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Abstract 

An exploration of the helpful and hindering aspects of counselling and psychotherapy 

with Middle Eastern clients in England 

Noof Bin Hasan 

Over the last few decades, there has been exponential growth in the demographics of diversity 

within British society. As a result, Britain is home to many ethnic groups, including at least 

half a million Middle Eastern individuals. However, when it comes to counselling and 

psychotherapy with Middle Eastern clients, there appears to be a lack of counselling and 

psychotherapy literature around the topic in Britain. Therefore, it is becoming more pertinent 

than ever for the mainstream profession of counselling and psychotherapy to understand the 

needs of the Middle Eastern population in Britain. This research explored the helpful and 

hindering aspects of counselling and psychotherapy with Middle Eastern clients living in 

England. The research aimed to understand the attitude of Middle Eastern individuals towards 

accessing counselling and psychotherapy support; to explore the helpful and hindering aspects 

of counselling and psychotherapy for Middle Eastern clients; and to identify the specific ways 

of relating and attributes utilised by counsellors and psychotherapists in delivering therapy for 

Middle Eastern clients in England.  

  

This research utilised a mixed-methods approach consisting of three distinctive phases. Phase 

One involved quantitively surveying (online) Middle Eastern individuals in England. This was 

conducted by employing the Short-Form (Fischer & Farina, 1995) of the Attitude Towards 

Seeking Professional Psychological Help Scale (Fischer & Turner, 1970). 66 survey responses 

were analysed using the Online Bristol Survey. The purpose of Phase One was to understand 

the attitude of Middle Eastern individuals towards accessing counselling and psychotherapy 

support in England, as well as recruiting participants for Phase Two. The survey identified 

four contactable interviewees who had a lived experience of engaging with counselling as 

clients. The four interviewees participated in qualitative semi-structured interviews conducted 

in Phase Two to explore the helpful and hindering aspects of counselling with Middle Eastern 

clients in England from the client's perspectives. Phase Three focused on counsellors' and 

psychotherapists' perspectives who have engaged therapeutically with Middle Eastern clients 

in England. This involved qualitative, semi-structured interviews with six counsellors and 

psychotherapists who had self-selected to partake. Data gained from the interviews for Phase 

Two and Phase Three were analysed using Interpretative Phenomenological Analysis. The 

main findings identified a sense of reluctance towards accessing counselling and 

psychotherapy support; a cultural stigma attached to mental health and counselling; cultural 

identity factors (i.e., language, religion and gender) that influenced the therapeutic process and 

relationship; challenges and helpful therapeutic practices; and the importance of cultural 

sensitivity when working with Middle Eastern clients.  

  

The findings of this research are transferable and significant in delivering culturally competent 

and congruent counselling and psychotherapy support to Middle Eastern clients in England. 

The findings also have implications for Middle Eastern clients, practitioners, trainers, 

supervisors, professional bodies, practice, therapy services and policies which need to be 

considered. Finally, the research findings generated knowledge to enhance our understanding 

of working effectively with Middle Eastern clients and delivered a sense of justice within the 

British counselling and psychotherapy literature in England. The research proposes 

recommendations for future research to consider.  



iv 
 

Table of Contents 

Declaration ........................................................................................................... i 

Acknowledgements ............................................................................................. ii 

Table of Contents ............................................................................................... iv 

List of Tables ..................................................................................................... ix 

List of Figures .................................................................................................... ix 

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

1.1 Research context .............................................................................................................. 1 

1.2 Research originality.......................................................................................................... 5 

1.3 Research question and aims ............................................................................................. 6 

1.4 Terminology ..................................................................................................................... 7 

1.5 Researcher’s positioning ................................................................................................ 11 

1.6 Thesis structure .............................................................................................................. 15 

1.7 Summary ........................................................................................................................ 16 

Chapter Two: Literature Review ..................................................................... 17 

2.1 Introduction .................................................................................................................... 17 

2.2 Defining the Middle East Region ................................................................................... 19 

2.2.1 Geographies, nationalities, and atlases .................................................................... 20 

2.2.2 Ethnicities ................................................................................................................ 23 

2.2.3 Defining a Middle Eastern individual ..................................................................... 24 

2.3 England’s hidden, growing Middle Eastern population ................................................. 25 

2.3.1 The British Empire and Middle Eastern population ................................................ 25 

2.3.2 After the British Empire .......................................................................................... 25 

2.4 The Middle Eastern identity ........................................................................................... 28 

2.4.1 Impact of language .................................................................................................. 28 

2.4.1 Gender roles ............................................................................................................. 30 

2.4.2 Influence of religion ................................................................................................ 34 

2.5 Working with racial and ethnic diversity ....................................................................... 36 

2.6 The professional psychological help-seeking attitudes .................................................. 51 

2.7 Therapy with Middle Eastern clients ............................................................................. 63 



v 
 

2.8 Summary ........................................................................................................................ 72 

Chapter Three: Methodology and Methods .................................................... 75 

3.1 Introduction .................................................................................................................... 75 

3.2 Mixed method approach ................................................................................................. 76 

3.2.1 Research aims and methods overview ..................................................................... 76 

3.2.2 Pragmatism in Research .......................................................................................... 77 

3.3 Phase One: online survey ............................................................................................... 78 

3.3.1 Research design ....................................................................................................... 78 

3.3.2 Research methods .................................................................................................... 79 

3.3.3 Survey questions ...................................................................................................... 81 

3.3.4 Survey distribution .................................................................................................. 85 

3.3.5 The process of data analysis .................................................................................... 86 

3.4 Phase Two: interviews with clients ................................................................................ 87 

3.4.1 The recruitment process........................................................................................... 87 

3.4.2 The interview process .............................................................................................. 88 

3.4.3 The interview analysis ............................................................................................. 92 

3.5 Phase Three: interviews with therapists ......................................................................... 95 

3.5.1 The recruitment process........................................................................................... 95 

3.5.2 The interview process .............................................................................................. 96 

3.5.3 The interview analysis ............................................................................................. 98 

3.6 Interview experiences ................................................................................................... 103 

3.7 Validity and trustworthiness......................................................................................... 107 

3.8 Ethical considerations .................................................................................................. 108 

3.9 Reflexivity: insider-outsider position ........................................................................... 109 

3.9.1 Reflexive comments .............................................................................................. 111 

3.10 Summary .................................................................................................................... 114 

Chapter Four: Phase One (Survey Findings) ................................................ 115 

4.1 Introduction .................................................................................................................. 115 

4.2 Sample .......................................................................................................................... 115 

4.3 Survey data analysis ..................................................................................................... 117 

4.3.1 Openness to accessing counselling and psychotherapy ......................................... 118 

4.3.2 Value in the counselling and psychotherapy Profession ....................................... 119 

4.3.3 Preference to coping on one's own ........................................................................ 121 

4.4 Summary ...................................................................................................................... 122 



vi 
 

Chapter Five: Phase Two (Clients’ Findings) ............................................... 123 

5.1 Group experiential theme 1: therapy access experience .............................................. 124 

5.1.1 Personal experiential theme 1.1: struggle .............................................................. 124 

5.1.2 Personal experiential theme 1.2: internal process ................................................. 126 

5.1.3 Personal experiential theme 1.3: therapeutic moments ......................................... 127 

5.2 Group experiential theme 2: cultural stigma ................................................................ 129 

5.2.1 Personal experiential theme 2.1: misunderstanding .............................................. 129 

5.2.2 Personal experiential theme 2.2: taboo subjects .................................................... 132 

5.2.3 Personal experiential theme 2.3: negative labelling .............................................. 134 

5.3 Group experiential theme 3: confidentiality concerns ................................................. 138 

5.3.1 Personal experiential theme 3.1: family and friends ............................................. 138 

5.3.2 Personal experiential theme 3.2: shame and worry ............................................... 141 

5.3.4 Personal experiential theme 3.4: trust and core conditions ................................... 142 

5.4 Group experiential theme 4: preferences and/or expectations ..................................... 147 

5.4.1 Personal experiential theme 4.1: client’s expectations .......................................... 148 

5.4.2 Personal experiential theme 4.2: directive vs non-directive therapies .................. 149 

5.4.3 Personal experiential theme 4.3: therapist’s cultural awareness ........................... 152 

5.4.4 Personal experiential theme 4.4: practical preferences ......................................... 154 

5.5 Summary ...................................................................................................................... 155 

Chapter Six: Phase Three (Therapists’ Findings)......................................... 157 

6.1 Group experiential theme 1: cultural stigma ................................................................ 158 

6.1.1 Personal experiential theme 1.1: misunderstandings ............................................. 158 

6.1.2 Personal experiential theme 1.2: limited counselling experience .......................... 162 

6.1.3 Personal experiential theme 1.3: shame ................................................................ 164 

6.2 Group experiential theme 2: confidentiality concerns ................................................. 165 

6.2.1 Personal experiential theme 2.1: trust issues ......................................................... 166 

6.2.2 Personal experiential theme 2.2: therapy disclosure ............................................. 168 

6.3 Group experiential theme 3: cultural identity aspects .................................................. 169 

6.3.1 Personal experiential theme 3.1: role of religion ................................................... 169 

6.3.2 Personal experiential theme 3.2: role of language ................................................. 171 

6.3.3 Personal experiential theme 3.3: role of gender .................................................... 175 

6.4 Group experiential theme 4: therapeutic approaches ................................................... 176 

6.4.1 Personal experiential theme 4.1: assessment ......................................................... 177 

6.4.2 Personal experiential theme 4.2: trauma work ...................................................... 178 



vii 
 

6.4.3 Personal experiential theme 4.3: therapeutic challenges ....................................... 179 

6.4.4 Personal experiential theme 4.4: core conditions .................................................. 180 

6.5 Group experiential theme 5: cultural sensitivity .......................................................... 181 

6.5.1 Personal experiential theme 5.1: cultural awareness and beliefs ........................... 182 

6.5.2 Personal experiential theme 5.2: cultural knowledge ............................................ 185 

6.5.3 Personal experiential theme 5.3: cultural Skills .................................................... 188 

6.6 Summary ...................................................................................................................... 192 

Chapter Seven: Discussion ............................................................................. 193 

7.1 Introduction .................................................................................................................. 193 

7.2 Summary of findings   .................................................................................................. 195 

7.3 Hindering aspects ......................................................................................................... 196 

7.3.1 Cultural stigma   ..................................................................................................... 197 

7.3.2 Confidentiality concerns  ....................................................................................... 204 

7.3.3 Clients’ expectations.............................................................................................. 206 

7.3.6 Clients’ preferences ............................................................................................... 207 

7.4 Helpful aspects ............................................................................................................. 209 

7.4.1 Assessment ............................................................................................................ 210 

7.4.2 Therapeutic approaches ......................................................................................... 211 

7.5 Influential cultural identity factors ............................................................................... 213 

7.5.1 Role of religion ...................................................................................................... 214 

7.5.2 Role of language .................................................................................................... 217 

7.5.3 Role of gender ....................................................................................................... 219 

7.6 Importance of cultural perspectives ............................................................................. 222 

7.6.1 Cultural awareness and beliefs    ............................................................................ 225 

7.6.2 Cultural knowledge    ............................................................................................. 228 

7.6.3 Cultural skills   ....................................................................................................... 231 

7.7 Research dissemination ................................................................................................ 234 

7.8 Summary ...................................................................................................................... 234 

Chapter Eight: Conclusion ............................................................................. 235 

8.1 Research limitations ..................................................................................................... 235 

8.2 Recommendations for future research.......................................................................... 237 

8.3 Research significance ................................................................................................... 238 

8.3.1 Answer to the research question ............................................................................ 239 

8.3.2 Research implications ............................................................................................ 243 



viii 
 

8.5 Original contribution .................................................................................................... 247 

8.6 Concluding and reflexive comments ............................................................................ 248 

References ....................................................................................................... 251 

Appendices ...................................................................................................... 305 

Appendix 1: Phase One’s informed consent ..................................................................... 305 

Appendix 2: Phase One’s questionnaires .......................................................................... 308 

Appendix 3: Phase Two’s informed consent and information sheet................................. 313 

Appendix 4: Student’s lone working policy ..................................................................... 317 

Appendix 5: Phase Three’s recruitment poster ................................................................. 318 

Appendix 6: Phase Three’s informed consent and information sheet............................... 319 

Appendix 7: Interview transcript ....................................................................................... 323 

Appendix 8: Process of making exploratory noting .......................................................... 338 

Appendix 9: Process of generating experiential statements .............................................. 339 

Appendix 10: Process of creating personal experiential themes ....................................... 340 

Appendix 11: Process of creating grouped experiential themes ....................................... 341 

Appendix 12: Ethical approval.......................................................................................... 345 

Appendix 13: Reflexive journal excerpts .......................................................................... 346 

 

 

 

  



ix 
 

List of Tables 

Table 1: British professional ethics bodies for counselling and psychotherapy ..................... 42 

Table 2: Clients’ demographics ............................................................................................ 104 

Table 3: Therapists’ demographic information ..................................................................... 106 

Table 4: The researcher’s insider-outsider continuum .......................................................... 110 

Table 5: Phase one’s empirical data ...................................................................................... 117 

Table 6: Openness to accessing counselling and psychotherapy .......................................... 119 

Table 7: Value in the counselling and psychotherapy profession ......................................... 120 

Table 8: Preference to coping on one's own ......................................................................... 121 

Table 9: Phase two’s findings ............................................................................................... 123 

Table 10: Phase three’s findings ........................................................................................... 158 

 

List of Figures 

Figure 1: Middle Eastern Population in England completed from ONS (2011) .................... 27 



1 
 

Chapter One: Introduction 

1.1 Research context  

Over the last few decades, it is evident that British society has become visibly diverse (Weaver, 

2018). While in 1991, around 94.1% of the population reported their ethnicity as ‘white’, in 

2011, the figure has decreased to 86% (Census, 2012). This demonstrates the growth in the 

demographics of ethnic diversity (Wood, Landry & Bloomfield, 2006), highlighting that 

England is home to many Black, Asian and minority ethnic (BAME) groups1, including 

millions of Middle Eastern individuals. However, data suggests that individuals from BAME 

communities in England are less likely to access therapy, less likely to have good therapeutic 

outcomes, more likely to report negative experiences in therapy (Mercer, Evans, Turton & 

Beck, 2019; Crawford et al., 2016) and more likely to seek support at the point of crisis 

(Bignall, Jeraj, Helsby & Butt, 2019). For example, 40% of BAME individuals access mental 

health support through the criminal justice system, compared to individuals from White 

English backgrounds (London Assembly Health Committee, 2017).   

   

Equally, more recently, the preliminary findings from the National Health Services (NHS) 

England regarding COVID-19 have identified BAME individuals at a higher risk of death from 

coronavirus than white individuals (Public Health England, 2020). Although economic and 

genetic factors have been contributory factors, the report highlighted the significance of the 

health inequalities experienced by BAME populations that have played a vital role in the 

disparity of COVID-19 sufferers (Public Health England, 2020). It became apparent that the 

pandemic “exposed and exacerbated long standing inequalities” rather than created health 

inequalities, impacting BAME communities (Public Health England, 2020, p. 6). Nevertheless, 

 
1 The term BAME will be discussed at the end of this section. 
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therapeutic services in England are often part of the National Health Service (NHS) (Newland, 

Patel & Rees, 2004). Alexander (1999) found institutional inequalities within the NHS. 

Moreover, inequalities have also been found within the recent independent NHS Race and 

Health Observatory (Kapadia et al., 2022). The report reiterated the longstanding ethnic 

inequalities in outcome and experiences of and access to Improving Access to Psychological 

Therapies (IAPT) (Kapadia et al., 2022).   

  

A substantial proportion of Middle Eastern individuals have been exposed to violence, war, 

and torture, leading to trauma-related mental health difficulties (Habhab, 2018). Trauma 

experiences are common within the Middle Eastern population (Boghosian, 2011). This 

commonality minimises trauma among Middle Eastern individuals (Dagirmanjian, 2005; 

Vartan, 1997). Therefore, combining their experiences of health inequalities with trauma and 

war-related experiences, one would expect to see an increase in the number of Middle Eastern 

clients in therapy. However, accessing therapy for Middle Eastern clients can be a challenging 

task, and it is often done with reluctance (Al-Krenawi, Graham, Al-Bedah, Kadri & Sehwail, 

2009; Al-Rowaie, 2001; Boghsian, 2011; Ghazi-Moghadam, 2009; Hamid & Furnham, 2013; 

Seyfi, Poudel, Yasuoka, Otsuka & Jimba, 2013; Scull, Khullar, Al-Awadhi & Erheim, 2014). 

