equally indicated slight pro-white bias. Pro-white bias appeared as more 

pronounced in ‘Condition Caucasian’; thus it may be hypothesised that the priming with white 

client photographs in the vignette study had an impact on the bias scores measured by the IAT. 

Although this finding was non-significant, a trend with a small effect was identified. To come to 

a final conclusion regarding the potential impact of priming, a larger sample will need to verify 

this trend statistically.  

As in the preliminary vignette study, the self-report questions within the IAT did not depict any 

explicit bias within the overall sample by the respective explicit measures within the IAT. 
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Furthermore, there was no statistically significant difference of explicit bias scores between the 

conditions. This general finding, as well as the trend of participants within ‘Condition Caucasian’, 

who reported slightly more warmth for non-white people, instead of the anticipated warmth for 

white people (though this was non-significant), show clear inconsistency between implicit and 

explicit scores. This discrepancy is coherent with most previous IAT studies. 

To summarise, implicit bias was depicted by the overall mean score and became visible in both 

conditions as pro-white bias. A potential priming effect impacting the implicit bias scores may 

have been induced by the experimental manipulation yet requires further statistical evaluation. 

Furthermore, the selections made within the vignette study were not impacted by the implicitly 

held stances, and no explicit bias was found within this sample. Moreover, pronounced differences 

between the nations exist, yet their underlying reasons are unclear. For a more detailed overview 

over acceptance or rejection of hypotheses, please refer to the corresponding chapter (see sections 

3.7.1 and 4.5.1).  

As stated, the pattern of low or non-reported explicit bias, yet statistically verified implicit bias, is 

a significant pattern, which has been identified in preliminary research (Boysen, 2009; Dovidio et 

al., 2017; Greenwald et al., 2017). This study therefore replicated previous findings about the 

relationship between explicit and implicit bias, while also building upon these results by extending 

them in a therapy setting. The study identified that implicit bias remains, yet the extent of its 

potential impact on therapeutic practise remains an open question. For therapists this means 

staying vigilant before their own biases and considering an open conversation to clear the air. 

Further implications of all findings are discussed below (see section 5.5). 
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5.2 Comparison to Previous Research 

Race and ethnicity bias have been recorded in scientific studies since the 1970s (e.g., Harrison, 

1975) and have continuously highlighted a number of problems in the treatment of minority clients 

(e.g., Paradies et al., 2015). Previous research found that the first impressions of a client and a 

client’s story on a therapist are quite robust and can predict the further process in terms of 

assessment (Lipsedge & Littlewood, 2006; Neville et al., 2006; Utsey et al., 2005), diagnosis-

finding (Coppola, 2010; Feisthamel & Schwartz, 2006; Gauron & Dickinson, 1969; Kress et al., 

2005; Schwartz et al., 2015), and even therapy outcome (Gaztambide, 2012). This study was not 

able to replicate any explicit impacts of first impressions, yet implicit bias was found. 

Therapists have agreed that race and ethnicity play a big role in therapy (Bloombaum et al., 1968; 

Campbell-Balcom & Martin-Berg, 2019; Clarkson & Nippoda, 1997; Erskine, 2002) and 

acknowledged that they are overly focussed on the ethnicity of clients (Jenkins-Hall & Sacco, 

1991; Hays et al., 2010). Nevertheless, more than half of the psychologists participating in Maxie 

et al.’s (2006) study self-reported to shy away from discussing these matters with visually different 

clients. Research found that clients of non-European descent, and clients with African heritage in 

particular, attract less empathy (Arroyo, 1996; Burkard & Knox, 2004) and more explicit biases, 

such as stereotypes and negative evaluations from practitioners (Abreu, 1999; Bloombaum et al., 

1968; Jenkins-Hall & Sacco, 1991). This study found no significant evidence of explicit bias 

against ‘Condition Diverse’ and as such any negative therapeutic outcomes arising from a focus 

on the ethnicity of clients was not replicated. Equally, this study did not replicate the preliminary 

findings that non-white clients are more likely to be seen as responsible for the onset of their mental 

health issue (Pearce, 1994), and more likely to suffer from more severe mental health issues 

(Rosenthal, 2004). 
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The finding that this study uncovered no support for explicit bias, may root in the fact that the 

vignette study did not query vague hypothetical actions, but asked for precise selections, which 

were relatively homogenous across participants. Of course, these findings do not exclude the 

possibility of explicit bias arising if the hypothetical session were to be conducted in reality. 

Instead of the above findings, this study therefore replicated and enhanced the findings of Maina, 

Belton et al.’s meta-analysis (2018), which showed that most mental health professionals do not 

act on their biases. 

In terms of implicit bias, pro-white bias has been found in Clinical and Counselling Psychologists, 

counsellors, and psychotherapists, and respective trainees (Blencowe, 2017; Boysen & Vogel, 

2008; Castillo et al., 2007; Katz & Hoyt, 2014), as well as other mental health professionals, such 

as psychiatrists, physicians, occupational therapists, and nursing and medical students (Abou-Arab 

& Mendonca, 2020; Haider et al., 2011; Hall et al., 2015; White-Means et al., 2009). Although not 

all practitioners hold any form of bias (Sabin et al., 2009), and pro-white bias may be less 

pronounced in black and in female practitioners (Green et al., 2007; James, 2017; Nosek, Smyth, 

et al., 2007; Sabin et al., 2008), implicit bias among therapists appears to be as common as in the 

general public (Blencowe, 2017). This was furthermore outlined in a meta-analysis of 37 IAT 

studies conducted with various mental health professionals, including trained therapists, that 

presented implicit pro-white bias in 31 studies (Maina, Belton et al., 2018). Similar findings have 

been made in comparable meta-studies (FitzGerald & Hurst, 2017; Hall et al., 2015). The findings 

of this study were consistent with previous reports and replicated the implicit pro-white bias in 

therapists.  

Lastly, as previously discussed, a discrepancy between implicit and explicit scores within the IAT 

is common and may be a sign of aversive racism (Dovidio et al., 2017; Maina, Belton et al., 2018). 
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It furthermore hints toward a conscious effort to mask implicit bias through suspiciously neutral 

self-reports, or the compliance with social desirability (Abreu, 1999; Constantine & Ladany, 

2000). This means that test takers usually report to be less explicitly biased than they are implicitly 

(Blencowe, 2017; Boysen, 2009; Greenwald et al., 2017). The usual relationship between implicit 

and explicit scores was replicated for the overall sample, as well as within the conditions. 

Finally, the discrepancy between implicit and explicit outcomes found in research and replicated 

by this study may be due to the fact that the utilised measures assessed different constructs 

(Greenwald et al., 2017). Whereas the IAT is an example of implicit evaluation, vignettes can 

identify stereotyping. Hereby, prejudice or evaluation is a form of a negative affective response 

against an individual member of an outgroup (McConahay & Hough, 1976), while stereotyping is 

a cognitively held belief about another culture, race, or otherwise discrepant individual (Hamilton, 

1981). Although both types seem to have similar effects, they arise in different parts of the brain, 

triggering a cognitive (stereotype) or affective (evaluation) response (Amodio & Devine, 2006). 

The fact that different findings were highlighted by the two measures could therefore be the result 

of discrepant brain responses.  

