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Abstract 

Australia is a country known for its multicultural population. The country has a broad 

range of visa schemes and a rapidly increasing overall intake of migrants. Australia thus 

provides a particularly rich case study of a migrant-receiving country undergoing rapid 

transformation. This diversity results in the need for mental health care systems and 

practitioners to adapt to a range of health and wellbeing needs of individuals and groups 

across cultural, linguistic, and ethnic backgrounds. This goal is challenged by the prevailing 

and overarching sociopolitical and ethnocultural construct of Whiteness, which is present in 

Australia, other Western nations and much of the world. 

To both acknowledge and understand this construct, and its consequences, within the 

context of mental health and wellbeing, this thesis examined the ways in which mental health 

practitioners in Australia construe non-White people. The research also sought to ascertain 

the links between practitioners’ construals of Whiteness and their cultural competence as well 

as their therapeutic alliance with non-White clients. This research is important as it helps to 

expose the modes by which Whiteness may influence construing and may provide more clarity 

on how Whiteness, its invisibility and processes work in the context of mental health care. 

To answer the research questions, this thesis was guided by the Personal Construct 

Psychology (PCP) and used a sequential, convergent, mixed methods approach. Data 

collection methods included: 1) a systematic literature review; 2) qualitative semi-structured 

interviews using a modified laddering technique; and 3) an online questionnaire consisting of 

demographic questions and three measures. These methods and findings are summarised in 

the following review: 
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Systematic Review: The constructs and perspectives of 5,870 mental health workers 

with regards to minority populations are represented across the 38 studies included. Data was 

synthesised qualitatively and analysed thematically. The therapeutic alliance was most at risk 

when practitioners displayed low levels of cultural competence and high levels of racial and 

ethnic blindness. The changing and increasingly multicultural context within Western 

countries means that mental health systems and workers need to prepare for an increasing 

range of culturally and linguistically diverse clients in need of support. 

Laddering-informed Interview: Twenty White and non-White Australian mental health 

care practitioners and trainees were purposively sampled and interviewed using an adapted 

version of the laddering interview technique. Data was analysed thematically and interpreted 

drawing on PCP. The findings highlight the persistent role of Whiteness based on mental 

health practitioners’ perceptions of modern constructions about White and non-White 

people. Even so, the results also suggest that a potential disciplinary shift is occurring whereby 

practitioners indicate movement away from being blind to difference and towards 

acknowledgement of the inequities and inequalities experienced by diverse groups. 

Practitioners demonstrated cultural competence in their acknowledgement of the impact of 

negative construals of ethnic, cultural, religious, social, racial, and linguistic diversity on client 

wellbeing. Psychologists sought to address these negative impacts on clients by drawing on 

the client-practitioner relationship to improve the therapeutic alliance. 

Online Questionnaire: An online questionnaire was completed by 139 Australian 

mental health practitioners. The measures included: the Multicultural Counselling Inventory 

(MCI); the Color-Blind Racial Attitudes Scale (CoBRAS); and the Balanced Inventory of 

Desirable Responding (BIDR). Descriptive statistics were used to summarise participants’ 



 

vii 
 

demographic characteristics. One-way ANOVA and Kruskal-Wallis tests were conducted to 

identify between-group differences (non-White compared to White practitioners) in cultural 

competence, therapeutic alliance, and racial and ethnic blindness. Correlation analyses were 

conducted to determine the effect of participants’ gender or age on cultural competence and 

therapeutic alliance. Hierarchical multiple regression analyses were conducted to predict 

cultural competence and therapeutic alliance. The thesis demonstrates that higher MCI total 

scores (measuring cultural competence and therapeutic alliance) were associated with non-

White status, older age, greater attendance of cultural competence-related trainings, and 

increased awareness of general and pervasive racial and/or ethnic discrimination. 

Practitioners with higher MCI total scores were also likely to have higher self-deceptive 

positive enhancement scores on the BIDR than those with lower MCI total scores. The findings 

highlight that the current one-size-fits-all and skills-development approach to cultural 

competence training ignores the significant role that practitioner diversity and differences 

play in the therapeutic alliance. The recommendations from this thesis can inform clinical 

educators and supervisors about the importance of continuing professional development 

relevant to practitioners’ age, racial/ethnic background, and professional experience.  

The thesis findings support recommendations for improvements in training, practice, 

and research in relation to practitioner construals and their relationship with cultural 

competence, the therapeutic alliance and, therefore, client wellbeing outcomes. Core 

recommendations include: 

1. Improvements in practitioner self-awareness via cultural competence training 

2. Improvements in the demonstration of social awareness in cross-cultural practice 
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3. The need for complementarity in the development of research on cultural competence 

and therapeutic alliance. 

This is the first Australian study to explore mental health practitioners’ construing of 

Whiteness and its impact on non-White people. The findings demonstrate practitioners’ 

awareness of the persistent role of Whiteness including, but not limited to, prejudice, 

unconscious bias, colour-blindness, stereotyping and discrimination faced by non-White 

people in society and in mental health care. The findings indicate that the ability to loosen 

one’s construct system enough to embrace and value difference while also tightening one’s 

construct system to sufficiently restrict the impact of Whiteness is a product of regular 

engagement in cultural competence training. Importantly, the therapeutic alliance between 

non-White clients and practitioners is most at risk when practitioners exhibit resistance to 

training and negative constructions about non-White people; these attitudes are correlated 

with low levels of cultural competence. PCP highlights the need for practitioners not only to 

tolerate but desire and, therefore, seek out opportunities to consistently loosen and 

reconstruct their construing about themselves and others. The study demonstrates that 

understanding our construction systems through a PCP lens is a fruitful platform from which 

cross-cultural psychological research, training, and practice can look towards the 

development of practitioner cultural competence and safe therapeutic alliance in Australia. 

 

 

 



 

ix 
 

Table of Contents 
Author’s Certification .................................................................................................................. i 

Acknowledgements ................................................................................................................... iii 

Abstract ...................................................................................................................................... v 

List of Figures ............................................................................................................................xii 

List of Abbreviations ................................................................................................................. xiii 

Chapter 1: Introduction .............................................................................................................. 1 

Experiences of Non-White Mental Health Care Service Users ........................................... 5 

Cultural Competence ................................................................................................. 6 

The Therapeutic Alliance ........................................................................................... 7 

The Significance of the Research in the Australian Context ............................................... 9 

Thesis Aims and Conceptual Framework .......................................................................... 10 

Research Objectives .......................................................................................................... 11 

Research Questions ........................................................................................................... 12 

Theoretical Framework: Personal Construct Psychology ........................................ 13 

Personal Construct Psychology: Processes of Transition ........................................ 16 

Research Methods ............................................................................................................ 26 

Data Collection Strategies and Outputs .................................................................. 27 

Overview of the Sample .......................................................................................... 28 

Recruitment Strategies ............................................................................................ 29 

Ethics Approval and Considerations ........................................................................ 30 

Qualitative Trustworthiness .................................................................................... 30 

Thesis Outline .................................................................................................................... 33 

Chapter 2: Systematic Literature Review ................................................................................. 34 

Chapter Overview ............................................................................................................. 34 

Author Contributions ........................................................................................................ 35 

Paper 1: A Systematic Review of Mental Health Care Workers’ Constructions about 
Culturally and Linguistically Diverse People............................................................................. 35 

Chapter 3: Qualitative Semi-Structured Laddering Interview ................................................. 56 

Chapter Overview ............................................................................................................. 56 

Author Contributions ........................................................................................................ 58 

Paper 2: Construing Non-White and White Clients: Mental Health Practitioners’ 
Superordinate Constructs related to Whiteness and Non-Whiteness in Australia ................. 58 

Paper 3: Australian Mental Health Practitioners’ Construing of Non-White and White 
people: Implications for Cultural Competence and Therapeutic Alliance ............................... 80 

Chapter 4: Quantitative Questionnaire.................................................................................... 97 



 

x 
 

Chapter Overview ............................................................................................................. 97 

Author Contributions ........................................................................................................ 99 

Paper 4: White and non-White Australian Mental Health Care Practitioners’ Desirable 
Responding, Cultural Competence, and Racial/Ethnic Attitudes .......................................... 100 

Chapter 5: Discussion and Conclusion ................................................................................... 117 

Chapter Overview ........................................................................................................... 117 

Summary of Research Methods ...................................................................................... 117 

Phase 1: Systematic Literature Review (see Dune et al., 2018) ............................ 118 

Phase 2: Qualitative Semi-Structured Laddering Interviews (see Dune et al., 2021a; 
Dune et al., 2021b) ............................................................................................................ 118 

Phase 3: Quantitative Questionnaire (Dune et al., 2022) ..................................... 118 

Summary of Key Findings ................................................................................................ 119 

Phase 1: Systematic Literature Review (see Dune et al., 2018) ............................ 119 

Phase 2: Qualitative Semi-Structured Laddering Interviews (see Dune et al., 2021a; 
Dune et al., 2021b) ............................................................................................................ 120 

Phase 3: Quantitative Questionnaire .................................................................... 121 

Interpretation of the Findings ................................................................................................ 121 

Circumspection-Preemption-Control Cycle .................................................................... 122 

Circumspection ...................................................................................................... 122 

Preemption ............................................................................................................ 125 

Control ................................................................................................................... 130 

Creativity Cycle ................................................................................................................ 132 

Experience Cycle ............................................................................................................. 137 

Anticipation ........................................................................................................... 137 

Investment ............................................................................................................. 137 

Encounter .............................................................................................................. 138 

Confirmation or disconfirmation ........................................................................... 139 

Constructive revision ............................................................................................. 139 

Key Reflections on the Thesis Findings ................................................................. 141 

Recommendations for Training, Practice and Research ........................................................ 142 

Self-Awareness and Recommendations for Training ...................................................... 143 

Training Recommendation 1: Develop Multi-Level Training ................................ 144 

Training Recommendation 2: Engage in Training Across the Professional Trajectory
 ........................................................................................................................................... 145 

Training Recommendation 3: Encourage Practitioners to Think about their Thinking
 ........................................................................................................................................... 146 



 

xi 
 

Training Recommendation 4: Expose and Explore our Role in Perpetuating 
Whiteness .......................................................................................................................... 146 

Training Recommendation 5: Require Practitioners to Engage in Cross-Cultural 
Encounters ......................................................................................................................... 147 

Training Recommendation 6: Explore and Address Resistance to Training ......... 148 

Social Awareness and Recommendations for Practice ................................................... 149 

Practice Recommendation 1: Address Difference and Value Conflicts in Cross-
Cultural Settings ................................................................................................................ 150 

Practice Recommendation 2: Understand the Expectations of Major Ethnic Groups
 ........................................................................................................................................... 151 

Practice Recommendation 3: Increase Diversity in the Mental Health Workforce and 
Clientele ............................................................................................................................. 152 

Complementarity and Recommendations for Research ................................................ 154 

Research Recommendation 1: Explore Whether Cultural Competence Training 
Turns into Culturally Competent Practice ......................................................................... 156 

Research Recommendation 2: Explore Resistance to Cultural Competence Training 
and Practice ....................................................................................................................... 156 

Research Recommendation 3: Explore Cultural Competence and Therapeutic 
Alliance with More Diverse and Larger Samples ............................................................... 156 

Research Recommendation 4: Explore Mental Health Supervisor Construing and 
Constructions ..................................................................................................................... 157 

Research Recommendation 5: Engage Diverse Epistemologies, Research Methods 
and Theoretical Frameworks ............................................................................................. 158 

Research Recommendation 6: Explore Diverse Perspectives on the Impact of 
Practitioner Construing, Cultural Competence and Therapeutic Alliance ........................ 158 

Reflections on the Utility of Personal Construct Psychology in Exploring Practitioners’ 
Construing .............................................................................................................................. 159 

Conclusion .............................................................................................................................. 162 

References (Chapters 1 & 5) .................................................................................................. 165 

Appendix A: Ethics Approval Confirmation ............................................................................ 178 

Appendix B: Participant Information Sheets .......................................................................... 181 

Appendix C: Quantitative Online Questionnaire ................................................................... 186 

 

  



 

xii 
 

List of Figures 

Chapter 1 

Figure 1.1 Interplay between the dimensions of cultural competence (NHMRC, 2014) .......... 7 

Figure 1.2 Conceptual Framework for Understanding Mental Health Practitioner Construing

 .................................................................................................................................................. 11 

Figure 1.3 PCP Processes of Transition and Constructive Revision (Kelly, 1955) .................... 17 

Figure 1.4 PCP experience cycle (Kelly, 1955) .......................................................................... 20 

Figure 1.5 Sequential, convergent, mixed methods approach to exploring mental health 

practitioner construing and implications for cultural competence and therapeutic alliance . 33 

 

Chapter 5 

 

Figure 5.1 Recommendations for Improving Cultural Competence through Training .......... 144 

Figure 5.2 Recommendations for Improving Culturally Competent Practice and Therapeutic 

Alliance ................................................................................................................................... 150 

Figure 5.3 Recommendations for Improving Research Evidence on Practitioner Cultural 

Competence and Therapeutic Alliance .................................................................................. 155 

 

 

 

  



 

xiii 
 

List of Abbreviations 

AHPRA: Australian Health Practitioner Regulatory Agency 

BIDR: Balanced Inventory of Desirable Responding 

CoBRAS: Color-Blind Racial Attitudes Scale 

C-P-C Cycle: Circumspection-Preemption-Control Cycle 

CPD:  Continuing Professional Development 

MCI: Multicultural Counselling Inventory 

NHMRC: National Health and Medical Research Council 

PCP: Personal Construct Psychology 

 

 

 

 

 



 

1 
 

 Chapter 1: Introduction 

Australia is known for its diversity of cultural, ethnic, religious, and linguistic groups. In 

addition to its Aboriginal and Torres Strait Islander groups (3% of the population), over 27% 

of Australians were born overseas and another 20% have at least one parent born overseas 

(Australian Bureau of Statistics, 2014b). Further, net overseas migration contributes to over 

60% of Australia’s total population growth. Australia has also committed to the resettlement 

of over 12,000 new refugees in addition to the current 13,500 new refugees arriving annually 

(Australian Bureau of Statistics, 2014a). Consequently, Australia has a broad range of visa 

schemes and a rapidly increasing overall intake of migrants. Australia thus provides a 

particularly rich case study of a migrant-receiving country undergoing rapid transformation. 

This diversity results in the need for health care systems and practitioners to adapt to a range 

of health and wellbeing needs for individuals and groups across cultural, linguistic, and ethnic 

backgrounds. Success in this respect requires genuine acceptance—and integration—of 

diversity into all aspects of Australian health care systems.  

Manifestation of this goal is challenged, however, by a prevailing and overarching 

sociopolitical and ethnocultural framework of Whiteness, which is present in Australia, other 

Western nations and much of the world (Anderson, 2003; Crass, 2002; Gram, 2007; 

Magdalena Tascón, 2008; Moreton-Robinson, 2004; Schech & Haggis, 2001). As King and 

Springwood (2001, p. 160) explain, 

Whiteness is simultaneously a practice, a social space, a subjectivity, a spectacle, 

an erasure, an epistemology, a strategy, an historical formation, a technology, 

and a tactic. Of course, it is not monolithic, but in all of its manifestations, it is 
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unified through privilege and the power to name, to represent, and to create 

opportunity and deny access.  

Implicit in this definition of Whiteness is a delineation of those who reap benefits from 

Whiteness and those who do not—those who are White and those who are non-White. Here 

non-White refers to individuals who are excluded from being beneficiaries of Whiteness as a 

result of their racial, ethnic, cultural, religious, linguistic or national identities (Guess, 2006; 

King & Springwood, 2001; Lewis, 2004; Sue, 2006). Describing those who are White is, 

however, a more challenging task (Anderson, 2003; Lewis, 2004; Sue, 2006). This is because 

Whiteness is more concerned with analysing, describing, characterising and excluding those 

who do not belong within it but provides little clarification about what defines or characterises 

Whites (Anderson, 2003; Crass, 2002; Gram, 2007; King & Springwood, 2001; Magdalena 

Tascón, 2008; Moreton-Robinson, 2004; Schech & Haggis, 2001; Sue, 2006). This ambiguity 

results from a colloquial, quotidian, and unquestioned sociocultural framework in which 

Whiteness is the invisible benchmark from which non-Whites are evaluated.  

In order to both acknowledge and understand these constructs and their 

consequences, within the context of mental health and wellbeing, this thesis examines the 

ways in which mental health practitioners and trainees construe White and non-White people. 

With such an understanding this thesis also seeks to ascertain the links between these 

constructions on the therapeutic alliance (with non-White clients) and on practitioner cultural 

competence. This research is important as it helps to expose the modes by which Whiteness 

may influence construing and may provide more clarity on how Whiteness, its invisibility and 

processes work. In previous research Sue (2006, p. 15) explains, 
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Whiteness is a default standard…from which all other groups of color are 

compared, contrasted, and made visible. From this color standard, racial/ethnic 

minorities are evaluated, judged, and often found to be lacking, inferior, deviant, 

or abnormal. Because Whiteness is considered to be normative and ideal, it 

automatically confers dominance on fair-skinned people in our society.  

In this respect a particular “luxury of belonging to the advantaged racial group is that 

one's own racialness often is invisible to oneself” (Lewis, 2004, p. 641) and seemingly requires 

no explanation (Sue, 2006). As explained by Lewis (2004, pp. 624-625), this phenomenon leads 

individuals to perceive of those in non-White groups as “social problems” and results in “a 

failure to situate one’s self in one’s whiteness, and within the larger racial discourse”. 

Importantly, Whites are in no way a homogenous group (as with non-Whites)—nor are their 

group/collective identities under examination in this inquiry. Whiteness, however, and its 

consequences for how non-Whites are perceived and engaged is an important piece of this 

thesis. Further, Whiteness would not be a problem if, as Sue (2006, p. 15) expounds, 

…it weren't (a) predicated on White supremacy, (b) imposed overtly and covertly 

on People of Color, and (c) made invisible to those who benefit from its existence. 

Seen from this vantage point, Whiteness is an invisible veil that cloaks its racist 

deleterious effects…The result is that White people are allowed to enjoy the 

benefits that accrue to them by virtue of their skin color. Thus, Whiteness, White 

supremacy, and White privilege are three interlocking forces that disguise racism 

so it may allow White people to oppress and harm persons of color while 

maintaining their individual and collective advantage and innocence.  



 

4 
 

This is not to say that all Whites experience the same advantages and to the same 

degree, that Whiteness has always looked the same or that it lacks permeable and flexible 

boundaries. It is acknowledged that Whiteness and the delineators for those who benefit or 

are excluded from it are constantly under negotiation (Lewis, 2004).  

Even within this constant state of flux, the role of Whiteness and its consequences are 

enduring and important to consider in order to identify the impact of this construct on the 

whole of Australian society, especially non-Whites. As described by Guess (2006, pp. 651-652), 

The idea and conception of whiteness derives from the dynamics of racism by 

intent, a type of racism that is founded upon custom and tradition, but shatters 

against social scientific principles. Racism by consequence operates at the macro 

level of society, and represents an historical evolution. It constitutes a gradual 

shift away from a conscious, almost personalized conviction of the inferiority of 

an “othered” “race.” Such conviction expresses itself in attitudes of prejudice and 

is acted out in discriminatory behavior. In its place follows social practices that 

are essentially depersonalized through institutionalization…At the institutional 

level, racism by consequence tends typically not to be recognized by 

[whites]…Racism by consequence then is reflected in differential educational 

opportunities, economic differentials between whites and non-whites, 

residential segregation, health care access, and death rate differentials between 

whites and non-whites. 

This excerpt reiterates that Whiteness as it relates to societal norms, systems and 

structures is central to discussions of disadvantage and privilege. It also reinforces, as in this 

inquiry, that Whites and non-Whites are not the focus of investigation but instead that the 
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framework of Whiteness impacts on collective ways of construing, understanding, being and 

experiencing life and its outcomes. Given the invisible and pervasive nature of Whiteness, the 

power imbalances required to sustain it, as well as its construction of non-Whites as social 

problems, the consequences for non-Whites are profound. It is these pervasive constructions 

within societal systems and structures, like health care, which are of interest to this thesis.  

Experiences of Non-White Mental Health Care Service Users 

The negative health outcomes and experiences of non-Whites within health care 

settings are well documented and related to health care systems and health care workers that 

harbor constructions of health and wellbeing based on frameworks of Whiteness (Anderson, 

2003). In doing so, health systems and practitioners demonstrate resistance to incorporating 

alternative constructions of health and wellbeing into service provision (Anderson, 2003; Sue, 

2006; Tummala-Narra, 2007). This is because Western health care systems are based on the 

biomedical model of health which values Eurocentric/White-centric ways of understanding 

and engaging with health (Anderson, 2003). The biomedical model of health reinforces 

cultural, racial and ethnic hierarchies where “the racialisation of whites has always been tied 

intimately to a history of defining self both through the symbolic construction of the other 

and through the actual domination of others” (Lewis, 2004, p. 630).  