Across the world, it has been recognised that stigma is often associated with mental health 

issues (Corrigan et al., 2000; Corrigan & Penn, 1999; Tringo, 1970; Weiner, Perry & 

Magnusson, 1988) and this is true for the Middle Eastern population (Al-Krenawi et al., 2009; 

Ghazi-Moghadam, 2009; Seyfi et al., 2013).   

  

Vogel and Wade (2009) revealed that stigma is one of the most common concerns experienced 

by individuals who choose not to access mental health support or therapy. In the psychotherapy 



3 
 

field, public stigma and self-stigma have been identified. Public stigma refers to the rejection 

or unacceptance of society towards the individual’s mental health distress or illness (Vogel & 

Wade, 2009). There is also a distinctive public stigma associated with seeking professional 

mental health services. On the other hand, self-stigma is experienced by individuals internally, 

where they struggle to accept their mental health difficulties (Corrigan, 2004; Vogel, Wade & 

Haake, 2006). In cultures where stigma is attached to mental health, individuals who seek 

mental health support are more likely to be stigmatised (Jorm, Morgan & Wright, 2008). 

Therefore, individuals in such cultures tend to mask their difficulties and avoid seeking mental 

health support (Corrigan, 2004).    

  

Therapy is largely a product of Western culture (Dwairy & Van Sickle, 1996), and Western 

and non-Western theories represent distinctive worldviews (Pedersen, Draguns, Lonner & 

Trimble, 1996). Pedersen et al. (1996) emphasised the importance of cultural perspectives in 

counselling and psychotherapy. The importance of cultural (or multiculturalism) in counselling 

emerged during the late twentieth century, where the focus was to deliver broad effective 

therapy support to different racial, cultural, and ethnic categories (Lago, 2015). Nevertheless, 

in the late nineties, a shift has emerged, presenting an appreciation towards people's 

experiences of difference, encompassing, including sexual orientation, disability, religion, age, 

gender. However, this shift has led to the dissipation of the experiences of BAME clients (Lago, 

2015) and the loss of the continued existing political inequalities among BAME communities 

(Proctor, 2011). This created a deficiency in counselling literature that limits our understanding 

of the therapeutic relationship, therapeutic process, and therapy experiences with Middle 

Eastern clients.   
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While Middle Eastern individuals experience stigma attached to mental health (Al-Krenawi et 

al., 2009; Ghazi-Moghadam, 2009; Seyfi et al., 2013), health related inequalities (Bignall et 

al., 2019; Crawford et al., 2016; Mercer et al., 2019; Public Health England, 2020) and war 

trauma related difficulties (Boghsian, 2011; Dagirmanjian, 2005; Vartan, 1997), it is surprising 

that counselling and psychotherapy literature in England, does not address their therapy needs. 

Despite the deficiencies in the literature regarding specific client groups (McLeod, 2011), 

professional ethics bodies (such as British Association for Counselling and Psychotherapy and 

National Counselling Society) expect counsellors to have sufficient knowledge and 

understanding when working with clients. Yet, the British literature on the phenomenon 

remains largely unexplored, making it challenging for counsellors to address the needs of 

Middle Eastern clients. Therefore, this research provides context regarding Middle Eastern 

clients in therapy to address their needs and support counsellors when working with 

them. Furthermore, the report produced by the independent NHS Race and Health Observatory 

highlights the pertinence of taking proactive actions, rather than reporting more figures on the 

issue (Kapadia et al., 2022). This research could be seen as in line with the call of the proactive 

actions required to address and overcome such inequality issues among BAME, specifically 

Middle Eastern clients.   

 

In the United Kingdom (UK), the acronym BAME or BME has been used collectively to refer 

to a diverse group of people (The NHS Race & Health Observatory, 2021). Scholars (see, for 

example, Malik, Ryder, Marsden, Lawson & Gee, 2021) argue that there are ambiguities 

regarding ‘A’ within the acronym of BAME. It is claimed that the ‘A’ refers to ‘And’ but also 

refers to ‘Asian’. Aspinall (2020, p. 107) argues that the term BAME is: 
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Illogically constructed, the use of ‘minority ethnic’ following ‘black’ and ‘Asian’ 

suggesting that these pan-ethnicities are not minority ethnic groups. Moreover, the 

acronym implies that the individuals captured by it are a homogeneous group. It singles 

out and highlights specific pan-ethnicities [i.e., black and Asian’], raising issues of 

exclusion and divisiveness. 

 

Aspinall’s (2020) claim ultimately indicates that combining all non-white individuals under 

one category could be too broad and problematic. According to The NHS Race & Health 

Observatory (2021), using the term BAME could lead policymakers and public leaders to 

assume a one-size-fits-all approach. The one-size-fits-all approach for all minorities could lead 

to non-appropriate mental health and therapy services that do not meet the individual’s needs 

(Anti-Tribalism Movement, 2020). Given the UK's complex cultural and ethnic diversity, it 

would be a challenge to define it under one term. However, in the UK, removing the explicit 

references to Asian and Black communities may decrease the focus on their experienced 

inequalities (The NHS Race & Health Observatory, 2021). 

 

1.2 Research originality  

The ability of the research to explore the phenomenon of counselling and psychotherapy 

with Middle Eastern clients in England is undoubtedly original. It is crucial to address the 

lack of available research around the topic in British settings. However, in American 

settings, the phenomenon has been discussed indirectly (see, for example, Boghsian, 

2011). Francis (1976) notes that original research addresses a gap in the body of 

knowledge in Britain that has been previously undertaken abroad. Nonetheless, ‘Research 

is not simply a process of filling lacunae, filling holes in a stationary field, the equivalen t 
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of climbing a mountain because it is there’ (White, 2011, p.69). Instead, research must 

have value and demonstrate uniqueness (Anderson & Poole, 1994). Accordingly, the 

uniqueness and importance of this research is shown in the utilised methods and 

methodology, presentation of data and participating clients and participants who have 

shared their experiences. Finally, the gap in knowledge regarding the phenomenon 

indicates an unfair, epistemic distribution of information (or distributive epistemic 

injustice2) (Fricker, 2013). Therefore, addressing this gap could contribute to the fair 

distribution of information within the counselling and psychotherapy literature for Middle 

Eastern clients in England. 

 

1.3 Research question and aims  

This research intends to answer the research question which underpins this thesis: What 

are the helpful and hindering aspects of counselling and psychotherapy when working with 

Middle Eastern clients living in England? The research aims:  

• To understand the attitudes of Middle Eastern individuals towards accessing mental 

health provision, specifically counselling and psychotherapy in England.   

• To explore the helpful and hindering aspects of counselling and psychotherapy for 

Middle Eastern clients in England.   

• To identify specific ways of relating and attributes utilised by counsellors and 

psychotherapists3 in delivering therapy for Middle Eastern clients in England.  

  

 
2 Distributive epistemic injustice is characterised by the “unfair distribution of epistemic goods such as 

education or information” (Fricker, 2013, p. 1318). 
3 This research is inclusive of all counsellors and psychotherapists from different therapeutic approaches. 

Comparing two or more therapeutic approaches is outside the parameters of this research. Therefore, this 

research did not specify the therapeutic approach in its inclusion criteria (see Appendix 5 and Section 3.4.1). 
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A mixed-method approach was considered as an appropriate research design to explore 

the phenomenon. The primary focus of this study is to qualitatively research the lived 

experience of Middle Eastern clients, and counsellors and psychotherapists who have 

engaged therapeutically with them in England. The mixed-method research design 

epistemologically was informed by a pragmatic worldview to best meet the requirements 

and aims of the proposed research (Patton, 2005; Rossman & Wilson, 1985). Therefore, 

this research was conducted in three phases to gain an in-depth exploration regarding the 

phenomenon and consider the perspectives of both therapists and clients. Phase One 

utilised quantitative online surveys to gain a broad overview regarding the attitudes of 

Middle Eastern individuals toward accessing counselling and psychotherapy support, 

generating preliminary findings to inform and contextualise Phase Two, and recruit 

participants for Phase Two. The survey generated data from 67 usable responses. Phase 

Two focused on exploring the experiences of Middle Eastern clients regarding counselling 

and psychotherapy by interviewing the four participants identified through the survey. 

Finally, Phase Three focused on exploring therapists’ perspectives by qualitatively 

interviewing six counsellors and psychotherapists who have engaged therapeutically with 

Middle Eastern clients.  

  

1.4 Terminology  

This section will present the terms that have been used throughout the study and have a unique 

meaning for the study. The definitions of terms are not fixed, and any term could be interpreted 

differently. Therefore, it is important for the definitions of the terms that will be used 

throughout the thesis to be made explicit. It is also important to note that this section does not 

present thorough discussions of the terms utilised. Such discussions are outside the parameters 



8 
 

of this thesis. Instead, the proposed terms will be presented and defined with what is closely 

appropriate for the scope of this research.  

  

Dryden and Mytton (1999, p. 3) argue that “considerable debates about the differences between 

counselling and psychotherapy” will always exist. This indicates that counselling and 

psychotherapy could be perceived differently. Yet, counselling and psychotherapy could be 

perceived as terminologies with overlapping components reflecting a broad skill set (Hanley, 

Lennie & West, 2013). The deficiency within the wider field of counselling and psychotherapy 

in England has led to an incorporated, inclusive approach within the thesis whereby the terms 

counselling, psychotherapy, and therapy have been used interchangeably. This informed the 

use of therapist, counsellor, and psychotherapist as terms referring to counselling 

practitioners. This is also consistent with the guidelines provided in counselling and 

psychotherapy literature (see, for example, Cooper, 2008; Hanley et al., 2013). Nevertheless, 

discussing and researching the differences between counselling and psychotherapy is outside 

the parameters of this thesis.   

  

Since this thesis has sought to explore the helpful and hindering aspects of the phenomenon, 

both terms will be used throughout this. While helpful aspects are facets that facilitate the 

clients progress in therapy, hindering aspects could be perceived as factors that could interfere 

with the counselling process (Henkelman & Paulson, 2006), which ultimately impact the 

client’s progress in therapy (Binder & Strupp, 1997; Hadley & Strupp, 1976; Mohr, 1995). 

Despite the hindering aspects being described as not causing the termination of therapy, they 

can hinder progress (Paulson, Everall & Stuart, 2001). In counselling and psychotherapy, it is 

believed that discussing and understanding the therapeutic process could prevent failure (see, 
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for example, Cooper & McLeod, 2010; Lambert, 2011). The therapeutic process is also a 

term used throughout the thesis, which refers to the related interactions, behaviours and 

perceptions of clients and counsellors (Hill, 1982; Orlinsky & Howard, 1986) that could impact 

the client-therapist relationship (Tate, 1967). The therapeutic relationship, therapeutic 

alliance in counselling and psychotherapy, refers to the context in which the therapy is 

experienced by the client and therapist4 (Rogers, 1957). Rogers (1957) identifies empathy, 

congruence, and unconditional positive regard (UPR) as core conditions offered by the 

therapist to facilitate the development of the therapeutic relationship. This thesis perceives each 

core-condition as the following:   

• Empathy will be referred to as the therapist's understanding of the client’s subjective 

experience at a given moment. This involves following and understanding the client’s 

‘frame of reference5’ which refers to their relevant values, concerns and particular 

issues (Gillon, 2007).  

• Congruence will be referred to as the therapist being their authentic self within the 

therapeutic relationship with their client, that involves being aware and open to their 

feelings, attitudes and “[…] he is able to live them, to experience them, in the 

relationship, and to communicate them if they persist” (Rogers, 1966, p. 185).  

• UPR will be referred to as the therapist's warmth, acceptance, respect, and prizing 

towards the client (Bozath, 2002).  

 

It is fundamental that I address the acronym BAME (i.e., Black, Asian and Minority Ethnic). 

Many individuals who fall within a BAME category struggle with its use (Cousins, 2019). As 

 
4 This understanding of the therapeutic process and therapeutic relationship, including its function, might not be 

inclusive of all therapeutic approaches, such as Cognitive Behavioural Therapies (CBT). 
5 Rogers (1959) demonstrated that frame of reference is the individual’s unique view of the world. 
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discussed in Section 1.1, the term BAME could lead to issues of dividedness and exclusion 

(Aspinall, 2020). Iriss (2019) argues that seldom heard groups is an appropriate term that refers 

to ‘under-represented' groups. However, in this thesis, it is important to capture that Middle 

Eastern clients are part of the BAME population. Similar to Cousins’ (2019) dissatisfaction 

with the term BAME, within this thesis, the acronym BAME will be used deliberately to reflect 

the statistical category that is widely used to monitor and highlight issues of inequality.  

  

Section 2.2 considers an extensive debate regarding the Middle Eastern culture and who can 

be defined as a Middle Eastern individual. However, it is fundamental that I address the term 

culture. The term culture will be used throughout this thesis. In the field of counselling, the 

term culture is debatable. Daya (2001) presented the term culture to be defined broadly and 

narrowly. The broad definition of culture refers to our frame of reference (Rogers, 1959) in 

which we encounter ourselves, the world around us and our lives (Draguns, 1996; Pedersen, 

1987); including attitudes, values, norms, beliefs, behaviours, and traditions that link an 

individual to another (Leighton, 1982). Additionally, demographic affiliation, status and 

ethnographic variables may also be included. To some extent, the broad definition of culture 

assumes that all counselling is multicultural (Pedersen, 1991). On the other hand, the narrow 

definition of culture limits the variables to ethnicity or nationality (Pedersen, 1991). The 

narrow definition of culture focuses on individuals who are ethnically or nationally different 

from the majority group. Both the narrow and broad perspectives seem to externalise culture 

(Daya, 2001). For this reason, Ho (1995) argues that the most relevant concept of culture to 

counselling should be related to the culture that is internalised by the individual’s 

enculturation6. This perspective indicates that the cultural meaning to each client differs. Ho’s 

 
6 Herskovits (1948) refers to enculturation as the process of socialisation into, and maintenance of, the norms of 

one's indigenous culture, such as the salient values, ideas, and concepts. 
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(1995) definition of culture excludes age, sex and socioeconomic status and includes 

psychological maturity, class identification and gender. The three different perspectives on 

culture are significant for this thesis. Whilst the broad definition of culture (Leighton, 1982) 

will facilitate the researcher in understanding the experiences of Middle Eastern clients in 

therapy, the narrow definition of culture (Pedersen, 1991) will be the starting point for this 

thesis, with a more internalised perspective of culture (Ho, 1995) to reflect the explorative 

nature of this thesis.   

 

1.5 Researcher’s positioning   

This research is primarily qualitative; thus, such research “[…] is socially constructed, situated 

in the researcher’s use of varied interpretive lenses” (Patnaik, 2013, p. 100). The researcher 

and their position influence, inform and shape the construction and co-creation of knowledge 

(Etherington, 2017, 2004; Finlay, 2002). This highlights the importance of reflexivity in 

qualitative research (Hanley et al., 2013). In research, reflexivity is related to the researcher’s 

awareness of their response to others, events, and surroundings to inform their understanding, 

actions, and communication (Etherington, 2004). In other words, reflexivity enables the 

researcher to “[…] think about [their] thinking, feel about [their] feelings, to treat [themselves] 

as objects of [their] attention and to use what [they] find there as a point of departure in deciding 

what to do next” (Rennie, 1998, pp. 2-3). This involves the researcher having an awareness of 

their and other people’s social, cultural and personal contexts to understand their perception of 

the world (Etherington, 2004). Therefore, reflexivity generates transparency throughout the 

research process, where the researcher owns up to their involvement (Crotty, 1998). This 

indicates that reflexivity requires the researcher to operate self-disclosure (Etherington, 2004). 

This section will include aspects of my experiences that I have bracketed off. This will generate 
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an understanding regarding my personal experiences which will contribute to the transparency 

regarding my potential nuances to increase the trustworthiness of the study.    