5.3 New Additions to Research 

This study was the first to investigate bias using both a vignette study and an IAT with a cross-

cultural sample of actively practising therapists. Therapists were either of UK-based or German 

nationality, which also makes this study one of very few to use a cross-cultural population 

excluding US-American participants. This study further countered the critique that most research 

using the IAT is conducted with undergraduate students in university or laboratory settings 

(Herbert, 2013).  
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The vignettes utilised in this study were original contributions, which convincingly mimicked real-

life therapeutic encounters and enabled the inquiry of simulated treatment choices across two 

conditions. To the author’s knowledge this was also the first-time therapy decisions were 

investigated using a quantitative design, which had previously been informed by a qualitative 

version of the same study, thus verifying the accuracy of choices that could be selected by 

therapists in the vignette study. In the same manner, the Race IAT was adapted to be the first to 

include not only photographs depicting individuals from European and African backgrounds, but 

also those from South-Asian cultures, which marks actuality of the growing diversity within 

WEIRD countries (Henrich et al., 2010). 

Taken together, this study replicated previous findings of implicit and explicit bias in medically 

trained fields (e.g., Maina, Belton et al., 2018) with a sample of practising, as well as currently 

training therapists, which has thus far been largely missing from research. In addition, this study 

presented new insights into bias in the therapeutic field on a cross-cultural level. As such, this 

study was the first to identify differences in therapeutic proceedings between the UK and Germany.  

In conclusion, not only was this one of the first cross-cultural studies investigating both explicit 

and implicit bias in practising therapists, but also the first to individually adapt commonly used 

measures (vignettes and IAT) to fit the specialised population and deliver quantitative insights.  

5.4 Methodological Weaknesses and Limitations 

First, the terminology used in this study needs to be reviewed critically. The author chose to 

use the term “Caucasian” for individuals and group associations instead of the less ambiguous term 

“white” to describe (groups of) individuals of European ethnic background. This choice was one 

adopting previous research practise and not considered critically, especially before this study’s 

topic of bias in the therapy room. When the author became aware of the issues surrounding the 
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term Caucasian, the study was already well underway, and terminology used in the experimental 

setup could not be changed retrospectively. The author then chose consistency over political 

correctness. Nevertheless, the reader should be made aware that the term Caucasian was coined by 

J. F. Blumenbach in 1776, who referred to light-skinned individuals living around the Caucasian 

mountains, which they believed to match the Christian god’s image (Blumenbach, 1865). What 

appears like a discriminating rank-ordered taxonomy consistent with the history of that time was 

ironically the direct opposite of Blumenbach’s intention, who was known to defend the equality 

of all humans and to campaign against slavery (Gould, 1994). The fact that Blumenbach’s term, 

as well as other concepts and language patters, are nevertheless engrained in our society, and 

remain unchallenged, is further evidence of systematic underlying racial inequality (Altman, 

2000). Instead, this study should have used the term “white” to refer to and distinguish between 

individuals and assigned conditions, which is regarded an equal to “black”, accepted without 

judgement throughout many parts of society (Khan, 2011; Moses, 2017; Mukhopadhyay, 2017). 

Second, the reported study was a multi-phased cross-cultural study, impacted by several 

unforeseen challenges. Originally planned as a mixed-methods design, the author had to re-

evaluate this choice and consider the reported quantitative design due to insufficient participation 

in the pilot. However, instead of reducing the quality of the study, the new design was modified 

with the help of the qualitative pilot data. Thus, instead of contesting the adapted design of the 

study, it was shown that these changes enabled an improved study and, more importantly, valid 

results.  

Since the study was web-based, multiple therapists could take the study at the same time and the 

geographic location of participants provided no obstacles, which enabled the inclusion of 

participants across two nations. Furthermore, an unbiased administration (i.e., different 
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presentation to different participants or researcher’s ethnicity) could be ensured. However, the 

choice of an online format risked gaining false information from participants and resulted in the 

loss of control over standardised conditions present in a lab environment, which could have 

introduced confounding factors (Beattie et al., 2013). Moreover, the researcher did not have direct 

contact with the participants, which has been argued as essential for effective data collection by 

some researchers (Morrow, 2007; Suzuki et al., 2007). Nevertheless, the segregation of researcher 

and participants was a conscious choice as bias could have otherwise been introduced by the 

researcher’s background or appearance. 

The sample size of 51 participants was relatively small and did not meet the G*Power 

recommended sample size of 74 participants. It cannot be said for certain why fewer participants 

completed the study than expected, yet there are a few issues that need to be considered for future 

studies in this area. First, the study had a complex design, which entailed a difficult procedure for 

participants, as well as a significant investment of time. Second, the study queried sensitive topics, 

which may have been intimidating for some therapists. Third, this study could not benefit from a 

convenience sample, such as an undergraduate population, since the study was targeting practising 

professionals. This participant group is harder to reach and often lacks the time to participate in 

student research. Fourth, the study could further not offer an incentive, such as a prize draw, due 

to no available funding. Moreover, 53.55% of the original sample were lost due to exclusion 

criteria or incomplete data. The remaining sample contained 36 fully trained and 15 trainee 

therapists of different schools and nationality, who had been, or were at the time of testing, 

undergoing highly specialised professional training. This makes this sample after all fairly 

representative given the research goals.  
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Nevertheless, some analyses could not be conducted as planned, due to the small sample size. One 

such missing analysis was the interaction effect between nationality and condition to show whether 

nationwide bias differs between the two cultures. Moreover, the study could not compare the 

results between white and non-white participants, whereby the latter commonly show less bias 

(Denson, 2009), since they are more prone to consider a non-Western perspective of the issue 

(Fernando, 2014). In addition, the study had set out to focus on bias in Counselling Psychologists 

and close the previously identified research gap. Therefore, a comparison analysis between 

different therapist types had been planned but could not be executed due to the data available. 

Nevertheless, the data collected in this study contained many variables that would allow for further 

analysis, yet constraints of time and space eliminated such possibilities. It is the author’s hope that 

future research will replicate and build upon the current findings.  

According to Curry et al. (2009) “…the core concepts of validity, reliability, and generalizability 

[…] are essential markers of sound quantitative research…” (p. 91). This study used widely 

replicated measures with high validity and reliability scores. Due to the small data set, 

generalisability was however limited. To improve this study, a lager sample size would have been 

needed. To further advance generalisability, the findings could be applied to more real-world 

interactions, instead of the vignette-based approach. It is hereby of vital importance to collaborate 

with big therapist networks such as the BPS or BACP to achieve a larger, yet equally representative 

sample. The author further suggests introducing a second implicit bias measure in addition to the 

IAT to control for IAT’s low retest-reliability (Katz & Hoyt, 2014). 

5.5 Theoretical Implications for the Therapeutic Community 

This study set out to answer two research questions, (1) how the client’s culture and ethnicity 

influences their therapist’s approach to the therapeutic encounters, and (2) how the therapist’s 
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nationality influences their approach towards cross-cultural encounters. It was not found that (1) 

the client’s background influenced the therapist explicitly, yet implicit bias was made visible. 

Simultaneously, however (2) the therapist’s own background led to differences in selections, but 

it could not be determined whether these arose through bias or other unexplored variables. When 

comparing between conditions, implicit bias became visible, yet no findings for explicit bias arose 

from this sample.  

