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Working with Diversity in Psychotherapy and Counselling 

Joanna L. Ringrose 

 

What follows is an account exploring the popular “isms” looking at the ways 

in which out groups and individuals are discriminated against with an 

exploration of some of the less publicised prejudices. Specifically, I intend to 

critically evaluate literature on discrimination, bias and prejudice in respect to 

four broad classes 1.) race, culture, ethnicity and religiosity; 2.) sex, gender 

and homosexuality; 3.) class; and 4.) individual difference factors such as age, 

obesity, physical handicaps and so forth. 

 

There is substantial literature pertaining to areas of diversity, the majority of 

which focuses on the popular “isms”, racism, sexism etc. Also, some 

researchers such as Goffman (1963) have endeavoured to categorise various 

stigmatised groups. However, in exploring the literature on diversity, I have 

become somewhat surprised and perturbed to discover that I have been 

unable to find anyone who promulgates their ideas of a particular “ism” in 

relation to diversity generally. Hence I have read numerous articles which 

focus attention upon one “ism”. My unease about this discovery stems from 

the realisation that researchers, in this apparent lack of understanding of the 

importance of looking at diversity as a whole, or in the context of a whole, 

may inadvertently exacerbate the very condition they are trying to ameliorate 

through their publicity. Surely an article which focuses upon one issue, be it 

homosexuality, racism, or whatever “ism” one cares to choose, in that focus, 

draws attention away from all other aspects of difference. For example, if 

there are three thousand articles written about racism and one about weight-

“ism” what does that say to the people who have been prejudiced against 

because they are obese? (note weight-ism is not as yet an accepted word, 

unlike racism, sexism etc which in itself seems highly significant). Also I am 

left wondering which particular “ism” I am supposed to focus my attention 

upon if someone is from several perceived “out” groups, being say black and 

disabled for example. Therefore, lastly, I use “isms” in this account purely for 

example purposes, I sincerely don’t want my reader to go away with the 

assumption that I am convinced that some “isms” are more important than 

others, in this respect I am very dubious. 

 

However, some researchers, for example, Crocker (1993) argue the possibility 

that differences which cannot be concealed from public gaze such as skin 

colour, physical handicaps, physical deformities, age, sex, weight, height, may 

be more debilitating than differences which can be concealed from others, 

such as homosexuality, learning difficulties and religiosity. There is an 

argument that the person who has an obvious difference has no choice as 
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regards public responses to their difference and therefore is more likely to 

receive prejudice or discrimination as a result. However, Crocker (1993) also 

notes; 

 

“some conditions such as being physically handicapped or being from a 

disadvantaged racial group, elicit positive responses from many people, such 

as sympathy concern or the desire to be egalitarian in addition to negative 

responses”(p.61). 

 

However in writing about the possible positive effects which may arise from 

having an obvious difference, I am ascribing to the possibility of a hierarchy 

and in that creating an imbalance of emphasis, whereby some differences may 

be argued to be more important or damaging than others. Also, I can hear the 

shouts from those people with “unconcealed differences” whose experiences 

have been more negative than positive and also the response from still further 

people who do not wish to attract “sympathy concern or a desire to be 

egalitarian” from onlookers. 

 

When reading about cross dressing, transvestism and gender identity (Bland 

1994), I drew the conclusion that this group of people had decided that, 

generally speaking, concealment of their gender identity from the public gaze, 

was preferential. I based this on the realisation that few men, who look like 

men dressed as women, (rather than men who can pass in terms of physical 

appearance as women) openly dress as women. I say generally speaking 

because there are and have been several television celebrities who openly 

dress as women (e.g. Lilly Savage). Maybe then concealing ones difference is 

better than non concealment?  

 

Also, in terms of cross dressing, it seems that some men have striven for a 

level of acceptability through making fun of their difference. So we have the 

dame at the pantomime who we all howl with laughter at? The likes of Dame 

Edna on the television who is also hilarious? In some bazaar way I felt duped 

when I first read of the plight of men who feel aggrieved at people laughing 

at their cross dressing. Isn’t this what we have always been encouraged to do? 

However, what effect has this had upon other cross dressers who would like 

to publicly express their feminine gender but don’t want to be laughed at? 