  

The researcher’s choice to explore a particular phenomenon is influenced by their positionality 

(Grix, 2019; Malterud, 2001). Savin-Baden and Major (2013, p. 71) refer to positionality as 

the “position that the researcher has chosen to adopt within a given research study”. My journey 

and interest in the topic began when I arrived in the UK after my 12th birthday with my siblings 

and mother. The relocation meant that I suddenly moved from being part of the majority to the 

minority group. I, therefore, remember feeling a strong sense of difference. This specifically 

began on my first day at school. Being a 12-year-old in a new school, a new country, with no 

spoken English, I felt that I suddenly had to become invisible. This invisibility is related to the 

loss of my voice, home and school. However, despite feeling invisible, my otherness was 

strongly visible to my peers and increased my vulnerability. Turner (2021, p. 47) notes that 

“for those of difference, be they culturally different, gendered different, of a different ability, 

encounters with both hatred and shame are extremely common, emergent from in a world 

where the other is not wanted”. The unacceptance of my otherness led to me being physically 

and verbally bullied, which significantly impacted my mental health and emotional well-being. 

At this point, my journey as an Arab, Middle Eastern client in therapy began.  

  

When I started therapy, I remember not disclosing that I was seeing a therapist to my peers. It 

was my way to protect myself from being verbally bullied. My 14-year-old self-anticipated 

that my emotional distress or mental health would be negatively labelled. This was related to 

the combination of my ongoing experiences of bullying and previously hearing negative labels 

attached to those who experience mental health difficulties. Before my relocation to the UK, 

when I lived in Yemen, I often heard of mental health issues being associated with suicide or 
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psychosis. Therefore, I did not feel comfortable for my extended family in Yemen to know 

about my access to therapy. I was concerned that my emotional struggles would be 

misunderstood and misinterpreted. Although my family did not keep my access to therapy a 

secret outside the house: it felt taboo to discuss inside the house. However, without a doubt, 

therapy helped me make sense of my difficulties and provided me with a safe space to process 

how I was feeling. The empathy and UPR (Rogers, 1957) offered to me by my therapist were 

something I had not experienced before. In my limited spoken English, I remember sharing 

with my therapist, “I want to be like you”. I, therefore, began my therapy training at the age of 

18. I undertook training in Person-Centred Experiential Counselling and Psychotherapy. I was 

the only non-White student during my training, and I remember withholding from sharing my 

experiences as a minority. Although the space was open and inviting, I did feel like it was about 

my own stuff, and I should find elsewhere to process those experiences. I now question myself, 

“what stopped me from sharing those experiences?” Perhaps my feeling of being a minority 

and accepting my sense of being the other. I also do recognise that discussing culture and the 

importance of representation with the counselling profession would have been even more 

inviting for me to access and share those experiences. My professional experience in the field 

of counselling and psychotherapy is both clinical and academic. As a counsellor and 

psychotherapist, I work within the voluntary sector with children, young people, and their 

families creatively within the Person-Centred Experiential approach. My practice is deeply 

influenced by Rogers’ (1957) core conditions, focusing on the clients’ experiences and 

emotions and the quality of the client-therapist relationship. Academically, I am a lecturer in a 

Counselling & Psychotherapy Practices programme, leading the Ethical Practice in 

Counselling & Psychotherapy module. 
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My professional and personal experiences may have influenced my ability to conduct this 

research. This is because the researcher’s positionality is shaped by their experiences which 

might “[…] influence what researchers may bring to research encounters, their choice of 

processes, and their interpretation of outcomes” (Foot & Bartell, 2011, p. 46). During the 

interpretation of the data, I sorted out the qualities that belonged to me as a researcher (Drew, 

2004). In other words, I bracketed off my personal experiences discussed above surrounding 

the negative labelling, misunderstandings, confidentiality concerns and taboos towards mental 

health issues and accessing therapy support. My process of bracketing off my personal 

experiences involved a “process in which [I] suspend[ed] or [held] in abeyance [my] 

presuppositions, biases, assumptions, theories, or previous experiences to see and describe the 

phenomenon” (Gearing, 2004, p. 1430). Not bracketing off my personal experiences could 

have led to me “making the wrong assumptions about the situatedness of an individual’s 

knowledge based on perceived identity differences may end […] access to crucial informants 

in a research project” (Mullings, 1999, p. 337). Therefore, I ensured that I did not use my 

perceptions (or misperceptions) to make assumptions regarding the perspectives and 

worldviews of the participated clients and therapists of this research (Gary & Holmes, 2020). 

This supported me in capturing and hearing the participants’ voices, interpreting the data, and 

constructing the knowledge. Without a doubt, constructing the knowledge and my criticality 

towards the reviewed literature was influenced by my theoretical orientation as a person-

centred experiential counsellor and psychotherapist. The researcher’s experiences (or 

positionality) influence the research results and how it is conducted (Rowe, 2014). This may 

suggest that the data have been interpreted unconsciously through person-centred experiential 

counselling and psychotherapy theoretical lens. Finally, it is important to note that my 

professional and personal experiences have placed me within an insider-outsider continuum, 

as discussed in Section 3.9. 
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1.6 Thesis structure   

The structure of the thesis is as follows:  

• Chapter Two critically reviews the relevant literature and considers the main debates 

and themes about the phenomenon. This is through reviewing definitions of the Middle 

East region, including its geographies, nationalities, atlases and ethnicities, to 

understand the Middle East culture and its people. Evidence regarding the presence and 

growth of the Middle Eastern population in England is presented to highlight their 

existence. The Middle Eastern identity is explored to reveal its pertinent aspects. A 

critical review on the importance of cultural contexts in therapy with racial and ethics 

diverse clients, literature on psychological help-seeking attitudes of Middle Eastern 

clients and relevant literature regarding therapy with the Middle Eastern population has 

been achieved.   

• Chapter Three explores and justifies the methodology and methods choices to answer 

the research question under investigation.   

• Chapter Four analyses the quantitative findings of the online surveys (Phase One) of 

the research of this thesis. The findings provide an overview of the attitudes of Middle 

Eastern individuals toward accessing counselling and psychotherapy support in 

England.  

• Chapter Five analyses the qualitative findings of the interviews with Middle Eastern 

clients (Phase Two) of the research of this thesis. The data reveals the experiences of 

Middle Eastern clients in therapy with considerations toward counselling attitudes and 

helpful and hindering aspects.  

• Chapter Six presents the qualitative findings of the interviews with therapists who have 

engaged therapeutically with Middle Eastern clients (Phase Three). This chapter 
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explores the therapists’ experiences and focuses on the helpful and hindering aspects 

of therapy provided with Middle Eastern clients.  

• Chapter Seven discusses the findings of the three phases, in conjunction with the 

broader counselling psychotherapy literature analysis.  

• Chapter Eight concludes the thesis by reflecting on the limitations of the findings of 

this research and provides recommendations for future research. Finally, the 

implications of the research within the thesis are presented.   

  

1.7 Summary  

To summarise, this chapter presented the thesis with a contextual rationale to justify the 

necessity of the research, highlight the originality of the study and introduce the research 

question and aims. Furthermore, consideration around terminologies have been made explicit 

and the researcher’s position within this research has been reflected. Finally, a structured 

outline of the thesis was presented. The next chapter will critically review the available relevant 

literature.  
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Chapter Two: Literature Review 

2.1 Introduction  

This chapter will draw on the existing counselling and psychotherapy literature with Middle 

Eastern clients. This is to consider the main debates and themes around the phenomenon of 

counselling and psychotherapy with Middle Eastern clients through critically reviewing the 

relevant and existing literature (Brewer & Movahedazarhouligh, 2009). 

 

However, due to deficiency of  literature on  counselling and psychotherapy literature with 

Middle Eastern clients in England, the review of the literature will rely on the considerable 

amount of international literature regarding their attitude towards seeking professional 

psychological help (see, for example, Al-Darmaki, 2011; Al-Krenawi & Graham, 2011; Al-

Krenawi, Graham, Al-Bedah, Kadri & Sehwail, 2009; Al-Rowaie, 2001; Cebi, 2009; Day, 

1983; Ghazi-Moghadam, 2009; Hamid & Furnham, 2013; Heath, Vogel & Al-Darmaki, 2016; 

Rayan & Jaradat, 2016; Scull, Khullar, Al-Awadhi & Erheim, 2014; Seyfi, Poudel, Yasuoka, 

Otsuka & Jimba, 2013). Specific aspects of the debates within the chapter will be presented to 

contextualise the question of this research: What are the helpful and hindering aspects of 

counselling and psychotherapy with Middle Eastern clients in England? This chapter will: 

● Firstly, review the current definitions of the Middle East region. The geographies, 

nationalities, atlases and ethnicities will be considered to understand the Middle East 

region and how its people could be defined. 

● Secondly, investigate the presence of the hidden and growing Middle Eastern 

population in England. This is particularly important to highlight the existence of the 

Middle Eastern population in Britain.  
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● Thirdly, present an exploration of the Middle Eastern identity to uncover its pertinent 

aspects and characteristics. 

● Fourthly, discuss the relevant conceptual frameworks in relation to working with racial 

and ethnic diverse groups in therapy. 

● Fifthly, discuss the professional psychological help-seeking attitudes of Middle Eastern 

clients. 

● Sixthly, review the available, relevant literature regarding therapy with the Middle 

Eastern population. 

● Finally, conclude, by summarising the reviewed literature within this chapter.  

 

Carrying out this literature review involved reading and following references from books, 

papers or articles via a snowballing method7. This was achieved by searching several electronic 

databases: bmj.com, EThOS, Google Scholars, Ovid Medline Link, Psychiatryonline, 

PsycInfo, PsycLit, PubMed.gov and ScienceDirect. Because spelling differences across 

countries exist (Barker, 2014) (i.e., ‘counselling’ ‘counseling’), the search used relevant and 

appropriate following terms: Counselling OR psychotherapy OR counseling OR mental health 

OR therapy AND “Middle Eastern” OR Arab* OR Iranian* OR “Kurd” OR “Farsi” OR “Iraqi” 

OR “Middle East” OR “Persians” OR “Turks” OR “Multicultural” OR “Armenians” OR 

“Muslim” OR “BAME” OR “Ethnic minorities” NOT teacher OR child OR group OR family.  

 

 
7 “Snowballing refers to using the reference list of a paper or the citations to the paper to identify additional 

papers” (Wohlin, 2014, p. 1). 
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2.2 Defining the Middle East Region 

Defining the Middle East region poses significant challenges. This is evident by Boghsian’s 

(2011) review of published articles regarding defining the Middle East region and its people. 

Boghsian (2011) argues that there is no universally accepted definition of the Middle East 

region among scholars. The Middle East has been described as a ‘cultural area’ (Gregg, 2005) 

due to the existence of several societies that share similar dominant cultural orientation8. 

Therefore, Boghsian (2011) found that having one fixed definition of the Middle East and its 

people is, perhaps, impossible. This is related to the fact that the Middle Eastern region and its 

people are comprised of the intersection of four significant dimensions: religion, nationality, 

geography and ethnicity9 (Boghsian, 2011). Therefore, studying each nationality, religious 

group or even ethnicity, disregards other important elements to a Middle Eastern individual. 

However, Trimble and Dickson (2005) believe that it is dangerous to use an ‘ethnic gloss’ to 

group together various groups under a single larger ethnic group. Ethnic gloss is referred to as 

the “overgeneralisation and/or simplistic definition which categorises ethnic groups […], 

resulting in the neglect of the unique differences within individuals” (Trimble & Dickson, 

2005, p. 412). Nonetheless, scholars claim that Middle Eastern individuals have similarities 

(see, for example, Bushra, Khadivi & Frewat-Nikowitz, 2007; Gregg, 2005; Pinfari, 2020). For 

example, Gregg (2005, p. 21) claims that “the societies in this [Middle East] region share many 

characteristics with each other that they do not share with neighbouring regions”. Similarly, 

Pinfari (2020) argues that studying Middle Eastern individuals as a ‘whole’ provides more 

similarities than differences due to the influence of language and religion. Accordingly, Bushra 

 
8 Section 2.2.2 presents the different ethnicities and Section 2.4 discusses the influence of shared identity 

factors that influences the identity of a Middle Eastern individual. 

9 Each dimension will be discussed separately. 
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et al. (2007, p. 222) made a deliberate reference to the people of Middle Eastern origins by 

stating: 

The descendants of all peoples around the southern and eastern edges of the 

Mediterranean basin that were invaded and converted to Islam in the original 7th -

century conquests and that to this day have remained Arab societies to varying degrees. 

This geographic area includes Turkey, Iran, Iraq, Israel (i.e., its residents of Arab 

[Christian or Muslim] and Sephardic Jewish origin), the Palestine Territory, Syria, 

Lebanon, Jordan, Egypt, Libya, Tunisia, Algeria, Morocco, and the countries of the 

Arabian Peninsula (Bahrain, Kuwait, Maldives, Oman, Qatar, Saudi Arabia, United 

Arab Emirates [UAE], and Yemen). 

 

It is apparent that Bushra et al.’s (2007) definition provides comprehensive interpretations 

which encompass the four pertinent dimensions (i.e., nationality, geography, ethnicity and 

religion) to a Middle Eastern individual. Therefore, this research will proceed by utilising 

Bushra et al.’s (2007) definition when referring to Middle Eastern individuals, (or clients). 

 

2.2.1 Geographies, nationalities, and atlases 

Significant events have occurred within the last decade, particularly the United States (US) 

initiating a war in Iraq, the Arab Spring10 and the ongoing conflicts between Israel and 

Palestine. These events have contributed to the critical unsolved issues within the world of 

 
10 The Arab Spring is a series of pro-democracy uprisings that involved several Middle Eastern countries, 

including, Tunisia, Morocco, Syria, Libya, Egypt, Bahrain and Yemen. Although the events began in the spring 

of 2011 (which led to the name); its political and social impact remains significant until today. 
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academia in terms of what is precisely defined as the Middle East. However, the British 

geographer Fisher (1978), geographically defines the Middle East region as Southwest Asia, 

excluding Afghanistan and including Egypt, Libya and Sudan. Fisher (1978) notes the 

following about the use of ‘Middle East’ as a term: 

After many years of debate, acrid at times, and although the area itself has risen to a 

position of major world significance, the term “Middle East” still cannot command 

universal acceptance in a single strict sense—even counting in “Middle East” as a mere 

abridgement. Perhaps the most that a geographer can say, taking refuge in semantics, 

is that it can be regarded as a “conventional” regional term of general convenience, like 

Central Europe or the American Middle West, with many definitions in more detail 

feasible and logically possible. (p. 25) 

 

On the other hand, Brice (1966) claims that the terms ‘the Near and Middle East’ can be unclear 

and, instead, he refers to the region as ‘South – West Asia’. According to Brice (1966), the 

Near East is referred to as: 

The semi-circle of countries around the eastern basin of the Mediterranean, Libya, 

Egypt, Israel, Lebanon, Syria, Turkey and Greece; while the Middle East is taken to 

include the states of the Arabian Peninsula, together with Jordan, Iraq, Iran, 

Afghanistan and the province of Baluchistan in Pakistan. (p. 32) 

 

Unlike Fisher (1978) and Brice (1966), Beaumont and Blake (1976) believe that the Middle 

East extends from Iran to Libya, i.e., excluding Sudan and Afghanistan. The authors also note 
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that this includes the Maghreb states. Beaumont and Blake (1976) claim that there are no clear 

boundaries (apart from the political frontiers) around the Middle East region by stating:   

The sea, which penetrates deeply into the region, is as much a medium for movement 

as a barrier, and it is easily crossed at the Red Sea, between Africa and Arabia, and the 

Turkish Straits, between Europe and Asia. The upland which forms much of eastern 

Iran may retard movement, but well-defined corridors lead through it into Central Asia 

and northern India. In the south, deserts interpose not so much an impassable barrier 

between the Middle East, on the one hand, and the Maghreb and the Sudan, on the 

other, as a difficult and exhausting zone of transition. (p. 35) 

 

Held and Cummings (2011) claim that there is no standard definition for the Middle East 

region; however, it is not a closed political system. Therefore, culturally, the Middle East 

“extends far beyond the outer limits of some of the states of the region, whereas in other areas—

as in southern Sudan—different cultural regions impinge on it” (Held & Cummings, 2011, p. 

33).  