This relationship allows for different interpretations: the findings could be situational, thus arising 

out of this sample, they could be time-construed, meaning that explicit bias is more likely to show 

up in later sessions but not the assessment phase investigated here, or explicit bias could be 

consciously hidden, meaning therapists are aware bias exist and they control for it explicitly but 

not implicitly. Previous studies have argued that therapists have learned to mask explicit bias, since 

it goes against therapeutic guidelines of bias-free practice (Boysen, 2009; 2010). It is further 

possible that therapeutic training might reduce bias or that the profession itself attracts people, who 

are less biased. A third alternative is that therapists minimise the impact of race and diversity and 

therefore choose to ignore them, which has been identified as the colour-blind approach (Utsey et 

al., 2005).  

Nevertheless, this study, as well as predecessors, showed that therapists are implicitly biased, just 

like the general public (i.e., Blencowe, 2017). Evidence of the impact of implicit racial bias has 

provided mixed results (Blencowe, 2017; Haider et al., 2015; Johnson, 2020; Maina, Belton et al., 

2018; Oliver et al., 2014), however higher implicit bias has been linked to a difference in treatment 

recommendation and application (Green et al., 2007; Sabin & Greenwald, 2012), a more adverse 

communication style (Cooper et al., 2012; Hagiwara et al., 2016), and client attrition (Gaztambide, 

2012). On the client’s side, the perception of implicit bias can furthermore lead to lower 
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satisfaction rates with the treatment outcome or trust in the clinician (Blair et al., 2013; Penner et 

al., 2016; Hagiwara et al., 2013; Zestcott et al., 2016). Notably, most of the aforementioned studies 

were conducted in medical fields and their findings have not yet been replicated in therapist-client 

relationships. However, they show that, while implicit bias may not cause differential treatment 

on its own, it certainly plays a role. Lastly, the caveat that the IAT can measure implicit bias, yet 

it cannot necessarily predict real-life behaviour has to be reiterated (Blanton et al., 2009; 

Greenwald et al., 2015). 

While these and further theoretical findings may present bias as less impactful than anticipated, 

reports have consistently verified that bias in the therapy room continues (BACP, 2018b; 2019; 

2020a; 2020b). One reason may be that common bias research has focused on investigating the 

differences between “black and white”, and thus failed to address the many cultures in between 

(Guest, 2019). Furthermore, Guest commented that another commonly missed dimension in 

therapeutic practice is that therapist and clients could look visibly similar, yet identify with 

different cultures, or vice versa. It can furthermore not be overstated that BAME therapists can be 

racist, too (Sanchez-Hucles & Jones, 2005). In fact, practitioners of all backgrounds are guilty of 

portraying microaggressions (defined as subtle and mostly unconscious comments, or actions that 

appear racist to the opponent; Sue et al., 2007), which can however make a larger impact when 

they are committed by non-white therapists (Hook et al., 2016).  

Attempts have also been made to explain bias through ingroup preference and automatic responses 

(e.g., Fiske & Taylor, 1991). It was found that biases are often adopted at a young age and quite 

robust across society, yet fluctuate for each individual (Payne, 2017b; Gawronski et al., 2017). A 

recent paper on this subject reviewed a number of studies from the evolutionary perspective and 

highlighted that bias may be part of our genetic code, with the ability to perceive difference as a 
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threat, and as an instinct to ensure survival for our human ancestors (Luke et al., 2020). Marsella 

(2009) elaborated that as soon as a distinction is noticed, our brain triggers an alarm that activates 

our fight or flight system; any triggered actions then go against the threat. As therapists know from 

working therapeutically with anxiety, one can however train the brain not to associate difference 

with danger and prevent, or at least ease, this state of hypervigilance. There are therefore a number 

of ways to reduce bias, which are discussed subsequently.  

5.6 Ways of Reducing Bias 

This study’s main focus was to highlight bias in the therapy room, adding to a small number of 

studies that have been conducted in this area previously. After presenting and discussing the 

finding that bias exists, this thesis highlighted the most pressing implications for therapists. To 

offer some solutions, the author subsequently presents recommendations for reducing bias, paving 

the way towards a more humanistic future of therapy. It is noteworthy that relatively few studies 

have addressed the basic nature of the bias in therapy room, though many have explored and 

presented bias reduction techniques. 

5.6.1 Awareness Training 

“Cultural awareness” or “multicultural” trainings seek to to expand awareness, knowledge, and 

skills in regards to diverse client (practise) and aim to reduce bias (Boysen, 2010). They have been 

promoted since 1977 and across cultures (Katz & Ivey, 1977; Reichardt, 2017; Shepherd, 2019). 

Denson’s (2009) meta-analysis included 27 studies and found that bias can be reduced through 

training, yet the success of training is determined by a number of factors including the approach, 

the type of activities, and the population taking the training. Multicultural training given to 370 

Counselling Psychologist trainees led to a significant increase in multicultural awareness, yet not 

multicultural knowledge (Chao et al., 2011). In line with Denson’s (2009) meta-analysis, this study 
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also identified that before training, awareness was higher in non-white trainees compared to white 

trainees, but levels had assimilated after training. At the same time, there were critical voices, 

whose studies did not replicate the reduction of bias (Boysen & Vogel, 2008; Steed, 2009). 

Ultimately, the most recent meta-study involving 17 methods to reduce race bias with a conclusive 

sample of 17,021 participants, denied that any of the trainings have a long-lasting or even 

permanent effect (Lai et al., 2014). Herbert (2013) thus concluded that it is insufficient to simply 

raise awareness to reduce bias, though a pairing of training and introduction to strategies can be 

successful in motivated individuals.  

As identified by previous research, as well as by this thesis, bias can still occur, even if therapists 

have had top-up training. Therefore, an important priority is to instil the motivation to respond 

without bias, such as through reflective practise. Here, Amodio et al. (2004) found that the brain 

has the ability to control for impulses such as the reaction to bias. For this brain mechanism to kick 

in, a mismatch between long-term goals and pressure to respond or act in a biased way needs to 

occur (Devine et al., 2012). One of these goals could be not to appear racist, which may be one of 

the most impactful ones in the current society. Unfortunately, it was identified that it may lose its 

impact when people do not feel watched anymore (Herbert, 2013). The real long-term goal should 

therefore be personal motivation to reduce bias through practising with unconditional positive 

regard for all clients. 

5.6.2 Personal Development 

Therapists will likely see clients of all ages, ethnicities, cultural backgrounds, genders, races, 

and so forth. Therefore, scholars have suggested to build cultural competence (CC) throughout 

training and beyond (Bassey & Melluish, 2013; Davis, 2018). CC, formerly known as “cultural 

responsiveness” or “cultural sensitivity”, calls for improved client care that addresses the fact that 
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best practise and evidence-based practise for culturally adapted therapy are still largely absent, 

creating unnecessary hurdles for ethnic minorities (Sue et al., 2009). In this, CC goes one step 

further than cultural awareness and calls for the responsibility to understand and respond suitably, 

instead of just being aware of differences (Edge & Lemetyinen, 2019). CC hypothesises that 

cultural vacuums do not exists and avoiding bias is a conscious effort carried out by every 

individual (Parekh & Trinh, 2019).  