Such frameworks result in limited access to a range of health services and 

opportunities for improved health outcomes among non-Whites—and mental health care 

systems and practitioners are no exception (Flores, 2013; Klimidis et al., 2006; Lewis, 2004; 

Moodley, 2007; Rathod et al., 2010; Steele, 2011; Tanner et al., 2014; Weisman de Mamani et 

al., 2010). However, considering practitioners’ role in the support of mental health and 

wellbeing, their constructions of non-White people can have a significant impact on non-
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White individuals’ overall health and ability to engage in Australian society. In order to 

circumvent negative outcomes, it is acknowledged that increasing (mental) health care 

practitioners’ cultural competence is central to minimising and reconstructing negative ways 

of construing and engaging with non-White people within the health care system (Manderson 

& Allotey, 2003; Maroney et al., 2014; Olson et al., 2016).  

Cultural Competence 

Parallel to an increasing recognition of Whiteness as an ethnocultural construct is the 

development of strategies to educate health care practitioners on how to be culturally 

competent within multicultural settings. In support of this, the development of cultural 

competence pedagogies in Australia draws on federal legislation (e.g., Age Discrimination Act 

2004, Australian Human Rights Commission Act 1986, Disability Discrimination Act 1992, 

Racial Discrimination Act 1975, Sex Discrimination Act 1984) which inform Australian social, 

economic, legal, political, educational, health care and workplace policies, practices, and 

cultures. For instance, tertiary mental health training programs are required by regulatory 

agencies like the Australian Health Practitioner Regulatory Agency (AHPRA) to have cultural 

competence components in their curricula and professional codes of conduct developed in 

line with Australian legislation (AHPRA, 2020). 

In accordance with this legislation, the National Health and Medical Research Council 

(NHMRC) (2014) in Australia has developed a comprehensive framework with guidelines for 

how to embed—and increase Australia’s engagement with—cultural competence at all levels 

towards the improvement of health outcomes. In the publication, Cultural Competency in 

health: A guide for policy, partnerships and participation, the NHMRC (2014) defines cultural 

competence as, 
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A set of congruent behaviours, attitudes and policies that come together in a 

system, agency or among professionals and enable that system, agency or those 

professionals to work effectively in cross-cultural situations (NHMRC, 2014, p. 6). 

 

Figure 1.1 Interplay between the dimensions of cultural competence (NHMRC, 2014) 

Embedded within the concept of cultural competence are “knowledge, conviction and 

capacity for action at an individual and organisational level” (Audigier 2000, p. 6).  An 

important aspect of cultural competence training includes building health care workers’ ability 

to become self-aware and to reflect on their constructions of others (Olson et al., 2016). As 

such, health care workers are encouraged to develop a set of skills that will enable them to 

interrogate their perceptions, and deconstruct and neutralise constructions of others in ways 

which support service delivery. The primary goal of this (re-)education is to improve the health 

and wellbeing outcomes of clients by improving the practitioner-client therapeutic alliance 

within effective interventions. 

The Therapeutic Alliance 

Effective engagement in cultural competence promotes the development and 

maintenance of the therapeutic alliance between health care workers and their clients (Olson 

et al., 2016). The therapeutic alliance is broadly defined as “the collaborative and affective 

bond between therapist and patient… [and] is an essential element of the therapeutic 
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process” (Martin et al., 2000, p. 438). With its origins in early psychoanalytic theories (e.g., 

Freud, 1912, 1913, 1958; Greenson, 1967; Zetzel, 1956) the concept is now a staple of 

contemporary understandings of the therapeutic process. This is because it is now well 

understood that the therapeutic alliance is correlated to clients’ therapeutic outcomes 

(Martin et al., 2000). For non-White people impediments to the therapeutic alliance resulting 

from limited cultural competence can result in patient disengagement from some or all health 

care services (Crans, 2013; Dasgupta, 2009).  

There is a long history of research exploring the therapeutic alliance and non-White 

clients’ perceptions and experiences of mental health care and practitioner cultural 

competence (Atkinson & Thompson, 1992; Dasgupta, 2009; Flores, 2013; Ito & Maramba, 

2002; Lee et al., 1983; Moodley, 2000, 2007; Noda, 2011; Sue & Zane, 1987; Uhlemann et al., 

1988; Wampold et al., 1981; Wood & Mallinckrodt, 1990). This research demonstrates that 

practitioners with low levels of cultural competence fail to respond to non-White clients’ 

experiences of mental health, resulting in more severe diagnoses compared to White clients, 

higher rates of disengagement, less effective interventions and longer prognosis for improved 

mental health. There is also a growing body of research on different health practitioners’ 

cross-cultural attitudes, beliefs, values, awareness, responsiveness and their cultural 

competence (Arthur & Januszkowski, 2001; Beagan & Chacala, 2012; Consoli et al., 2008; 

Constantine, 2002; Cross & Bloomer, 2010; Dogra & Karim, 2005; Fuertes & Brobst, 2002; 

Harris, 1991; Horevitz et al., 2013; Lineman, 2011; Moleiro et al., 2013; Neville et al., 1996; 

Olson et al., 2016; Owen et al., 2014; Pope-Davis et al., 1995; Pope‐Davis & Ottavi, 1994; 

Ruelas, 2000). This research demonstrates that allied, nursing and mental health practitioners 

continue to experience resistance to cultural competence training, struggle with applying 

cultural competence principles in their practice and are restrained by Whiteness in health care 
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systems that limit culturally responsive care. Notably, very few of these studies explore the 

perspectives of Australian mental health practitioners. This research aims to fill that gap, but 

also provides important evidence and recommendations that may assist health care 

practitioners and systems in many countries to improve patient outcomes and engagement. 

The following describes how this thesis builds on existing research with a focus on the 

Australian context. 

The Significance of the Research in the Australian Context  

Following a search on mental health care practitioners, less than a handful of studies 

were found from Australia that discuss practitioner constructions, construals or construing of 

non-White clients. Given the relative lack of research on Australian mental health care 

practitioners, the bulk of research on cultural competence, the therapeutic alliance and 

practitioner constructions of non-Whites stems from the United States. As such, missing from 

Australian discourses of cultural competence is a clearer understanding of how health care 

practitioners construe non-White people or clients within a sociocultural context of 

Whiteness. In addition, little is known about what this construal means for both practitioners’ 

cultural competence and their ability to build a therapeutic alliance with non-White clients. 

The findings from such an investigation are therefore significant to the development of 

cultural competence training and evaluation which reflects the learning needs of mental 

health practitioners and trainees. The findings thus validate Australia’s ability (and ambition) 

to support its increasingly multicultural population through genuine acceptance—and 

integration—of diversity. 
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Thesis Aims and Conceptual Framework 

As part of a larger call to investigate and neutralise the health inequities and poor 

health outcomes for non-Whites in Australia (AHPRA, 2020, 2021; NHMRC, 2014), this thesis 

seeks to investigate mental health care practitioners’ construing about non-White people. In 

so doing, the research expounds on the impact of these constructions on practitioner cultural 

competence and the therapeutic alliance. In line with a constructivist approach, this thesis will 

draw on personal construct theory to explore the aforementioned foci.  

This thesis makes use of literature from multiple sources to comprehensively explore 

mental health practitioner construing about whiteness, non-White people and the 

implications of practitioner construing on cultural competence and the therapeutic alliance. 

Figure 1.2 provides a visual representation of these conceptual components in relation to the 

thesis’s aim of gaining a better understanding of mental health practitioner construing. These 

conceptual components culminated in a conceptual framework that helped to: 1) determine 

current epistemological gaps and relevant research objectives and questions; 2) guide the 

thesis methodology; 3) interpret the study findings; and 4) develop recommendations for 

training, practice, and research.  
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Figure 1.2 Conceptual Framework for Understanding Mental Health Practitioner 
Construing 

In line with the above conceptual framework (see Figure 1.2), the following research 

objectives and research questions are presented. Thereafter the theoretical framework and 

methods for the thesis will be described. Information about ethical, intellectual property and 

safety issues are then presented. Following this, an outline of chapters included in this thesis 

(papers by publication) is provided.  

Research Objectives 

This thesis sought to: 
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1) Explore mental health care practitioners’ and trainees’ (practitioners)1 construing 

and constructions of non-White people, drawing on Personal Construct Psychology 

(PCP) (Kelly, 1955). 

o To investigate the role and impact of Whiteness on practitioners’ 

construing and constructions of non-White people. 

o To investigate the role and impact of their construing and constructions on 

practitioner cultural competence. 

o To investigate the role and impact of their construing and constructions on 

the therapeutic alliance. 

2) Identify the factors which influence changes to constructs about or ways of 

construing non-White people.  

3) Provide guidance on ways to minimise potential negative impacts on the 

therapeutic alliance.  

Research Questions 

To address the above research objectives, the following questions were asked: 

1) How do practitioners construe and construct non-White people? 

a. What characterises their construing and constructions? 

b. What role or impact does Whiteness have on their constructions? 

c. What impacts do their construing and constructions have on practitioner 

cultural competence? 

 

1 In the interest of brevity, the term ‘practitioners’ is used, where required, to denote all varieties of mental health 

practitioners and trainees. 
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d. What impacts do their construing and constructions have on the 

therapeutic alliance? 

2) In what ways can PCP help to identify and describe practitioners’ constructs about 

or ways of construing non-White people? 

3) What factors (or events) influence and/or mediate changes to constructs about or 

ways of construing non-White people? 

4) What strategies do practitioners employ to support culturally competent ways of 

construing (and therefore engaging with) non-White people? 

As noted, this research draws on PCP (Kelly, 1955) to address the research objectives 

and questions. As such, the following section provides an overview of PCP and an indication 

of how this framework can assist in answering the research questions.  

Theoretical Framework: Personal Construct Psychology 

PCP is a theory, practice and research methodology developed by 

American psychologist George Kelly in the 1950s. Kelly’s theory focuses on constructive 

alternativism, which proposes that our experiences of the world, and our understanding of 

events and people, including ourselves, are open to a wide variety of interpretations. In this 

context it is how we construe events, people, or ourselves which is the point of interest and 

the process by which we engage in construal – Kelly’s “Fundamental Postulate”. This 

Fundamental Postulate is elaborated in 11 original corollaries (Kelly, 1955) with a further eight 

added after 1979 (Winter, 2013), which help to explain and employ PCP.  

Given the focus of the thesis, gaining a better understanding of construing is of 

particular importance. As per Winter (2013, p. 4), construing is defined as “an active, ongoing 

process in which we each constantly try to give meaning to our world and to predict future 

https://en.wikipedia.org/wiki/United_States
https://en.wikipedia.org/wiki/Psychologist
https://en.wikipedia.org/wiki/George_Kelly_(psychologist)
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events by operating rather like a scientist: making hypotheses, testing them out, and if 

necessary revising them on the basis of the evidence which we collect”. According to Kelly, 

constructs are bipolar (e.g., the construct of temperature may include hot vs. cold). Further, 

some constructs may be more superordinate, while others are more subordinate. That is, 

some constructs may be more important or inclusive of other constructs within an individual’s 

construal system than others (e.g., ‘positive self-esteem’ may be more superordinate than 

‘putting on make-up’, a potential means for ‘positive self-esteem’). Additionally, constructs 

do not exist in isolation but within systems that help individuals make sense of the multiple 

stimuli they encounter on a daily basis. 

It is through these constructs that individuals are able to hypothesise or anticipate 

what may happen in any given situation (Kelly, 1955); “then we test our predictions or 

anticipations through the behaviours we adopt, similar to scientists engaged in 

experimentations” (Naffi & Davidson, 2016, p. 201). For a construct to maintain its relevance 

or applicability, the predicted situation must be validated. Validation occurs when “we see 

whether any event falls smack on this imaginary point so as to fulfil all of its presupposed 

conditions” (Kelly, 1955, p. 86)—our predictions. This is important to our engagement or 

avoidance of others, given that “our processes – thoughts, feelings and behaviors – operate 

in a structured manner and are determined by our predictions of the future” (Naffi & 

Davidson, 2016, p. 202). Within the Australian context, there are several variables inherent in 

the identities, behaviours, experiences and understanding of all people including non-Whites. 

For instance, O'Dowd (2011) notes that ‘pioneer identity’ has been used to support decades 

of nationalism in Australia. Notably this White identity is personified by a man who will do 

whatever it takes for land and country including dispossessing Indigenous people of their land 

and dispatching Indigenous people (killing them) where/when the nation deemed necessary 
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(O'Dowd, 2011). This identity has been glorified in Australian culture (O'Dowd, 2011) and 

continues to resonate in contemporary constructions of what it means to be an Australian. 

The pioneer identity is most commonly ingrained in constructions of Australian blue-collar 

identity but also persists in individual and systemic xenophobic resistance to diverse 

constructions and representations of being Australian across all social arenas (O'Dowd, 2011).  

As explained earlier in this Introduction with respect to Whiteness, in Western settings 

these variations are interpreted through the lens of White supremacy, which reinforces 

constructions of non-Whites as (social) problems. Guided by PCP, the work of Naffi and 

Davidson (2016), examining the integration and inclusion of Syrian refugees in Europe and 

North America, found that members of the host society who demonstrated racialised habitus 

and anticipated real or symbolic threats from Syrian refugees felt frustrated and assertively 

opposed their settlement. Further, Syrian refugees who anticipated that their Western 

counterparts did not welcome their settlement, or chose to avoid them, distanced themselves 

and/or “created self-fulfilling prophecy by adopting a stereotypical behaviour that validates 

unfounded mistrust expressed by the host society” (p. 202). If a similar pattern exists in 

relation to non-White people in Australia, the need for change in attitudes towards non-White 

people is evident as it may also inherently impact on how mental health care is 

accessed/delivered, potentially further perpetuating racial discrimination and exclusion.  

Within the Australian context, however, it is unclear if such constructs exist among 

mental health practitioners, are predicted and validated in the same ways, and/or have the 

same implications as they do amongst other health care professionals and in other parts of 

the world. With this in mind, this thesis draws on scant research which has used PCP to explore 

the ways in which various non-White groups have been constructed across a range of contexts 
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and settings (Naffi & Davidson, 2016). In line with Kelly’s theory, extant research reinforces 

that individuals are in control of their construals and their ability to make changes or transition 

their construing of the world towards positive community outcomes (a key component of 

cultural competence and the establishment of an effective therapeutic alliance) (Bentley et 

al., 2008; Chao, 2006; Chao, 2013). In that sense “the aim of [engaging with] personal 

constructs, put at its most pious, is liberation through understanding” (Bannister & Fransella, 

1971, p. 201). 

Drawing on PCP can help provide more clarity on mental health care providers’ 

construing about Whiteness and non-White people and what processes and factors may 

impact on practitioner cultural competence and therapeutic alliance. In particular, PCP helps 

us develop a better understanding of the processes of transition experienced by mental health 

practitioners in their construing of and engagement with non-White people.  

Personal Construct Psychology: Processes of Transition 

To help elucidate his fundamental postulate, Kelly identified processes for construing 

that are especially applicable in relation to the development of practitioner cultural 

competency and the therapeutic alliance. These are the processes of transition, including the 

Circumspection-Preemption-Control Cycle, Creativity Cycle and Experience Cycle (Kelly, 1955). 

The processes of transition are therefore cycles within a cycle. Figure 1.3 illustrates how these 

processes work together to support constructive revision. Constructive revision is the ability 

to change how one construes and the ability to apply new construals to real life. 
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Figure 1.3 PCP Processes of Transition and Constructive Revision (Kelly, 1955) 

According to Kelly (1955), the processes of transition characterise the constant 

changes in construing that occur as individuals attempt to anticipate an ever-changing world. 

As such, it is argued that the ability to make changes in one’s construing is an integral 

component of transitioning constructions about Whiteness/non-Whiteness and White/non-

White people within one’s construct system. As mentioned earlier in this chapter, this capacity 

for constructive revision demonstrates cultural competence and supports engagement in an 

effective therapeutic alliance with clients. The processes of transition therefore reflect 

practitioners’ construing in diverse and ever-changing sociocultural landscapes, like Australia, 

and within the diverse and ever-changing psychological mindscapes of both clients and 

practitioners. The following therefore describes each of the processes of transition that will 

be used to interpret the findings of this thesis and make meaning out of the interconnections 

between Whiteness, cultural competence and the therapeutic alliance. 
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Circumspection-Preemption-Control Cycle  

Kelly (1955) described the Circumspection-Preemption-Control (C-P-C) cycle as a 

decision-making process required for changes in a person’s construct system. He defined it as: 

“a sequence of construction involving, in succession, circumspection, preemption, and 

control, and leading to a choice which precipitates the person into a particular situation” 

(Kelly, 1955, pp. 379-390). During the circumspection stage, we consider issues from a variety 

of angles. In the preemption stage, we select what we believe to be the critical issue and 

eliminate the other options from consideration. Finally, in the control phase we choose the 

alternative action through which we anticipate the greater possibility for extension or 

definition of our construct system (Kelly, 1955). The decision-making that Kelly describes is 

more than a simple process of considering options, choosing one, and then taking action.  

Creativity Cycle  

Kelly’s Creativity Cycle helps to explain how individuals move forward or backwards in 

their construing. The creativity cycle is a process of construing that moves from loose 

construing to tight construing and back and forth until an individual feels that something has 

been ‘created’ that they can then test. Kelly explains, “The Creativity Cycle is one which starts 

with loosened construction and terminates with tightened and validated construction” (Kelly, 

1955, p. 7). The Creativity Cycle is central to the purpose of cultural competence training, 

which aims to improve therapeutic alliance. Kelly (1955) elucidates: 

Loosened construction...sets the stage for creative thinking…The loosening 

releases facts, long taken as self-evident, from their conceptual moorings. Once 

so freed, they may be seen in new aspects hitherto unsuspected, and the creative 

cycle may get underway. (p. 1031) 
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The ability to engage in both loose and tight construing is therefore integral to 

providing culturally competent mental health services. If not done well or in balance it can 

result in a kind of constructive stasis which is incongruent to the dynamic nature of mental 

health service provision. Fransella (2004b) explains the pitfalls of remaining in a loose 

constructions state. 

A person who uses only loose constructions never gets out of the stage of 

mumbling to himself. He cannot get around to testing out that construction. 

The creative person must have the ability to move from loosened to tightened 

construing. For with loose construing, we lose control of things, we do not know 

where such construing might lead. Those locked into loose construing find it 

very difficult to come to any firm conclusions. (para. 7)  

Fransella (2004b) sheds further light on the pitfalls of tight construing:  

The person using mostly tight constructions produces a lot of things but nothing 

that has not already been created…Those who prefer to construe the world 

from a generally tight position may well find loose construing anxiety-making. 

(para. 7) 

By engaging in the process of loosening and tightening one’s way of construing, new 

ideas come together that have never been considered in that way before (Fransella, 2004b). 

If practitioners regularly engage in this process they are likely to experience the sudden 

collision of ideas “that make [them] sit up and, thereby, tighten our construing” (Fransella, 

2004b, para. 6). According to PCP, when individual practitioners “experience several of those 

occasions…[they] are convinced that this new idea really would work. We then have to go and 

test it out” (Fransella, 2004b, para. 6). 
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Experience Cycle 

The Experience Cycle includes five phases: anticipation, investment, encounter, 

confirmation or disconfirmation, and constructive revision. Kelly (1955) proposed that “a 

person’s construction of experience varies as he (sic) successively construes the replication of 

events” (p. 72). This process of psychological evolution has a cyclical pattern, hence the 

experience cycle (Walker et al., 2000). Figure 1.4 illustrates this process, which forms the 

essence of all construing. 

 

Figure 1.4 PCP experience cycle (Kelly, 1955) 

The experience cycle describes how an individual applies, develops, and modifies their 

construct system—again, a necessary process in the provision of culturally competent mental 

health care. Importantly, experience in PCP is not simply about cultural encounters. According 

to PCP, the experience cycle is activated when there is a discrepancy between how we 

anticipate an event and our construction of actual events (Buckenham, 1998). Such a 
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discrepancy results in experience invalidation (Kelly, 1955). While this may be disconcerting 

to the individual, invalidation leads to both a search for more information and to constructive 

revision (Buckenham, 1998). This testing of experience occurs within the following five phases: 

Anticipation: The first stage in the experience cycle is anticipation, where “a prediction 

is formulated concerning a particular event” (Winter, 2013, p. 13). 