 

Nevertheless, the Middle East is often unidentifiable within world maps or atlases. This is 

related to the convention that atlases are organised using countries and continents. The Middle 

East is often found briefly using its regional and continent-specific names (Bonnie, Amanat & 

Gasper, 2011). Although the publications of the large number of atlases after the Second World 

War made it accessible to find maps that identify the Middle East, these publications are 

inconsistent with different locations (Bonnie et al., 2011). This inconsistency clearly indicates 

that it is almost impossible to allocate a universally acceptable definition of the Middle East. 



23 
 

For instance, Rand McNally’s Goode’s World Atlas (2005) illustrated two maps; one entitled 

the ‘Middle East’ and the other entitled ‘Asia Southwestern’. The ‘Middle East’ map includes 

some parts of Chad, Libya, and northern Sudan on the west to Iran on the east (McNally, 2005). 

On the other hand, the ‘Asia Southwestern’ map, includes the Arab states of Southwest Asia, 

Iran, Afghanistan, Pakistan, India, Myanmar (Burma), Tibet and southern China. Interestingly, 

both maps excluded Turkey. Similarly, the National Geographic Atlas of the World (1982) 

includes a map, entitled ‘Middle East’. This map included only the western half of Iran; 

northern parts of Saudi Arabia; part of Egypt, Turkey, Iraq, Syria, Lebanon, Jordan, Israel; the 

Palestinian territories, Cyprus, Kuwait; Bahrain and Qatar. Furthermore, the National 

Geographic Atlas of the World (1982), which focuses on cultural regions, offers another 

unclear map entitled ‘Northwestern Africa’. The map included the following regions: 

Cameroon and the Central African Republic on the southern borders, and West Africa and 

North Africa, east to parts of Egypt and Sudan. The lack of consensus across the different 

atlases and maps regarding the Middle East region, highlight inconsistency and non-

transparency, leading to a complexity in defining a Middle Eastern individual. 

 

2.2.2 Ethnicities  

Ethnicity refers “to the classification of people and boundaries between groups that are based 

on shared ideas or myths of a common origin, descent, and history” (Phelps & Nadim, 2014, 

p. 129). Generally, the Middle East is usually associated with ‘Arab’. However, it is home for 

several ethnic groups. In the Middle East, the major ethnic groups are Arabs, Turks and 

Persians and they are usually located within specific Middle Eastern nations. Arabs are the 

largest ethnic group in the Middle East region, and they represent around 60% of the Middle 

Eastern population (Dwairy, 2006). The term Arab is often related to the people who speak the 
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Arabic language and includes those who live within the Arabian Peninsula (Abudabbeh & 

Aseel, 1999; Abuddabbeh, 2005). On the other hand, Turks who can be found in Turkey and 

speak the Turkish language (Katzner, 2002) are another ethnic group. Persians are another 

ethnic group within the Middle East; they can be found in Iran, and they speak the Farsi 

language (Katzner, 2002). Despite their struggle in advocating having their own country (i.e., 

Kurdistan), due to political factors, Kurds do not have their own country (Mattar & Thomson, 

2004). Instead, Kurds are spread across Iraq, Turkey and Iran, and they speak the Kurdish 

language.  Furthermore, Armenians are another ethnic group within the Middle East and can 

be found within Lebanon, Jordan, and Turkey (Matter, 2004). Although Armenians have their 

own language (Katzner, 2002) and country: Armenia (Soviet Union, 1991 as cited in 

Encyclopedia Britannica, 2021), more Armenians live within the Middle East compared to 

those who live in Armenia (Toloyan, 2000).  

 

2.2.3 Defining a Middle Eastern individual 

For the purpose of this research, a Middle Eastern individual is a person from any religious 

group and specific ethnic background (i.e., Arab, Kurd, Persian, Turk and Armenian); whose 

parents or grandparents originate from one or more of the defined geographical 

regions: Turkey, Iran, Iraq, Israel, the Palestine Territory, Syria, Sudan, Lebanon, Jordan, 

Egypt, Libya, Tunisia, Algeria, Morocco, Bahrain, Kuwait, Maldives, Oman, Qatar, Saudi 

Arabia, UAE, and Yemen.  
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2.3 England’s hidden, growing Middle Eastern population  

It is difficult to estimate the exact number of Middle Eastern individuals residing in Britain. 

However, during the 19th century, the British Empire/imperialism11 in the Middle East 

impacted the level of immigration of Middle Eastern individuals coming to Britain (Burrell & 

Panayi, 2006).  

 

2.3.1 The British Empire and Middle Eastern population 

The British Empire extended to several Middle Eastern countries such as Yemen, Egypt and 

Iraq. The Nationality Act (1948) was introduced in Britain when the immigration net intake in 

1955 to 1962 was around 472,000 (Panayi, 2010). Nevertheless, the presence of Middle Eastern 

individuals in Britain began before the British Empire. A Middle Eastern community has 

resided in Britain since the 1890s (BBC, 2014). For instance, a published BBC (2014) article 

entitled Family and Community - Yemeni Riots discusses the working conditions of the Yemeni 

seamen (i.e., Middle Eastern individuals) in South Shields. This indicates that a Middle Eastern 

population has resided in Britain since the 18th century. 

 

2.3.2 After the British Empire 

An accurate figure of the residing Middle Eastern population in Britain following the demise 

of the British Empire remains unknown. Middle Eastern individuals appear as the ‘Other’ in 

the British Census. Said (1978) indicates that since the 18th century, in the British national 

imagination - Arabs and Arab-ness, have had another significant place. Despite moving from 

the 18th Century to the 21st century, Middle Eastern ethnicities continued to remain as ‘other’ 

 
11 The influence of colonisation on the identity of a Middle Eastern individual will be presented in Section 

2.4.1.   



26 
 

in the Census. The absence of Middle Eastern ethnicities from the Census has been 

questionable. Nagel (2001) suggested that the absence of Arabs for example, from the narrative 

of ‘ethnic minorities’ in the Census impacted their identity where they have been perceived as 

‘foreigners’ rather than ‘minorities’ i.e., the ‘other-other’. This possibly contributed to the 

deficiency in the counselling literature regarding Middle Eastern clients. Within Yafai’s (2009) 

research, Middle Eastern individuals reported experiences of discrimination in Britain. Their 

experience of discrimination is reported within the exploratory survey of 335 Arab individuals 

who are residing in and were born in Britain (Yafai, 2009). The sample represented Arab 

individuals from 22 different Middle Eastern nationalities. The finding of this research 

identified around 60.2% of having a pressing issue of discrimination. It is important to 

acknowledge that although this research did not focus on discrimination in relation to 

counselling and psychotherapy practices, its findings recognise the experiences of Middle 

Eastern individuals within the British society. 

 

Accordingly, community groups, service development for Arabs in England (Yafai, 2009; 

Greater London Authority, 2005) and some researchers (see, for example, Nagel, 2001) began 

to highlight the absence and lack of clarity within the Census about Middle Eastern individuals 

in England (National Association of British Arabs, 2013). Therefore, the Greater London 

Authority (2005) undertook a study that enumerated the number of Arabs residing in London 

utilising the Office for National Statistics (ONS, 2001). The research estimated that there were 

106,833 Arab individuals residing in London in 2001. In the 2011 Census by the ONS, 

however, some Middle Eastern ethnicities (i.e., Arab) began to be recognised as a separate 

ethnic minority group. It has been evident that Arabs make up approximately 0.4% of 

England’s population. In addition to this, it has been found that two boroughs in London 

(Westminster at 7.2% and Kensington and Chelsea at 4.1%) had the highest proportion of 
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people who self-identified as Arabs. However, Arab individuals do not make up the entire 

Middle Eastern population residing in Britain. Individuals from other ethnic backgrounds such 

as Turks, Persians and Kurds are considered as Middle Eastern individuals. For instance, the 

aftermath of the Iranian Revolution (due to the establishment of the Islamic Republic of Iran 

in 1979), and the Iran-Iraq war (ONS, 2011) resulted in 13,000 Iranian-born residents in 

England (ONS, 2011). Similarly, the first and second Gulf War in 1991 and 2003, led to 73,000 

Iraqi born residents in England. Moreover, the poor economic conditions in Turkey from 1991 

to 2000 resulted in Turkish-born people residing in England as demonstrated by the ONS 

(2011). Although such figures provide significant numbers about Middle Eastern individuals 

who reside in England, they do not consider those who were born in England and consider 

themselves as individuals of Middle Eastern descent. Figure 1 shows an estimate of the Middle 

Eastern population in England. This graph has been designed utilising figures from the ONS 

(2011). Since the population in England is approximately 63 million, the Middle Eastern 

population is about 0.8% of the overall population. Although this percentage is small, it is still 

pertinent to the field of counselling and psychotherapy in terms of providing efficient and 

inclusive practice. However, it is expected that this number is increasing due to the 

contemporary ongoing conflicts in many Middle Eastern countries such as Yemen and Syria. 

 

Figure 1: Middle Eastern Population in England completed from ONS (2011) 
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2.4 The Middle Eastern identity 

Scholars (see, for example, Carter, 1996; Helms, 1984) highlight the significance of the 

practitioner’s awareness in recognising the complexity of the racial-cultural identity 

phenomenon. In counselling and psychotherapy contexts, the racial-cultural identities of the 

counsellor and client influence the outcome or goal of the counselling process (D. W. Sue, Ivey 

& Pedersen, 1996). The individual’s racial-cultural identity can be perceived as the “enduring, 

fundamental aspect of the self that includes a sense of membership in an ethnic group and the 

attitudes and feelings associated with that membership” (Phinney, 1996, p. 922) that is 

constructed by their “cultural practices, values, and identifications” (Schwartz, Unger, 

Zamboanga, & Szapocznik, 2010, p. 237). Due to the influence of the client’s racial-cultural 

identity on the counselling and psychotherapy relationship and process, in Britain, the TADF 

(The Anti-Discrimination Foundation, 2021) argue that it is pertinent for therapists to recognise 

it and work with it (APA, 2003; Comas-Díaz, 2012; TADF, 2021). Therefore, this section will 

reveal the social-cultural factors which shape and influence the identity of Middle Eastern 

individuals. However, due to the complex nature of Middle Eastern culture (Boghsian, 2011) 

and the complexity of the racial-cultural identity phenomenon (Carter, 1996; Helms, 1984), it 

is difficult to discuss all factors that may influence the identity of a Middle Eastern individual. 

Instead, the major themes reported within the literature will be discussed. These major themes 

include language, gender, religion, race and ethnic diversity. 

 

2.4.1 Impact of language 

Language is often an influential aspect of the individual’s identity and within the Middle East, 

there are several spoken languages (such as Arabic, Turkish and Farsi). Pinfari (2020) 
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emphasises on the importance of language for a Middle Eastern individual. Nevertheless, in 

counselling and psychotherapy, language has a pertinent position due to the relational aspect 

of therapy (Espín, 2013). Therefore, there is an increasing chance that therapists in England 

will work with Middle Eastern clients who are linguistically diverse. Karp and Vögele (2016) 

question the effectiveness of counselling and psychotherapy when the client and therapist are 

linguistically diverse. Nonetheless, the implications of the individuals’ experienced language 

barriers are well documented within the broader literature. For instance, the negative impact of 

language barriers that impact an individuals’ access to health services has been recognised 

(Hyatt et al., 2018). For counselling and psychotherapy, clients who encounter language 

barriers often experience poor psychological outcomes in comparison with the majority groups 

within that country (see, for example, Chiang, Jhangiani & Price, 2015; Hyatt et al., 2018; 

Kwok & Koo, 2017). For this reason, scholars (such as Saxtroph & Christiansen, 1991) argue 

that employing individuals who speak the client’s language could mediate therapeutic 

encounters and facilitate trust building. This ultimately becomes a triadic encounter “[…] of a 

therapist and a [client] who speak different languages but are able to interact using the help of 

an interpreter” (Boss-Prieto, 2013, p. v).  The triadic interaction (relationships, pairs, or dyads) 

establishes a therapeutic triad that operates “at a given point in time” (Lee, 1997, p. 4). When 

working in a triadic encounter, it is important to acknowledge the importance of establishing a 

therapeutic alliance with interpreters as well as clients. However, the triadic interaction can 

slow development of the client-therapist therapeutic relationship (Miller, Martell, Pazdirek, 

Caruth & Lopez, 2005) and limit immediacy12 during the session, which enhances the quality 

of the therapeutic relationship (Feltham & Dryden, 2008).  Therefore, therapists are often 

 
12Feltham and Dryden (2008, p. 88) refer to immediacy as “the key skill of focusing attention on the here and 

now relationship of counsellor and client with helpful timing, in order to challenge defensiveness and/or 

heighten awareness”. 
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apprehensive regarding the triadic therapeutic process, which highlights the complexity of the 

three-dimensional therapeutic relationships (Fidan, 2017). 

 

There is a lack of research available regarding the impact and role of language in counselling 

and psychotherapy with Middle Eastern clients. Yet, scholars argue that therapists are 

responsible for finding a shared language with their clients (D'Ardenne & Mahtani, 1999), as 

the existence of language gaps impacts the progress of the therapeutic work (Eleftheriadou, 

2003). Therefore, Karp and Vögele (2016) propose that utilising the client’s language can have 

a therapeutic value in making the client feel comfortable. It is also crucial to highlight that 

inviting the client to use aspects of their native language with and without the presence of an 

interpreter ultimately facilitates their sense of feeling accepted and heard by their therapist, 

which in turn will have a significant positive impact upon the therapeutic relationship and 

process. This will demonstrate, warmth, acceptance, respect and prizing of the therapist 

towards their client (Bozath, 2002). 

 

2.4.1 Gender roles  

Addressing inequalities that could be influenced by differences in gender, class and other 

pertinent factors are recognised as crucial factors in conducting counselling and psychotherapy 

effectively (Bhui & Morgan, 2007). Therefore, it is important for counsellors and 

psychotherapists to hold a societal understanding of sexism, gender roles and other oppressions 

(Proctor, 2004). Basow (1986) defines gender roles or societal gender roles as expectations, 

behaviours, and roles that are set by society as masculine or feminine that shape the individual’s 

behaviour. Within a Middle Eastern context, the “Muslim legal traditions do not treat men and 

women equally” (Mir-Hosseini, Al-Sharmani & Rumminger, 2015, p. 1). The foundation of 
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this discriminatory treatment is related to the assumption that women should be under men’s 

charge. Although there is gender blindness within a large majority of Muslim religious 

scholars, the field of Islamic feminism, in the last few decades, has tackled gender inequalities 

in Muslim legal traditions and patriarchal interpretations (see, for example, Abou-Bakr, 2004; 

Al-Hibri, 1982; Ali, 2010; Hassan, 1987; Lamrabet, 2012; Mir-Hosseini, 2011; Seedat, 2013; 

Wadud, 2006). Feminist researchers (see, for example, Mir-Hosseini et al., 2015), critically 

engage and challenge the assumption that men should be in charge, male authority, and gender 

discrimination within Muslim legal tradition. For example, Mir-Hosseini et al. (2015) 

undertook a project to produce an alternative feminist understanding through rethinking the 

two key legal concepts of Qiwamah and wilayah. The concepts of Qiwamah and wilayah are 

critical concepts within Islamic legal tradition, placing women under men’s guardianship 

(Lamrabet, 2014). The concept of Wilayah is associated with providing a father’s priority in 

guardianship of their children over mothers and enables male family members to perform 

guardianship over female members (Lamrabet, 2014). Qiwamah represents the husband’s 

financial responsibility towards his wife and his authority over her (Lamrabet, 2014). The two 

concepts are manifested in legal provisions and are at the root of most contemporary Muslim 

family laws, regulating parental and spousal duties and rights. The two concepts have restricted 

women’s participation in the public scope and impacted their leadership engagement (Mir-

Hosseini et al., 2015). 

 

In Muslim contexts, the concepts of qiwamah and wilayah are playing a crucial role in 

justifying and sustaining gender inequality. Therefore, Mir-Hosseini et al. (2015) researched 

the two concepts within their initiative using the Qur’anic verse 4:34. It is believed that verse 

4:34 forms the basis for normative assumptions of the hierarchy of gender relations and male 

authority. However, Mir-Hosseini et al. (2015) argue that the concept of qiwamah does not 
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solely appear in the Qur’an. Instead, verse 4:34 presents the term qawwamun and the concept 

of qiwamah is derived from the term qawwamun. The terminology of qawwamun, is an Arabic 

word translated as ‘protectors and maintainers’ and the root of the word is qama, which can 

have many meanings in the Arabic language, such as, ‘comply’, ‘live up’, ‘provide’ and ‘stand 

up’. It appears that the term qama is found in the Qur’an two times (verse 4:135 and 5:8) where 

kunu qawwamin is understood as ‘stand out firmly’ (Lamrabet, 2015). Unlike the first concept 

of qiwamah, the second concept of wilayah does appear in the Qur’an. However, wilayah does 

not occur in a sense that enforces men’s authority over women. For instance, wilayah occurs 

in verse 18:44, referring to God’s protection over humans. Therefore, Mir-Hosseini et al. 