Purnell (2018) argued that the first step towards successful navigating culturally foreign waters is 

through effective communication, which includes correctly interpreting non-verbal cues alongside 

actual verbalisations of clients. Moreover, the therapist should be knowledgeable about the ethnic 

or racial history, as well as a personal awareness of one’s own standing towards multi-cultural 

issues (Lago & Thompson, 2002). Therefore, the ultimate step to CC lies in awareness of one’s 

own implicit and explicit beliefs and attitudes, in addition to reflecting about their potential impact 

on therapy (Moodley & Murphy, 2010). A popular way to increase both awareness and self-

reflection, is to engage in open conversation, possibly through peer supervision (Guest, 2019; 

Campbell-Balcom & Martin-Berg, 2019). Coincidentally all of the aforementioned mark key 

components of the reflective practise ethos, as well as the scientist-practitioner model pronounced 

in Counselling Psychology (Cooper, 2009). 

Cardemil and Battle (2003) further recommended initiating the conversation of difference with the 

client and asking about the client’s understanding of difference and of any changes to their cultural 

awareness during their life. A number of practising professionals support this notion and warn 

therapists not to wait for the client, but to actively leave the room of comfort and bring up these 

topics themselves (Ade-Serrano et al., 2017; Erskine, 2002; Jackson, 2018; McKenzie-Mavinga, 

2018). In all of this, it must not be forgotten that clients might find it challenging to speak about 
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their difficulties due to discomfort or shame (Ahmed & Bhugra, 2007; McIntosh, 2017). Further 

recommended strategies include assessing the situation from a minority perspective (Burgess, et 

al., 2007; Galinsky & Moskowitz, 2000), seeing everyone as people instead of concentrating on 

racial dissimilarities (Devine, 2002; Meissner & Brigham, 2001), and using diagnostic guidance 

only to correctly assess conditions (Garb, 1997).  

Finally, there is the orientation towards ADP. To be non-discriminatory, a therapist needs to accept 

all identities of a client and be self-aware of biases, beliefs, and attitudes (Moodley & Murphy, 

2010). Humans tend to categorise but given the many combinations of social structures, situational 

behaviour, and individuality, this is impossible and should therefore be avoided (Moodley & 

Palmer, 2006). Therefore, the key to anti-discriminatory and bias-free practice is when the 

practitioner’s knowledge and awareness enables them to look at each client as an individual, who 

presents with a myriad of differences. Again, this aim coincides quite well with the humanistic 

core found in Counselling Psychology (Strawbridge & Woolfe, 2010). 

5.6.3 Actions by the Regulating Bodies 

In all of this, therapists will need support from their regulating bodies. The call for a more 

minority-inclusive approach towards therapy has been on the agenda of regulating bodies for many 

decades. In fact, cross-cultural counselling and culture-sensitive approaches have been researched 

and developed since the 80s (Moodley, 1999; Sabnani et al., 1991): Sue et al. (1982) put forward 

a model for their “multicultural counselling competences”, a list of beliefs, knowledges, and skills 

any therapist should be proficient in before the end of their training. By their definition, a culturally 

competent therapist would be able to work proficiently and competently with diverse clients 

through their knowledge and awareness of the client’s culture and by adapting their approach to 

specific cultural values of the client. Soon after, in 1986, the American Psychological Association 



138 

changed its accreditation requirements to include multi-cultural training (APA, 1986; 2008), which 

was later woven into practical guidelines (APA, 2003a; APA, 2018). The APA’s (2003b) code of 

conduct for psychologists states that practitioners are to work without bias and are responsible for 

reducing their bias and instead demonstrating multicultural awareness.  

In the UK, the call for cultural competence has been answered by reforms such as ‘Race Relations 

Amendment Act’ (2002) and ‘Delivering Race Equality in Mental Health Care’ (2005) and the 

continuously monitored professional guidelines (i.e., HCPC, 2015; 2016). For Clinical 

Psychology, the BPS put forward their ‘Inclusivity Strategy’, yet failed to outline goals towards 

achieving this strategy, or appoint an officer for this objective by 2017 (BPS, 2017b). In contrast, 

Counselling Psychology was founded with a special focus on difference and diversity, with the 

mission and concrete ideas of “promoting the wellbeing of our diverse society” (BPS, 2018, p.1) 

and the Strategic Plan clearly outlining these goals (BPS, 2013; 2017c).  

In Germany diversity and inclusion appear to be a hot topic, primarily in recent years, with the 

Annual Day of Psychology 2019 hosted under the theme of “Diversität und psychologische Praxis: 

Dimensionen und Impulse [diversity and psychological practice: dimensions and impulses]” 

(BPD, 2019) and the guiding principle of 2020 stated as “Heterogenität verbindet [heteronomy 

connects]”. The “Berufsethische Richtlinien” [Professional Ethics Guidelines] (BDP, 2016) 

further outline that social demographics need to be considered in practise.  

Furthermore, the current version of the Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5; APA, 2013) contains a section titled “cultural formulation” to help therapists in assessing 

clients with diverse ethnic backgrounds more holistically. Moreover, specific interest groups have 

formed, such as the Association of Black Psychologists (ABPsi) in the USA and the Black and 

Asian Counselling Psychologists Group (BACPG) in the UK, which aim to deliver racism-free 
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and culture-fitted models and treatment for the black community, as well as bringing the topics of 

race, ethnicity, and diversity to the table. In addition, specialist services (e.g., Pattigift, AASHNA, 

ICAP) have been founded to work only with very specific issues or demographics to ensure an in-

depth understanding. Last but not least, another trend has been to modify and rethink popular 

therapy approaches to fit better with all ethnic groups (Phiri, 2012; Ramaiya et al., 2017).  

Certainly, there has been an increased focus on cultural diversity in therapist training courses; 

however, many therapists agree that UK training programs do not currently provide substantial 

training and even commonly ignore the diversity in their own trainees, potentially out of fear (Edge 

& Lemetyinen, 2019; Jackson, 2018; Mertins-Brown, 2018; Raja-Helm & Kohli, 2019). 

Moreover, issues around institutional differences (service protocols, accessing interpreters) and a 

lack of ethnic diversity within therapy staff need to be addressed (Untanu & Dempsey, 2018).  

As can be seen, there are a number of steps that have been taken by regulating bodies and beyond, 

to bring forward cross-cultural awareness, yet the acceptance that bias can nevertheless happen is 

less recognised in therapeutic guidelines. Therefore, a recent positive reaction of therapists and 

peer networks has been to acknowledge the existence of bias in the therapy room, and to make it 

part of open communication (McKenzie-Mavinga, 2005), instead of a stifled notion that is 

technically against therapeutic guidelines (Boysen, 2009). 

5.7 Conclusion, Future Research, and Practical Implications 

This study addressed the identified gap of research by exploring both explicit and implicit bias 

in the therapy room (Boysen, 2009; 2010). It replicated the previous findings that therapists report 

low or no explicit bias yet are prone to depict pro-white bias implicitly. This study added to the 

body of research as the first cross-cultural study conducted with a diverse range of German and 

UK therapists.  
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Differences between the nations in terms of posed assessment questions, and selected approaches 

and intervention types were identified. All findings rest on a thorough design development phase 

and a newly adapted Race IAT. In conclusion, the study identified implicit bias, yet no explicit 

bias within this sample. Nevertheless, other effects not queried by this study are likely and 

therapists should therefore be mindful of any biases they might hold. Finally, this thesis considered 

strategies to reduce bias in therapists. 