Investment: Following anticipation, an individual must then fully involve themselves 

in their prediction by becoming invested in the outcome of the event (Buckenham, 1998). 

Encounter: Once invested in the outcome of their prediction, the practitioner then 

faces an encounter, “an open and active experiencing of the event” (Winter, 2013, p. 14), for 

example, with a non-White client in need of mental health support. 

Confirmation or disconfirmation: During and after the encounter (e.g., with the non-

White client)  the practitioner must then conduct an “assessment of this encounter in relation 

to the initial anticipation” (Winter, 2013, p. 14). 

Constructive revision: Once they have assessed the encounter, the practitioner 

“engages in any reconstructing which is deemed necessary following evaluation of the 

evidence obtained during the encounter” (Winter, 2013, p. 14). As noted by Buckenham 

(1998, p. 878), “this constructive revision will take place from within the person’s construct 

system, therefore the direction and nature of change will be channelled by that person's 

existing constructions”. 
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PCP Corollaries Relevant to Cultural Competence and the Therapeutic Alliance 

The processes of transition discussed above help to understand practitioner 

construing that has emerged since the 1950s when Kelly first developed his ideas. However, 

a mechanism through which recommendations can be developed from the information 

gathered from this thesis is needed. Again, PCP can provide guidance. To assist in 

operationalising the findings of this thesis into clear recommendations for training, practice 

and research, PCP corollaries are useful. Within Kelly’s original PCP theory, he identified 11 

corollaries2 to elaborate on his Fundamental Postulate. He indicated that the corollaries “are 

assumptive in nature, and they lay the groundwork” for his theory “at work” (Kelly, 1955, p. 

561). Bannister and Fransella (1986) explain how the corollaries can help us to find meaning 

out of the processes of our construing and the behavioural experiments we conduct: 

Our purposes and issues are our own, but they can only be furthered to the 

degree and in the way that we understand external reality. This picture of us as 

striving for personal meaning is elaborated in the corollaries. (p.8) 

The corollaries therefore serve as a clear guide that can be used in practitioners’ efforts 

to understand their external reality and its influence on their own and Others’ construing 

(Winter, 2013).  

Since Kelly’s original theory was developed, social and psychological science has 

evolved, resulting in the development of several new corollaries that help describe processes 

of construing. Considering the aims of this thesis, three additional corollaries assist in 

 

2 Kelly’s (1955) 11 corollaries include: the construction, experience, dichotomy, organisational, range, modulation, choice, individuality, 
commonality, fragmentation, and sociality corollary. 
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operationalising the implications of the results. These are the Self-Awareness Corollary, Social 

Awareness Corollary and Complementarity Corollary (Thomas, 1979). These corollaries were 

developed by Laurie Thomas in response to the need to explain construing within co-

constructed conversational settings, like face-to-face therapy, and relevant to increasingly 

multidimensional, complex and contemporary psychosociocultural environments and mental 

health concerns.  

Self-Awareness Corollary 

The role of a mental health practitioner is to seek and consolidate information in a way 

that helps the practitioner and then the client make sense of (both) their construing. In doing 

so, both individuals can become more conscious of themselves and one another. As noted by 

Thomas (1979),  

…the construing of another's processes of construction is a necessary 

prerequisite to entering into social interaction with them. (p. 10) 

Without the ability to think about one’s own thinking while simultaneously trying to 

understand the thinking of another, practitioners will fail to learn how to be culturally 

competent, let alone how to help their clients. Thomas (1979, p. 4) explains that “a person 

who construes another’s constructions but does not construe his own, will generate a 

different form of social process from someone who construes his own constructions in 

addition to the other’s”. Thomas (1979) explains the self-awareness corollary as follows:  

To the extent that a person construes his own constructions of experience, he or 

she acquires consciousness. To the extent that a person construes his or her own 
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processes of construction he or she acquires more complete awareness of 

themselves as a person. (p. 4)   

Although awareness of one's own constructions is particular to the human condition 

(Thomas, 1979), practitioners, especially those who are resistant to changes to their construct 

systems, may simply construct cultural competence training as a way to better understand 

Others. While this is partially true, cultural competence training must also increase 

practitioner consciousness in relation their own constructions. 

Social Awareness Corollary 

The therapeutic alliance requires practitioners and clients to engage in a mutually 

recognised social process in which they are both invested. This dynamic therapeutic setting 

(both physical and psychological) results in a partially overlapping construction of each 

individual’s construing of their experience of their social interactions. Herein lies the social 

process which Kelly (1955) explains is animated by each individual’s own constructions of 

social experience. This multi-dimensional, multi-directional and dynamic form of construing 

aligns with Thomas’s (1979) social awareness corollary, which states that, 

The forms in which a person construes his or her constructions of social 

interactional processes condition their ability to consciously influence their 

processes of interaction with others. (p. 12) 

Recognising the importance of social awareness as foundational to cultural 

competence ensures that practitioners do not construct themselves as separate or purely 

objective observers of others’ construing. Understanding construing in this way allows for 

practitioners to develop, test and redesign “an experiential-behavioural framework from 
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within which to understand what is going on. This insight offers a taxonomy of methodologies 

from which to choose methods appropriate to situations and purposes” (Thomas, 1979, p. 

15). To ensure that practitioners activate the process of deconstructing Whiteness, their role 

in it and its impacts on individuals, they must be able to see how these constructs manifest in 

practice and within the therapeutic alliance. 

Complementarity Corollary 

Core to this thesis is the recognition of the vast diversity and intersectionality that 

exists amongst practitioners. This thesis therefore highlights the relevance of difference as an 

ethnic/racial/religious identifier within practitioner construing, constructions and in relation 

to cultural competence and therapeutic alliance. While practitioners may share “an innate 

construction of experience” (Thomas, 1979, p. 15) (e.g., a client’s interpersonal issues relate 

to attachment theory), differences across practitioner groups (e.g., racial/ethnic) may result 

in different constructions and behaviours. For instance, on the one hand, a White practitioner 

may perceive that a non-White client’s interpersonal issues at work are the result of poor 

employee training. On the other hand, a non-White practitioner may perceive that the non-

White client’s interpersonal issues at work are the result of a culture of institutionalised racism 

in the workplace. As noted by Thomas (1979),  

But even in the most elementary of communities it is rare for all members to 

behave similarly...There is differentiation of function implying that specialists are 

endowed with different constructions; and yet the whole community functions 

as if the complexity of organisation arises not from total commonality but from 

a “complementarity” of individual constructions of experience. The ethologists 
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have described how these mesh together to form a social system which develops 

characteristics that transcend the sum of the characteristics of the parts. (p. 15) 

In applying PCP to social investigation, Thomas (1979) developed a complementarity 

corollary. She described it as follows:  

When people share in a common pool of events including each other, but by 

virtue of their position sample these events differently, their constructions of 

experience will develop to complement each other. This complementation will 

produce a social system which exhibits greater complexity of stable organisation 

than exists in the constructions of any individual contributing to it. (p. 15) 

This corollary helps to expand on the influences of professional organisations and 

institutions, as well as societies and national cultures, on personal construct systems (Thomas, 

1979). The complementarity corollary acknowledges that mental health practitioners “share 

constructions of experience which embody implicit rules and regulations” (Thomas, 1979, p. 

15). 

Research Methods  

This thesis utilised a sequential, convergent, mixed methods approach to address the 

research objectives and research questions in line with the principles of PCP. The use of a 

mixture of methods also allows for triangulation and supports a multidimensional 

presentation and interpretation of the results (Thomas, 1979). The methods are described 

below, followed by a description of the sample, the project recruitment plan, and ethical 

considerations. Finally, reflections on the trustworthiness of the qualitative elements of the 

thesis are discussed before the thesis outline is presented. 
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Data Collection Strategies and Outputs 

Data for this thesis was collected in three phases using different methods. The 

following provides an overview of each data collection strategy, a summary of the emergent 

findings, and relevant publication outputs. Further details on methods for recruitment, data 

analysis and interpretation for each phase of the research are provided within each 

publication in Chapter 2: Systematic Literature Review, Chapter 3: Qualitative Interviews, and 

Chapter 4: Quantitative Survey. 

Phase 1: Systematic Literature Review 

 A systematic literature review of research published in English was conducted across 

seven electronic databases in psychology, health, and social sciences. The aim was to ascertain 

the nature of mental health care workers’ constructions about culturally and linguistically 

diverse individuals to facilitate provision of culturally appropriate service delivery and 

multicultural training. The constructs and perspectives of 5,870 mental health workers with 

regards to minority populations are represented across the 38 studies included. The data was 

synthesised qualitatively and analysed thematically. 

Phase 2: Qualitative Semi-Structured Laddering Interviews 

To examine the impact of Whiteness on practitioner construct systems, cultural 

competence, and the therapeutic alliance, this thesis explored practitioner constructions 

about and preference for Whiteness or non-Whiteness. Twenty White and non-White mental 

health practitioners and trainees providing psychology services were convenience-sampled 

and interviewed using an adapted version of the laddering interview technique. Laddering 

seeks to establish an individual's superordinate personal constructs and involves asking 
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participants to indicate their preferred pole of a specified construct (Hinkle, 1965). Once this 

is identified, the interviewee is asked the reason for their preference. This process continues 

until a statement of the values that underlie the participant’s construing is articulated. It is 

these values that may have a wide range of implications and are less likely to be open to 

change than more subordinate constructs (Hinkle, 1965). Data was analysed thematically and 

the impact of construals on practitioner cultural competence and the therapeutic alliance 

were interpreted drawing on PCP (Kelly, 1955).  

Phase 3: Quantitative Questionnaire 

To triangulate the findings from the systematic review and the interviews, a sample of 

139 Australian mental health practitioners completed a set of quantitative measures online, 

including: a Demographic Questionnaire; the Multicultural Counselling Inventory; the Race 

and Ethnic Blindness Scale – Australia; and the Balanced Inventory of Desirable Responding. 

These internationally validated measures were used to help contextualise and contrast 

Australian mental health care workers’ constructions of non-White people with those from 

other places in the world.  

Overview of the Sample 

The sample comprised mental health practitioners training and working in Australia. 

Mental health care workers include a diverse range of professionals, including counsellors, 

youth workers, social workers, psychologists, psychiatrists, general practitioners, and mental 

health nurses, to name a few. Statistics from the Australian Institute of Health and Welfare 

(2021) indicate that in 2019 there were 3,615 psychiatrists (13.7 FTE per 100,000 population), 

24,111 mental health nurses (90.2 FTE per 100,000 population) and 28,412 psychologists (95.3 

FTE per 100,000 population) employed in Australia. Although the diversity in experience and 
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clinical foci across mental health professions is vast, all share the same goal of improving 

mental health outcomes. This thesis was therefore interested in exploring the perspectives of 

all types of mental health workers, across all levels of practice (trainees to fully licensed 

practitioners), within all sectors (private, public or a mixture), including those with minimal 

experience (0-1 year) through to those with significant clinical experience (15+ years). Further 

details on the samples for each phase of the thesis are described in the publications presented 

in Chapters 2, 3 and 4. 

Recruitment Strategies 

Interview participants were purposively sampled from a regional university and two 

metropolitan mental health services through the researchers’ existing networks. The sample 

included five each of White practitioners, non-White practitioners, White psychology trainees, 

and non-White psychology trainees, across a range of other demographic variables 

(Liamputtong, 2013). Including 10 White and 10 non-White trainees and practitioners ensured 

opportunities for varied perspectives across racial and experience groups and data saturation 

within each group (Liamputtong, 2013). Purposive sampling ensured that the sample was 

diverse and helped to exclude participants who did not engage in clinical mental health care 

with clients. 

Survey participants included individuals aged 18 years and over, living in Australia and 

self-identifying as a mental health care practitioner or trainee. Participants were recruited via 

distribution of advertising to the Australian Psychological Society and the Australian Clinical 

Psychology Association. Additional recruitment took place via social media including 

Facebook, Twitter, Instagram, and LinkedIn. Participants were invited to complete the survey 

online or request a paper copy. 
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Ethics Approval and Considerations 

This thesis received human ethics approval from the University of Wollongong Human 

Research Ethics Committee (Approval No. HE 2017/105). Ethics considerations and 

procedures relevant to each phase of the research are described within the published 

manuscripts in Chapter 3: Qualitative Interviews and Chapter 4: Quantitative Survey. 

Qualitative Trustworthiness 

Mixed method research provides researchers with opportunities for triangulation and 

can therefore enhance the validity of a study’s findings. To ensure this possibility, it is 

important to consider trustworthiness of the research design (Lavelle et al., 2013). Despite 

the popularity of mixed methods research, means for determining rigour are not clear 

(Halcomb & Hickman, 2015). Methodologists suggest that mixed methods research should use 

the same criteria that are available to qualitative and quantitative research to demonstrate 

rigour (Creswell & Clark, 2007). Lavelle et al. (2013) advocate that researchers using a mixed 

method design should provide a clear description of the research process, with convincing 

rationale for the decisions made regardless of the specific method chosen. In an attempt to 

address the issue of rigour in this mixed methods study, trustworthiness criteria proposed by 

Guba and Lincoln (1989) have been adopted and are discussed below. Although the guide was 

initially proposed for qualitative research, it can also be applied to demonstrate rigour in 

mixed methods research (Sale & Brazil, 2004).  

Credibility 

The concept of credibility focuses on “how congruent are the findings with reality?” 

(Merriam, 1998). Researchers argue that establishing trustworthiness in any research requires 
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addressing the issue of credibility (Guba & Lincoln, 1985). To ensure credibility, research 

methods well established in mixed methods health research were adopted, and data 

collection tools were piloted and revised before data collection (Erlandson, 1993). Another 

approach that was applied to ensure credibility in this research was triangulation in different 

forms (Brewer & Hunter, 1989). For example, different data collection methods (systematic 

literature review, survey, and semi-structured interviews) were mixed to overcome the 

methodological limitations of involving a single methodological approach. Another form of 

triangulation was the recruitment of diverse mental health practitioners in relation to their 

profession, work experience, ethnicity and educational status, which helped to capture a rich 

account of the topic. “Site triangulation” was also achieved by recruiting participants from 

public and private therapeutic settings as well as those working in universities and public 

health institutions, to capture perspectives across a range of sectors. Van Manen (2016) 

argues that “collaborative analysis”, which opens the opportunity to discuss the research 

process among team members, enhances credibility. Regular supervisory panel discussions, 

higher degree research seminars, research workshops and conference presenting and 

attendance helped me refine understandings and insights about the research, therefore 

promoting credibility of the analysis through the use of multiple viewpoints.      

Transferability  

The concept of transferability of research describes the extent to which its findings can 

be applied to other contexts (Shenton, 2004). As such the investigator should provide 

adequate contextual information about the research process to help readers make 

judgements about how and where the findings can be transferred into other contexts 

(Firestone, 1993). To achieve transferability in this research, clear and detailed descriptions of 
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the research protocol, including data collection approaches for all stages, how codes and 

conceptual themes were identified, a description of practitioner characteristics, and how PCP 

was applied to interpret the findings, are provided. A sample representing diverse 

professional groups, ethnic and work experience backgrounds was achieved to ensure a wide 

range of perspectives was captured (Horsburgh, 2003).  

Dependability  

In order to address the issue of dependability in research, the study process needs to 

be adequately elaborated, thus allowing other researchers to repeat the process (Shenton, 

2004). The design, data collection, analysis and interpretation approaches for the three 

phases of the study have been documented at length to achieve dependability in this research. 

Dependability of a study could also be improved by triangulation and reflexivity (Shenton, 

2004; Harding & Whitehead, 2013). In this thesis, triangulation has been achieved by 

employing several data collection approaches to make sure that the weaknesses of relying on 

a single data collection approach are moderated.  

Confirmability  

Confirmability is achieved in research when the conclusions of the study reflect 

participant perspectives, rather than the thoughts and preferences of the researcher 

(Shenton, 2004). In this thesis, a robust interpretive description is provided in the Discussion 

and Conclusion chapter to enable readers to track how the research methods led to the 

findings, which led to the interpretations and reflected Personal Construct Psychological 

theory. Additionally, quotes that support arguments are presented to demonstrate that data 

analysis and interpretation processes were data driven (Liamputtong, 2010, 2020). Figure 1.5 

represents the research process and traces the course of the research highlighting the 
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integration of methods towards a comprehensive interpretive framework. 

 

Figure 1.5 Sequential, convergent, mixed methods approach to exploring mental 
health practitioner construing and implications for cultural competence and therapeutic 

alliance 

Thesis Outline 

In the following Chapters (2, 3 and 4), readers are presented with a summary of the 

manuscripts discussing the research findings and their implications, as well as an overview of 

the role of each author listed on the manuscript. Chapter 5: Discussion and Conclusion 

integrates the findings from each phase of the thesis within a book chapter that presents 

recommendations for cultural competence training, practice and research driven by the 

principles of PCP. The thesis ends with a conclusive summary focused on the future of cultural 

competence and therapeutic alliance within the Australian mental health care system. 

Appendices are included thereafter. 

Personal Construct 
Psychology helped to 
produce a robust 
interpretative 
framework for 
practitioner 
construing about 
Whiteness and non-
White people. The 
findings from Phases 
1 to 3 converged into 
Kelly's processes 
which provided a 
clear direction for 
recommendations for 
cultural competence 
and therapeutic 
alliance training, 
practice and research.

Interpretation of the 
Findings using 
Personal Construct 
Psychology

Phase 3 of this thesis 
allowed for the 
systematic review and 
interview findings to 
be explored across a 
larger sample and 
within the Australian 
context. The findings 
demonstrated 
similarities in 
Australian 
practitioners' 
construing to 
international 
contexts. The survey 
also highlighted gaps 
in training, practice 
and research in 
cultural competence 
and therapeutic 
alliance in Australia.

Quantitative 
Questionnaire

Phase 2 of this thesis 
provided robust 
information about 
practitioners' 
construing including 
practitioner 
superordinate 
constructs about 
Whiteness and non-
White people. The 
interviews also 
highlighted how 
practitioners' 
construing translated 
into culturally 
competent practice 
and therapeutic 
alliance.

Laddering-Informed 
Interviews

Phase 1 of this thesis 
helped to identify 
core elements of 
mental health 
practitioner 
construing through an 
investigation of their 
constructions of non-
White people. The 
findings reinforced 
the pervasiveness of 
Whiteness and its 
negative impacts on 
cultural competence 
and therapeutic 
alliance and helped to 
determine key 
questions to explore 
in Phase 2.

Systematic 
Literature Review



 

34 
 

Chapter 2: Systematic Literature Review 

Chapter Overview 

Chapter 2 presents the methods, findings, and recommendations from Phase 1 of this 

study. Phase 1 sought to identify core elements of mental health practitioner construing 

through an investigation of their constructions of non-White people and helped to answer the 

following research questions: 

1) How do practitioners construe and construct non-White people? 

a. What characterises their construing and constructions? 

b. What role or impact does Whiteness have on their constructions? 

c. What impacts do their construing and constructions have on practitioner 

cultural competence? 

d. What impacts do their construing and constructions have on the 

therapeutic alliance? 

The findings from Phase 1 reinforced the pervasiveness of Whiteness and its negative 

impacts on cultural competence and therapeutic alliance, and helped to determine key 

questions to explore in Phase 2 and appropriate terminology about difference to be used in 

the rest of the thesis. Included in Chapter 2 is the first publication of the thesis:  

Dune, T., Caputi, P., & Walker, B. (2018). A Systematic Review of Mental Health Care 

Workers’ Constructions about Culturally and Linguistically Diverse People. PloS one, 13(7), 1-

20. doi: http://dx.doi.org/10.1371/journal.pone.0200662.   

This publication presents a thematic meta-synthesis of 38 papers, representing 5,870 

mental health workers, identified following a systematic search of seven databases. Key 

http://dx.doi.org/10.1371/journal.pone.0200662
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themes comprised: Aetiology of Constructions; Content of Constructions, Factors that 

Influence Constructions; Implications for Cultural Competence, Implications for the 

Therapeutic Alliance, Recommendations for Training, Recommendations for Practice, and 

Recommendations for Research. The therapeutic alliance was most at risk when practitioners 

displayed low levels of cultural competence and high levels of racial and ethnic blindness. The 

role of Anglocentric systems and practices (also known as frameworks of Whiteness) was 

highlighted as a primary barrier to productive constructions of non-White people and a 

hindrance to the development of practitioner cultural competence and engagement with the 

therapeutic alliance.  

Author Contributions 

Author TD conceptualised the study with the supervision and guidance of authors PC 

and BW. Author TD engaged in the data curation and analysis process which was validated by 

authors PC and BW. Author TD drafted the manuscript and received conceptual and editorial 

feedback from authors PC and BW. Author TD conducted editorial revisions and finalised the 

article for publication. 