(2015), questions why the two concepts of qiwamah and wilayah are two bases of gender 

relations. They believe that the two concepts have been mistakenly understood and they have 

built blocks of patriarchy within the Muslim legal tradition (Mir-Hosseini et al., 2015). Mir-

Hosseini (2015, p.38) states, “the problem is not with the text [Qur’an] but with the context 

and the ways in which the text is used to sustain patriarchal and an authoritarian structure”.  

 

The majority of the Middle East has been colonised by Britain (Encyclopedia, 2022). Etienne 

and Leacock (1980) argue that colonial regimes maintain patrimonial colonial domination by 

establishing patriarchal nuclear families. Power, in patrimonialism, is under individual 

possession rather than a political position (Bratton & van de Walle 1997). Thus, the man’s 

control over his family strengthens and implants patrimonial systems within society (Price, 

2008). According to Price (2008), individuals within nations who have experienced recent 

colonial history possess less egalitarian gender ideology compared to individuals who did not 

experience it. Price (2008) also noted that colonisation created and reinforced gender 

inequality, which negatively impacted women.  For instance, the majority of Arab individuals 
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live in a large patriarchal family (Dwairy, 2006). Typically, men are placed in a dominant 

position over women and the young within this patriarchal culture (Springer et al., 1999).  

 

In counselling and psychotherapy contexts, the power dynamic between men and women can 

be relevant to the therapeutic relationship (Proctor, 2008). Proctor (2002) identified the role of 

power (i.e., the power arising from the roles of therapist and client); societal power (i.e., the 

power arising from structural positions of the therapist and client such as gender and ethnicity); 

and historical power (i.e., arising from the personal histories of each with respect to experiences 

of power and powerlessness) as existing aspects of power dynamics within the therapeutic 

relationship.  According to Proctor (2004, p. 132), “gendered conditions of worth” can be the 

person-centred terminology for gender role socialisation due to its similarity with Rogers’ 

(1959) conditions of worth. According to Rogers (1959), the conditions of worth are 

expectations and social norms that are provided to people and responded to in various ways. 

Gender role socialisation is related to the process which people within a given culture adopt 

and learn with regards to gender roles (Eagly, 1987). The gendered conditions of worth can 

restrict or limit women’s and men’s potential in society (Proctor, 2004). Given the 

intersectionality of gender with other identity aspects, research has proven that the nature of 

gender is a complex and dynamic phenomenon. While the gender of the therapist is significant 

for clients, therapists find their gender as an insignificant aspect of therapeutic relationship and 

process (Gehart & Lyle, 2001). Nevertheless, gender has been identified as having a subtle and 

significant role in the client-therapist’s interaction (Gehart & Lyle, 2001; Robbins, 1999). 

  

Gender matching of the client and therapist does not predict the effectiveness of the therapeutic 

process and outcome (Bryan, Dersch, Shumway & Arredondo, 2004; Cottone, Drucker, & 



34 
 

Javier, 2002; Huppert et al., 2001; Zlotnick, Elkin, & Shea, 1998). However, a large body of 

counselling research recommends client-therapist gender matching (see, for example, 

Bernstein, Hofmann & Wade, 1987; Blier, Atkinson & Geer, 1987; Blow, Timm & Cox, 2008; 

Boulware & Holmes, 1970; DeHeer, Wampold & Freund, 1992; Fowler, Wagner, Iachini, & 

Johnson, 1992; Fujino, Okazaki & Young, 1994; Highlen & Russell, 1980; Jones & Zoppel, 

1982; Koile & Bird, 1956; Orlinsky & Howard, 1986; Simons & Helms, 1976; Wintersteen et 

al., 2005; Yanico & Hardin, 1985). This is also relevant to Middle Eastern clients, where client-

therapist gender matching is recommended and perceived as an important factor within the 

counselling process and relationship (Jackson, 1997; Jalali, 2005; Rehman & Dziegielewski, 

2003). Research suggests that clients who have been gender matched with their therapist have 

reported a greater satisfaction with the therapeutic relationship (Kuusisto & Artkoski, 2013; 

Orlinsky & Howard, 1976). Whilst research evidence has no expiration date, Orlinsky & 

Howard’s (1976) research could be considered outdated for those (see, for example, Barroso, 

Sandelowski & Voils, 2008) who consider time as an essential factor in the appraisal and 

relevance of clinical research. Equally, Kuusisto and Artkoski’s (2013) research focused on 

clients who present with substance misuse. It could be argued that clients who experience other 

mental health issues might have different preferences (or none) regarding the issue of gender-

matching between client and their therapist. 

 

2.4.2 Influence of religion 

The Middle Eastern identity and lifestyle is influenced by religion (Gregg, 2005; Mohit, 2001; 

Pinfari, 2020). Religion often holds a unique place in the lives of Middle Eastern individuals 

(Jenkins, 2011). As Victor and Treschuk (2020, p. 109) state, “religion is attributed to 

traditional values and practices related to certain groups of people or faiths” and individuals 

who associate themselves with a certain God, values, sacred scriptures, beliefs, and ethics can 
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be considered as religious (Yeşilçınar et al., 2018). The rise of Islam in Arabia and its spread 

to other Middle Eastern areas (Abd Al-Karim, 2015) has significantly influenced Middle 

Eastern identities. Within the Middle East region, Islam is a vital cultural factor. Gregg (2005) 

suggests that Islam is not only a religion; it is a lifestyle for Middle Eastern individuals. This 

clearly suggests that Islam has given Middle Eastern individuals a common identity as well as 

similar aspects of their day-to-day living (Mohit, 2001). Although there are other religions (i.e., 

Christianity and Judaism) practiced in the Middle East region, they all share roots with Islam 

(Dwairy, 2006). This is related to the Ottoman Empire that ruled south-eastern Europe, western 

Asia and northern Africa (Bonine et al., 2011). Accordingly, at the core of Islam, Christianity 

and Judaism there are fewer differences and more similarities (Pridmore & Iqbal, 2004).  No 

matter what religion a Middle Eastern individual practices, it holds a significant and unique 

place within their lives (Jenkins, 2011).  

 

Research demonstrates that the therapist’s ability to meet their client’s spiritual and religious 

needs can be difficult to achieve (Jenkins, 2011). This is related to the lack of presence of 

religious and spiritual issues within the counsellor’s training and counselling theories (West, 

2010). This leads to pertinent aspects being dismissed for both worldviews of the counsellor 

and therapist (Passmore, 2003). For this reason, West (2012) notes that therapists should strive 

to meet their client’s needs, despite their perspectives on religions and spirituality. This can be 

achieved through understanding and locating the client’s religious framework for those who 

present with spirituality and religious issues (West, 2012). Furthermore, West (2000, p. 71) 

considered therapy as a spiritual space and several key features have been identified to facilitate 

the experiences of spiritual space: acceptance that the space is spiritual; ability to tolerate 

silence so that the spiritual space can unfold; ability to listen to another in a deep and holistic 
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sense, without composing a reply; willingness to speak authentically; acceptance of the 

experience(s) that occur(s). Meanwhile, it is crucial for therapists to recognise when they feel 

'out of depth'; whether therapeutic work required by clients is beyond their expertise and/or 

when clients' presenting issues around spirituality and religion could require work with 

counsellors from their faith, tradition, and for them to be referred to appropriate services (West, 

2012).   

 

2.5 Working with racial and ethnic diversity  

Within the field of counselling and psychotherapy, there is a lack of research about what could 

be helpful for therapists when working with clients from diverse ethnic backgrounds. However, 

a considerable amount of literature suggests that the traditional counselling and 

psychotherapeutic approaches could be ineffective when applied to the BAME population (see, 

for example, Bernal & Padilla, 1982; Casas, 1985; Casas, Ponterotto & Gutierrez, 1986; D. W. 

Sue & D. Sue, 1990; D. W. Sue et al., 1982; D. W. Sue, 1990; Ibrahim & Arredondo, 1986; 

Smith, 1982). Although ambiguity exists in what ‘ineffectiveness’ indicates, it is believed that 

this ineffectiveness is related to the training of counsellors and psychotherapists (S. Sue, 

Akutsu, & Higashi, 1987). D. W. Sue & D. Sue, (1990) and D.W. Sue et al. (1992) claim that 

counsellors and psychotherapists are not sufficiently trained to work with race, culture and 

ethnicity effectively. Rawson, Whitehead and Luthra (1998) note that counselling training in 

the UK is deeply embedded within a monocultural framework, thus serving the dominant group 

(McLeod, Lobel & Cox, 1996). In contrast, some counselling training courses in Britain are 

undertaking an anti-oppressive approach to the delivery of their programme (see, for example, 

Dougan, 2022). The approach of anti-oppressive practice is intertwined within the therapeutic 

value of the application of reflective practice that involves cultural humility, challenging 
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inequalities, colonialism, decolonising and reshaping clinical practice to work towards change 

within societies and communities (Ansara, 2019). Consequently, working within an anti-

oppressive practice framework in counselling and psychotherapy emphasises the relevance of 

challenging barriers in communities and the recognition of privileges (Ansara, 2019; Brown, 

2019; Corneau & Stergiopoulos, 2012; Reeve, 2000). This depends on the therapist’s 

recognition of their implicit privileges and biases, including taking a proactive action and 

responsibility for their professional development (or education and awareness), rather than the 

expectation to be educated by their clients (Ansara, Aho, Goss & Price-Roberston, 2020). It is 

apparent that working within an anti-oppressive framework contributes positively to the 

therapist’s multicultural competency.  

 

The term multicultural is controversial within the field of Counselling and Psychotherapy 

(Pedersen & Pope, 2016). For instance, multiculturalism can be perceived as a necessity for 

the counselling theory practice with diverse populations but also it can be considered as of 

minimal importance or a fringe interest (Reese & Vera, 2007). In other words, even critics of 

multiculturalism in the field of counselling recognise its influence (Smith, 2010). Nevertheless, 

the importance of culture with respect to mental health therapeutic practices is often questioned 

(see, for example, Patterson, 2004). Whilst Patterson (2004) perceives cultural considerations 

as secondary, others (Arredondo & Toporek, 2004; Constantine & Sue, 2005, 2006; Smith, 

2010) consider them to be primary. As discussed earlier, the complex nature of the Middle 

Eastern culture (Boghsian, 2011) and the complexity of racial-cultural identities phenomenon 

(Carter, 1996; Helms, 1984), highlight that multiculturalism is a “necessary overlay to 

understand each individual [Middle Eastern] client” (Smith, 2010, p. 449). Therefore, it can be 

argued that a culture-centred perspective is crucial when working with culturally diverse clients 
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(such as Middle Easterners) due to the following propositions (D. W. Sue, Ivey & Pedersen, 

1996, p. 140): 

1. Each Western or non-Western theory, implicitly or explicitly, represents a 

distinctive worldview.   

2. Focus upon the client-counsellor relationship. 

3. The ultimate goal of the counselling process is influenced by the client's and 

counsellor's own cultural identity. 

4. The goal of culture-centred counselling is to expand the range of helping 

responses available to counsellors.  

5. The counselling profession consists of many other alternatives for helping roles 

from other cultural contexts to supplement conventional counselling. 

6. An accurate understanding of individuals, family, group and organisations can 

only be achieved through their cultural context. 

 

Accordingly, improving the counsellor’s multicultural competency remains a crucial necessity 

in the counsellor’s education (Seto, Young, Becker & Kiselica, 2006). S. Sue, Zane, Nagayama 

Hall, and Berger (2009) defined cultural competency by defining its construct. Competency is 

a construct that is often defined as the “ability to perform a task or the quality of being 

adequately prepared or qualified” (S. Sue et al., 2009, p. 3). In a counselling context, if 

therapists or counsellors are able to demonstrate their skills with clients from diverse ethnic 

backgrounds, they are generally competent. The exportation of methods from one cultural 

group to another is inadequate, yet the facilitation of cultural competency (or sensitivity) occurs 

through appreciating the importance of cultural mechanisms (Hall, 2001) and working within 

an anti-oppressive framework. 



39 
 

 

In counselling literature, terms such as cultural sensitivity, cultural responsiveness, 

multicultural competence and cultural humility were utilised to reflect the attendance of 

culture. There are various definitions of cultural competency. While some scholars focus on 

characteristics including understanding, appreciating, and respecting cultural differences, 

others emphasise the importance of cultural awareness, knowledge and/or skills (Alvarez & 

Chen, 2008; D. W. Sue & Torino, 2005; Lo & Fung, 2003; S. Sue, 1998; Whaley & Davis, 

2007). However, these definitions somehow do not acknowledge the importance of the 

therapeutic relationship. Isolating the therapeutic methods from the therapeutic relationship in 

counselling practice and research have been proven to be ineffective (Norcross & Wampold, 

2019). Thus, it might be helpful for counsellors to consider the importance of what makes a 

‘good therapeutic relationship' within therapy.  

 

A ‘good relationship' is a significant aspect of the effectiveness of counselling and 

psychotherapy (Pedersen & Pope, 2016). Research demonstrates that the therapeutic 

relationship is a ‘necessary but not sufficient condition’ (Pederson & Pope, 2016). The effective 

relationship (or alliance) is dependent on the establishment of empathy. Empathy in 

counselling and psychotherapy is defined as one of the essential skills (Davis & Franzoi, 1991) 

and Rogerian core conditions (Rogers, 1957, Constanine, 2000; Fernandez, Trusty & Criswell, 

2002) in an effective therapeutic relationship. In multicultural counselling, empathy is also 

essential, where counsellors are required to relate to the experiences of culturally different 

clients and communicate with them in an accurate manner (Ridley & Lingle, 1996). Scholars 

believe that cultural empathy is multidimensional (Ridley & Lingle, 1996; Ridley & Udipi, 

2008) and counsellors and psychotherapists in Western cultures typically tend to solely pay 
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attention to the individual (D. W. Sue & D. Sue, 1990). Dwairy (2006) emphasises the 

qualitative differences between Middle Eastern and Western cultures. For example, 

counselling and psychotherapy is a product of Western culture whereby the emphasis has been 

placed on individualism, rather than collectivism (Dwairy & Van-Sickle, 1996). This suggests 

that Middle Eastern individuals could hold an external locus of control/evaluation13 (Dwairy, 

1998). Counsellors may misunderstand Middle Eastern clients and perceive collectivism as 

immaturity of the ‘self’ (Dwairy, 2006).  

 

Therefore, Pedersen and Pope (2016) suggest that empathy among non-Western cultures could 

more typically involve an inclusive perspective with a specific focus towards the individual 

and ‘significant others’. This emphasises the need to rethink empathy, which is usually based 

on an ‘individualistic’ perspective, to encompass an ‘inclusive cultural’ perspective. This is to 

establish ethical grounds and justice when working with Middle Eastern clients (Whaley & 

Davis 2007). Therefore, an inclusive cultural sensitivity becomes an ethical obligation (Ridley, 

1985). Korman (1974, p. 105) claims that “the provision of professional services to persons of 

culturally diverse backgrounds by persons not competent in understanding and providing 

professional services to such groups shall be considered unethical”. This denotes that the 

therapist’s incompetency and engagement with clients from diverse ethnic backgrounds 

without sufficient knowledge and experience could put clients at risk and increase their 

vulnerability. Therefore, an ethical and competent practice requires awareness, sensitivity and 

empathy of the client’s core meaning (Vasquez, 2010) through following the client’s ‘internal 

frame of reference’ (Rogers, 1957). This practice involves paying close attention to the client’s 

cultural values, beliefs, ‘norms’ and attitudes (Vasquez, 2010). Therapists are also obliged to 

 
13 Rogers (1951, p. 150) describes the concept of the external locus of evaluation as “in most statements which 

make or imply a value judgment, the spatial locus of the origin of the evaluation can be rather readily inferred”. 
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protect their clients’ wellbeing and protect them from unsafe practice (BACP, 2018). However, 

the deficiency in the British counselling literature regarding Middle Eastern individuals, 

arguably prevents practitioners from working effectively with Middle Eastern clients. 