Due to the small sample size, all findings should be seen as exploratory and a replication with a 

larger sample is necessary to draw generalisations. However, as a first step, it would be interesting 

to return to the mixed methods approach and validate the findings using interviews with a 

representative selection of German and UK therapists from different training backgrounds. As a 

second step, the consistent findings could then be queried with a larger sample. It should then be 

possible to identify whether there are differences in bias levels between different therapist types, 

as well as between white therapist and therapists identifying with a minority group themselves. 

Moreover, the identified differences between the nations need to be explored further and possibly 

applied to more cross-cultural comparisons. With a larger data set the interaction between 

condition and nationality could give an indication of whether bias or cultural differences are the 

root cause for the differences in the outcomes. Lastly, to enable a richer analysis, the design could 

be amended by including a second implicit measure for cross-reference or a real-world application 

instead of vignettes, which may give a wider account of the client, yet lose the standardised format.  

As the author of this thesis identifies as a scientist-practitioner, further practical implications have 

to be made following these recommendations for future research. The era of globalisation (see 

section 1.5) era is accompanied by many new challenges for society. As well as a growing 

appreciation for and understanding of diversity, rising opposing motions, such as the spreading of 
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alt-right movements (i.e., Zick et al., 2019), have hit the headlines. Therapists may believe that 

they are less affected by bias arising out of the informational culture due to their training (James, 

2017; Sabin et al., 2008), yet previous sections have shown that trainings are not as effective in 

reducing bias as formerly assumed (Lai et al., 2014). In addition, this study, as well as preceding 

research, have shown that bias is a hard to grasp concept due to little volunteered information and 

many unclear confounding variables. It is therefore possible, if not likely, that the expectation not 

to be biased does not meet the reality of many therapists, which is furthermore marked by the 

findings of aversive racism within this study.  

Given that training alone has been depicted as limiting (Herbert, 2013), it is much more likely that 

reducing bias in therapists is a personal life-long journey and effort. After immersing herself in the 

study of bias, the author hypothesises that therapists need to be ready to (1) use self-reflection and 

introspection to become more aware of their own cultural identity, (2) consult literature, use peer 

supervision, and seek open conversation with individuals of other ethnic backgrounds to lose their 

fear of the subject, and (3) learn to fully practise unconditional positive regard towards themselves 

and clients. Instead of taking only one module on ‘diversity’, therapist trainees should be 

encouraged to start this lifelong process by asking all their burning questions, reading books on 

cultural struggles, exchanging views with co-trainees, and learning to master openness and self-

reflection. In turn, course leaders and elders should dare to use the diversity in the (class)room and 

no longer be afraid of it, encourage open exchange between students and staff, and promote books 

that discuss culture next to therapeutic training books.  

The author is hereby proposing an approach to tackle bias through reflection, understanding, and 

humanism; three of the cornerstones of Counselling Psychology. Counselling Psychologists are 

oriented towards a scientist-practitioner orientation, rooted in humanistic values, self-awareness 
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and reflection towards one’s own practise, and continued education about current research findings 

(Cooper, 2009). Along these lines, this study should be one example of relevant research any 

Counselling Psychologist should read to strengthen their scientist-practitioner approach.  

Given the author’s experience of therapeutic practise in both the UK and Germany, the suggested 

steps might be harder to achieve for German therapists. Therapy in Germany is highly medicalised, 

and sessions can usually not be offered until a diagnostic label has been assigned. Manualised 

treatment with little individual range is common and humanistic practise is infrequent. In 

comparison to the UK, which has introduced an opposing trend through the field of Counselling 

Psychology since 1990 (Munley et al., 2004), Counselling Psychology does not yet exist in 

Germany, and it is not likely that this development will take place soon. Part of this study was to 

fill this exact research gap and highlight the necessity of Counselling Psychology as an alternative 

to Clinical Psychology.  

According to Hofstede’s (2011) cultural dimensions (see section 1.4.1), Germany has high 

uncertainty avoidance and a long-term orientation, which makes it a place where people value 

stability, yet are less adaptable to change. Moreover, Germany has been criticised to be a ‘non-

settler society’, less skilled in assimilating with new cultures (Berry et al., 2011) and was sued by 

the European Commission in 2003 for not having passed anti-discrimination laws by the allocated 

deadline (Ord, 2016, 14:40). With this in mind, it may be easier to understand why Germany 

struggles with diversity and inclusion. Maybe due to these cultural underpinnings and missing 

actions, or maybe due to the looming guilt of the Second World War, conversations and official 

data collection of ethnicity and race are largely avoided (Oltermann & Henley, 2020; Shendruk, 

2021). Suggesting an open conversation about ethnic difference between therapists, or therapist 

and client, respectively, may thus sound practical to UK practitioners, yet very foreign and possibly 
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even uncomfortable for many German practitioners. Nonetheless, the author strongly suggests that 

the same steps are taken in Germany, albeit recognises that Germany may still be in the colour-

blind stage of therapeutic encounters. Hopefully, the fourth wave approaches of therapy (see 

Peteet, 2018) may find their way to Germany over the coming years and begin to influence therapy 

towards a less medicalised and more humanistic practise.  

In conclusion, although many research projects have discussed the impact of cultural and racial 

understanding and described bias as cognitively and societally unavoidable (Moodley & Murphy, 

2010), as a “human fallacy” (Campbell-Balcom & Martin-Berg, 2019), and as a genetic 

predisposition that is part of our human legacy (e.g., Reynolds & Klik, 2016), only a few have dug 

deeper and identified the full extent of these issues. From a psychological and therapeutic stance, 

the influx of diversity and thus the potential for bias is evident. In order to reduce the bias identified 

by this study, as well as predecessors, therapists need to follow the outlined steps and grow their 

skill set and knowledge in relation to the increase of diverse needs.  

Nevertheless, even with the described pathway in motion, the full eradication of bias is unlikely 

and possibly unnecessary. If being biased is part of being human, therapists should strive to 

uncover and reflect upon, but not eliminate their biases. Least of all, therapists should feel 

encouraged to talk openly and learn collectively. Lastly, it should not be forgotten, that bias is not 

the only factor impacting therapy (Fuertes et al., 2006; Sue et al., 2009). Successful therapy 

sessions are conducted every day, despite some level of bias likely occurring in all of them.   



144 

6. Critical Appraisal of the Research Process 

6.1 Introduction 

In this final chapter, the reader is invited to familiarise themselves with me, the study’s author: 

this reflective appraisal describes the journey I have made as a reflective scientist-practitioner 

throughout the past 4-5 years. The chapter charts the beginning of the journey by outlining the 

development of my personal interest around the topic, reflects on the research process and its 

impacts on my development as a practitioner, and concludes with a reflection on my personal 

growth.5  

6.2 My Pathway toward this Thesis 

Born in the 1990s in Bavaria (South-West Germany), just shortly after the Fall of the Berlin 

Wall, I was raised the German way: law-abiding, diligent, organised, and outspoken about my 

point of view. What my culture did not teach me was reflexivity about others or embracing 

diversity. At the time, and partly to the present day, the integration of former “East-Germans” and 

citizens with Turkish roots, as well as any other nationality was slow and littered with stereotypes. 