Paper 1: A Systematic Review of Mental Health Care Workers’ Constructions about 

Culturally and Linguistically Diverse People 
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Chapter 3: Qualitative Semi-Structured Laddering Interview 

Chapter Overview 

Chapter 3 presents the methods, findings, and recommendations from Phase 2 of this 

study. Phase 2 sought to produce robust data about practitioners’ construing including 

practitioner superordinate constructs about Whiteness and non-White people. Phase 2 also 

explored how practitioners’ construing translated into culturally competent practice and 

therapeutic alliance. Phase 2 therefore helped to answer the following research questions: 

1) How do practitioners construe and construct non-White people? 

a. What characterises their construing and constructions? 

b. What role or impact does Whiteness have on their constructions? 

c. What impacts do their construing and constructions have on practitioner 

cultural competence? 

d. What impacts do their construing and constructions have on the 

therapeutic alliance? 

2) In what ways can PCP help to identify and describe practitioners’ constructs about 

or ways of construing non-White people? 

4) What strategies do practitioners employ to support culturally competent ways of 

construing (and therefore engaging with) non-White people? 

The findings from Phase 2 highlight how practitioners engage with construals of 

Whiteness and non-White people and how changes to their construing vary the impact of 

Whiteness on cultural competence and therapeutic alliance. Included in Chapter 3 are the 

second and third publications of the thesis:  



 

57 
 

Dune, T., Caputi, P., Walker, B. M., Olcon, K., MacPhail, C., Firdaus, R. & 

Thepsourinthone, J. (2021). Construing Non-White and White Clients: A Qualitative Inquiry of 

Mental Health Practitioners’ Preferences and Superordinate Constructs related to Whiteness 

and Non-Whiteness in Australia. Journal of Constructivist Psychology. 1-21. 

https://doi.org/10.1080/10720537.2021.1916662  

Dune, T., Caputi, P., Walker, B. M., Olcon, K., MacPhail, C., Firdaus, R. & 

Thepsourinthone, J. (2021). Australian Mental Health Practitioners’ Construals of Non-White 

and White people: A Qualitative Inquiry with Implications for Practitioner Cultural 

Competence and the Therapeutic Alliance. BMC Psychology. 9(85), 1-17. 

https://doi.org/10.1186/s40359-021-00579-6    

To examine the impact of Whiteness on practitioner construct systems, cultural 

competence, and the therapeutic alliance, this phase explored practitioner constructions 

about and preference for Whiteness and non-Whiteness. Twenty White and non-White 

mental health practitioners and trainees providing psychology services were convenience-

sampled and interviewed using an adapted version of the laddering interview technique 

(Hinkle, 1965). Data was analysed thematically and the impact of construals on practitioner 

cultural competence and the therapeutic alliance were interpreted drawing on PCP (Kelly, 

1955).  

The findings reiterate the persistent role of Whiteness on constructs of White and non-

White people. Even so, practitioners’ superordinate constructs demonstrated a focus on 

humanity, equity, and holistic wellbeing irrespective of the practitioners’ pole preference. 

Practitioners demonstrated cultural competence in their acknowledgement of the impact of 

construals of ethnic, cultural, religious, social, racial, and linguistic variance on client 

https://doi.org/10.1080/10720537.2021.1916662
https://doi.org/10.1186/s40359-021-00579-6
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wellbeing. Mental health practitioners sought to address the negative impacts on clients as a 

result of the framework of Whiteness by drawing on the client-practitioner relationship to 

improve the therapeutic alliance. The results reinforce the need for mental health care 

workers to develop cultural competence with a focus on developing awareness of the impact 

of frameworks of Whiteness on the experiences of both non-White and White people. This is 

central to the development of a therapeutic alliance where patients feel understood and 

assured that their mental health concerns will not be constructed (and treated) through a 

framework that constrains both White and non-White people’s opportunities for improved 

mental health and wellbeing. 

Author Contributions 

Author TD conceptualised the research with the supervision and guidance of authors 

PC, BW, KO and CM. Author RF engaged in the data collection and analysis process with author 

TD. Author TD drafted the manuscripts and received conceptual and editorial feedback from 

authors PC, KO and CM. Author JT assisted in the editorial review and presentation of the 

article for publication. Author TD attended to editorial reviews with feedback from authors 

PC, KO and CM. 

Paper 2: Construing Non-White and White Clients: Mental Health Practitioners’ 

Superordinate Constructs related to Whiteness and Non-Whiteness in Australia 
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Paper 3: Australian Mental Health Practitioners’ Construing of Non-White and White 

people: Implications for Cultural Competence and Therapeutic Alliance 
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Chapter 4: Quantitative Questionnaire 

Chapter Overview 

Chapter 4 presents the methods, findings, and recommendations from Phase 3 of this 

study. Phase 3 sought to triangulate the findings from the systematic literature review and 

interviews across a larger sample and within the novel Australian context. Phase 3 also 

identified similarities and differences between Australian mental health practitioners and 

those in other international contexts. Phase 3 answered the following research questions:  

1) How do practitioners construe and construct non-White people? 

c. What impacts do their construing and constructions have on practitioner 

cultural competence? 

d. What impacts do their construing and constructions have on the 

therapeutic alliance? 

3) What factors (or events) influence changes to constructs about or ways of 

construing non-White people? 

Importantly, Phase 3 highlighted gaps in training, practice, and research in cultural 

competence and therapeutic alliance in Australia. Included in Chapter 4 is the fourth 

publication of the thesis:  

Dune, T., Chimoriya, R., Caputi, P., MacPhail, C., Olcon, K. & Ogbeide A. (2022). 

Australian Mental Health Care Practitioners’ Racial and Ethnic Attitudes: Implications for 

Cultural Competence and the Therapeutic Alliance. BMC Psychology, 10(119), 1-17. 

https://doi.org/10.1186/s40359-022-00818-4  

https://doi.org/10.1186/s40359-022-00818-4
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Given the relationship between practitioner cultural competence and the mental 

health outcomes of non-White clients (Chao et al., 2012), this study aimed to identify factors 

that influence non-White and White practitioners’ cultural competence. An online 

questionnaire was completed by 139 Australian mental health practitioners. The measures 

included: the Balanced Inventory of Desirable Responding (BIDR); the Multicultural 

Counselling Inventory (MCI); and the Color-blind Racial Attitudes Scale (CoBRAS). Descriptive 

statistics were used to summarise participants’ demographic characteristics. One-way ANOVA 

and Kruskal-Wallis tests were conducted to identify between-group differences (non-White 

compared to White practitioners) in cultural competence and racial and ethnic blindness. 

Correlation analyses were conducted to determine the association between participants’ 

gender or age and cultural competence. Hierarchical multiple regression analyses were 

conducted to predict cultural competence.  

The study demonstrates that non-White mental health practitioners are more 

culturally aware and have better multicultural counselling relationships with non-White 

people than their White counterparts. Higher MCI total scores (measuring cultural 

competence) were associated with older age, greater attendance of cultural competence-

related trainings and increased awareness of general and pervasive racial and/or ethnic 

discrimination. Practitioners with higher MCI total scores were also likely to think more highly 

of themselves (e.g., have higher self-deceptive positive enhancement scores on the BIDR) than 

those with lower MCI total scores. The findings highlight that the current one-size-fits-all and 

skills-development approach to cultural competence training ignores the significant role that 

practitioner diversity and differences play. The recommendations from this study can inform 

clinical educators and supervisors about the importance of continuing professional 
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development relevant to practitioners’ age, racial/ethnic background and practitioner 

engagement with prior cultural competence training.  

Author Contributions 

Author TD conceptualised the study with the supervision and guidance of authors PC, 

KO and CM. Author AO engaged in the recruitment, data collection and cleaning of the data 

with author TD. Author RC engaged in the data cleaning and data analysis with author TD. 

Author TD drafted the manuscript and received assistance in quantitative results reporting 

from author RC. TD received conceptual and editorial feedback from authors PC, KO and CM. 

Author AO assisted in the editorial review and presentation of the article for publication. 
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Paper 4: White and non-White Australian Mental Health Care Practitioners’ Desirable 

Responding, Cultural Competence, and Racial/Ethnic Attitudes 
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Chapter 5: Discussion and Conclusion 

Chapter Overview 

This thesis examined the ways in which mental health practitioners construed non-

White people to better understand the implications of practitioner construals on the 

therapeutic alliance (with non-White clients) and on practitioner cultural competence. 

Chapter 5 presents an interpretive discussion of the thesis findings drawing on PCP. Doing so 

helps to produce a robust framework for mental health practitioner construing about 

Whiteness and non-White people. This chapter addresses all the research questions with a 

particular focus on research question #2: In what ways can PCP help to identify and describe 

practitioners’ constructs about or ways of construing non-White people? 

This chapter begins with a summary of the mixed methods used within this thesis 

which helped to name and understand Whiteness, and its consequences, within the context 

of mental health practitioners’ construing. It then summarises the key findings that emerge 

from this thesis. The implications of the key findings were integrated into recommendations 

for mental health care training, practice, and research drawing on contemporary PCP 

corollaries. This chapter concludes with a discussion of the relevance of PCP in exploring 

practitioner cultural competence and the therapeutic alliance. 

Summary of Research Methods 

This thesis utilised a sequential, convergent, mixed methods approach to address the 

research objectives and research questions. The use of a mixture of methods also allowed for 

triangulation of the findings (Thomas, 1978) and supported a multidimensional interpretation 

of the results drawing on PCP (Kelly, 1955).  
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Phase 1: Systematic Literature Review (see Dune et al., 2018) 

A systematic literature review was conducted across seven electronic databases in 

psychology, health, and social sciences. The aim was to ascertain the nature of mental health 

care workers’ constructions about culturally and linguistically diverse individuals to facilitate 

provision of culturally appropriate service delivery and cultural competence training. The 

constructs and perspectives of 5,870 mental health workers with regards to minority 

populations are represented across the 38 studies included in this review. The data was 

synthesised qualitatively and analysed thematically. 

Phase 2: Qualitative Semi-Structured Laddering Interviews (see Dune et al., 2021a; Dune et 

al., 2021b) 

To examine the impact of Whiteness on practitioners’ construct systems, cultural 

competence, and the therapeutic alliance, this phase of the thesis explored practitioner 

constructions about and preference for Whiteness and non-Whiteness. Twenty White and 

non-White mental health practitioners and trainees providing psychology services were 

convenience-sampled and interviewed using an adapted version of the laddering interview 

technique (Hinkle, 1965). This process helped to reveal core values (superordinate constructs) 

that underlie the participant’s construing. These values have a wide range of implications and 

are less likely to be open to change than more subordinate constructs. Data was analysed 

thematically and the impact of construals on practitioner cultural competence and the 

therapeutic alliance was interpreted drawing on PCP.  

Phase 3: Quantitative Questionnaire (Dune et al., 2022) 

In the final phase of the thesis, a questionnaire was used to identify factors that 

influence non-White and White practitioner cultural competence. The questionnaire also 



 

119 
 

helped to triangulate the findings from the systematic review and the interviews. The 

questionnaire was completed by 139 Australian mental health practitioners. The measures 

included: the Balanced Inventory of Desirable Responding (BIDR) (Paulhus, 1994); the 

Multicultural Counselling Inventory (MCI) (Sodowsky et al., 1994); and the Color-blind Racial 

Attitudes Scale (CoBRAS) (Neville et al., 2006). Descriptive statistics were used to summarise 

participants’ demographic characteristics. One-way ANOVA and Kruskal-Wallis tests were 

conducted to identify between-group differences (non-White compared to White 

practitioners) in cultural competence and racial and ethnic blindness. Correlation analyses 

were conducted to determine the association between participants’ gender or age and 

cultural competence. Hierarchical multiple regression analyses were conducted to predict 

cultural competence.  

Summary of Key Findings  

The findings of this mixed method thesis demonstrate a robust interrelationship 

between practitioner construing, construals of non-White and White people, cultural 

competence, and therapeutic alliance. A summary of the core findings for each phase of the 

thesis is described below. 

Phase 1: Systematic Literature Review (see Dune et al., 2018) 

Key themes explored in the systematic literature review comprised: Aetiology of 

Constructions, Content of Constructions, Factors that Influence Constructions, Implications 

for Cultural Competence, Implications for the Therapeutic Alliance, Recommendations for 

Training, Recommendations for Practice, and Recommendations for Research. The findings 

demonstrate that therapeutic alliance was most at risk when practitioners displayed low 

levels of cultural competence and high levels of racial and ethnic blindness. The changing and 
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increasingly multicultural context within most countries means that mental health systems 

and workers need to prepare for an increasing range of culturally and linguistically diverse 

clients in need of support.  

Phase 2: Qualitative Semi-Structured Laddering Interviews (see Dune et al., 2021a; Dune et 

al., 2021b) 

In relation to practitioners’ construct systems, including their constructions of and 

preference for non-White and White people, the interview findings highlight the persistent 

role of Whiteness on constructs of non-Whiteness, as well as on White and non-White people. 

The results suggest that a potential shift of moving away from “blindness” to 

acknowledgement of difference and awareness of racial inequalities has occurred in the 

discourse on constructions of White and non-White people amongst mental health 

practitioners. This change in practitioner discourse and attitudes may allow both White and 

non-White clients increased opportunities for access to and engagement with culturally 

competent practitioners and supports resources aimed at improving psychological wellbeing. 

 In relation to the impact of mental health practitioner construing on their strategies 

for cultural competence and the therapeutic alliance, practitioners demonstrated cultural 

competence in their acknowledgement of the impact of negative construing of ethnic, 

cultural, religious, social, racial, and linguistic diversity on client wellbeing. Practitioners 

sought to address these negative impacts on clients by building on the client-practitioner 

relationship to improve the therapeutic alliance. The results reinforce the need for mental 

health care workers to develop cultural competence with a focus on developing awareness of 

the impact of frameworks of Whiteness on the experiences of non-White people. This is 

central to the development of a therapeutic alliance where clients feel understood and 

assured that their mental health concerns will not be constructed (and treated) through a 
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framework that constrains both White and non-White people’s opportunities for improved 

mental health and wellbeing. 

Phase 3: Quantitative Questionnaire  

The study demonstrates that non-White mental health practitioners are more 

culturally aware and have better multicultural counselling relationships with non-White 

people than their White counterparts. Higher MCI total scores (measuring cultural 

competence) were associated with older age, greater attendance of cultural competence-

related trainings and increased awareness of general and pervasive racial and/or ethnic 

discrimination. Practitioners with higher MCI total scores were also likely to think more highly 

of themselves (e.g., have higher self-deceptive positive enhancement scores on the BIDR) 

than those with lower MCI total scores.  

The findings highlight that the current one-size-fits-all and skills-development 

approach to cultural competence training ignores the significant role that practitioner 

diversity and differences play. The recommendations from this study can inform clinical 

educators and supervisors about the importance of continuing professional development 

relevant to practitioners’ age, racial/ethnic background and practitioner engagement with 

prior cultural competence training.  

Interpretation of the Findings 

Overall, the findings reinforce Kelly’s fundamental postulate that: “A person’s 

processes are psychologically channelized by the ways in which he anticipates events” (Kelly, 

1955, p. 46). The ways in which mental health practitioners anticipated (and responded to) 

events aligned with the processes of transition (described in the Introduction). Therefore, the 

cycles within the process of transition are discussed below to assist in interpreting this thesis’s 
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findings and their implications. These include the Circumspection-Preemption-Control (C-P-

C) Cycle, Creativity Cycle and Experience Cycle. 

Circumspection-Preemption-Control Cycle  

Kelly (1955) described the Circumspection-Preemption-Control (C-P-C) cycle as a 

decision-making process required for changes in a person’s construct system. During the 

circumspection stage, we consider issues from a variety of angles. In the preemption stage, 

we select what we believe to be the critical issue and eliminate the other options from 

consideration. Finally, in the control stage we choose the alternative action through which we 

anticipate the greater possibility for extension or definition of our construct system (Kelly, 

1955). Kelly’s theory highlights the difficulty and complexity of decision-making that 

practitioners in this thesis experienced in their efforts to identify all the issues related to 

Whiteness (circumspection). This included isolating a critical issue (e.g., how non-White 

people are treated) in that moment (preemption) and then choosing an action (e.g., taking 

more time to assess their client’s needs) that will extend or further define their construct 

system (control). As explained below, the thesis findings indicate that practitioners did not 

always easily transition through the three stages. 

Circumspection 

The ability to be culturally competent and engage in an effective therapeutic alliance 

with non-White mental health clients required practitioners in this thesis to constantly 

confront elements that did not fit within their construct system (Kelly, 1955). For instance, 

the systematic literature review demonstrated that practitioners were confronted with a 

variety of positive, negative, and neutral constructions of non-White people to consider 

within their existing construct systems (Dune et al., 2018, p. 10). For example, practitioners 
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had to challenge stereotypes, in others and/or themselves, of non-White people as poorly 

educated while simultaneously considering that some non-White clients may not have high 

levels of health literacy, while also trying to treat all clients equally. In the interviews, 

practitioners presented a variety of constructions of Whiteness/non-Whiteness and 

White/non-White people (Dune et al., 2021b, pp. 9-14).  

In an effort to describe their experiences, practitioners’ constructions of 

Whiteness/non-Whiteness and White/non-White people were confronted by the variety and 

lack of clarity of these constructs (Dune et al., 2021a, p. 11). For instance, many of the White 

practitioners indicated that they were not sure what Whiteness or non-Whiteness was, how 

to define it and/or articulate its psychosocial meaning or impact. Whiteness literature 

reiterates this challenge to circumspection, given that Whiteness is focused on defining 

(stereotyping and discriminating against) those who are not beneficiaries of Whiteness (non-

White people) but does not clearly define those who are (i.e., White people) and how those 

who benefit go about doing so (Lewis, 2004). The unmarked nature of Whiteness thus limits 

practitioners’ ability to circumspect (e.g., be aware of the multiple aspects of a situation) in 

relation to all relevant constructions about Whiteness.  

As with existing international studies (Chao, 2006; Chao, 2013; Constantine, 1995; 

Constantine, 2002; Dickson & Jepsen, 2007; Lu, 2017), the questionnaire findings (Dune et al., 

2022, p. 8) revealed that non-White practitioners had higher multicultural awareness than 

their White counterparts. This may indicate non-White practitioners’ greater awareness of 

the vast and sometimes conflicting constructions about non-White people and Whiteness. 

Mapedzahama and Kwansah-Aidoo (2017) reflect on this in their research on the burden of 

Blackness wherein African Australians perceived a large array of Whiteness-related constructs 
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through which they must navigate Whiteness in every moment of their lives in Australia. As 

such, non-White practitioners would be better at circumspection about diverse constructions 

relating to race. However, this can present as a challenge to construing because “the variation 

in a person’s construction system is limited by the permeability of the constructs within 

whose range of convenience the variants lie” (Winter, 2013, p. 79).  

Where such challenges to the construct system occur, the practitioners in this thesis 

were forced to think in a manner that allowed for some constructive compromise. For 

instance, many of the trainee practitioners in this thesis identified Whiteness as being 

detrimental to non-White people but made little reference to the impact of Whiteness on all 

people. In such instances when multiple constructions may be true, circumspection permits 

individuals to “make exceptions” to a constellatory construct (Fransella, 2004a). For example, 

stereotyped or typological thinking may include the perception that Whiteness has a negative 

impact on non-White people only. However, in order to ensure that the substituted outcome 

still makes sense to the individual, they may consider that Whiteness has a negative impact 

on any disadvantaged person. Circumspection can therefore be likened to “what if” thinking: 

This “what if” allows us to include exceptions within our definitions of expected 

behaviors….the choices available under circumspection may not be easy or 

pleasant, but if a person is to move on, a choice must be made. (Cote, 1995, p. 

15) 

As acknowledged by Lewis (2004), Whiteness and the delineators for those who 

benefit—or are excluded from it—is constantly under negotiation. Despite this, the role of 

Whiteness and its consequences endure, thus forcing practitioners to make a choice, even 

from limited constructive options of which they may know little. 
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Preemption 

The issue chosen from the many possibilities that present during the circumspection 

stage “becomes the one which preempts the other construct elements. It is chosen because 

of its relevance to the previously held construct” (Cote, 1995, p. 15). In line with international 

research on Whiteness in health care (Malat et al., 2010), when faced with the many 

constructions and implications of Whiteness, practitioners in the interviews (Dune et al., 

2021a, p. 11; 2021b, p. 12) chose to construe Whiteness as a sociocultural construct that had 

a negative impact on non-White people more than White people—with the notable exception 

of White people from low socioeconomic backgrounds (see also Malat et al., 2018). In the 

systematic literature review (Dune et al., 2018, p. 11), cultural competence training 

influenced practitioners’ circumspection and preemption by presenting them with new ideas 

and then requiring them to make a choice of how to construe these new ideas in ways that 

could be integrated into their existing construct system.  