Therefore, building on the body of knowledge could serve the field of therapy positively.  

 

Nonetheless, counselling and psychotherapy professional ethics bodies in Britain provide 

guidelines and principles to inform therapeutic practice with clients from different cultural 

backgrounds (ACAT, 2018; ACC, 2004; BABCP, 2017; BACP, 2018; HCPC, 2016; 

UKAHPP, 2017; UKCP, 2009). Counsellors and psychotherapists are required to comply with 

these guidelines and principles. Table 1 presents statements extracted from British counselling 

professional bodies regarding. Such statements present the reference made about the 

significance of culture. As shown in Table 1 the references made about ‘culture’ and ‘diversity’ 

are distinctive. While some ethics bodies highlight the significance of promoting diversity and 

equality through having an in-depth awareness and engaging in fair and non-discriminatory 

acts (HGI, 2016; NCS, 2018), others refer to the importance of recognising the cultural 

difference with clients (BACP, 2018; BABCP, 2017; ACC, 2004; ACAT, 2018; UKAHPP, 

2017; UKCP, 2009 & HCPC, 2016). Although the statements in Table 1 highlight the 

importance of diversity, they lack multicultural statements. Whilst diversity is defined as the 

different facets (i.e., race, gender, sexual orientation and religion) between individuals, 

multiculturalism goes deeper by promoting equality, inclusiveness, respect and understanding 

between the different cultural-racial groups in society (Collins Dictionary, 2018). Therefore, 

having multicultural awareness when working with Middle Eastern individuals is crucial to 

providing competent and ethical interventions.
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Table 1: British Professional Ethics Bodies for Counselling and Psychotherapy 

United Kingdom Council for 

Psychotherapy (UKCP, 2009) 

Diversity and Equality: (1) The psychotherapist undertakes to actively consider issues of diversity 

and equalities as these affect all aspects of their work. […]; and (2) The psychotherapist undertakes 

not to allow prejudice about a client’s sex, age, colour, race, disability, sexuality, social, economic or 

immigration status, lifestyle, religious or cultural beliefs to adversely affect the way they relate to the 

client (p.3). 

UK Association of Humanistic 

Psychology Practitioners 

(UKAHPP, 2017) 

Members recognise differences between people such as those associated with age, disability, gender, 

sexual orientation or socio-economic, cultural or ethnic backgrounds. […] Whenever necessary they 

obtain supervision, training, wider experience, advice or counselling to ensure competent and 

appropriate service (p.1). 

The National Counselling 

Society (NCS, 2018) 

4. Justice: […]. This also means showing respect for diversity of persons, without prejudice to colour, 

race, belief, gender, sexuality, social context, and mental and physical abilities (p.1). 

The Human Givens Institute 

(HGI, 2016) 

[…]. This will include taking into account any differences between their own cultural background, 

gender, race, sexual orientation, beliefs, etc and those of the client. It should also take into account the 

dynamics of perceived authority or influence over clients, and with particular regard to people’s 

rights including those of privacy and self-determination (p.1). 
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The Association of Cognitive 

Analytic Therapy (ACAT, 2018) 

Equality and Diversity: (a) Therapists undertake to actively consider issues of diversity and 

equalities. […] acknowledges the need for a continuing process of self-enquiry and professional 

development; (b) Therapists undertake not to allow prejudice about a client’s gender, age, colour, 

race, disability, and sexuality, social, economic or immigration status, lifestyle, religious or cultural 

beliefs to adversely affect the way they relate to the client (p.1). 

Health and Care Professions 

Council (HCPC, 2016) 

 

[…]. This includes treating others differently because of your views about their lifestyle, culture or 

their social or economic status, as well as the characteristics protected by law – age, disability, gender 

reassignment, race, marriage and civil partnership, pregnancy and maternity, religion or belief, sex 

and sexual orientation (p.13). 

British Association for 

Behavioural and Cognitive 

Psychotherapies (BABCP, 

2017) 

You must not allow your views about a service user’s sex, age, colour, race, disability, sexuality, 

social or economic status, lifestyle, culture, religion or beliefs to affect the way you treat them or the 

advice you give. You must treat service users with respect and dignity (p.6). 

Association of Christian 

Counsellors (ACC, 2004) 

Fundamental premise “Members are sensitive to a multi-faceted, multi-ethnic society.” Members are 

responsible for working in a way that is sensitive and appropriate to the client’s culture, beliefs and 

understanding (p.6). 

British Association for 

Counselling and Psychotherapy 

(BACP, 2018). 

[…] (b) Facilitating a sense of self that is meaningful to the person(s) concerned within their personal 

and cultural context; and (c) appreciating the variety of human experience and culture (p.2). 
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Multicultural awareness in counselling has been recognised in the US, but in Britain, its 

recognition is unknown (Moodley & Dhingra, 2001). The US developed multicultural 

guidelines and standards and created an ethical requirement for counsellors to adhere to 

(Arredondo, Toporek, Brown, Jones, Locke, Sanchez & Stadler, 1996). However, in Britain, 

multicultural elements in counselling training seem optional. Scholars and practitioners (see, 

for example, Eleftheriadou, 2015; Fernando, 2012) believe that racial and cultural aspects of 

clients need to be addressed within British literature. Otherwise, counselling could be critiqued 

as ‘culturally encapsulated’. The concept of ‘cultural encapsulation’ refers to the neglect (or 

lack of understanding) of another’s cultural background, and of the influence that culture has 

on peoples’ perceptions of the world (Wrenn, 1962). Although encapsulation is unintentional 

(Ridley, 1995), it is argued that traditional psychotherapy approaches are appropriate for 

dominant cultural groups in North America and West Europe (Benish, Quintana & Wampold, 

2011) and contextually inappropriate for BAME groups (Pedersen, 2001). As discussed earlier, 

BAME groups are less likely to access therapy, more likely to report negative experiences 

associated with therapy and less likely to have good therapeutic outcomes (Mercer et al., 2019, 

Crawford et al., 2016). However, clients of colour are more likely to seek therapeutic support 

and remain in therapy when they experience therapeutic approaches to be congruent with their 

personal values and beliefs (Coleman, Wampold & Casali, 1995; Flaskerud & Nyamathi, 

2000). 

 

Culturally congruent practices in mental health approaches “go beyond what is typically 

provided in traditional counselling and psychotherapy” (Smith, 2010, p. 440). Such practices 

could provide consistency to the client’s conceptualisation of the problem and therapeutic 

outcome (S. Sue, 1998). This is through providing adaptation that meets the client’s needs that 

involves “providing services in clients’ preferred language, modifying the length/frequency of 
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sessions, utilising culturally congruent terminology and concepts, involving family members 

or friends, consulting with persons familiar with a client’s culture to facilitate accurate 

understanding” (Smith, 2010, p. 441). Nevertheless, culturally congruent practices have proven 

to be effective. This effectiveness is reported in Griner and Smith’s (2006) meta-analysis of 

culturally congruent mental health practices using 76 studies. Practices that deliberately 

included cultural considerations were identified as more beneficial to clients, compared to 

studies that did not consider it. However, it is important for additional studies to evidence the 

importance of cultural congruence for the counselling profession and consider alternative 

culturally informed practices when working the BAME clients in England. 

 

Accordingly, the Inclusive Cultural Empathy (ICE) model intends “to expand concepts of 

empathy to accommodate different cultural worldviews, different reasons for seeking help, and 

different expectations of helping professionals […] to incorporate—and adds to—multicultural 

competencies” (Pedersen, Crethar & Carlson, 2008, p. 41). Although the ICE framework can 

be a complex construct to define, inclusion within such a framework is about positively striving 

to meet the needs of different people and taking deliberate action to create environments where 

everyone feels respected and able to achieve their full potential (National Institute for Health 

Research, 2012). This suggests that inclusion is at its heart, which appreciates the person’s 

individuality. Nonetheless, it is widely recognised that within the counselling profession, 

meeting the person’s needs and undertaking appropriate actions is what the counselling 

profession is striving to accomplish (BACP, 2018). Therefore, inclusion is perhaps achieved 

through empathy at its foundation. Arguably, within the counselling profession, the concept of 

empathy is intellectually constructed in a manner that favours individualism (Pedersen & Pope, 

2016). However, this perspective is evolving, due to globalisation, which Greetz (1975, p. 48) 

articulates by suggesting: 



46 
 

The Western conception of the person as a bounded, unique, more or less integrated 

motivational and cognitive universe, a dynamic centre of awareness, emotion, 

judgement, and action organized into a distinctive whole and set contrastively both 

against other such wholes and against its social and natural background is, however 

incorrigible it may seem to us, a rather peculiar idea within the context of the world’s 

cultures. 

 

Moreover, relationships are perceived inclusively, in the non-Western, collectivistic cultures 

(Pedersen & Pope, 2016). For instance, not only the individual but also their significant others 

are addressed in their relationships. This could suggest the need for a more inclusive 

perspective while being empathetic to build the therapeutic relationship. In other words, 

Pedersen et al. (2008) reveal, in culture-centred counselling, inclusive cultural empathy is 

considered as an alternative to the conventional concept of empathy. Its development occurred 

to nurture a profoundly comprehensive understanding about the therapeutic relationship within 

its cultural contexts. Conventional empathy focuses on similarities between two individuals, 

and it is like an ‘upside-down pyramid', described through moving from broadly defined 

contexts towards the individuality of the person convergent. This could indicate that the focus 

upon similarities is one-directional, and it has no place for differences (Ridley & Lingle, 1996; 

Ridley & Udipi, 2002). However, it is difficult to distinguish between the new cultural empathy 

and the conventional empathy construct, yet it could be used in multicultural contexts to gain 

an understanding of the client's cultural experience (Ridley & Lingle, 1996).  Pedersen and 

Pope (2016) understand the ICE model as valuing the different aspects of the therapeutic 

relationship, including the differences and similarities and positives and negatives, within the 

empathetic counselling relationship. This is to facilitate the therapeutic relationship with 

meaning and quality in a balanced dynamic. Awareness-knowledge-skills are the three 
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dimensions of the ICE framework (Pedersen & Pope, 2016) and each dimension is discussed 

below. 

 

The ICE Awareness dimension is referred to as the “counsellor's sensitivity to the individual’s 

values and biases and how these may influence their perceptions of the client, the client's 

[issues] and the counselling relationship” (Ponterotto, Rieger, Barrett, & Sparks, 1994, p. 317). 

Although being self-aware is an ethical requirement for practitioners (BACP, 2018), in a 

multicultural context, competent counsellors are: (a) aware of their limitations, cultural heritage 

and levels of comfort with differences; (b) understanding about racism, discrimination and 

oppression; and (c) skilled in personal development, in particular toward a non-racist identity 

(D.W. Sue et al., 1992). Many scholars (McRae & Johnson, 1991; Pedersen, 2002; Sabnani, 

Ponterotto, & Borodovsky, 1991; D. W. Sue & D. Sue, 2013) highlight the necessity of 

profoundly exploring the counsellor’s own culture with the cultures of their clients. This 

suggests that making cultural context central to the ICE model offers significant social benefits 

(Pedersen et al., 2008). For example, the individual’s worldview is experienced and displayed 

through cultural contexts, thus, attending such cultural contexts enhances the accuracy of 

assessments (Pedersen & Pope, 2016). The process of assessment in counselling and 

psychotherapy is highly desirable and inevitable (Worrall, 2006; Wilkins & Gill, 2003).   The 

depth of information gained by therapists regarding their clients contributes positively to the 

therapeutic outcomes (Watson & Flamez, 2014). Generally, the assessment process in 

counselling and psychotherapy facilitates the therapist’s awareness and understanding in 

gaining a holistic view regarding their client’s presenting issues and world view (Watson & 

Flamez, 2014). Therefore, multicultural awareness plays a vital role in increasing the generic 

competence when practising within an ICE framework (Pedersen, Crethar & Carlson, 2008). 
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In contrast, the ICE model knowledge dimension places emphasis on the importance of 

knowledge within the counselling relationship. D. W. Sue et al. (1992) suggest that competent 

counsellors are: (a) aware of their emotional responses regarding racial (or ethnic) groups; (b) 

culturally aware of their client’s population with its influence on counselling; and (c) actively 

involved with ethnic minority groups to enhance their mental health issues of other cultures (or 

skills). This knowledge could be regarding the impact of facets such as race, culture, ethnicity, 

family structures and hierarchies, attitudes and help-seeking behaviours have on their 

perceptions (D. W. Sue et al., 1992), identity, therapeutic relationship and process. 

Accordingly, the act of enhancing, comprehending and developing the counsellor’s 

understanding through engaging with counselling literature could be helpful, specifically for 

practitioners who work with clients from diverse ethnic backgrounds. Equally, in Britain, the 

importance of knowledge among ethnically and racially different individuals has been 

highlighted (TADF, 2021). It is therefore, significant for counsellors to understand their client’s 

worldview (Watson & Flamez, 2014).  This is likely to promote and enhance the therapeutic 

alliance. In both generic counselling contexts (BACP, 2020) and in a multicultural context (see, 

for example, Arredondo et al., 1996; Lloyd, 1987; Vasquez, 2010) it can be argued that the 

lack of awareness about racial-ethnic minority clients perhaps leads to an unconscious and 

automatic judgement towards clients. Recognising “any damaging beliefs or assumptions that 

we may need to challenge” (BACP, 2020, p. 8) could be the starting point for therapists in 

delivering anti-oppressive therapeutic support to clients. Nevertheless, the increase in 

multicultural awareness enables therapists to provide culturally congruent interventions 

(Arredondo et al., 1996; Vasquez, 2010). The British field of counselling lacks knowledge of 

the Middle Eastern population. Therefore, counsellors are unable to utilise multicultural 

knowledge in their practice.  
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In comparison to the awareness and knowledge dimensions, the ICE model skills dimension 

is referred to as a substantial component, instead of abstract ideas (Ridley et al., 1994). D. W. 

Sue et al. (1992) argue that competent counsellors are: (a) actively involved with ethnic 

minority groups, to enhance their mental health issues of other cultures (or skills); (b) aware of 

religion-spiritual mental health resources; and (c) skilled in providing counselling to 

indigenous people through culturally appropriate counselling. Counsellors who do not convey 

counselling skills that demonstrate multicultural sensitivity are harmful and could be hindering 

the client's process and progress (Arredondo et al., 1996; Cates et al., 2007; D. W. Sue et al., 

1992; Ridley et al., 1995). Indicators for multicultural incompetency can be easily identified, 

compared to cultural competence (D.W. Sue, 1992). Multicultural incompetence has a serious 

consequence and can be measured through emotional and financial costs (D.W. Sue, 1992), 

leading to “biased evaluation, derogation, disparagement and denigration, dehumanizing 

others, fear of contamination through contact with others, viewing all outsiders as enemies, 

approval of destructive behaviour, blaming the victim, self-righteousness, and a tendency to 

desecrate others” (Pedersen et al., 2008, p. 231). Meanwhile, there are conflicting thoughts 

about whether counselling skills and multicultural skills differ (Basma, 2016).  Some scholars 

believe that there is no relationship between the development of general counselling skills and 

complex multicultural skills (Cates, Schaefle, Smaby, Maddux & LeBeauf, 2007). For 

example, Cates et al. (2007) evaluated the effectiveness of counsellors’ education programmes, 

where the teaching of multicultural counselling skills and knowledge has been implemented 

into the curriculum. The findings indicated that there are distinctions between general 

counselling skills and multicultural skills as shown by the high rating in general counselling 

skills, compared to the ratings in multicultural skills. However, other scholars suggest that 

general counselling skills overlap with multicultural counselling skills (Coleman, 1998; Ridley 

et al., 1995). For instance, Coleman (1998) found in a study about cultural sensitivity that 
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counsellors who demonstrated cultural sensitivity had higher ratings on both counselling skills 

and multicultural skills. This indicates that counsellors’ generic counselling skills and 

multicultural skills work hand-in-hand in the therapist’s competency.   

 

While the existing literature provides the counselling profession with little direction to help 

therapists acquire multicultural competency (Kim & Lyons, 2003), there is a limited published 

literature on the phenomenon of counselling and psychotherapy with Middle Eastern clients. 