 

The exploration of literature on gender identity also brought up a whole host 

of other inequalities, I noted that it is acceptable for women to dress in suits 

and how society may label them feminist but men in skirts (kilts excepted) 

have a clinical condition, gender dysphoria (Bland 1994). Also, I realise that 

writing of difference in terms of groups, in this instance gender identity, I am 

encouraging the reader to assume that members in that group will be all the 
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same, when in reality there is diversity within all groups. Hence, there are 

men who feel they have been born into the wrong body and want sex 

realignment and those who have a satisfaction with being purely male and 

wish to cross dress occasionally. Also, within these two groups will be more 

groups based on issues unrelated to their gender, until finally we see the 

individual. I feel strongly that society’s assumption that masculinity and 

femininity fall neatly into two categories is wrong. I contest that gender is 

relative and therefore on a continuum, where people may be more or less 

masculine or feminine based on a whole host of factors including genes, 

physiology, nurturing etc.  

 

What this does tell me about difference issues, is that they are socially 

constructed. Society informs us of what is acceptable and unacceptable. 

Archer (1985) writes that the specific conditions which illicit negative 

reactions from others may change over time as knowledge, tastes and public 

acceptance of deviant conditions and behaviours change. Thus stigma arises 

not in the condition itself but in other’s reactions to that condition. This is 

evident in terms of waist lines which have gone in and out as fashions change 

in different eras. Also the stigma associated with homosexuality appears to be 

abating as society generally is encouraged to address its prejudice against 

homosexuality through greater media coverage. 

 

Crocker (1993) also adds that the level of prejudice against an individual’s 

particular difference, is likely related to society’s perception of the 

individual’s perceived control over their stigmatised difference. Hence she 

argues that people who are overweight, likely suffer greater prejudice because 

many in society see this as the obese person’s fault. Weiner Perry, & 

Magnusson (1988) calls such differences controllable and in the case of such 

stigmas the person is likely to feel and take responsibility for the negativity 

they receive in response and blame themselves for that response more readily 

than a stigma which is classed uncontrollable, for example being black. 

 

I have deliberately focussed on differences which have been less evidenced 

and researched in the literature first. This is my difference and with it I have, 

in some domains, sacrificed an ability to formulate adequate discussion 

around how these minority differences have been researched to show they 

influence therapeutic practice. Whilst I know they will do, the research is very 

sparse. However, I felt that if I tried to address the imbalance that I see as 

regards diversity by only looking at minority differences then I am as guilty 

of bias as those who have focussed just upon the popular “isms”. I also 

questioned the political correctness of writing an account on diversity and not 

mentioning racism but note that I didn’t have this concern around not 

including any other “ism”. Also I toyed with considerations of what “ism” 
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should be included where and why. With all these issues in mind, I now turn 

my attention to the popular “isms”  and how they have the potential to 

influence therapy.  

 

One of the widely publicised of the “isms” is racism. However, Dovidio, 

Gaertner & Bachman (2001) write;   

 

“most acts of modern racism are of the covert type.. it is identified as a 

modern form of prejudice that characterises the racial attitudes of many 

whites who endorse egalitarian values, who regard themselves as non 

prejudiced, but who discriminate in subtle rationalizable ways” (p.418).  

 

Similarly, Bobo, Kleugel and Smith (1996) write,  

 

“people may presume they are racist free but unconscious forces are at work 

and may drive more of their judgements and behaviours than they 

consciously know or wish to know”.  

 

In terms of therapy, here seemingly lies the biggest dilemma for therapists. If 

therapists are unaware of their prejudice or bias they are unlikely to respond 

differently. Laszloffy and Hardy (2000) argues that before a therapist can take 

steps against racism they first need to develop their own racial awareness and 

sensitivity. Racial awareness is the ability to recognise racism exists. Part of 

this awareness is an understanding that whites have privileges that people 

from minority groups do not. For example whites are more likely to be 

attended to in an emergency (Dovidio, Gaertner, Kawakami & Hodson, 2002)  

and are more likely to be recommended for a job (Bobo, Kleugel and Smith, 

1996). Whereas African American or Hispanic people for example, are more 

likely to be adversely affected by bias in assessments (Lopez, 1989). Mexican 

Americans are more likely to have their emotional problems underestimated 

due to language interpretation difficulties (Sabin, 1975), Puerto Ricans are 

more likely to be labelled schizophrenic due to their religious and spiritual 

beliefs (Roger and Hollingshead, 1985) and even researchers exploring racial 

bias still use the word Hispanic which subsumes several cultures, Mexican 

American, Cuban, Puerto Rican and Central or South American (Lopez, 1988). 