However, the above may present an oversimplified explanation of practitioners’ 

process of circumspection to preemption. According to Kelly, the circumspection phase may 

be bypassed if individuals construe preemptively (Cote, 1995). This would mean that they 

consider few, if any, alternatives to their first ideas. For instance, findings from the 

questionnaire indicate that practitioners who perceived themselves as having high levels of 

cultural competence (i.e., higher Multicultural Counselling Inventory scores) were also more 

likely to respond in ways that amplified their sense of self (Balanced Inventory of Desirable 

Responding (BIDR): Self Deceptive Enhancement: Subscale 1 (Dune et al., 2022, p. 11). This 

may be because they failed to consider the multiple potential ways of construing their own 

construing and may therefore have preemptively determined that, because they were a 
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“good person”, they were more culturally competent. This aligns with international 

Whiteness and health research indicating that mental health practitioners who responded in 

more socially desirable ways were more likely to rate themselves as having a high level of 

cultural competence (Barratt, 2008; Bitney, 2012; Chao, 2006; Chao, 2013). 

As noted in previous literature (Larson & Bradshaw, 2017), self-report produces this 

conundrum whereby one’s construing of one’s own way of thinking is limited by one’s ability 

to circumspect about all possible ways one may be construing. This may result in our 

construction of the situation being so simple that we “quickly run out of angles from which to 

view it” (Frances, 2004, para. 5). In some instances, preemptive decisiveness may be valued 

and required (e.g., a quick decision whether to admit a suicidal patient to hospital or send 

them to their general practitioner for follow-up). However, as found in all phases of this thesis, 

when trying to establish a strong therapeutic alliance with a client, time must be taken before 

making a decision on what the core issues are and how to construe them. Taking time before 

making decisions was construed by practitioners as culturally competent and aligns with the 

importance of a critical view of Whiteness in health care (Malat et al., 2010; Malat et al., 

2018). 

Additionally, preemption may be restricted when the range of possibilities we are 

willing to consider is constricted. This may occur when practitioners seek to reduce the 

anxiety and threat involved in opening up to multiple ways of construing. The experience 

occurs when an impermeable construct is invalidated (threat) and the individual realises that 

they must abandon it but have no replacement immediately available (anxiety). An 

impermeable construct rejects new events characterised by a preoccupation with old 

constructs and leaves the individual stuck in the past. According to Marguet (2017, p. 53), 
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“This type of individual can only perceive ‘more of the same’, and hence must exclude all new 

experiences that the world might offer him or her”. To avoid such situations, Frances (2004, 

para. 6) notes that “we construe the situation preemptively, casting it into a single issue in an 

impulsive attempt to escape anxiety”. In the interviews, non-White practitioners may have 

done this when asked which construct pole, White or non-White people, they preferred. 

Despite having defined non-White people with far more negative constructions than they 

defined White people, 

Non-White participants chose their pole preference quickly and seemingly 

without any difficulty, hesitation, or apology and with comments like: “Without 

a doubt…I choose non-White!,” “What else would I pick?!,” “I am proud with 

who I am…absolutely non-White. (Dune et al., 2021b, p. 8) 

While this kind of preemption may be seemingly accelerated, the findings from the 

systematic review (Dune et al., 2018, p. 12) and questionnaire (Dune et al., 2022, p. 12) 

suggest that non-White practitioners may have already had multiple opportunities to 

circumspect and preempt due to their personal daily experiences of marginalisation resulting 

from Whiteness (see also Moreton-Robinson, 2000). As such, it may not be possible nor 

desirable for these practitioners consistently to have loose construct systems (e.g., the ability 

to dilate our construing and allow for an increasing number of constructions of experiences, 

ourselves, others and the world). As mentioned in Chapter 1, Fransella (2004b) explains, 

For with loose construing, we lose control of things, we do not know where 

such construing might lead. Those locked into loose construing find it very 

difficult to come to any firm conclusions. (para. 7)  
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As such, a persistently loose construct system may in fact reduce (White and non-White) 

practitioner cultural competence and the ability to create a strong therapeutic alliance with 

their clients, as they would be so preoccupied by the options that they would waste 

therapeutic time while struggling to choose one.  

On the other hand, construing in a relatively loose way makes the preemption stage 

difficult. As found in the interviews, White practitioners’ loose construing with regards to 

Whiteness/non-Whiteness and choosing a non-White or White people construct pole may 

have resulted in their “trepidation (e.g., extended hesitation and/or apprehension with their 

response)” (Dune et al., 2021b, p. 8). Importantly, many White practitioners noted that they 

had never before considered Whiteness in their construct systems until it was being discussed 

in the interview. This may have resulted in the presentation of new constructs in their 

potentially loose system of construing race and difference. The multiple options, loose 

construing, and difficulty making a choice as experienced by these White practitioners 

challenged their construing to such an extent that they appeared psychologically confronted 

and guilty about their own construing (Dune et al., 2021b, p. 8). DiAngelo (2018) describes 

this experience as a manifestation of White fragility where “the mere suggestion that being 

white has meaning often triggers a range of defensive responses” (p. 2).  

The above finding is of major significance as it corroborates the perceptions of the 

large majority (70%) of the interviewed practitioners’ reports that their formative mental 

health training did not adequately prepare them to work with non-White people. This 

reinforces what was found in the systematic review indicating that cultural competence 

training lacks depth with regards to discussions about Whiteness and racism (Dune et al., 

2018, p. 12). However, these topics may be excluded because of the discomfort they arouse 
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in trainees and educators. Practitioner discomfort was highlighted in some of the systematic 

literature review in relation to practitioners who were resistant to culturally competent 

practice/s due to feelings of hostility towards cultural competence training and culturally 

responsive adjustments in care (Dune et al., 2018, p. 11). In PCP terms, this hostility is 

characterised by “the continued effort to extort validational evidence in favor of a type of 

social prediction which has already proved itself a failure” (Winter, 2013, p. 12). This suggests 

that new information presented about Whiteness may cause some White practitioners to be 

overloaded and overwhelmed, leaving them in a constructive stalemate between what they 

knew and what they are learning. As seen in Dune et al. (2021b, p. 12), a White trainee 

expressed their lack of clarity about Whiteness which left them with a sense of constructive 

confusion.  

Consequently, “staying in circumspection too long holds us well back from any form 

of action” (Frances, 2004, para. 7). This is again corroborated by the systematic review 

findings that indicate that, while awareness of the implications of Whiteness on non-White 

people is important, cultural competence cannot stop there if one wants to support an 

effective therapeutic alliance with non-White people (Dune et al., 2018, p. 12). Practitioners 

must also take steps to develop critical self-awareness, which is a first step towards  

decolonisation, (Bennett et al., 2011) and educate themselves about race, racism and 

Whiteness to undo their own racist socialisation and actively engage in anti-racism practice 

(Olcon, 2020). 

This link between construing and behaviour is also implied from the questionnaire 

findings wherein practitioners who had high multicultural counselling relationship subscale 

scores (therapeutic alliance) also had high multicultural awareness subscale scores (a 
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foundational element of cultural competence) (Dune et al., 2022, p. 13). This indicates their 

self-perceived ability to circumspect (be aware of the multiple aspects of a situation), 

preempt (choose one issue to focus on) and then control (act upon one’s construing)—

thereby turning construing into action. 

Control 

Kelly explains that a proportional balance of circumspection and preemption allows 

us to become architects of action that can allow us to run “behavioural experiments” 

appropriate to the situation (Fransella, 2004a). This aligns with Kelly’s proposition that the 

person is a scientist and that individuals conduct behavioural experiments to test their 

perceptions and interpretations of others and the world (Kelly, 1955). In support of this 

concept, Fransella (2004a) notes that:  

A clear choice and robust experimental design are the features of the control 

phase. While we are encouraged by Kelly to jump in with both feet, we are also 

cautioned to make sure there is somewhere to land. We aim to elaborate our 

predictive system through action, but we also need to maintain its essential 

features, rather than find ourselves thrown into chaos. (para. 7) 

Herein lie the core elements of cultural competence and the therapeutic alliance 

whereby practitioners must choose an action and then test it out according to a predictable 

system. This may include choosing to engage in additional continuing professional 

development (CPD) (as seen in the systematic review (Dune et al., 2018, p. 12) and 

questionnaire findings (Dune et al., 2022, p. 13), to seek out cultural encounters to build 

cultural knowledge and skill, or invest in developing connections and culturally safe 

approaches (as seen in the interview findings (Dune et al., 2021a, p. 9). The caveat is that this 
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cannot be done in a tokenistic fashion (just to tick the CPD box) and must be engaged in 

authentically (to increase one’s competence to work with non-White clients). Such dedication 

helps move practitioners out of complacency about Whiteness and its implications and turns 

them into agents who are responsible for how Whiteness is de/constructed in their 

interactions with their clients (Applebaum, 2010).  

Once behavioural experiments are run, practitioners can then collect more data from 

others and their environments to help them re-design or revise their actions towards a 

desired outcome. In this endeavour, one of the desired outcomes of such action would be 

less anxiety in the therapeutic process for both the practitioner (because of increased cultural 

competence) and the client (because of a safer therapeutic alliance).  

Given the environment of constant diversity and change discussed earlier, 

practitioners must be humble enough to be creative in their engagement with their clients. 

As noted by one of the Aboriginal practitioners in the interviews, asking questions was integral 

to professional growth. She explained,  

…If you don’t ask the questions, you are not going to grow as a 

professional. As a White professional, you are going to constantly have 

these barriers between you and Aboriginal culture. Ask it, it’s not offensive; 

it’s more offensive when you don’t ask because we know when you’re not 

asking. (Dune et al., 2021a, p. 9). 

This quote highlights that if a practitioner cannot face and manage the discomfort of not 

knowing by asking more questions more offence can be caused to the client and damage the 

therapeutic alliance. As such, mental health workers must be willing and able to open their 
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construct system enough to recognise that they are not the fonts of all knowledge and then 

develop a means for addressing their information gaps. Although Whiteness prohibits this 

kind of constructive permeability by creating rigid epistemological hierarchies (Tummala-

Narra, 2007), practitioners must be courageous enough to overcome this in order to offer 

effective mental health support to non-White people (Baima & Sude, 2020). 

Creativity Cycle  

The Creativity Cycle is a process of construing that moves from loose construing to 

tight construing and back and forth until an individual feels that something has been 

“created” that they can then test. The Creativity Cycle is central to the purpose of cultural 

competence training, which aims to improve the therapeutic alliance. For instance, the 

questionnaire findings indicate that practitioners who engaged in additional post-registration 

cultural competence training were more culturally competent than those who did not. This 

suggests that the Creativity Cycle potentially played a part in allowing practitioners who 

undertook additional cultural competence training to broaden their perspective to such an 

extent that they were able to enter a state of suspended construing (Dune et al.,2022, p. 13). 

In such a psychological state, practitioners’ constructions of Whiteness/non-Whiteness and 

White/non-White people can be loosened. Notably, the Creativity Cycle requires practitioners 

to construe cultural competence training as potentially informative and valuable (e.g., display 

cultural desire) to allow them to engage in the uncomfortable process of loosening one’s 

constructions. Whiteness can restrict practitioners’ willingness to engage in such training as 

it can trigger a tightening instead of a loosening of constructs. This may be due to the threat 

experienced by some practitioners when the constructs, central to their identity, within their 
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construct system are challenged and invalidated (Dune et al., 2018, p. 11). As explained by 

Abrams and Gibson (2007), 

[R]esistance to learning about White privilege is even more profound than 

resistance to learning about the effects of racism, because racism as a problem 

could conceivably belong to others, whereas White privilege can and should be 

internalized more personally (p. 154). 

In the systematic review, many of the included studies indicated practitioners’ 

resistance as a major barrier to the effectiveness of cultural competence training. Those 

practitioners who resisted training or perceived it to be of little value were also more likely to 

have negative constructions of non-White people and lower multicultural counselling 

relationship scores (e.g., poorer therapeutic alliance) (Dune et al., 2018, p. 11). These 

practitioners clearly struggled with allowing their constructions to be loosened to allow the 

opportunity to construe creatively about non-White people (see also Hytten & Warren, 2003). 

Creative construing in this regard may include the understanding that not all non-White 

people have language barriers, suffer financial disadvantage, or have low levels of health 

literacy. As noted in the systematic review, this propensity for tight construing may be due to 

an unwillingness to challenge or be open to diverse constructions of Whiteness/non-

Whiteness (Dune et al., 2018, p. 12).  

Hytten and Warren’s (2003) research on educating graduate students about 

Whiteness highlights resistance to loosening one’s construct system similar to the 

experiences of some practitioners in the systematic review. Here is an example of this 

relevant to one of the students in their study: 
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Carl’s consistent citation of Marxist thought also functions as subtle form of 

resistance. Even when he is asked explicitly about his own experiences…This 

occurs, for instance, when he is asked to write about whether or not he does 

anything in his life to combat racism. Here he moves rapidly away from himself 

to Marx (Hytten & Warren, 2003, p. 82). 

Previous research (Bitney, 2012; Constantine, 2002) and the current thesis findings 

imply that practitioners with lower cultural competence scores may well experience a sense 

of threat to their superordinate constructs and therefore their construct system and 

ultimately their sense of self. Lester (2009) explains that “threat was defined by Kelly as an 

awareness that a comprehensive change was imminent in your core constructs and, 

therefore, in your conception of yourself” (p. 92). To avoid this confronting experience, 

triggered by cultural competence training, resistant practitioners avoided and shunned 

creativity—the ability to loosen and tighten their construing about Whiteness/non-Whiteness 

and non-White/White people (see also DiAngelo, 2018).  

For those practitioners who identified the potential benefits of experiences that could 

challenge their construing and constructions, including cultural competence training and/or 

cultural encounters, creativity became possible and freeing. In the interviews, participants 

discussed this challenging but freeing experience as aligned with the empowerment element 

of therapeutic alliance. As noted in an interview with a White British practitioner in Dune et 

al. (2021a, p. 12), the Creativity Cycle was enacted in her ability to take a client’s culture into 

account when designing a treatment plan. She described her eclectic, holistic and 

collaborative approach which highlighted her ability to be flexible and adaptable, thereby 

ensuring a therapeutic approach that was both evidence-based and client-centred. 
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This adaptability exemplifies the Creativity Cycle as experienced by those practitioners 

who were willing to loosen their constructions to work effectively with non-White clients. This 

also highlights this practitioner’s willingness to reconstruct her White power and White 

privilege in an attempt to deconstruct the structures of Whiteness within mental health care 

that may restrict open communication and collaboration (see also Zufferey, 2013). In line with 

Kelly’s theory, the interviews reiterate that creativity frees the practitioner from the anxiety, 

threat, fear and guilt of having to know everything and frees the client from the anxiety, 

threat, fear and guilt of having to justify and defend their experiences of Whiteness within 

the therapeutic context (Dune et al., 2021b, pp. 16-17; Fransella, 2004b).  

It is therefore acknowledged that the therapeutic context requires both the helper 

and the helped to engage creatively. This also reduces the burden on non-White people to 

educate practitioners about race, racism and Whiteness (Kow, 2010). In doing so, the 

practitioner can become better at providing therapeutically safe mental health care by being 

more comfortable with loosening and tightening their constructions on a regular basis. It also 

allows clients to experience improvements in their mental health sooner because the 

therapeutic alliance and interventions become a safe space for them to engage in the 

challenges (e.g., loosening or tightening their constructions) needed to review, refine and/or 

redesign their construct system/s.  

Guidance from a practitioner who can demonstrate how to use the Creativity Cycle 

for construing within the therapeutic alliance can assist clients to move out of overly loose 

construing and become clearer about their goals and the means to achieve them. This may 

include reflecting back to the client how the practitioner revised their formulation of the 

client’s mental health symptoms and interventions over the course of therapy, and learning 
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more about who the client is and what is important to them. In doing so, the practitioner is 

able to demonstrate how cognitions and emotions (construing) can be changed and 

harnessed towards making choices (firm conclusions) which can then be tested via actions 

(behavioural experiments). 

The questionnaire findings (Dune et al., 2022, p. 13) also reinforce the role of the 

Creativity Cycle in practitioner construing and its impact on cultural competence and 

therapeutic alliance. For instance, practitioners with high levels of cultural competence and 

therapeutic alliance had also attended multiple continuing professional development courses 

on these topics since completing their qualifying course. Given that the correlation between 

engagement in cultural competence training and culturally competent practice is well 

documented (Dune et al., 2018), it is clear that consistent engagement in the Creativity Cycle 

allows practitioners to continually loosen and tighten their constructions to support new ways 

of engaging with non-White people (see also Olcon, 2020).  

This is also reinforced by the questionnaire data, which reiterates international 

evidence of non-White people being more culturally competent than their White peers (Chao, 

2013; Dickson & Jepsen, 2007; Dune et al., 2018; Dune et al., 2022; Kuo & Arcuri, 2014; Pope-

Davis et al., 1995; Roysircar et al., 2005). As noted in the C-P-C cycle above, the persistent 

confrontation between Whiteness and being non-White may force non-White practitioners 

to exist in a near constant state of creativity cycling in order simply to navigate their day-to-

day lives, thus giving them an advantage in this process of transition.  

Construing creatively is therefore integral to the therapeutic alliance and effective 

therapy because it teaches both the client and the practitioner to “explore new ways of 
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dealing with life…without creativity our lives would be one monotonous continuum of well-

worked out events” (Fransella, 2004b, para. 8)—hence the importance of experience. 

Experience Cycle 

The Experience Cycle includes five phases: anticipation, investment, encounter, 

confirmation or disconfirmation, and constructive revision. Kelly (1955) proposed that “a 

person’s construction of experience varies as he (sic) successively construes the replication of 

events” (p. 72). The Experience Cycle is important in interpreting the findings of the current 

thesis as it describes how an individual applies, develops, and modifies their construct 

system—again a necessary process in the provision of culturally competent mental health 

care.  

Anticipation 

The first stage in the Experience Cycle is anticipation, where “a prediction is 

formulated concerning a particular event” (Winter, 2013, p. 13). In relation to therapeutic 

encounters (the event/s), the systematic review revealed that practitioners who constructed 

non-White people as having backward values and beliefs predicted that non-White people 

could not make appropriate decisions about their health and wellbeing (Dune et al., 2018, p. 

10). These practitioners therefore predicted that non-White clients would struggle to interact 

with mental health services and would therefore have difficulty engaging and complying with 

mental health intervention/s (Dune et al., 2018, p. 10).  

Investment 

Following anticipation, individuals must fully involve themselves in their prediction by 

becoming invested in the outcome of the event (Buckenham, 1998). Continuing with the 
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above example, the interview narratives indicated that practitioners who constructed non-

White people as unable to make educated health care decisions may hold this construction 

in mind when preparing to encounter a non-White client (Dune et al., 2021b, p. 10). Despite 

the cultural incompetence of such an approach, this way of construing would allow 

practitioners to feel secure and safe about their way of thinking and therefore reduce any 

anxiety or threat which may be produced when anticipating an unknown event (e.g., meeting 

a new non-White person). 

Encounter 

Once invested in the outcome of their prediction, practitioners then face an 

encounter, “an open and active experiencing of the event” (Winter, 2013, p. 14), with a non-

White client in need of mental health support. Drawing on the interview findings (Dune et al., 

2021a, p. 10), the practitioner may encounter a non-White person who does not seemingly 

construe mental health in the way that Whiteness constructs it. That is, they may construe 

mental health in spiritual/religious, cultural/ethnic, or socioecological terms that seem 

misaligned with DSM-V or ICD-10 criteria (see for example Baima & Sude, 2020). The non-

White client may also construe mental health treatment in ways that seem obstructive to 

interventions that are embedded in Whiteness models of health care (Dune et al., 2018, p. 

10). However, as seen in the interview narratives, the culturally competent practitioner may 

notice that when they discuss mental health in diagnostic and interventionist terms the client 

seems to distance themselves from the therapeutic alliance (see also Anderson, 2003; Clark 

et al., 2012). However, when the practitioner discusses mental wellbeing in culturally relevant 

terms, they may perceive the client as more receptive and responsive to the therapeutic 

alliance (Roysircar, 2005). As found in the interviews, by exploring the client’s ability to 
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participate as they would like in family relationships or to engage in religious and social 

activities, the practitioner may notice that the client is more open to constructive revision and 

more willing to return for additional support (Dune et al., 2021a, p. 12). 