Consequently, the ICE focuses on how the three dimensions of skills, knowledge and 

awareness can be applied in generic counselling practice (Pedersen et al., 2008). S. Sue (1998) 

argues that culture is central to multicultural counselling and attending to cultural context in 

therapy with clients from diverse ethnic backgrounds such as the Middle East is a necessity. 

Also, the emphasis of the counselling profession on the therapeutic relationship is clear. As 

discussed earlier, the development of the therapeutic relationship is facilitated by the Rogerian 

(1957) core conditions (i.e., empathy, congruence, and UPR). Norcross (2002) argues that 

those conditions also provide focus for counselling research and analysis. Therefore, to 

conceptualise this section, the core conditions (Rogers, 1957) have informed the overarching 

themes presented in literature in a culture-centred, multicultural, culturally sensitive 

perspective. While UPR (Rogers, 1957) is addressed through the consideration of anti-

oppressive practices (Ansara et al., 2020; Ansara, 2019; Brown, 2019; Corneau & 

Stergiopoulos, 2012; Reeve, 2000) in counselling, the ICE framework (Pedersen et al., 2008; 

Pedersen & Pope, 2016) directly addresses Rogers’ (1957) empathy condition. Nonetheless, 

the consideration of cultural congruent practices (Arredondo et al., 1996; Smith, 2010; 

Vasquez, 2010) manifest the Rogerian (1957) congruence condition.  
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2.6 The professional psychological help-seeking attitudes  

Despite that “many individuals [perceive] the act of seeking counselling and psychotherapy as 

a dilemma” (Vogel, Wester & Larson, 2007, p.410), the deficiency of the help-seeking attitudes 

of Middle Eastern individuals in British counselling literature remains apparent. Nevertheless, 

within the Middle East, there has been a substantial amount of research undertaken regarding 

attitudes towards seeking professional psychological help. This reveals that accessing 

professional psychological help for Middle Eastern individuals comes with complexities and 

challenges. Therefore, it is crucial for this section to review and present the available literature 

regarding the phenomenon.  

 

The general mental health literature identifies specific avoidance factors to seeking 

professional psychological help. Vogel, Wade and Hackler (2007) undertook a systematic 

review to identify avoidance factors in the individual’s help-seeking process. Those factors 

could include but are not excluded to social stigma (Corrigan et al., 2000; Corrigan & Penn, 

1999; Komiya, Good & Sherrod, 2000; Tringo, 1970; Weiner et al., 1988), treatment fears 

(Deane & Todd, 1996; Kushner & Sher, 1989), fear of painful emotions (Ciarrochi & Deane, 

2001; Komiya et al., 2000; Vogel et al., 2005; Vogel & Wester, 2003), anticipated utility and 

risks (Vogel & Wester, 2003; Vogel, Wester, Wei & Boysen, 2005), and self-disclosure 

(Hinson & Swanson, 1993; Vogel & Wester, 2003). Additionally, Vogel et al. (2007) suggest 

that potential moderating factors such as sex/gender (Fischer & Farina, 1995; Moller- 

Leimkuhler, 2002; Tomlinson & Cope, 1988), race/ethnicity (Diala, Muntner, Walrath, 

Nickerson, LaVeist & Leaf, 2000; Cheong & Snowden, 1990; K. M. Lin & M. Lin, 1978), 

treatment setting/treatment issue (Abe-Kim & Takeuchi, 1996), and age (Boldero & Fallon, 



52 
 

1995; Cauce, Domenech-Rodriguez, Paradise, Coheran, Shea & Srebnik, 2002; Dubow, Lovko 

& Kausch, 1990) influence the individual’s mental health help-seeking attitudes. 

 

In Middle Eastern contexts, several researchers (see, for example, Al-Darmaki, 2011; Al-

Krenawi & Graham, 2011; Al-Krenawi et al., 2009; Cebi, 2009; Day, 1983; Heath et al., 2016; 

Rayan & Jaradat, 2016; Seyfi et al., 2013) have measured the professional psychological help-

seeking attitude using the ATSPPH scale14 (Fischer & Turner, 1970) among Middle Eastern 

university students within different Middle Eastern nations, religious and ethnic groups (Al-

Darmaki, 2011; Al-Krenawi & Graham, 2011; Al-Krenawi et al., 2009; Cebi, 2009; Day, 1983; 

Heath et al., 2016; Rayan & Jaradat, 2016; Seyfi et al., 2013). Although in a British context 

there is no estimation regarding using university or college students as research participants 

(Foot & Sanford, 2004), Kimmel (1996) argues that research in psychology heavily relies on 

student participants. The use of students in research has been criticised as “engendering casual, 

uncaring and cynical attitudes” (Foot & Sanford, 2004, p. 256). Specifically, the power 

relations between researchers (or professors) and students could lead to them being exploited 

(Foot & Sanford, 2004; Neuman, 2015). It is argued that in comparison with stranger 

participants, students can have less power to exercise their right to withdraw their participation, 

leading to sample bias (Neuman, 2015) and the rise of ethical issues. Nevertheless, the use of 

students in research has compared them to human ‘fruit flies’ (see, for example, Keith-Spiegel 

& Koocher, 1985; Rubenstein, 1982). This suggests that they are highly accessible and 

convenient to employ (Foot & Sanford, 2004). It is apparent that the use of students in 

psychological research can be criticised (Foot & Sanford, 2004), however, within the contexts 

 
14 The ATSPPH scale will be explored in the methodology chapter i.e., Chapter Three. 
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of the professional psychological help-seeking attitude among the Middle Eastern population 

numerous studies exist. 

 

Al-Rowaie (2001) identified the possible predictors of attitudes toward seeking professional 

psychological help among Kuwaiti university students in three stages. Whilst stage one 

measured the attitudes of Kuwaiti students toward seeking psychological services utilising the 

ATSPPHS (Fischer & Turner, 1970), stage two focused on exploring the Family, Friend, and 

Societal Support’s (FFS) role among Kuwaiti University students. The FFS scale is a 22-item 

instrument with 4-point Likert scale that has been designed to assess the association of FFS 

with seeking psychological help, consisting of three subscales i.e., family, friends, and societal 

support. Knowledge regarding family structures (D. W. Sue et al., 1992), involvement of 

friends and family members [with the individual’s consent] (Smith, 2010), facilitate an accurate 

understanding of the individual’s professional psychological help seeking attitudes (Pedersen 

et al., 1996). Al-Rowaie’s (2001) use of the FFS scale has been understood to be culturally 

centred (Pedersen et al., 1996), Inclusively Culturally Empathic (Sue et al., 1992) and culturally 

congruent (Smith, 2010). Nonetheless, the final stage of Al-Rowaie’s investigation examined 

the extent to which Kuwaiti university students’ attitude can be predicted. This is through 

measuring their Life Stress Events (LSE) using the LES Questionnaire (LESQ), and their 

Orientation Toward the Utilisation of Support (OTUS) using the OTUS Resources Scale 

(OTUSRS). The LSEQ is an 18-item constructed from the 43-item of the Social Readjustment 

Rating Scale (SRRS; Holmes & Rahe, 1967). Whereas the OTUSRS assesses people’s feelings 

regarding the advisability or usefulness of seeking social help in relation to having a social 

network and it consists of 20-items (Vaux, Burda, & Stewart, 1986). 529 Kuwaiti university 

students participated in the study. The author’s reference to the sample as ‘Kuwaiti’ students 

is questionable. The sample is identified as belonging to a variety of Middle Eastern nations, 
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including, Saudi Arabia, Egypt, Bahrain, Qatar, Oman, Jordan, and Kuwait. Therefore, it could 

be argued that the sample is, more or less, reflective of Middle Eastern students rather than the 

Kuwaiti students. The main findings of Al-Rowaie’s (2001) research indicates that the students 

have a less favourable help-seeking attitude. However, females who majored in Psychology 

and individuals who accessed counselling, had more positive attitudes toward seeking 

professional psychological help, with only 7.4% of the participants having had counselling 

support. Therefore, most participants preferred to seek psychological support from friends and 

family and considered therapy to be their last avenue for seeking support. Due to the 

quantitative nature of the study, it is difficult to understand the participants’ avoidance to 

seeking therapy support. Yet, the findings of the study highlight the reluctance of Middle 

Eastern students.  

 

The reluctance towards accessing professional psychological help is also evident among 

Emirati students. Despite the great demand among Emirati university students towards 

accessing counselling services, those who require help are reluctant to seek it (Al-Darmaki, 

2011). It is also important to note that no students from an Emirati background participated in 

Al-Rowaie’s (2001) study. Therefore, Al-Darmaki (2011) examined their professional 

psychological help seeking attitudes, specifically focusing on the students’ perceptions towards 

the counselling profession and counselling services. This is through employing Needs 

Assessment (NA), Preferred Source of Help (PSH) surveys and the ATSPPH scale (Fischer & 

Turner, 1970). The author designed the NA instrument to survey the common needs of college 

students using the available literature, clinical observations and the researcher’s experiences 

when working with them. The instrument consists of 55-items, relating to the student’s college 

life, with a 4-point Likert rated scale, ranging from 1 (no needs) to 4 (very much). On the other 

hand, the 10-item PSH instrument (with a ranking system ranging from 1 to 10) surveyed the 
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students’ help sources preferences, including, individual counselling, group counselling or 

lectures. 450 students participated in the study, almost equally male and female. This avoids 

gender bias in research within the research sample. Bias in research can be intentional or 

unintentional (Gardenier & Resnik, 2002) and it is referred to as “any trend or deviation from 

the truth in data collection, data analysis, interpretation and publication” (Šimundić, 2013, p. 

12) impacting the research findings and conclusions. Therefore, Al-Darmaki’s (2011) 

deliberate use of equal numbers of male and female students, neither under-represent nor over-

represent the sample, thus avoiding gender selection bias (Šimundić, 2013). Nevertheless, the 

findings of the examination revealed significant gender differences in the attitudes towards 

seeking professional psychological help, where female students held more favourable attitudes 

towards seeking professional help compared to male students. The gender differences in the 

professional psychological help seeking attitudes of men and women are influenced by the 

gender roles (Bosow, 1986) and gender inequalities within the Middle Eastern culture (Mir-

Hosseini, 2015) that have been discussed in Section 2.4.1. However, the findings from 

ATSPPH (Fischer & Turner, 1970) indicated that Emirati students hold negative attitudes 

towards interpersonal openness. Yet, the study highlights that 77.5% to 50.5% of the students 

require ‘moderate’ to ‘very much’ support with regulating their emotional distress. This 

highlights that approximately 77.5% of the students experience emotional distress. However, 

as reported by the PSH surveys and found in Al-Rowaie’s (2001) study, students often prefer 

to seek emotional support from family members and friends rather than a therapist. Chaleby 

(1992) argues that the collectivistic nature of the Middle Eastern culture manifests strong 

family ties (Chaleby, 1992). 

 

However, within Middle Eastern culture, “individual choices in life are a collective matter, and 

almost all the major decisions in life are determined by the collective” (Dwairy, 2006, p.24). 
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For instance, Middle Eastern societies discourage individuality (Dwairy, 2006), a Middle 

Eastern individual could hold an external locus of control/evaluation15 (Dwairy, 1998). Unlike 

Western society, Middle Eastern culture does not take responsibility for its citizens’ survival. 

Rather, the family and/or extended family perform this function (Dwairy, 2006). Almost all 

Middle Eastern individuals are unsupported by their states, which leads to the dependency of 

young couples on their collective family (Dwairy, 2006). This suggests that most Middle 

Eastern economies are grounded on the family unit instead of the state unit (Brakat, 2000). The 

majority of Middle Eastern individuals fall into either collectivists or both collectivists and 

individualists (Dwairy, 2006). On the other hand, few Middle Eastern individuals are classed 

as individualists. However, some of those who have been exposed to Western culture (Dwairy, 

2006) through immigration may consider themselves as individuals. When dealing with family 

issues within their homes, Middle Eastern individuals tend to utilise a collective system of 

values. Umlil (1985) claims that this may impact the individual’s self and loss of autonomy. 

This remains pertinent within contemporary Middle Eastern cultural society (see, for example, 

Abu-Baker, 2006; Al-Jabiri, 1999; Barakat, 1993).  

 

Alternatively, from the perspective of religion and university students, Al-Krenawi and 

Graham (2011) conducted a study regarding attitudes towards seeking mental health help. This 

study compared the Arab students’ attitudes among three major religious minorities in Israel: 

Druzes, Muslims and Christians. 195 students were cross-nationally surveyed via a snowball 

sampling strategy. Similar to Al-Darmaki (2011)’s study, the ATSPPH scale (Fischer & 

Turner, 1970) was used as a measure for assessing the students’ attitudes towards psychological 

 
15 Rogers (1951, p. 156) defines the locus of evaluation as “the extent to which [one’s] values and standards 

depend upon the judgements and expectations of others or are based on a reliance upon [one’s] own 

experience”. 
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professional help. Moreover, the students’ cultural beliefs about mental health difficulties have 

been explored using an instrument that has been developed by the researchers. The instrument 

consists of 11 statements attached to a 4-point Likert scale ranging from 1 (absolutely true) to 

4 (not true at all) with statements divided into two major factors; traditional healing and 

biomedical health systems use aetiologies. The research reported that Christian participants 

showed higher levels of interpersonal openness, compared to Druze participants. Whereas, 

Muslim participants were higher than Druze participants, however, their interpersonal 

openness was found to be less than that of Christian participants. Psychiatric therapy and 

recognition of personal need for psychotherapy was found to be more highly stigmatised among 

Druzes and Muslims, with zero correlation among Christians. Al-Krenawi and Graham (2011) 

have recognised the implicit implications of politics in the Christian, Muslim and Druze’s 

individual attitudes towards mental health systems in Israel. For instance, the intervention 

provided by Jewish professionals for Arab individuals could place therapeutic support (or 

approach) through the crucible political dynamic (Al-Krenawi & Graham, 2005). This is 

related to the disintegration of the Palestinian society, their hasty process of cultural loss and 

loss of their homelands (Sa‘di, 2002) as a result of the establishment of the Israeli state in 1948. 

Although Arabs in Palestine, prior to 1948, made up the majority of the population, 84% of the 

population exiled and became refugees in other countries (Kanaana, 1992). Therefore, Arabs 

became minorities in Israel and are experiencing unequal treatment (see, for example, Sikkuy 

Report, 2004). Al-Krenawi and Graham (2011) describe their findings as ironic due to the 

Druze, Muslim and Christian’s high levels of reluctance towards accessing mental health 

support within the Israeli systems. This is despite their high levels of social needs. Generally, 

the Arab population in Israel hold negative attitudes towards Israeli policies regarding 

Palestinians and demonstrate a strong sense of belonging (or identity) to their Palestinian 

heritage (Suleiman & Beit-Hallahmi, 1997). In other words, Arabs in Israel display a mistrust 
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towards Israeli policies and systems. Therefore, it could be argued that this mistrust strongly 

influences the students’ openness and engagement with professional psychological services (or 

counselling and psychotherapy) that is influenced and part of Israeli systems (Carter & Rashidi, 

2004).   

 

Furthermore, Al-Krenawi, Graham, Al-Bedah, Kadri and Sehwail (2009) conducted a 

comparative study examining the help seeking behaviours and attitudes toward mental health 

problems and services. Similar to previously reviewed studies (Al-Darmaki, 2011; Al-Krenawi 

& Graham, 2011; Al-Rowaie, 2001), the study employed university students. Cross-national 

surveys were conducted and distributed at various universities within three Middle Eastern 

nations (i.e., Egypt, Kuwait, Palestine) and Israel-Arabs. The study proposes that the university 

students were selected as a sample because they are ‘educated’. However, it is unclear what 

measures were used to measure the student’s level of education. Also, this suggests that non-

university students or those who did not attain a higher education qualification are ‘un-

educated’. This claim ultimately creates sample selection bias (Gardenier & Resnik, 2002) that 

could impacts the findings of this research. The sample for the study was surveyed through 

snowball sampling, in order to elicit responses. A total of 716 respondents participated in this 

research. The researcher also used the ATSPPH scale (Fischer & Turner, 1970) as a measure 

for this research. The data analysis involved a Multivariate Analysis of Variance (MANOVA) 

using the participants’ cultural, historical, and political differences. The findings of this study, 

firstly, indicate that Egyptian, Palestinian, and Israeli-Arab participants were lower in 

‘recognition of personal need’, compared to Kuwaiti participants. Secondly, Palestinians and 

Israeli-Arab participants had the same degree of ‘recognition of personal need’, however, in 

comparison, Egyptians had a higher degree of ‘recognition of personal need’. Thirdly, the 

degree of ‘stigmatisation’ between the four nationalities differed, whereby Palestinians had a 
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positive attitude towards counselling, compared to Egyptian and Kuwaiti students, with almost 

no difference, in comparison to Israeli-Arab students. It is unclear within the study whether the 

experienced stigma is public stigma, self-stigma, or both (Corrigan, 2004; Vogel et al., 2006; 

Vogel & Wade, 2009). Nevertheless, stigma can be an apparent reason for individuals who 

choose not to seek mental health or therapy support (Vogel & Wade, 2009). As discussed 

earlier, the individual’s experiences of stigma can be experienced publicly through society’s 

rejection or unacceptance towards the individual’s emotional distress (or illness) or their access 

to professional mental health services (Vogel & Wade, 2009). However, the self-stigma is often 

experienced by individuals internally when they struggle to accept their mental health issues 

(Corrigan, 2004; Vogel et al., 2006). 