Non-West Germans were kept separate in the less appealing parts of bigger cities and openly 

discriminated in society. I was too young to truly understand the full scale then but having reflected 

back as an adult I can see this more clearly now. As a result, I grew up in a primarily white world 

that continued even in the chosen holiday locations. Non-white cultures and ethnicities remained 

foreign and highly stereotyped until I actively chose to challenge my viewpoint during my 

academic studies, first in the USA, then in the UK.  

                                                 
5 Some sensitive personal information was removed. 



145 

In 2016, I began my Counselling Psychology training and moved to Wolverhampton, a town in 

England’s West Midlands known for its, by national comparison, large and steadily increasing 

BAME population (22% in 2001, 35.5% in 2011; compared to England average of 20%; NOMIS, 

2014; ONS, 2011). Subsequently, the regular challenges associated with doctoral training were 

intensified by experiencing an outgroup-feeling and the fear of behaving culturally insensitive. 

Arguably, these issues impacted my training as I was particularly worried that my perceptions 

would influence my work as a practitioner. I struggled to approach everyone with the open-

mindedness I wanted to uphold, while simultaneously feeling judged for my own cultural roots 

tinting my behaviours. Moreover, I often felt confused as rules seemed to change for every client 

I interacted with due to the layered characteristics of culture and ethnicity that were so much more 

pronounced in the UK than anywhere I had lived before. I started questioning my world view, 

wondering how my own story of having lived in different cultures could aid me in this process. 

Particular questions were “What does cultural and ethnic identity truly mean?”, “How does 

speaking in a non-native language influence judgements and experiences?”, “Can one truly adapt 

to a new culture fully?” and “How to remain unbiased being connected to a multitude of ethnic 

and cultural backgrounds every day?” 

Endeavouring to overcome my biases and build my cultural competence, I sought help in open 

communication with colleagues, peers, and clients, as well as literature, to give myself an 

understanding of relevant topics and build my knowledge of social protocols and taboos. What I 

found was that my struggle was in no way unique; instead, the impact of culture, race, and ethnicity 

in therapy and beyond had been felt by many. 

My perspective shifted and I began to reflect more dynamically as to not only look at how I was 

interacting with other cultures and ethnicities, but also how others were reacting to my non-British 
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background. On the basis of my observations, I began to form my ideas for this doctoral study: I 

was curious to find out in how far cultural, racial, and ethnic perceptions, as well as innate bias, 

could impact therapeutic interactions and upon what predictors this relied. Furthermore, I wanted 

to show others the differences between my own culture and that of the UK. This led me to design 

an international cross-cultural study between Germany and the UK.  

6.3 Reflections on the Research Progression 

I aspired to create a new and original approach and originally decided for a mixed method 

design to collect both quantitative and qualitative data to allow more immersive findings. A lot of 

time went into the development of the design and when my pilot showed that things could not be 

achieved in this way, it took me some time to accept this and move on. Unlike the short section in 

chapter 3 that outlines the development of the vignette study, this process demanded considerable 

trial and error and many different ideas before the final version was agreed upon. […sensitive 

personal information removed…] 

6.4 Development as a Practitioner 

Having completed training as a Counselling Psychologist, I have first and foremost carved an 

identity as a reflective scientist-practitioner, which means that research and personal reflection 

inform my practise, and vice versa. It further means that I wear two professional hats at all times: 

that of a psychological researcher and that of a practising therapist. 

With every step of the thesis towards completion, I also received some takeaway messages for my 

practice. As this research has shown, bias is ever present and can have negative effects unless 

things are openly addressed. Through reading previous research and analysing the presented 

findings, it became more and more apparent that every interaction with a client was a potential 

minefield of displayed bias that I was eager to avoid. Working in one of the most diverse cities in 
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the UK at the time, I was not worried about a priming effect induced by seeing white clients only. 

I was however worried that I would be too quick to judge a described issue based on the outer 

appearance of my clients. Therefore, I began communicating more openly about the differences 

between me and the clients, starting with the fact that I was a non-native speaker and raised within 

a different culture and would possibly make linguistic mistakes or ask clarifying questions about 

things that a UK national would know. I did this despite the fact that after years of studying and 

living abroad my English is nowadays often better than my German, but because it laid open some 

differences and invited the client to share some of theirs. Unfortunately, this did not always have 

the desired effect, because I frequently forgot that clients had not engaged in the same year-long 

practise of reflection expected of a therapist trainee.  

Thus, additional conversations about race and ethnicity followed later on to truly explore their 

impact on therapy and the issue at hand. I found that more often than not clients were still not able 

to talk about their differences. One reason of this finding may also be that I have thus far worked 

with adolescents and young adults primarily. In my experience, young people seem to be less 

impacted by ethnic differences; possibly due to them growing up in a more diverse world from the 

start. However, difference still matters as many have a bi-cultural identity that stands in contrast 

to that of their parents. Therefore bias, in this case the bias of parents and associated behaviours, 

appeared to be one of the biggest factors to foster ill mental health.  

With my move back to Germany, the rich diversity faded in front of my eyes and unfortunately, 

also my mind. Due to historic events the term “race” is not used in Germany. In fact, it is currently 

under review and likely to be deleted as a term used in the German constitution and beyond (Zeit 

Online, 2021). Equally the discussion of ethnicity is not part of societal interactions and bringing 
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this up in conversation is commonly taken as an insult that one must not speak German well enough 

and have a slight accent.  

With this in mind, the learnings of my research were harder to apply and directly opening the 

conversation of race with clients were often met with slight bewilderment. At the same time, when 

sharing my research findings with colleagues, this created tensions and holes were poked into the 

science, instead of reflecting upon the potential impact on their practice. Unlike in the UK, 

Counselling Psychology is not a recognised profession in Germany and manualised sessions are 

far more common than humanistic-based interactions. In this changed environment, it is thus up 

to me to find the correct words to discuss difference and diversity and their impact on therapeutic 

sessions. I remain curious of my clients’ backgrounds and how their upbringing may impact their 

experiences or the presented issue. 

Ultimately, leaving my home country to pursue an education that is not recognised, nor understood 

there, yet bringing it back with me, has been challenging. Nevertheless, I believe that my insights 

have and will continue to enrich the work I do and the understanding I share with clients and 

colleagues. I can say for myself that I have developed into a truly cross-cultural scientist-

practitioner. 

6.5 Development as a Person 

[…sensitive personal information removed…] 
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Appendix D – Pre-Study 

Out of 70 participants, eight were excluded as they were below the study completion cut off set 

at 40%. Respectively, data of 62 participants (67.7 % female, 32.3% male) were included. 50 

participants were of white ethnic background (25.8% White British; 3.2% White Irish; 51.6% 

White Other). Age range distribution was more diverse (aged 18-25: 30.6%; aged 26-35: 45.2%; 

aged 36-45: 4.8%; aged 45+ 19.4 %).  

Resultant data were analysed via SPSS 24 using repeated measures ANOVA with two independent 

variables (IVs), namely gender and age. Main effects were found for all photograph comparisons 

evidencing a significant difference between photographs (see table 14). Moreover, some main 

effects were found for age, however no interaction effects between the variables in question. As 

such, the participant’s age had an influence on the ratings. Four pairs of photographs (one white 

and one non-white individual) were matched considering the graphic plots of attractiveness*age; 

intelligence*age; vulnerability*age. The chosen photographs represented the fictional clients for 

either condition in the vignette study. 