 

Laszloffy and Hardy (2000) also write; 

 

“because many whites seldom interact with large numbers of people of 

colour, or do not have intense, intimate relationships with them, they do not 

learn how most people of colour see the world, or what is important to them. 

As a result, when interacting cross racially, most do not demonstrate racial 

sensitivity because they do not know how to relate in ways that are racially 
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meaningful, compassionate and respectful from the perspective of most 

people of colour” (p.37). 

 

A further large area of research examining discrimination looks at 

homosexuality gender and sex. Bland (1998) writes that as soon as a baby is 

labelled boy or girl, behaviours will be encouraged and discouraged 

dependent upon that label. Thus children learn what is masculine and 

feminine. Boys grow up remembering when they first wore long trousers, 

discarded their teddy bear, didn’t cry when they fell over and many other 

instances perceived by family and peer group as unmanly. Similarly, girls 

may recall when they were told they mustn’t climb trees, must sit quietly, 

look clean, and learnt they will be good in the house and become “natural” 

mothers. From these societal rules (conditioning) both males and females (or 

should I say females and males to counter any possible subconscious 

patriarchal influences) may learn to suppress what doesn’t fit their ascribed 

sex so as to conform to gender expectations. Alternatively they may react 

against societal rules and be labelled accordingly as effeminate or feminist for 

example. Do these learned responses to stereotypical norms of sex and gender 

roles suddenly disappear as we take on the role of therapist and what 

consequences might these stereotypes have in the therapy room?  

 

There has been a substantial amount of literature looking at sex and gender 

issues in psychotherapy generally with inconclusive findings. For example 

Fuller (1963) found that clients preferred male therapists, whereas Howard, 

Orlinsky, & Hill (1970) found clients preferred female therapists. McKinnon 

(1990) postulated the idea that it was not sex but gender issues which 

influenced clients biases. He found that clients rated androgynous and 

masculine-oriented therapists significantly more favourably than they did 

feminine-oriented therapists. They also found that masculine men were 

accorded the highest ratings and feminine men the lowest. They interpreted 

their results as illustration of stereotypical prejudices.  

 

What clients wish to bring into the therapy room also influences their 

preference for a male or female therapist. McKinnon (1990) also found that 

feminine therapists were preferred when discussion was of a personal nature 

but masculine therapists were preferred when issues related to assertiveness 

and academic concerns. Also both the androgynous and masculine 

orientations were generally rated higher than the feminine orientation. For 

women, he writes; 

 

“compounding this bind is the double bind illustrated by research that on the 

one hand demonstrates that women are disadvantaged by their display of 

what might be regarded as masculine behaviours (Shaffer & Wegley, 1974) 
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but that on the other hand demonstrates that if they wish to move into 

powerful organisational positions, women need to look as masculine and as 

unattractive as possible (Cash & Janda, 1984). Findings that more positive 

qualities are attributed to attractive than moderately or unattractive stimulus 

persons (Moore, Graziano, & Millar, 1987) do nothing to mitigate the 

dilemma”.  

 

There is also a vast amount of literature exploring the role of class in terms of 

psychotherapy. Proctor (2002) writes clients are more likely to be poorer than 

their therapists and from a working class rather than middle class 

background. Tidwell (1992) argues that crisis counselling is the preferred 

format of therapy for the underclass with an emphasis in therapy upon issues 

which she sees are significant, for example issues around low income, health 

problems and stressful life events. She argues it is the preferred format 

because it is inexpensive, brief and symptom oriented. 

 

In terms of working with the elderly, Samuel (1986) states that the therapist 

must truly believe that growth is possible at any age. Therapists also must 

encourage a review of the person's life and an opportunity to expiate past 

offences. Regarding disability, Wilson (2003) emphasises the importance of 

challenging attitudes and reactions to controversial issues in therapy such as 

sex, death and the mystery behind altering body image, and brings to the 

surface the desires, hopes and frustrations of disabled people living in an 

environment ridden with fears and prejudices. What all this literature 

demonstrates however is the diversity of “isms” and the belief by many 

theorists that psychotherapists and counsellors should target specific issues 

when practising with specific client groups. How can this be possible? Can we 

all realistically be experts in every field?  