Confirmation or disconfirmation 

During and after the encounter with the non-White client, the practitioner must then 

conduct an “assessment of this encounter in relation to the initial anticipation” (Winter, 2013, 

p. 14). Continuing with the above example, the practitioner’s anticipation may seem to have 

been confirmed regarding the non-White client’s construing about mental health symptoms 

and interventions. However, the practitioner’s investment in the anticipated outcome (that 

the client would refuse ongoing care) was not confirmed because the client did want to 

continue seeking mental health support. This demonstrates that while the client’s construct 

system was different to that of the practitioner, they were able to make appropriate decisions 

about their own care. Such a process is reflected in the interview findings where practitioners 

demonstrated the ability to absorb new information which allowed them to revise their 

construing and engage competently with non-White clients (Dune et al., 2021a, p. 9). 

Constructive revision 

Once they have assessed the encounter, the practitioner “engages in any 

reconstructing which is deemed necessary following evaluation of the evidence obtained 

during the encounter” (Winter, 2013, p. 14). As noted by Buckenham (1998, p. 878), “this 

constructive revision will take place from within the person’s construct system, therefore the 

direction and nature of change will be channelled by that person’s existing constructions”. 

For instance, interviewees perceived that practitioners with low levels of cultural competence 

constructed non-White people as uneducated about mental illness and health interventions 
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and thus as being less likely to participate in help-seeking (Dune et al., 2021b, p. 10). While 

this construction may be true for many non-White people (Dune et al., 2018, p. 3), interview 

participants also indicated that practitioners with high levels of cultural competence were 

able to use the therapeutic alliance to help non-White clients understand mental health 

symptoms and services in terms that resonated with the clients’ core beliefs and values (Dune 

et al., 2021a, p. 10). Practitioners who embraced this approach were able to use their 

experiences to revise their construing about communication with non-White people without 

having to change their construction that some non-White people/groups may construe 

mental health and services negatively and therefore be more likely to avoid help-seeking or 

comply with intervention protocols (Dune et al., 2021a, p. 12). This demonstrates the 

practitioners’ ability to go beyond awareness about the impacts of structural Whiteness and 

move into “understanding and challenging the system of power that supports White 

privilege” (Applebaum, 2010, p. 31).  

Practitioners’ abilities to engage in constructive revision may also be inferred from the 

questionnaire findings. Notably, practitioners who were older and those who had engaged in 

more post-qualifying training were more culturally competent than those who were younger 

or who had not attended further training (Dune et al., 2022, p. 13). Given that practitioners 

in the questionnaire sample saw (on average) one non-White client a week, those with more 

years of practice and training had more experience and therefore more opportunity for their 

construing to repeatedly oscillate through the Experience Cycle. This kind of longitudinal 

experience allowed practitioners to develop stronger and more effective therapeutic alliances 

with diverse clients due to their increased ability to engage in multiple types of constructive 
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revision. This includes: “a change in the construction of an element (slot change)”,3 “change 

in patterns of construct relationships (pattern change)”,4 or the “development of new 

constructs (construct innovation)”5 (Buckenham, 1998, p. 878). Constructive revision, 

therefore, sets the stage for fresh anticipation and further Experience Cycles (Winter, 2013)—

a process that for mental health care practitioners is continuous, albeit challenging. As noted 

by Kelly (1955, p.77), “the variation in a person’s construction system is limited by the 

permeability of the constructs within whose range of convenience the variants lie”. To assist 

practitioners in navigating this process, appropriate cultural competence training, practice 

guidelines and more research about practitioner construing is needed. 

Key Reflections on the Thesis Findings 

The findings of this thesis culminate in three key personal reflections of relevance to 

clinical practice and mental health care provision to non-White people. Based on these 

reflections, Australian mental health care practitioners should: 

1) Construe non-White people and Whiteness in ways that align with PCP’s processes 

of transition.  

2) Construe and engage with non-White people through frameworks of Whiteness. 

 

3 “If our construction of an element is invalidated then the most obvious direction of movement is to reconstrue this element 

at the other end of the construct” (Buckenham, 1998, p. 878). 

4 “When a construction of an element changes, but is not invalidated then there may be changes in the relationships between 

constructs or the meaning of constructs” (Buckenham, 1998, p. 878). 

5 “This change involves developing new constructs to make sense of an event. Kelly (1955) suggests this is the most difficult 

form of change, but acknowledges the individual is in constant motion to redefine their situation” (Buckenham, 1998, p. 

878). 
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3) Experience training as central to their development of cultural competence and 

therefore their ability to develop the therapeutic alliance with non-White clients. 

The following section provides recommendations towards improvements in practitioner 

training, practice, and research that emerge from the findings. 

Recommendations for Training, Practice and Research 

The processes of transition discussed above help us understand practitioner 

construing in relation to the findings of this thesis. To operationalise these processes into 

clear recommendations for training, practice and research, the corollaries of PCP are useful. 

Since Kelly’s original theory was developed, several new corollaries that help describe 

processes of construing in a modern age have been developed. Based on the aims and findings 

of the thesis, three additional corollaries assist in operationalising the implications of the 

results. These are the Self-Awareness Corollary, the Social Awareness Corollary and the 

Complementarity Corollary (Thomas, 1979). As discussed in Chapter 1, these corollaries were 

developed by Laurie Thomas in response to the need to explain construing within co-

constructed conversational settings, like face-to-face therapy, and relevant to increasingly 

multidimensional, complex, and contemporary psychosociocultural environments and mental 

health concerns.  

In the section below, the self-awareness corollary has been used to operationalise 

recommendations for training, given that self-awareness is a necessary first step towards the 

development of cultural competence and one which helps practitioners recognise the need 

to consistently engage in cultural competence professional development (Campinha-Bacote, 

1994). The social awareness corollary has been used to operationalise recommendations for 

practice because the therapeutic alliance is contingent on the practitioners’ understandings 
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of social interactions and how these influence their own and their clients’ experiences in 

therapy and in life (Dune et al., 2021c). The complementarity corollary has been used to 

operationalise recommendations for research given the great, yet under-researched, 

diversity in practitioners and non-White clients in Australia and the limited number of 

methods used more broadly for exploring the impact of Whiteness on cultural competence 

and therapeutic alliance (Larson & Bradshaw, 2017).  

Self-Awareness and Recommendations for Training 

The findings of this thesis highlight the importance of practitioners’ ability to engage 

with non-White people’s construals of themselves and their experiences, which may differ 

considerably from the practitioner’s own personal constructs and construing. However, based 

on the results of this thesis, self-awareness is not only difficult but also influenced by the 

practitioner’s ethnic/racial background, age, and engagement in cultural competence 

training. While a practitioner’s age and ethnic/racial background cannot be altered, their 

engagement in cultural competence training throughout their professional trajectory can be 

influenced.  

As per the findings described in this thesis, training is central to assisting practitioners 

to develop critical self-awareness so that the impact of Whiteness on individuals, systems and 

societies can be exposed and systematically deconstructed. Given that the ability to construe 

another’s constructions (a component of cultural competence) is a prerequisite for entering 

into a social process with that other (an element of therapeutic alliance), the following 

recommendations for training are proposed. These recommendations are drawn from the 

thesis findings and elaborated upon below. Figure 5.1 demonstrates how these 
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recommendations can be integrated towards improvements in practitioner cultural 

competence.  

 

Figure 5.1 Recommendations for Improving Cultural Competence through Training 

Training Recommendation 1: Develop Multi-Level Training 

Training organisations (e.g., university/college courses and private training providers) 

should offer multiple levels of training relevant to practitioner age, race/ethnicity, and prior 

cultural competence training. Pragmatically, practitioners could, for example, begin by 

completing demographic items as well as questions related to their existing counselling 

competence and therapeutic alliance skills. Their responses would then determine allocation 

to training relevant to their age, racial/ethnic background as well as their professional 

experiences and expertise. For instance, younger, less experienced, White practitioners could 

engage in training that included discussions about Whiteness and anti-racism in mental health 
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practice and services. Additionally, those practitioners with higher levels of cultural 

competence and therapeutic alliance could work on developing, implementing, or enhancing 

therapeutically safe mental health practices and those with lower levels could be introduced 

to the concepts and implications for their practice. 

Training Recommendation 2: Engage in Training Across the Professional Trajectory 

Cultural competence training should be a requirement at regular intervals throughout 

a practitioner’s studies and career (e.g., professional networking, case conferencing, clinical 

practice supervision). It is not sufficient for such training to be delivered only during qualifying 

training or solely based on practitioners’ continuing professional development preferences. 

This requirement could be embedded within the university course accreditation requirements 

wherein explicit units and embedded content must be identified within training programs. 

These units and content must be scrutinised by practitioner training regulatory bodies like the 

Australian Health Practitioner Regulatory Agency (AHPRA) and the professional associations 

that report to it (e.g., Psychology Board of Australia) and the Australian Quality Framework 

(AQF), which regulates tertiary education programs, before a training program can be 

accredited. Once practitioners complete this formative training, continuing professional 

development on cultural competence should be expected at least every two to three years. 

Although many large organisations encourage staff to complete some form of low-level 

sociocultural competence training (e.g., Indigenous, LGBTIQ+, sexual harassment, mental 

health awareness training), few include or mandate their staff to complete robust and multi-

dimensional cultural competence training. To avoid this inconsistency between organisations 

and practices, AHPRA and other professional regulation boards could enforce a schedule for 
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cultural competence training relevant to practitioners’ work environments, professional 

experiences, and demographic features. 

Training Recommendation 3: Encourage Practitioners to Think about their Thinking 

Training should focus on helping practitioners develop a habit of cross-cultural 

reflexivity in their mental health practice. This could be achieved through opportunities for 

inter-professional learning, given that such training environments expose students to other 

ways of thinking from both professional (e.g., views on Whiteness in social work versus 

psychology) and individual perspectives (e.g., learning about how one’s own thinking differs 

from that of others). This could be facilitated through placement opportunities in settings that 

are inherently multidisciplinary, including hospitals, community health practices and public 

health organisations. Most trainees must complete some form of reflection about their 

placement experiences as part of their formative training. Within these reflective 

assessments, trainees could be asked to reflect on how their thinking about Whiteness and/or 

culturally competent practice was revealed, confronted and/or changed while on placement 

and how their thinking differed to others in their profession and across professions. By 

reflecting on themselves and others across diverse professions, mental health trainees could 

be exposed to a large variety of ideas to help them distil core themes within their own thinking 

that need to be addressed for them to be more culturally competent.  

Training Recommendation 4: Expose and Explore our Role in Perpetuating Whiteness 

Training should explicitly expose and explore Whiteness, privilege, racism, colour-

blindness, and intolerant attitudes with a focus on engaging practitioners’ self-exploration of 

how these constructs manifest in their experiences and construing. This means that cultural 

competence training must go beyond encouraging cultural awareness, skill, knowledge, 
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encounters, and desire and move into challenging practitioners to recognise, identify, unpack, 

and deconstruct Whiteness in therapeutic settings where possible. Importantly, training on 

anti-racism and the role of individual practitioners in advocating for racial equity is 

paramount. In addition to explicitly and unapologetically engaging practitioners in discussions 

about Whiteness, privilege, racism, colour-blindness, and intolerant attitudes, end-of-training 

assessment could include questions about how practitioners will enact anti-racism principles 

in their practice in the short, medium and long term. This would force practitioners out of 

being passive receivers of cultural awareness content and direct them towards being 

culturally competent change agents within their sphere/s of influence.  

Training Recommendation 5: Require Practitioners to Engage in Cross-Cultural Encounters 

Following foundational training, practitioners should be exposed to structured, 

education-focused, cross-cultural encounters so they can test the relevance and applicability 

of their newfound awareness, knowledge and skills. While this is implicit within many 

workplaces and client engagement structures, mental health staff promotion frameworks 

should make cross-cultural engagement more formal and include clear indications of the 

aspects of practitioner development that must be demonstrated. For instance, mental health 

practitioners should participate in local events, be active in the multicultural community and 

try to build real connections with people who are different from themselves. Doing so in 

diverse and robust ways (e.g., volunteering for an event, not just attending) would 

demonstrate the practitioners’ ability to accept challenges to their construing and 

subsequently revise and/or replace invalidated constructions.  
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Training Recommendation 6: Explore and Address Resistance to Training 

Training should explicitly address practitioner resistance to training by engaging 

practitioners in identifying their construct systems and processes of construing. In order to 

do so, training should be focused on addressing the antecedents to cultural competence, 

including:  

…1) openness to learning about new cultures, arising from a flexible attitude and 

willingness to reflect on one’s own ethno-culture, beliefs and behaviors; 2) motivation 

to want to be more knowledgeable, skilful and aware of others’ cultures; and 3) 

cultural sensitivity, a cognitive and affective component that involves attitudes, 

perceptions and values that illustrate awareness of one’s own culture and recognition 

and respect for others’ cultures. (Micheal et al., 2021, pp. 9-10)   

Given that resistance may be due to practitioners’ (especially trainees’) lack of these 

critical antecedents to cultural competence, foundational training should focus on helping 

trainees reflect on themselves, their thinking, and their role in perpetuating Whiteness. 

Additionally, more clarity for trainees about how cultural competence aligns with their 

professional practice is needed. This could be done by orienting training to specific 

professional roles, given that practitioners may disengage from general cultural competence 

training as it does not go into the depths of how Whiteness and cultural competence play out 

within professions and within organisations. Advocates within diverse mental health 

professions are therefore needed to assist skilled cultural competence trainers to address 

training antecedents and professional specifications that impact on anti-racism actions and 

individual practitioner agency. This would ensure that practitioners revisit topics at different 
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stages of their career with content specifically directed to their professional level and the 

types of resistance experienced across one’s professional trajectory.  

By implementing these recommendations into cultural competence training, 

practitioners could engage in critical self-awareness (Crans, 2013; Olcon, 2020; Zufferey, 

2013). Doing so could result in the construction of new social processes that change 

practitioner-client interactions (therapeutic alliance) for the better (Thomas, 1979; Thomas 

et al., 2011).  

Social Awareness and Recommendations for Practice 

The therapeutic alliance requires practitioners and clients to engage in a mutually 

recognised social process in which they are both invested. This dynamic therapeutic setting 

(both physical and psychological) results in a partially overlapping construction of each 

individual’s construing of their experience of their social interactions. Herein lies the social 

process which Kelly (1955) explains is animated by each individual’s own constructions of 

social experience. As demonstrated in the results of this thesis, awareness of this social 

process is necessary for practitioners to understand their clients and to observe both 

themselves and their client in relation to the macro-level social process of Whiteness. This 

multi-dimensional, multi-directional and dynamic form of construing aligns with Thomas’s 

(1979) social awareness corollary. To support practitioners’ understanding of and 

engagement within this social process, the following recommendations for practice are 

proposed. These recommendations are drawn from the thesis findings and publications and 

elaborated upon below. Figure 5.2 demonstrates how these recommendations are integrated 

towards improvements in practitioner cultural competence and therapeutic alliance.  
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Figure 5.2 Recommendations for Improving Culturally Competent Practice and 
Therapeutic Alliance 

Practice Recommendation 1: Address Difference and Value Conflicts in Cross-Cultural 

Settings 

Culturally competent practice could be supported by the development, 

implementation and utilisation of resources that help practitioners competently address and 

engage in uncomfortable discussions about difference and value conflicts in cross-cultural 

settings. This could be facilitated by providing practitioners with a cross-cultural engagement 

guide within their induction packs when they commence a new position. This resource could 

highlight the diversity within the staff, organisation and amongst clientele. It could reiterate 

the importance of cross-cultural engagement and core difference and value conflicts that 

hinder mental health and wellbeing amongst staff and with clients. To promote culturally 

competent practice such a resource could include guidance on how to access support when 

working across cross-cultural differences, including interpreters, cultural liaisons and/or 
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multicultural support organisations. Such a resource could be formalised into practitioner 

performance evaluations or regular supervision discussions with questions/discussions 

focused on how practitioners have addressed—or struggled to address—value conflicts in 

ways that supported their own cultural competence and therapeutic alliance with their 

client/s. 

Practice Recommendation 2: Understand the Expectations of Major Ethnic Groups 

Cultural competence also requires resources that provide guidance on cultural 

expectations or protocols within major ethnic and/or religious groups. While this is a rather 

traditional and existing aspect of culturally competent practice approaches, the findings of 

this thesis suggest that practitioners found information about major racial and ethnic groups 

helpful. In addition to formal training pathways for accessing this information, practitioners 

could take practical steps by learning some of their clients’ languages, making home visits and 

attending cultural events.  

Primarily, information about major racial and ethnic groups helps practitioners know 

that they need to ask more questions about certain topics and/or avoid spending too much 

of their clinical time antagonising clients with questions to which they should already have 

the answers. For example, on the one hand, a better understanding of the experiences of the 

Islamic community in which a practitioner works could help the practitioner ask if it is 

appropriate to shake hands with a client of the opposite sex before they reach out to do so, 

which might create discomfort for both parties (and any witnesses) and therefore impact on 

the therapeutic alliance. On the other hand, a more robust understanding of Islamic cultures 

may help a practitioner avoid saying or asking things that could be perceived by the client as 

microaggressions, such as suggesting a client with obsessive compulsive disorder reduce the 



 

152 
 

number of times they pray per day as part of a clinical behavioural experiment to challenge 

their experience of anxiety. A client may perceive this suggestion to be insensitive and 

ignorant and disengage from service. 

Without basic and core understandings of the major groups that a practitioner works 

with, significant damage can be done to the therapeutic alliance. Such damage can occur not 

only at the individual level but also at the community and professional level given that 

engagement with mental health services and practitioners remains taboo and stigmatised 

amongst many communities. As such, even minor missteps by practitioners or services could 

result in client disengagement and distrust of the practitioner and the profession, and 

negative appraisals of both within the community. While mistakes are human and expected, 

perceived racial and ethnic ignorance, prejudice or discrimination is often considered to be 

intolerable in a setting where a client is at their most vulnerable and the practitioner has 

significant power. Where possible, practitioners should therefore learn more about their 

clientele to avoid unnecessary and preventable damage to the therapeutic alliance.   

Practice Recommendation 3: Increase Diversity in the Mental Health Workforce and 

Clientele 

Mental health services should recruit and select skilled practitioners to ensure 

diversity in the overall workforce. Services should also be proactive about the inclusion of 

heterogenous clients in their practice. The recruitment of a diverse workforce within mental 

health services directly acknowledges difference and the pitfalls of colour-blind approaches 

to diversity. Organisations could do this by advertising roles for bilingual practitioners, which 

would simultaneously increase access to services by non-White clients from that language 

group. In order to ensure the availability of bilingual and/or non-White practitioners, training 
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programs could seek to recruit mental health trainees from a wide range of backgrounds. 

While this would give opportunity to non-White practitioners, it would concurrently increase 

the esteem and perception of mental health services within their communities. In doing so, 

members of their communities may be more likely to engage with mental health services, 

given that they would know someone like them who is a mental health practitioner.  

Importantly, many non-White people avoid engagement in—or disengage from—

mental health services because they perceive or have experienced a lack of understanding 

from practitioners in relation to their experiences of Whiteness and its impacts. Given this 

reality, knowing there are practitioners who are more like them and therefore more likely to 

understand them may increase their trust in mental health practitioners and services more 

broadly. This proposition could be further supported by services that advertise the diversity 

of their workforce on their websites and highlight the collaborative nature of the team in their 

service descriptions. This could also draw in non-White clients by implying or explicitly 

indicating that practitioners, regardless of being White or non-White, learn from one another 

to ensure a robust client experience and therapeutic outcomes. This may increase the non-

White client’s trust in mental health practitioners, even White ones, given their proximity and 

potential likelihood of increased cultural competence because of their collaborative work 

environment.  

Finally, mental health services could attract non-White clients by including images of 

non-White people in their marketing and advertising materials. When clients see people like 

themselves in mental health promotional material, they are more likely to perceive that the 

service is inclusive and welcoming. Given the wide availability and accessibility of creative 

commons images online, there is no excuse for services to perpetuate Whiteness as the status 
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quo and persist in including only images of affluent White people in their marketing, 

promotional and internal materials.  

These recommendations support the development of therapeutic alliances with 

clients that challenge the practitioner to continually increase their cultural competence 

(Roysircar et al., 2003). These recommendations for practice also provide clients with 

opportunities to reconstruct their social and psychological processes for the better (Zane et 

al., 2005). In doing so, practitioners can expand their construct systems to accommodate 

more complexity with less discomfort and resistance (Thomas, 1979). When done 

consistently, both the practitioner and the client can move towards decolonising the 

therapeutic interaction and deconstructing rigid scripts of Whiteness within their construct 

systems (Bennett et al., 2011). 