For example, figure 9 shows the graph of five photographs plotted based rated attractiveness and 

participant’s age. As can be seen, photographs 3 and 5 were rated the most similar across 

participant’s ages. The graphs of intelligence and vulnerability were analysed in the same way. As 

photographs 3 and 5 were consistently rated the most similar across all three graphs, they were 

selected as a matching pair. 
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Table 14 

Pre-Study Outcomes 

Vignette Measure 

Main Effect of 

Measure 

Interaction Effect 

with Gender  

Interaction Effect 

with Age  

Main Effect  

Gender 

Main Effect 

 Age 

1 Attractiveness F(2.76;143.70)= 

13.456; p < .000** 

F(2.76;143.70)= 

0.588; n.s. 

F(8.29;143.70)= 

0.995; n.s. 

F(1,52)=.003; 

 n.s. 

F(3,52)=1.174; 

n.s. 

1 Intelligence F(4;208)=4.179,  

p=.003* 

F(4;208)=0.622; 

n.s. 

F(12;208)=1.251; 

n.s.  

F(1,52)=.244: 

n.s. 

F(3,52)=2.34;  

n.s. 

1 Vulnerability F(4;208)=1.443; 

n.s. 

F(4;208)=2.217; 

n.s.  

F(12,208)=0.69; 

n.s.  

F(1,52)=.001; 

n.s. 

F(3,52)=1.945; 

n.s. 

2 

 

Attractiveness F(4;204)=10.15; 

p < .000** 

F(4;204)=1.29; 

n.s. 

F(12;204)=0.519; 

n.s. 

F(1,51)=.041; 

n.s. 

F(3;51)=3.597; 

p=.02* 

2 

 

Intelligence F(4;204)=6.864; 

p < .000** 

F(4;204)=1.072; 

n.s. 

F(12;204)=0.423; 

n.s. 

F(1,51)=.034;  

n.s.  

F(3;51)=3.037; 

p=.037* 

2 Vulnerability F(4;204)=2.874,  

p=.024* 

F(4;204)=1.369; 

n.s.  

F(12;204)=1.048; 

n.s. 

F(1,51)=.207;  

n.s. 

F(3,51)=1.684;  

n.s. 
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Table 14 continued 

Vignette Measure 
Main Effect of 

Measure 

Interaction Effect 

with Gender  

Interaction Effect 

with Age  

Main Effect  

Gender 

Main Effect 

 Age 

3 Attractiveness F(4;208)=2.517; 

p=.043* 

F(4;208)=0.49;  

n.s.  

F(12;208)=0.679; 

n.s.  

F(1,52)=.982;   

n.s. 

F(3,52)=1.01; 

n.s.  

3 Intelligence F(4;208)=9.144;  

p < .000** 

F(4;208)=2.26;  

n.s. (p = .064) 

F(12;208)=1.656; 

n.s. (p = .079) 

F(1,52)=.049; 

n.s. 

F(3,52)=2.21; 

n.s. 

3 Vulnerability F(4;208)=0.23;  

n.s. 

F(4;208)=0.509; 

n.s. 

F(12;208)=1.208; 

n.s.  

F(1,52)=.203;  

n.s. 

F(3,52)=.690; 

n.s. 

4 Attractiveness F(4;212)=5.337; 

p < .000** 

F(4;212)=0.589; 

n.s.  

F(12;212)=1.255; 

n.s.  

F(1,53)=.283; 

n.s  

F(3;53)=4.144; 

p=.01* 

4 Intelligence F(4;212)=8.608; 

p < .000** 

F(4;212)=0.489; 

n.s. 

F(12;212)=1.14; 

n.s. 

F(1,53)=.196; 

n.s. 

F(3,52)=1.89; 

n.s. 

4 Vulnerability F(4;204)=2.921;  

p=.022* 

F(4;204)=1.736; 

n.s. 

F(12;204)=1.042; 

n.s. 

F(1,51)=.131; 

n.s. 

F(3,51)=1.042; 

n.s. 

Note. Bold = statistically significant; * = p < 0.05; ** = p < 0.000; n. s. = not significant 



   

 

Figure 9 

Attractiveness by Participant’s Age 
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Appendix E – Overview of Changes  

In the pilot, questions were primarily posed openly, though this did not generate the 

anticipated amount of data. Therefore, the format was changed to pose mostly multiple-choice 

questions, as depicted in table 15. All answer options were identical for the four vignettes, 

except for those offered for question 2, which differed in relation to the client issues presented 

by the respective vignette (‘cultural implications’ and ‘physical effects’ were selectable options 

for every vignette). The order was slightly changed (question 9 became question 5) and former 

question 6 was excluded due to non-substantial findings in the pilot. To enable additional 

qualitative answers, all questions were accompanied by an open text field which was however 

not further analysed within this dissertation. All answers were optional.  

An overview of all questions posed, their wording, genre, and topic, as well as their format is 

presented in table 16. 



   

Table 15 

Pilot vs. Reported Format 

Pilot Format Reported Format 
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Vignette 1
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Vignette 2
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Vignette 3
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Vignette 4

 

Vignette 1-4 
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Question excluded 
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Table 16 

Overview of Question Genre, Wording and Topics addressed 

Note. * This thesis only reports the analysis of Q1, Q3, Q4 and Q5. 

 

Question Genre Question Wording of Question Topic of Question Response Format 

Questions about 

assessment in practice  

 

Q1* Which questions would you want to ask in 

the assessment?  

Assessment Drag and Drop 

Q2 What do you think is going on? What is/are 

the key issue/s? 

Key Issues Multiple-Choice 

Questions on participants’ 

foresight  

 

Q3* What difficulties might arise when working 

with this client? 

Potential Therapy 

Obstacles 

Multiple-Choice 

Q4* What interventions would you deem useful 

for this client 

Choice of 

Interventions 

Multiple-Choice 

Q5* Which therapeutic model(s) would you 

choose for this client? 

Choice of Approach Multiple-Choice 

Questions on participants’ 

personal feelings and 

countertransference  

Q6 How comfortable would you feel taking this 

client on? Why? 

Level of Comfort 10-point Likert Scale 

Perception of the client’s 

background  

 

Q7 To what extend do you believe that the 

person’s background has caused this issue? 

Personal 

Interpretation 

10-point Likert Scale 

Familiarity with the 

client’s issue  

 

Q8 Have you ever worked with a client who 

experienced this or a comparable issue? 

Level of Experience Yes / No 

Q9 Would you refer to/involve other services? Engagement of 

Others 

Yes / No 



   

Appendix F – Demographic Questions (English and German Version) 

 

Demographic Questions       

Please answer the following questions. 

 

Q2.2 How do you describe your gender? 

o Man  

o Woman  

o In another way (please state)   

o ________________________________________________ 

o Prefer not to say  

 

Q2.3 What age group do you belong to? 

o 18-25   

o 26-35   

o 36-45    

o 46-55   

o 56+    
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Q2.4 What is your nationality? 

o British   

o German   

o Other (please state)   

o ________________________________________________ 

 

Q2.5 What is your ethnicity? (please enter the fitting code below) 

 

 

________________________________________________________________ 
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Q2.6 What type of therapist/trainee are you? 

o Clinical Psychologist   

o Trainee Clinical Psychologist   

o Counselling Psychologist   

o Trainee Counselling Psychologist   

o Psychotherapist   

o Trainee Psychotherapist   

o Counsellor   

o Trainee Counsellor   

 

Q2.7 What is presently your highest level of education? 

o High School Diploma   

o Associate's degree / College degree / Diploma   

o Bachelor's degree   

o Master's degree   

o Doctorate   

o Other (please state)  

o  ________________________________________________ 
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Q2.8 Do you have a main therapeutic approach that you apply and/or were trained in? 

o Yes (please state)   

o _______________________________________________ 

o No   

 

Q2.9 How many years have you been practicing? (For trainees: What year of your training 

program are you in?) 