 

At the time of my undergraduate degree in psychology, the buzz word was 

biopsychosocial. Psychologists use of this word appeared to be their way of 

trying to explore people in an all encompassing way. However I came to 

realise that like researchers use of “isms” this new word was far from 

encompassing and focused attention onto behaviours which neatly fit one of 

these categories i.e. biology, psychology or sociology. I questioned where 

spiritualism entered into explorations of people, or religiosity for example? I 

began to feel discontented with the limits placed on this new word despite its 

attempt to be all encompassing it wasn’t and isn’t. I was therefore very 

attracted to the idea of a psychotherapy that looked at the individual person. 

The Client-Centred approach doesn’t have pigeon holes in which to place 

people in terms of either their emotional well-being or how they are in 

society. People are seen just as individuals with no two truly alike and all 
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equally valued. I therefore was very drawn to this approach for this reason. In 

a similar vein Goldfried (1999) writes; 

 

“our therapeutic schemas serve as a hindrance to our effective functioning, 

particularly when they lead us to distort information provided, inaccurately 

fill in the gaps, or selectively recall that which fits with our theoretical 

construction”. 

 

However, I have realised that the lack of labelling and categorisation in 

Client-Centred psychotherapy which is very evident in the majority of other 

fields (biopsychosocial in psychology, DSMiv and ICD-10 in Psychiatry, 

categorisation of disorders in Cognitive-Behaviour therapy and more loosely 

the ego states in Psychodynamic and Transactional Analysis) leaves the onus 

of exploration of issues around diversity very much up to the individual 

psychotherapist and their client. This at one level seems satisfactory but on 

another not. Whilst categorisation, structural labels and “isms” have their 

limitations, they do nonetheless provide a framework which may be used to 

guide readings and explorations of difference issues. Without these structural 

labels Client-Centred psychotherapists may wrongly assume that they have 

addressed diversity by virtue of the fact they are Client-Centred. On the 

advantages of frameworks Goldfried (1999) writes;  

 

“if we think of our theories of therapy as therapeutic schemas, it becomes 

clear that they help us to fill in the gaps by hypothesising that which may not 

yet have been observed. At times, they have the potential for enhancing our 

clinical effectiveness”. 

 

As stated above much bias discrimination and prejudice arises due to a lack of 

awareness (Laszloffy & Hardy, 2000). If a Client-Centred therapist is unaware 

of a difference, the fact that they have read theory on differences may make it 

less likely that important issues will be missed. However, there seems to be an 

assumption that if there is no categorisation, then bias cannot exist. If we 

don’t have the pigeon holes then we cannot place the pigeons. This is untrue 

because the bias lies with the individual who is categorising and not the 

category itself. Hence Client-Centred therapists can prejudice against a client 

without there being any need for a category. Indeed Client-Centred 

psychotherapy carries its own biases within its theory, as feelings take 

precedence over cognitions and non directivity over directivity irrespective of 

client differences. 

 

In conclusion, I have attempted to demonstrate diversity is neither one, nor a 

collection of “isms”. I have argued that research which has focussed on one 

“ism” and failed to put that “ism” into context, misses the main issues of 
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diversity. I base this argument on two premises. Firstly, by focussing on one 

aspect of the individual, their “ism”, other parts of that individual’s difference 

will be ignored. Secondly, by focussing attention on one “ism” a hierarchy is 

developed whereby some “isms” are deemed more significant than others, 

this I would argue increases rather than decreases prejudice.  

 

I have also explored some factors which influence the likelihood of someone 

experiencing prejudice on the basis of their difference. The factors explored 

include; the influence of societal attitudes, conditioning, whether or not the 

difference is concealed and the perceived level of control members of society 

see that individual having over their perceived difference.  

 

I have also explored these issues in relation to psychotherapy. Highlighting 

the difficulty when the therapist’s prejudice is covert. I have explored 

theorist’s solutions, namely therapist awareness, sensitivity and causes of 

prejudice, as well as the arguments for and against “tailored” therapy. Lastly, 

I have argued the advantages and disadvantages of the use of categorisation 

of information in relation to Client-Centred theory and its practice and some 

of the pitfalls of Client-Centred theoretical assumptions in relation to client 

difference. 
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