Complementarity and Recommendations for Research 

The findings from this thesis highlight the relevance of difference as an 

ethnic/racial/religious identifier within practitioner construing, constructions and in relation 

to cultural competence and therapeutic alliance. The findings demonstrate that there are 

many points where practitioners share “an innate construction of experience” (Thomas, 1979, 

p. 15) (as can be seen in the superordinate constructs extracted in the laddering interviews). 

While this may be the case, findings from the thesis (systematic review and questionnaire 

Phases) indicate that differences across practitioner groups (e.g., racial/ethnic) result in 

different constructions and behaviours.  

For instance, all mental health practitioners may share similar conscious or sub-

conscious constructions of non-Whiteness/Whiteness and non-White/White people (as seen 

in the interviews) that govern how they interact with other practitioners, clients, and the 
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services/systems where they work. While this is true, the findings of this thesis indicate that, 

within individual practitioners and subgroups of practitioners, diversity of construing is 

evident. The following recommendations for research stem from the need for more 

understanding of the similarities and differences (complementarity) of the Australian mental 

health workforce with regards to construing about non-Whiteness/Whiteness and non-

White/White people, and the implications for cultural competence and therapeutic alliance. 

These recommendations are drawn from the thesis findings and publications and elaborated 

upon below. Figure 5.3 illustrates how these recommendations support improvements in 

evidence about practitioner cultural competence and therapeutic alliance.  

 

Figure 5.3 Recommendations for Improving Research Evidence on Practitioner 
Cultural Competence and Therapeutic Alliance 
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Research Recommendation 1: Explore Whether Cultural Competence Training Turns into 

Culturally Competent Practice 

Future research should focus on the processes through which cultural competence 

training transfers into reflexivity, awareness, knowledge, and skills and then into effective 

practice with non-White clients. Differences in how various training experiences (e.g., didactic 

and experiential) influence constructions about non-White people require further 

investigation. This could be done, for example, via a longitudinal investigation of pre-licensure 

trainees from enrolment into formative training, after completion of training and then at 

regular intervals across their careers.  

Research Recommendation 2: Explore Resistance to Cultural Competence Training and 

Practice 

More information is also needed about trainees who are resistant, ambivalent, or non-

receptive to the principles of cultural competence and the means for supporting the 

therapeutic alliance. This information would allow for the development and delivery of 

effective pedagogy as well as learning environments with a cultural ambiance conducive to 

attitudinal and behavioural change. More information could be sought on this by exploring 

why trainees embarked upon a mental health profession course in the first place and what 

they hoped to achieve from it. This information could be triangulated with psychometric 

measures related to personality, dogmatism and, of course, cultural competence and colour-

blindness to determine what core elements are related to resistance so that strategies for 

addressing them can be developed. 

Research Recommendation 3: Explore Cultural Competence and Therapeutic Alliance with 

More Diverse and Larger Samples 
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Further investigation of practitioner demographics (i.e., age, race/ethnicity and 

cultural competence experience) could help to explore their influence on cultural 

competence and the therapeutic alliance. Such research should also explore differences 

between experienced practitioners versus mental health trainees and across diverse mental 

health professions. Future studies with larger and more diverse samples should also examine 

the association between social desirability and cultural competence and therapeutic alliance 

more thoroughly. A more diverse sample would allow more rigorous exploration of difference 

between groups. 

Research Recommendation 4: Explore Mental Health Supervisor Construing and 

Constructions 

A better understanding of the cultural competence and constructions about non-

White people held by supervisors could reveal what trainees are taught “on the job” about 

the therapeutic alliance and how to manage it. While one’s formative training may have 

prepared practitioners in this thesis to work with non-White clients, the role of their 

placement supervisors within their formative training and employment supervisors after 

completing training on cultural competence is unclear. The perspectives of supervisors in 

relation to their training of trainees/subordinates regarding cultural competence is therefore 

of interest. Notably, due to power imbalances many trainees and/or subordinates may adjust 

their values, beliefs, and practices (whether they perceive them to be culturally competent or 

not) in order to swiftly complete their placement and/or receive a satisfactory (or better) 

performance evaluation. An exploration of both trainees/subordinates and supervisor 

cultural competence in theory (e.g., Whiteness, racism, privilege, discrimination, etc.) and in 

practice (e.g., anti-racism, colour-blind approaches, etc.) is required.  
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Research Recommendation 5: Engage Diverse Epistemologies, Research Methods and 

Theoretical Frameworks 

A variety of theories and data collection techniques are needed to provide a 

multidimensional understanding of slippery concepts like “constructions about 

Whiteness/non-Whiteness and White/non-White people” and “the needs of non-White 

clients” within the “therapeutic alliance”. Notably, Western models of mental health care and 

research methods are underpinned by White ways of knowing. The lack of epistemological 

diversity in cultural competence research restricts the potential for more comprehensive 

ways of understanding practitioner construing. The expansion of epistemologies supports the 

diversification of methods and interpretive frameworks for exploring Whiteness in mental 

health care. For instance, Australian Indigenous Women’s Standpoint Theory and yarning 

focus groups with non-White practitioners could produce a more robust understanding of the 

challenges of integrating non-White approaches into mental health training and practice. 

Such an approach could also engage non-White clients to expose the impact of power 

imbalances in therapy and the mechanism by which culturally (in)competent practitioners 

de/construct and/or de/colonise the therapeutic alliance. 

Research Recommendation 6: Explore Diverse Perspectives on the Impact of Practitioner 

Construing, Cultural Competence and Therapeutic Alliance 

Further research is needed into the impact of practitioner construing of diverse 

populations on culturally competent practice to help mental health care practitioners and 

systems better respond to the needs of diverse populations. This may include a comparison 

between clients’ perceptions of their therapist’s cultural competence versus practitioners’ 

self-perceptions. Further, observations and/or analysis of recordings of mental health 

sessions could be used to determine the provider’s cultural competence. While such studies 
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exist in other nations, the dearth of client perspectives of mental health practitioner cultural 

competence in Australia is startling and requires investigation across a variety of non-White 

groups and mental health settings. 

These recommendations for research indicate the novelty of this area of research, 

namely practitioner construing of difference and its implications, especially in Australia. 

Notably, there is a lack of information about the core concepts addressed within this thesis 

and their impact on practitioners and their clients. These recommendations provide direction 

for researchers and help fill the many epistemological (and ontological) gaps identified in this 

thesis. The development of more evidence on these highly nuanced, complementary, and 

opposing constructs can help to illuminate pathways for cultural competence training, 

practice and policy that are more responsive to the changing needs of a changing society.  

Reflections on the Utility of Personal Construct Psychology in Exploring Practitioners’ 

Construing  

It is acknowledged that Kelly’s (1955) PCP was based on his work with White people 

and within the framework of Whiteness. Evidence of this can be seen in Kelly’s proposition 

that every construct is bipolar (e.g., hot vs. cold). This binary and dualistic framework is a 

standard element of Whiteness and is prevalent in Western culture (Sue, 2006). Despite its 

Anglocentrism, the relevance of his theory has been tested and utilised in a diverse range of 

non-White and marginalised population settings (Chaplin, 1985; Hamad, 2012; Moradi et al., 

2009; Naffi & Davidson, 2016; Thomas et al., 2011). As such, PCP offers new theoretical 

avenues for exploring practitioners’ construing in relation to insidious constructs like 

Whiteness and its impact on the mental health treatment process. In this thesis, PCP 
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influenced the conceptual framework and methodological approach, and reinforces the 

practical significance of the findings.  

Conceptually, PCP is unlike other approaches (e.g., social constructivism or 

socioecological theory), given that it was designed to help practitioners understand individual 

psychology as well as to be the basis for clinical practice. Consequently, its postulates and 

principles align well with the concepts of cultural competence and the therapeutic alliance as 

settings in which practitioners and clients create meaning about one another and then act on 

their construing within the therapeutic setting. As demonstrated by the findings of this thesis, 

Kelly’s theory highlights that practitioners regularly undergo a process of hypothesising what 

may happen in any given situation through their own predetermined (e.g., Whiteness) 

constructs (Kelly, 1955). Aligned with the elements and principles of cultural competence and 

therapeutic alliance, practitioners can then test and re-test their predictions or anticipations 

through the behaviours (or experiments) they design and implement.  

While the thesis did not strictly adhere to traditional PCP methodologies (e.g., 

repertory grids or perceiver-element grids), they influenced the design of the thesis, data 

collection techniques (e.g., a modified laddering technique for the interviews) and 

interpretive framework used in this thesis. PCP highlights the importance of triangulation in 

the data collection process conducted by practitioners in their efforts to better understand 

their clients’ mental states and experiences (Thomas, 1979). Thomas (1979, p. 4) explains,  

There is almost infinite scope for the development of methods for eliciting and 

processing and displaying an individual’s constructions of experience and for using 

these to generate powerful and relevant learning conversations in education, 

training, and therapy. 
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While Thomas indicates the use of diverse methods in “education, training, and 

therapy”, these principles are relevant to methodological triangulation in research. As such, 

the use of a systematic literature review, semi-structured interviews, and questionnaire to 

explore practitioners’ construing and constructions helped to reveal, assess, and confirm the 

role of Whiteness in cultural competence and the therapeutic alliance. This demonstrates 

that, despite the use of non-PCP methods, the findings align with the theory given that the 

experiences and perspectives represented in this thesis characterise practitioners’ abilities to 

reflect on the role of identity for themselves, their clients, and social interactions more 

broadly.  

Practically, PCP helped to elucidate how practitioners understood their constructs, 

how constructs fit (or did not) within practitioners’ construct systems, and how they went 

about testing, assessing, and acting on their construing. Interpreting the findings drawing on 

PCP demonstrates the persistence of Whiteness in practitioner construing and its role in 

practitioner engagement or avoidance of Others. PCP indicates that “our processes—

thoughts, feelings and behaviors—operate in a structured manner and are determined by our 

predictions of the future” (Naffi & Davidson, 2016, p. 202). The findings of this thesis therefore 

allow us to predict what demographic, experiential and psychological aspects influence 

practitioner cultural competence and therapeutic alliance. This confirmation has meaningful 

implications for both psychological research and practice. Notably, this adaptation of PCP 

methodology confirms that by engaging clients (and ourselves) to look deeply into personal 

(and social) constructs and construing, we are able to identify constructions and values that 

are common to us all. This aligns with Kelly’s (1955) encouragement for practitioners to adopt 

a credulous approach, imploring them to be open and accepting in order to understand how 

the client experiences the world. Accordingly, a credulous attitude requires the practitioner 
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to subsume the client’s construing system and suspend their own construing system when 

working with diverse people. 

For practitioners who are trained to focus and “work on” the individual, PCP offers a 

framework to help expand their understanding of the systems and influences in which 

psychological practice occurs for themselves and their clients. While other systems theories 

provide a robust understanding of various levels of influence on individuals, they do not 

provide an operational framework from which practitioners can develop practical processes 

to support the development of cultural competence and therapeutic alliance. This thesis 

therefore confirms the utility of PCP as an effective means of understanding and 

contextualising the challenges practitioners may experience when working with non-White 

people and their potential resistance to developing cultural competence and culture-

informed therapeutic alliances as a result of Whiteness and its rigidity.  

Conclusion 

This is the first Australian study to explore mental health practitioners’ construing of 

Whiteness and its impact on non-White people. The findings highlight the persistent role of 

Whiteness on construing White and non-White people. While constructions of Whiteness and 

non-Whiteness were acknowledged, and their impact noted, these constructs were not 

internalised into practitioners’ construct systems. The findings of this thesis indicate that the 

ability to loosen one’s construct system enough to embrace and value difference while also 

tightening one’s construct system to sufficiently restrict the impact of Whiteness is related to  

regular engagement in cultural competence training. Such training helps to transition 

practitioners’ construing, thus allowing them to engage clients in ways that do not constrict 

them (practitioners and clients) within rigid frameworks that constrain mental health and 



 

163 
 

wellbeing. Importantly, the therapeutic alliance between non-White clients and practitioners 

is most at risk when practitioners are resistant to training and maintain negative constructions 

about non-White people.  

The results therefore suggest that advancement in the discourse on constructions of 

White and non-White people amongst Australian mental health practitioners is sorely needed 

to increase the impact of cultural competence training, especially for non-White and more 

experienced practitioners. 

Drawing on PCP to interpret the findings in relation to processes of transition helped 

to explain the development of practitioners’ cultural competence and therapeutic alliance. 

PCP highlights the need for practitioners to not only tolerate but desire and, therefore, seek 

out opportunities to consistently loosen and reconstruct their construing about themselves 

and others. While the classroom is often considered the place for the development of cultural 

competence, the findings indicate that the skills learnt in training are best honed within the 

safety of the therapeutic alliance.  

Interactions with clients become opportunities for the development of the 

therapeutic alliance, but also a space where both the practitioner and the client can safely 

loosen their construing of one another. The benefit—for both parties—is the opportunity to 

deliver and engage in treatment with full recognition of the impact of Whiteness but without 

having to be bound by it. The relationship can be the site for and source of reconstruing of 

the Other. With an increasingly diverse population, the challenge for all people is to welcome 

interpersonal processes and the concomitant discomfort of engaging with re/constructions 

that confront the ways we make sense of the world—providing avenues for constructive 

alternativism.  
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The thesis demonstrates that understanding our construction systems through a PCP 

lens is a fruitful platform from which cross-cultural psychological research, training, and 

practice can look towards the development of practitioner cultural competence and safe 

therapeutic alliance in Australia.  

 

 



 

165 
 

References (Chapters 1 & 5) 

Abrams, L. S., & Gibson, P. (2007). Teaching notes: Reframing multicultural education: Teaching white 

privilege in the social work curriculum. Journal of Social Work Education, 43(1), 147-160.  

AHPRA. (2020). Code of conduct PC011. Retrieved 13 November from 

https://www.ahpra.gov.au/documents/default.aspx?record=WD20%2F29812&dbid=AP&chk

sum=LAYHzybiRhrXRjTAhtb%2FcQ%3D%3D 

Anderson, W. (2003). The cultivation of whiteness: science, health and racial destiny in Australia. Basic 

Books.  

Applebaum, B. (2010). Being white, being good: White complicity, white moral responsibility, and social 

justice pedagogy. Lexington Books.  

Arthur, N., & Januszkowski, T. (2001). The multicultural counselling competencies of Canadian 

counsellors. Canadian Journal of Counselling, 35(1), 36-48.  

Atkinson, D. R., & Thompson, C. E. (1992). Racial, ethnic, and cultural variables in counseling. In S. D. 

Brown, R. W. Lent, S. D. Brown, & R. W. Lent (Eds.), Handbook of counseling psychology (2nd 

ed.). (pp. 349-382). John Wiley & Sons.                         

Australian Bureau of Statistics. (2014a). 4102.0 – Australian Social Trends, 2014  

http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features102014 

Australian Bureau of Statistics. (2014b). Where do migrants live? 4102.0 – Australian social trends, 

2014  http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features102014 

Australian Institute of Health and Welfare. (2021). Mental health workforce. Retrieved 4 November 

from https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-

australia/report-contents/mental-health-workforce 

Baima, T., & Sude, M. E. (2020). What white mental health professionals need to understand about 

whiteness: A Delphi study. Journal of marital and family therapy, 46(1), 62-80.  

Bannister, D., & Fransella, F. (1971). Inquiring man: the theory of personal constructs. Penguin.  

https://www.ahpra.gov.au/documents/default.aspx?record=WD20%2F29812&dbid=AP&chksum=LAYHzybiRhrXRjTAhtb%2FcQ%3D%3D
https://www.ahpra.gov.au/documents/default.aspx?record=WD20%2F29812&dbid=AP&chksum=LAYHzybiRhrXRjTAhtb%2FcQ%3D%3D
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features102014
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0main+features102014
https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-contents/mental-health-workforce
https://www.aihw.gov.au/reports/mental-health-services/mental-health-services-in-australia/report-contents/mental-health-workforce


 

166 
 

Bannister, D., & Fransella, F. (1986). Inquiring man: The psychology of personal constructs. Croom 

Helm.  

Barratt, R. (2008). The relationship between counselor and client racial identity attitudes and client 

perceptions of counselor competency.  

Beagan, B. L., & Chacala, A. (2012). Culture and diversity among occupational therapists in Ireland: 

when the therapist is the 'diverse' one. The British Journal of Occupational Therapy, 75(3), 144-

151.  

Bennett, B., Zubrzycki, J., & Bacon, V. (2011). What Do We Know? The Experiences of Social Workers 

Working Alongside Aboriginal People. Australian Social Work, 64(1), 20-37.  

Bentley, P., Jovanovic, A., & Sharma, P. (2008). Cultural diversity training for UK healthcare 

professionals: A comprehensive nationwide cross-sectional survey [Article]. Clinical Medicine, 

Journal of the Royal College of Physicians of London, 8(5), 493-497.  

Bitney, C. (2012). Broaching racial difference between African American clients and White counselors: 

Racial identity attitudes and therapy process [Ph.D., New School University]. ProQuest 

Dissertations & Theses A&I. Ann Arbor.  

Brewer, J., & Hunter, A. (1989). Multimethod research: A synthesis of styles. Sage Publications, Inc.  

Buckenham, M. A. (1998). Socialization and personal change: A personal construct psychology 

approach. Journal of advanced nursing, 28(4), 874-881.  

Campinha-Bacote, J. J. T. N. C. o. N. A. (1994). Cultural competence in psychiatric mental health 

nursing. A conceptual model. 29(1), 1-8.  

Chao, R. (2006). Counselors' Multicultural Competencies: Race, Training, Ethnic Identity, and Color-

Blind Racial Attitudes. In G. R. Walz, J. C. Bleuer, R. K. Yep, G. R. Walz, J. C. Bleuer, & R. K. Yep 

(Eds.), Vistas: Compelling perspectives on counseling 2006. (pp. 73-76). American Counseling 

Association.  



 

167 
 

Chao, R. C.-L. (2013). Race/Ethnicity and Multicultural Competence Among School Counselors: 

Multicultural Training, Racial/Ethnic Identity, and Color-Blind Racial Attitudes. Journal of 

Counseling and Development, 91(2), 140-151.  

Chao, R. C. L., Mallinckrodt, B., & Wei, M. (2012). Co-occurring presenting problems in African 

American college clients reporting racial discrimination distress [Article]. Professional 

Psychology: Research and Practice, 43(3), 199-207.  

Chaplin, M. (1985). Implications in personal construct theory for teaching reading to Black students. In 

C. Brooks (Ed.), Tapping Potential: English and Language Arts for the Black Learner (pp. 131-

138). National Council of Teachers of English.  

Clark, C. R., Mercer, S. H., Zeigler-Hill, V., & Dufrene, B. A. (2012). Barriers to the success of ethnic 

minority students in school psychology graduate programs [Review]. School Psychology 

Review, 41(2), 176-192.  

Consoli, A. J., Kim, B. S. K., & Meyer, D. M. (2008). Counselors' Values Profile: Implications for 

Counseling Ethnic Minority Clients. Counseling and Values, 52(3), 181-197.  

Constantine, M. G. (1995). Survey of Professional Needs of Division 17's Ethnic and Racial Minority 

Psychologists.  

Constantine, M. G. (2002). Predictors of satisfaction with counseling: Racial and ethnic minority clients' 

attitudes toward counseling and ratings of their counselors' general and multicultural 

counseling competence. Journal of Counseling Psychology, 49(2), 255-263.  

Constantine, M. G. (2002). Racism attitudes, White racial identity attitudes, and multicultural 

counseling competence in school counselor trainees. Counselor Education and Supervision, 

41(3), 162.  

Cote, R. L. (1995). George Kelly: The Theory of Personal Constructs and His Contributions to Personality 

Theory. U. D. o. E. R. I. Center.  



 

168 
 

Crans, C. (2013). Exploring adolescent experiences of race, ethnicity, and socioeconomic status in 

counseling relationships: A qualitative approach [Ph.D., Western Michigan University]. Ann 

Arbor.  

Crass, C. (2002). Beyond the Whiteness–Global Capitalism and White Supremacy. The Global Activist's 

Manual: Local Ways to Change the World, 89-95.  

Creswell, J. W., & Clark, V. L. P. (2007). Designing and conducting mixed methods research.  

Cross, W. M., & Bloomer, M. J. (2010). Extending boundaries: Clinical communication with culturally 

and linguistically diverse mental health clients and carers [Article]. International Journal of 

Mental Health Nursing, 19(4), 268-277.  

Dasgupta, N. (2009). Color lines in the mind: Implicit prejudice, discrimination, and the potential for 

change. In A. Grant-Thomas & G. Orfield (Eds.), Twenty-First Century Color Lines: Multiracial 

Change in Contemporary America (pp. 97-117). Temple University Press.  