________________________________________________________________ 

 

Q2.10 Where do you practise? (i.e. West Midlands) 

________________________________________________________________ 
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Demographische Fragen  
  

Bitte beantworten Sie zunächst die folgenden Fragen, um uns ein paar anonyme 

Informationen über Sie zu geben. 

 

 

Q2.2 Wie beschreiben Sie Ihr Geschlecht? 

o Männlich   

o Weiblich   

o Auf eine andere Weise (bitte angeben) 

o ______________________________________________ 

o Keine Angabe  

 

Q2.3 Welcher Altersgruppe gehören Sie an? 

o 18-25   

o 26-35   

o 36-45   

o 46-55   

o 56+   
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Q2.4 Was ist Ihre Nationalität? 

o Deutsch   

o Britisch   

o Andere (bitte angeben)   

o ___________________________________________ 

 

Q2.5 Welchen Beruf üben Sie aus (die Studie richtet sich ausschließlich an diese Berufe)? 

o Psychologischer Psychotherapeut/IN   

o Psychologischer Psychotherapeut/IN in Ausbildung (PiA)  

o Heilpraktiker/IN  

o Heilpraktiker/IN in Ausbildung  

 

Q2.6 Was ist Ihr derzeit höchster Abschluss? 

o Mittlere Reife  

o Abitur 

o BOS/FOS  

o Bachelor   

o Master  

o Promotion (Fachrichtung?)   

o ________________________________________________ 

o Weitere (bitte angeben)   
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o ________________________________________________ 

 

Q2.7 Haben Sie einen therapeutischen Hauptansatz bzw. haben Sie eine bestimmte Ausbildung 

abgeschlossen? 

o Ja (bitte angeben)   

o _____________________________________________ 

o Nein   

 

Q2.8 Seit wie vielen Jahren praktizieren Sie bereits? (Für PiAs: In welchem Lehrjahr befinden 

Sie sich?) 

________________________________________________________________ 

 

Q2.9 In welchem Bundesland praktizieren Sie? (z.B. Brandenburg) 

________________________________________________________________ 

  



246 

 

Appendix G – Vignette Text (German Version) 

 

Vignette 1 (V1) 

Diese Patientin hatte vor ein paar Monaten einen Unfall und seitdem von der Hüfte abwärts 

gelähmt. Die Patientin beschreibt, wie dieser Unfall ihr Leben komplett verändert hat. Sie war 

zuvor eine erfolgreiche Unternehmerin in Führungsposition, und jetzt kann sie nicht einmal 

mehr allein duschen. Sie hat mit depressiver Verstimmung zu kämpfen und erscheint zugleich 

emotionslos. Sie beschreibt sich selbst als „Platzvergeudung“ und hat alle Sozialkontakte 

abgebrochen, weil sie nicht möchte, dass „jemand [sie] so sieht“. Ihre Vollzeitpflegerin hat 

kürzlich psychologischen Support angefordert, nachdem sie die Patientin mit einem Messer in 

der Hand in ihrem Schlafzimmer aufgefunden hat. 

 

Vignette 2 (V2) 

Der Patient hat sich selbst empfohlen. Er räumt ein, dass er eine schwierige Vergangenheit hat 

und offenbart das Folgende: “Ich musste von da weg…das habe ich immer gewusst. Also habe 

ich eines Tages meine Sachen gepackt und nie wieder zurückgeschaut.” Er sagt, dass er seine 

Entscheidung zu gehen nie bereut hat und es ihm damit viele Jahre lang gut ging – bis vor ca. 

drei Monaten. Seitdem und ohne erkennbare anderweitige Veränderungen, hat er 

Schlafprobleme und leidet unter wiederkehrenden Albträumen und Flashbacks. Tagsüber ist er 

müde und hat wenig Motivation zu Arbeiten. Er beschreibt sich als „normalerweise fröhlichen 

Menschen” und bittet Sie um Hilfe zu seinem „wahren Ich“ zurückzufinden. Dies ist sein 

erster Kontakt mit einem psychologischen Service. 
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Vignette 3 (V3) 

Diese volljährige Patientin wurde vom Notfalldienst an Sie verwiesen. Sie weint und Sie 

merken, dass sie Angst hat mit Ihren zu reden. Nachdem Sie ihr erklärt haben, dass alles 

vertraulich behandelt wird, offenbart sie, dass sie panische Angst vor der Reaktion ihrer Eltern 

hat, auf das was ihr passiert ist. Vor ein paar Tagen war sie auf einer Hausparty mit ihren 

Freunden. Die Patientin gibt zu, dass sie zu viel getrunken hat und sich an Teile des Abends 

nicht mehr erinnern kann. Das erste, woran sie sich erinnert, nachdem sie aus ihrem Blackout 

aufgewacht ist, war ein unbekannter Mann, der sie missbraucht hat. Sie gibt an, dass sie sich 

befreien und in Sicherheit bringen konnte und dass sie sich schuldig fühlt zu viel getrunken zu 

haben. Sie stimmte zu mit Ihrer Hilfe eine polizeiliche Aussage zu machen, bittet Sie aber ihre 

Eltern nicht zu involvieren. 

 

Vignette 4 (V4) 

Dieser Patient wurde von seinem Hausarzt empfohlen. Er und seine Frau haben sich vor zwei 

Wochen dort vorgestellt, da er auf Grund von Essensverweigerung radikal an Gewicht verliert. 

Seine Frau gab an, dass er sich seit zwei Monaten von allen seinen Freunden und normalen 

Aktivitäten distanziert hat und nichts außer einer Schüssel Trauben pro Tag isst. Als Sie ihn 

das erste Mal sehen, lächelt er und sieht recht zufrieden aus. Er sagt Folgendes: „Jeder glaubt, 

dass ich eine Essstörung habe, aber ich kann einfach nicht essen wenn ich meiner Religion 

treu bleiben, das müssen Sie verstehen.” 
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Appendix H – Cleaning and Merging Processes  

1. Assigning values to foremost non-numeric open text fields answers 

 

a) Experience 

 

 

 

b) Ethnicity 

 

 

 

c) Area of Practice: UK (geographically 

South to North, East to West) 
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d) Area of Practice: GERMANY 

(alphabetical) 

 

 

 

2. Adding new variables 

 

a) ‘Condition’ (indicating whether participant was 

placed in ‘Condition Caucasian’ or ‘Condition 

Diverse’) 

 

 

 

b) Vignette sequence’ (indicating which three of 

the four vignettes had been processed) 
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c) Vignette 1/2/3/4’ (indicating whether vignette 

1/2/3/4 had been processed). 

 

 

3. Matching most appropriate values for variables that differed due to country and 

language differences. 

 

a) Therapist type - 

Merged values 

 

 

b) Education Level - 

Merged values  

 

 

 

 