DiAngelo, R. (2018). White fragility: Why it's so hard for white people to talk about racism. Beacon 

Press.  

Dickson, G. L., & Jepsen, D. A. (2007). Multicultural Training Experiences as Predictors of Multicultural 

Competencies: Students' Perspectives. Counselor Education and Supervision, 47(2), 76-95.  

Dogra, N., & Karim, K. (2005). Diversity training for psychiatrists [Review]. Advances in Psychiatric 

Treatment, 11(3), 159-167.  

Dune, T., Caputi, P., & Walker, B. (2018). A systematic review of mental health care workers' 

constructions about culturally and linguistically diverse people. PloS one, 13(7), 1-20.  

Dune, T., Caputi, P., Walker, B. M., Olcon, K., MacPhail, C., Firdaus, R., & Thepsourinthone, J. (2021a). 

Australian mental health care practitioners’ construing of non-White and White people: 

Implications for cultural competence and therapeutic alliance. BMC psychology, 9(1), 1-17.  

Dune, T., Caputi, P., Walker, B. M., Olcon, K., MacPhail, C., Firdaus, R., & Thepsourinthone, J. (2021b). 

Construing Non-White and White Clients: Mental Health Practitioners’ Superordinate 



 

169 
 

Constructs Related to Whiteness and Non-Whiteness in Australia. Journal of Constructivist 

Psychology. https://doi.org/10.1080/10720537.2021.1916662  

Dune, T., Chimoriya, R., Caputi, P., MacPhail, C., Olcon, K., & Ogbeide, A. (2022). Australian Mental 

Health Care Practitioners' Cultural Competence, Therapeutic Alliance, Desirable Responding 

and Racial/Ethnic Attitudes. BMC psychology. 10(119). 1-17 

https://doi.org/10.1186/s40359-022-00818-4  

Dune, T., McLeod, K., & Williams, R. (2021c). Culture, Diversity and Health in Australia: Towards 

Culturally Safe Health Care. Routledge.  

Erlandson, D. A. (1993). Doing naturalistic inquiry: A guide to methods. Sage.  

Firestone, W. A. (1993). Alternative arguments for generalizing from data as applied to qualitative 

research. Educational researcher, 22(4), 16-23.  

Flores, Y. G. (2013). Chicana and Chicano mental health: Alma, Mente y Corazón  [Book]. University of 

Arizona Press.  

Frances, M. (2004). The C-P-C cycle. http://www.pcp-net.org/encyclopaedia/cpc.html 

Fransella, F. (2004a). Constellatory stereotypical construing. http://www.pcp-

net.org/encyclopaedia/constell.html 

Fransella, F. (2004b). Creativity cycle. http://www.pcp-net.org/encyclopaedia/creat-cycle.html 

Freud, S. (1912). Recommendations to physicians practising psycho-analysis. The Standard Edition of 

the Complete Psychological Works of Sigmund Freud: The Case of Schreber, Papers on 

Technique and Other Works, Volume XII (1911-1913), 109-120.  

Freud, S. (1913). Further recommendations in the technique of psychoanalysis. Collected papers, 2, 

342-365.  

Freud, S. (1958). On beginning the treatment (further recommendations on the technique of psycho-

analysis I). In The Standard Edition of the Complete Psychological Works of Sigmund Freud, 

Volume XII (1911-1913): The Case of Schreber, Papers on Technique and Other Works (pp. 121-

144).  

http://www.pcp-net.org/encyclopaedia/cpc.html
http://www.pcp-net.org/encyclopaedia/constell.html
http://www.pcp-net.org/encyclopaedia/constell.html
http://www.pcp-net.org/encyclopaedia/creat-cycle.html


 

170 
 

Fuertes, J. N., & Brobst, K. (2002). Clients' ratings of counselor multicultural competency. Cultural 

Diversity and Ethnic Minority Psychology, 8(3), 214-223.  

Gram, M. (2007). Whiteness and western values in global advertisements: an exploratory study. 

Journal of Marketing Communications, 13(4), 291-309.  

Greenson, R. R. (1967). The technique of psychoanalysis. Int. Univ. Press, New York Hayward RH (1974). 

Process and outcome consequences of therapist self-disclosure.  

Guba, E., & Lincoln, Y. (1985). Naturalistic inquiry (Vol. 75). Beverly Hills, CA: Sage. 

Guba, E., & Lincoln, Y. (1989). Fourth generation evaluation. Sage.  

Guess, T. J. (2006). The social construction of whiteness: Racism by intent, racism by consequence. 

Critical Sociology, 32(4), 649-673.  

Halcomb, E., & Hickman, L. (2015). Mixed methods research. Nursing Standard, 29(32), 41-47.  

Hamad, E. O. (2012). Personal constructs of Saudi Arabian graduate students studying at a large 

Canadian university: A personal construct theory approach. University of Western Ontario 

Harris, K. C. (1991). An expanded view on consultation competencies for educators serving culturally 

and linguistically diverse exceptional students. Teacher Education and Special Education: The 

Journal of the Teacher Education Division of the Council for Exceptional Children, 14(1), 25-29.  

Horevitz, E., Lawson, J., & Chow, J. C. C. (2013). Examining cultural competence in health care: 

Implications for social workers [Article]. Health and Social Work, 38(3), 135-145.  

Horsburgh, D. (2003). Evaluation of qualitative research. J Clin Nurs, 12(2), 307-312.  

Hytten, K., & Warren, J. (2003). Engaging whiteness: How racial power gets reified in education. 

International Journal of Qualitative Studies in Education, 16(1), 65-89.  

Ito, K. L., & Maramba, G. G. (2002). Therapeutic beliefs of Asian American therapists: Views from an 

ethnic-specific clinic [Article]. Transcultural Psychiatry, 39(1), 33-73.  

Kelly, G. (1955). Personal construct psychology. Norton.  

King, C. R., & Springwood, C. F. (2001). Team Spirits: The Native American Mascots Controversy. 

University of Nebraska Press.  



 

171 
 

Klimidis, S., Minas, H., & Kokanovic, R. (2006). Ethnic minority community patients and the Better 

Outcomes in Mental Health Care initiative [Article]. Australasian Psychiatry, 14(2), 212-215.  

Kow, D. (2010). The (un) compelling interest for underrepresented minority students: Enhancing the 

education of White students underexposed to racial diversity. Berkeley La Raza LJ, 20, 157.  

Kuo, B. C. H., & Arcuri, A. (2014). Multicultural therapy practicum involving refugees: Description and 

illustration of a training model [Article]. Counseling Psychologist, 42(7), 1021-1052.  

Larson, K. E., & Bradshaw, C. P. (2017). Cultural competence and social desirability among 

practitioners: A systematic review of the literature. Children and Youth Services Review, 76, 

100-111.  

Lavelle, E., Vuk, J., & Barber, C. (2013). Twelve tips for getting started using mixed methods in medical 

education research. Medical Teacher, 35(4), 272-276.  

Lee, D. Y., Sutton, R., France, M. H., & Uhlemann, M. (1983). Effects of counselor race on perceived 

counseling effectiveness [Article]. Journal of Counseling Psychology, 30(3), 447-450.  

Lester, D. (2009). Emotions in Personal Construct Theory: A Review. Personal Construct Theory and 

Practice, 6, 90-98.  

Lewis, A. E. (2004). What Group?” Studying Whites and Whiteness in the Era of Color‐Blindness. 

Sociological theory, 22(4), 623-646.   

Liamputtong, P. (2010). Performing qualitative cross-cultural research. Cambridge University Press.  

Liamputtong, P. (2013). The science of words and the science of numbers. Oxford University Press. 

Liamputtong, P. (2020). Qualitative research methods (5th ed.). Oxford University Press.  

Lineman, J. M. (2011). Culturally and linguistically diverse decision-making: Development of a survey 

tool [Ph.D., University of Denver]. ProQuest Dissertations & Theses A&I. Ann Arbor.  

Lu, J. (2017). Multicultural Counseling Knowledge and Awareness Scale: Re-exploration and 

refinement. International Journal for the Advancement of Counselling, 39(1), 14-27.  

Magdalena Tascón, S. (2008). Narratives of race and nation: Everyday whiteness in Australia. Social 

identities, 14(2), 253-274.  



 

172 
 

Malat, J., Clark-Hitt, R., Burgess, D. J., Friedemann-Sanchez, G., & Van Ryn, M. (2010). White doctors 

and nurses on racial inequality in health care in the USA: whiteness and color-blind racial 

ideology. Ethnic and Racial Studies, 33(8), 1431-1450.  

Malat, J., Mayorga-Gallo, S., & Williams, D. R. (2018). The effects of whiteness on the health of whites 

in the USA. Social Science & Medicine, 199, 148-156.  

Manderson, L., & Allotey, P. (2003). Cultural politics and clinical competence in Australian health 

services. Anthropology & Medicine, 10(1), 71-85.  

Mapedzahama, V., & Kwansah-Aidoo, K. (2017). Blackness as burden? The lived experience of black 

Africans in Australia. SAGE Open, 7(3), 1-13.  

Marguet, N. (2017). Organisational decision-making: A personal construct perspective. University of 

Manchester, United Kingdom.  

Maroney, P., Potter, M., & Thacore, V. R. (2014). Experiences in occupational therapy with Afghan 

clients in Australia. Australian Occupational Therapy Journal, 61(1), 13-19.  

Martin, D. J., Garske, J. P., & Davis, M. K. (2000). Relation of the therapeutic alliance with outcome and 

other variables: a meta-analytic review. Journal of consulting and clinical psychology, 68(3), 

438.  

Merriam, S. B. (1998). Qualitative Research and Case Study Applications in Education. Revised and 

Expanded from " Case Study Research in Education". ERIC.  

Micheal, S., Ogbeide, A. E., Arora, A., Alford, S., Firdaus, R., Lim, D., & Dune, T. (2021). Exploring Tertiary 

Health Science Student Willingness or Resistance to Cultural Competency and Safety 

Pedagogy. International Journal of Environmental Research and Public Health, 18(17), 9184.  

Moleiro, C., Freire, J., & Tomsic, M. (2013). Immigrant perspectives on multicultural competencies of 

clinicians: a qualitative study with immigrants in Portugal. International Journal of Migration, 

Health, and Social Care, 9(2), 84-95.  

Moodley, R. (2000). Representation of subjective distress in black and ethnic minority patients: 

Constructing a research agenda [Article]. Counselling Psychology Quarterly, 13(2), 159-174.  



 

173 
 

Moodley, R. (2007). (Re)placing multiculturalism in counselling and psychotherapy [Article]. British 

Journal of Guidance and Counselling, 35(1), 1-22.  

Moradi, B., van den Berg, J. J., & Epting, F. R. (2009). Threat and guilt aspects of internalized antilesbian 

and gay prejudice: An application of personal construct theory. Journal of Counseling 

Psychology, 56(1), 119.  

Moreton-Robinson, A. (2000). Talkin' up to the white woman: Aboriginal women and feminism. 

University of Queensland Press.  

Moreton-Robinson, A. (2004). Whiteness, epistemology and Indigenous representation. Whitening 

race: Essays in social and cultural criticism(1), 75-88.  

Naffi, N., & Davidson, A.-L. (2016). Examining the integration and inclusion of Syrian refugees through 

the lens of personal construct psychology. Personal Construct Theory and Practice, 13, 200-

209.  

Neville, H., Spanierman, L., & Doan, B.-T. (2006). Exploring the association between color-blind racial 

ideology and multicultural counseling competencies. Cultural Diversity and Ethnic Minority 

Psychology, 12(2), 275.  

Neville, H. A., Heppner, M. J., Louie, C. E., Thompson, C. E., Brooks, L., & Baker, C. E. (1996). The impact 

of multicultural training on White racial identity attitudes and therapy competencies. 

Professional Psychology: Research and Practice, 27(1), 83-89.  

Noda, F. (2011). Reflections on the road to becoming a cultural psychiatrist [Article]. Transcultural 

Psychiatry, 48(1-2), 79-89.  

O'Dowd, M. (2011). Australian Identity, History and Belonging: The Influence of White Australian 

Identity on Racism and the Non-acceptance of the History of Colonisation of Indigenous 

Australians. International Journal of Diversity in Organisations, Communities & Nations, 10(6), 

29-44.  

Olcon, K. (2020). Confronting Whiteness: White US Social Work Students’ Experiences Studying Abroad 

in West Africa. Journal of Teaching in Social Work, 40(4), 318-335.  



 

174 
 

Olson, R., Bidewell, J., Dune, T., & Lessey, N. (2016). Developing Cultural Competence through Self-

Reflection in Interprofessional Education in Australia. Journal of Interprofessional Care, 30(3), 

347–354.  

Owen, J., Tao, K. W., Imel, Z. E., Wampold, B. E., & Rodolfa, E. (2014). Addressing racial and ethnic 

microaggressions in therapy [Article]. Professional Psychology: Research and Practice, 45(4), 

283-290.  

Paulhus, D. L. (1994). Balanced inventory of desirable responding: Reference manual for BIDR version 

6. Unpublished manuscript, University of British Columbia, Vancouver, Canada.  

Pope-Davis, D. B., Reynolds, A. L., Dings, J. G., & Nielson, D. (1995). Examining multicultural counseling 

competencies of graduate students in psychology. Professional Psychology: Research and 

Practice, 26(3), 322-329.  

Pope‐Davis, D. B., & Ottavi, T. M. (1994). Examining the Association Between Self‐Reported 

Multicultural Counseling Competencies and Demographic Variables Among Counselors. 

Journal of Counseling & Development, 72(6), 651-654.  

Rathod, S., Kingdon, D., Phiri, P., & Gobbi, M. (2010). Developing culturally sensitive cognitive 

behaviour therapy for psychosis for ethnic minority patients by exploration and incorporation 

of service users' and health professionals' views and opinions [Article]. Behavioural and 

Cognitive Psychotherapy, 38(5), 511-533.  

Roysircar, G. (2005). Culturally Sensitive Assessment, Diagnosis, and Guidelines. In M. G. Constantine, 

D. W. Sue, (Eds.), Strategies for building multicultural competence in mental health and 

educational settings. (pp. 19-38). John Wiley & Sons Inc. 

Roysircar, G., Gard, G., Hubbell, R., & Ortega, M. (2005). Development of Counseling Trainees' 

Multicultural Awareness Through Mentoring English as a Second Language Students. Journal 

of Multicultural Counseling and Development, 33(1), 17-36.  

Roysircar, G., Webster, D. R., Germer, J., Palensky, J. J., Lynne, E., Campbell, G. R., Yang, Y., Liu, J., & 

Blodgett-McDeavitt, J. (2003). Experiential training in multicultural counseling: 



 

175 
 

Implementation and evaluation of counselor process. In G. Roysircar, D. S. Sandhu, V. E. 

Bibbins, & Sr (Eds.), Multicultural competencies: A guidebook of practices (pp. 3-15). 

Association for Multicultural Counseling & Development.  

Ruelas, S. R. (2000). Multicultural counseling competencies [Ph.D., University of California, Santa 

Barbara]. ProQuest Dissertations & Theses A&I. Ann Arbor.  

Sale, J. E. M., & Brazil, K. (2004). A Strategy to Identify Critical Appraisal Criteria for Primary Mixed-

Method Studies. Quality & quantity, 38(4), 351-365.  

Schech, S., & Haggis, J. (2001). Migrancy, multiculturalism and whiteness: Re-charting core identities 

in Australia. Communal/Plural: Journal of Transnational & Cross-Cultural Studies, 9(2), 143-

159.  

Shenton, A. K. (2004). Strategies for ensuring trustworthiness in qualitative research projects. 

Education for information, 22(2), 63-75.  

Sodowsky, G. R., Taffe, R. C., Gutkin, T. B., & Wise, S. L. (1994). Development of the Multicultural 

Counseling Inventory: A self-report measure of multicultural competencies. Journal of 

Counseling Psychology, 41(2), 137.  

Steele, D. C. (2011). Social justice advocacy and counselor education: A study of counselor educators' 

and counseling interns' perceptions of social justice advocacy training [Ph.D., Western 

Michigan University]. Ann Arbor.  

Sue, D. W. (2006). The Invisible Whiteness of Being: Whiteness, White Supremacy, White Privilege, and 

Racism. In M. G. Constantine & D. W. Sue (Eds.), Addressing racism: Facilitating cultural 

competence in mental health and educational settings (pp. 15-30). John Wiley & Sons Inc.  

Sue, S., & Zane, N. (1987). The Role of Culture and Cultural Techniques in Psychotherapy: A Critique 

and Reformulation [Article]. American Psychologist, 42(1), 37-45.  

Tanner, A. E., Reboussin, B. A., Mann, L., Ma, A., Song, E., Alonzo, J., & Rhodes, S. D. (2014). Factors 

Influencing Health Care Access Perceptions and Care-seeking Behaviors of Immigrant Latino 



 

176 
 

Sexual Minority Men and Transgender Individuals: Baseline Findings from the HOLA 

Intervention Study. Journal of health care for the poor and underserved, 25(4), 1679-1697.  

Thomas, L. F. (1979). Construct, Reflect and Converse: The Conversational Reconstruction. In D. 

Bannister & P. Stringer (Eds.), Constructs of Sociality and Individuality (pp. 1-20). Centre for the 

Study of Human Learning.  

Thomas, S., Butler, R., Hare, D. J., & Green, D. (2011). Using personal construct theory to explore self‐

image with adolescents with learning disabilities. British Journal of Learning Disabilities, 39(3), 

225-232.  

Tummala-Narra, P. (2007). Skin color and the therapeutic relationship [Review]. Psychoanalytic 

Psychology, 24(2), 255-270.  

Uhlemann, M. R., Lee, D. Y., & France, H. (1988). Counsellor ethnic differences and perceived 

counselling effectiveness [Article]. International Journal for the Advancement of Counselling, 

11(4), 247-253.  

Van Manen, M. (2016). Researching lived experience: Human science for an action sensitive pedagogy. 

Routledge.  

Walker, B., Oades, L., Caputi, P., Stevens, C., & Crittenden, N. (2000). Going beyond the scientist 

metaphor: From validation to experience cycles. The person in society: Challenges to a 

constructivist theory, 100-113.  

Wampold, B. E., Casas, J. M., & Atkinson, D. R. (1981). Ethnic bias in counseling: An information 

processing approach [Article]. Journal of Counseling Psychology, 28(6), 498-503.  

Weisman de Mamani, A. G., Tuchman, N., & Duarte, E. A. (2010). Incorporating religion/Spirituality 

into treatment for serious mental illness [Article]. Cognitive and Behavioral Practice, 17(4), 

348-357.  

Harding, T., & Whitehead, D. (2013). Analysing data in qualitative research. Nursing & midwifery 

research: Methods and appraisal for evidence-based practice, 141-160.  



 

177 
 

Winter, D. (2013). Personal construct psychology in clinical practice: Theory, research and applications. 

Routledge.  

Wood, P. S., & Mallinckrodt, B. (1990). Culturally Sensitive Assertiveness Training for Ethnic Minority 

Clients [Article]. Professional Psychology: Research and Practice, 21(1), 5-11.  

Zane, N., Sue, S., Chang, J., Huang, L., Huang, J., Lowe, S., Srinivasan, S., Chun, K., Kurasaki, K., & Lee, 

E. (2005). Beyond ethnic match: Effects of client-therapist cognitive match in problem 

perception, coping orientation, and therapy goals on treatment outcomes [Article]. Journal of 

Community Psychology, 33(5), 569-585.  

Zetzel, E., R. (1956). An Approach to the Relation Between Concept and Content in Psychoanalytic 

Theory—(With Special Reference to the Work of Melanie. Psychoanalytic Study of the Child, 

11, 99-121.  

Zufferey, C. (2013). ‘Not knowing that I do not know and not wanting to know’: Reflections of a white 

Australian social worker. International Social Work, 56(5), 659-673.  



 

178 
 

Appendix A: Ethics Approval Confirmation 



 

179 
 



 

180 
 

 



 

181 
 

Appendix B: Participant Information Sheets  



 

182 
 



 

183 
 

 

 



 

184 
 

 



 

185 
 

 



 

186 
 

Appendix C: Quantitative Online Questionnaire   



 

187 
 



 

188 
 



 

189 
 



 

190 
 



 

191 
 



 

192 
 



 

193 
 



 

194 
 



 

195 
 



 

196 
 



 

197 
 



 

198 
 



 

199 
 



 

200 
 



 

201 
 



 

202 
 



 

203 
 

 


	Mental Health Care Practitioners’ Construing about non-White people: Implications for Cultural Competence and the Therapeutic Alliance
	tmp.1679620634.pdf.EOARG