 

Moreover, from the perspective of Turkish students, Seyfi, Poudel, Yasuoka, Otsuka, Jimba 

(2013) examined the relationship between the attitudes toward seeking professional 

psychological help and the intentional attitudes toward seeking professional psychological 

help. The cross-sectional examination occurred in the Middle East Technical University 

(METU) in Turkey. The recruitment process involved students from the METU during lectures 

with permission from professors. Beside the ATSPPH scale (Fischer & Turner, 1970), four 

other measures were utilised within this study: (1) Intention to seek professional psychological 

help; (2) perceived social support; (3) sources of psychological help when experiencing 

psychological problems; and (4) awareness of an on-campus counselling centre. The intention 

to seek professional psychological help, sources of psychological help when experiencing 

psychological problems, and awareness of the on-campus counselling centre were assessed, 

utilising one-item questions for each instrument. In contrast, the perceived social support has 

been measured using the 12-item scale of the Multidimensional Scale of Perceived Social 

Support (MSPSS) (G. D. Zimet, Dahlem, S. G. Zimet & Farely, 1988). There are four factor 
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subscales which include family support, friends support, and significant other support with the 

MSPSS attached to 7-point Likert scale ranging from 1 (very strongly disagree) to 7 (very 

strongly agree). The findings of this research indicate that only 20% of the students sought 

professional mental health help from psychologists, psychiatrists and psychological 

counsellors. This is a larger figure compared to Al-Rowaie’s (2001) study.  However, the 

remainder of the students sought psychological help from family or friends, while in distress 

as shown in previous studies (see, for example, Al-Darmaki, 2011; Al-Rowaie, 2001). As 

discussed earlier, the majority of Middle Eastern individuals fall in either collectivists or both 

collectivists and individualists (Dwairy, 2006). Additionally, despite urbanisation, increased 

education opportunities and industrialisation in Turkey, scholars (see, for example, Fisek & 

Kegitcibasi, 1999) argue that Turkish culture remains closer to the collective pole with strong 

family ties. Although half of the students lacked awareness regarding the existence of the 

therapy service within the university, the remainder chose not to seek it. Nevertheless, female 

students identified openness to seeking therapy support, compared to male, which suggests that 

they have positive attitudes towards seeking professional mental health support.  This works 

hand-in-hand with the findings that revealed male’s reduced intentions to seeking professional 

psychological help, compared to female students. The findings of this study are similar to those 

found in Al-Darmakri (2011), particularly around the influence of gender roles (Bosow, 1986) 

within the Middle Eastern culture that shapes the individual’s help seeking attitudes. 

 

Despite the deficiency in the literature, in Britain, Hamid and Furnham (2013) examined the 

factors that affect the attitudes toward seeking professional psychological help among Arab 

individuals and British Caucasians. In addition to considering demographic variables as one of 

the factors; causal beliefs, shame-focused attitudes, confidentiality concerns, ethnic identity 

has been considered. A sample of 104 British Caucasians (British, Welsh, Irish or Scottish) and 
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100 Arabs living in the UK participated in this study. Although the study undertook a 

comparative approach, this was made implicit rather than explicit within the research aims, 

thus, impacting the coherence of the research (Hart & Annear, 2020). Within this study, four 

measures were utilised: (1) ATSPPH Scale; (2) A shortened version of the Mental Distress 

Explanatory Model Questionnaire (MDEMQ); (3) Attitude towards Mental Health Problems 

Questionnaire (ATMHPQ); (4) Confidentiality Scale (CF); and (5) Multi-group Ethnic Identity 

Measure (MEIM). MDEMQ is a 42-item instrument, which explores cultural differences in 

explaining mental distress (Eisenbruch, 1990). The ATMHPQ is an instrument with a 35-item, 

self-reporting questionnaire that has been designed to measure shame-focused attitudes (P. 

Gilbert, Bhundia, Mitra, McEwan, Irons & Sanghera, 2007). On the other hand, the CF has 

been developed by P. Gilbert, J. Gilbert and Sanghera (2004), to measure confidentiality 

concerns using a 7-item self-reporting scale. Finally, MEIM is an instrumental measure that 

has been developed by Phinney (1992), but later revised by R. Roberts, Phinney, Masse, Chen, 

C. Roberts and Romero (1999). The revised MEIM consists of a 12-item about ethnic identity.  

 

The main findings of this examination demonstrated that Arabs have less positive attitudes 

towards seeking professional psychological help compared to British Caucasians in the UK. In 

terms of confidentiality concerns, the research found them to be more significant for Arabs 

than for British Caucasians. Finally, confidentiality concerns were substantial predictors of 

attitudes toward seeking professional psychological help, compared to shame-focused 

attitudes. The commonality of shame as an emotion contributes to several issues that are 

experienced by clients such as interpersonal difficulties, poor psychological wellbeing and poor 

overall life functioning (Tangney & Dearing, 2002). In the UK, shame is reported in the 

literature to influence BAME individuals’ access to mental health services (see, for example, 

Anand & Cochrane, 2005; Chew-Graham, Bashir, Chantler, Burman, & Batsleer, 2002; P. 

https://www.tandfonline.com/doi/full/10.1080/13674676.2012.718753?needAccess=true
https://www.tandfonline.com/doi/full/10.1080/13674676.2012.718753?needAccess=true
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Gilbert, J. Gilbert & Sanghera, 2004; Pilkington, Msetfi, & Watson, 2011). Nonetheless, 

around 70% of women in the US reported feelings of shame accompanying their access to 

professional mental health services. Therefore, to an extent the findings of this study contradict 

the previous reports in the literature. Nevertheless, it is important to emphasise the significance 

of this study to the British body of knowledge. This is due to the limited availability of research 

regarding the attitudes of Arabs toward seeking professional psychological help. 

 

This section has reviewed the research literature that underpins the attitudes of Middle Eastern 

individuals towards seeking professional psychological help. The review incorporated the 

available literature with different Middle Eastern ethnicities (i.e., Turks, Arab and Turks) 

within the Middle East (Al-Darmaki, 2011; Al-Krenawi & Graham, 2011; Al-Krenawi et al., 

2008; Al-Rowaie, 2001; Seyfi et al., 2013) and outside it (Hamid & Furnham, 2013). It is also 

important to emphasise that all the reviewed available research literature that has been 

conducted in the Middle East employed students as a research sample (Al-Darmaki, 2011; Al-

Krenawi & Graham, 2011; Al-Krenawi et al., 2008; Al-Rowaie, 2001; Seyfi et al., 2013). This 

questions the attitudes of the non-student Middle Eastern populations towards accessing 

professional psychological mental health services. Nevertheless, across all the reviewed 

literature there is a general sense of reluctance towards accessing professional psychological 

mental health support, shaped by the participants negative attitudes towards seeking 

professional psychological support. These negative attitudes and reluctance are often more 

apparent in male Middle Eastern students, compared to females (Al-Darmaki, 2011; Seyfi et 

al., 2013), influenced by political and religious factors (Al-Krenawi & Graham, 2011), the 

collectivistic nature of Middle Eastern culture (Al-Darmaki, 2011; Al-Rowaie, 2001; Seyfi et 

al., 2013) impacting their levels of stigmatization (Al-Krenawi et al., 2008; Hamid & Furnham, 

2013) and confidentiality concerns (Hamid & Furnham, 2013). However, it is apparent that all 

https://www.tandfonline.com/doi/full/10.1080/13674676.2012.718753?needAccess=true
https://www.tandfonline.com/doi/full/10.1080/13674676.2012.718753?needAccess=true
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the reviewed literature are quantitative in nature, and the profession of psychological help 

seeking is often relational (Espín, 2013; Mitchels & Bond, 2021). Thus, an in-depth, qualitative 

exploration regarding the phenomenon is crucial. Therefore, the next section will review the 

available literature qualitatively to enrich and broaden the understanding regarding the 

phenomenon with specific focus towards counselling and psychotherapy. 

 

2.7 Therapy with Middle Eastern clients  

Within Britain there is little or no existing literature around the phenomenon of counselling 

and psychotherapy with Middle Eastern clients. However, internationally, there is several 

empirical research undertaken with different Middle Eastern ethnicities inside and outside the 

Middle East. Therefore, this section will review the direct, relevant empirical qualitative 

literature around the topic.  

 

Scull, Khullar, Al-Awadhi and Erheim (2014) conducted a grounded theoretical study to 

explore the attitude of Kuwaiti individuals regarding mental health care in a Kuwaiti cultural 

context. In particular, the researchers focused on the perceptions of Kuwaiti individuals who 

sought mental health support with any experienced barriers, the role of Islam and mental health 

care and the opinions of Kuwaiti individuals about the different forms of mental health 

treatments. Ten participants were recruited through a snowball sampling strategy: equally from 

male and female genders. Given the increased reluctance of Middle Eastern males compared 

to females towards accessing mental health support (see, Section 2.6), incorporating equal 

numbers of both male and female participants ensures that both perspectives are neither under-

represented nor over-represented (Šimundić, 2013). Accordingly, the identified participants 

were interviewed for their thoughts and feelings around the topic to be shared and discussed 
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freely. The main findings of this research revealed that mental health in Kuwait is stigmatised. 

This stigma is experienced internally and publicly (Vogel & Wade, 2009), whereby Kuwaiti 

society rejects or does not accept the person’s mental health issues and their access to 

professional psychological services. This highlights that seeking mental health help among 

Kuwaitis is attached to misconception and lack of awareness (Scull et al., 2014). The stigma 

found in this study, caused individuals to show responsibility in protecting their family’s 

reputation within the Kuwaiti culture. This is as a result of the collectivistic nature of Middle 

Eastern culture where the “individual choices in life are a collective matter, and almost all the 

major decisions in life are determined by the collective” (Dwairy, 2006, p. 24). The research 

also emphasised the role of Islam within the Kuwaiti culture and mental health, where 

individuals rely on Islam before considering mental health care. This is related to the role of 

religion, in particular Islam that influences the lives (Jenkins, 2011), lifestyle (Gregg, 2005) 

and identity of Middle Eastern individuals.  Other pertinent findings were revealed within the 

study surrounding the characteristics of an ideal therapist. The therapist’s characteristics were 

related to assuring confidentiality and privacy when working with Kuwaiti individuals.  

 

Within the field of counselling and psychotherapy confidentiality is a basic right for clients 

(BACP, 2018) and a legal obligation for therapists (Data Protection Act, 2018; General Data 

Protection Regulation, 2018; Human Rights Act, 1998). Since clients in therapy disclose their 

innermost feelings and share their past and current experiences (Mitchels & Bond, 2021), 

protecting their confidentiality16 “is a high ethical priority” (Reeves & Bond, 2021, p. 162). In 

the contexts of Scull et al.’s (2014) findings, confidentiality holds a cultural significance for 

 
16 There are a number of exceptions to this the duty of confidentiality (See, for example, Mitchels & Bond, 

2021). 
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Kuwaiti clients in therapy as it promotes ‘strongly trust’ in the therapist, thus facilitating the 

client’s growth and congruence to address the experiences that are causing them distress. 

(Mitchels & Bond, 2021).  

 

Nevertheless, confidentiality concerns among clients were also found in other Middle Eastern 

populations inside (Scull et al., 2014) and outside the Middle East (Hamid & Furnham, 2013). 

For example, Ghazi-Moghadam (2009) explored the attitudes of the Iranian population residing 

in the US towards seeking professional psychological help. This was conducted through 

interviewing 16 (11 female and 5 male) psychologists. Despite the specific focus of the study 

on the counselling and psychotherapy provisions, it was surprising to see the lack of 

counsellors’ participation in the study, nor the studies’ recognition of their absence. It can also 

be argued that the field of psychology is distinctive from the field of counselling. The findings 

suggest that Iranian clients are unfamiliar and impatient with the protocols of counselling. This 

is related to therapy largely being a product of Western culture (Dwairy, 1996). Cultural 

empathy has been found to be a significant aspect of the relationship/rapport building among 

the clients. As discussed above, because relationships are perceived inclusively, in non-

Western, collectivistic cultures (Pedersen & Pope, 2016), working within an Inclusive 

Culturally Empathic framework can facilitate the development of the therapeutic relationship 

(Pedersen et al., 2008; Pedersen & Pope, 2016). Moreover, gender roles were found to be an 

evolving topic within Iranian culture. As discussed in section 2.4.1, within Middle Eastern 

culture, men and women are expected to behave in a certain way, which leads to gender 

inequalities (Basow, 1986; Mir-Hosseini et al., 2015). Therefore, gender roles within Middle 

Eastern culture are influential aspects of the individual’s identity; thus, it is important for 

therapists to have an understanding regarding such an issue (Proctor, 2004). 
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Nevertheless, the findings of Ghazi-Moghadam’s (2009) research revealed that clients’ hold 

expectations/preferences regarding therapy. The clients’ expectancies about and clients’ 

preferences of therapy are distinctive aspects within the field of counselling. For instance, 

clients’ expectancies about therapy have been recognised as a common factor across all 

therapies, consisting of expectancies and outcome expectancies (Dew & Bickman, 2005). Role 

expectancies, however, refer to the “patterns of behaviour viewed as appropriate or expected 

of a person who occupies a particular position […] clients have role expectations both of 

themselves and of the therapist” (Arnkoff, Glass & Shapiro, 2002, p. 336). On the other hand, 

outcome expectancies are the “expectations that therapy will lead to change” (Arnkoff et al., 

2002, p. 335). However, individuals who choose to access counselling support can present with 

high expectations about the helpfulness of therapy compared to those who choose not to access 

therapy (Tinsley, Brown, de St. Aubin & Lucek, 1984). Within Ghazi-Moghadam’s (2009) 

study the findings revealed role expectancies (Dew & Bickman, 2005) where therapists are 

expected to provide a ‘quick fix’ to their Iranian clients. Moreover, it was found that Iranian 

clients prefer a direct approach to therapy. The significance of the client's preferences has been 

reported across several studies (see, for example, Lindhiem, Bennett, Trentacosta & McLear, 

2014; McLeod, 2013; Swift & Callahan, 2009). McLeod (2015) recommends that the clients' 

preferences of the type of therapy may facilitate the development of the therapeutic relationship 

as clients are less likely to disengage from therapy (McLeod, 2015). There is no consensus 

among scholars regarding the effectiveness of different therapeutic approaches with Middle 

Eastern clients. Dwairy (2006) argues that Muslim clients prefer to seek Cognitive Behavioural 

Therapy (CBT), as it is goal-orientated, directive and focuses on practical tasks. Although there 

is extensive research available on the application of CBT (see, for example, Epp & Dobson, 

2010; Hofmann, Asnaani, Vonk, Sawyer & Fang, 2012), lack of literature exists on the 
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application of CBT among non-Western populations (Chowdhary, Jotheeswaran, Nadkarni, 

Hollon, King, Jordans, Rahman, Verdeli, Araya & Patel, 2014). Dwairy (2006) emphasis that 

Muslim clients could be disappointed with nondirective, Humanistic Psychotherapy and are 

likely to terminate therapy prematurely. Arguably, other scholars (Amer & Jalal, 2011; Carter 

& Rashidi, 2004) claim that nondirective, Humanistic Psychotherapy can be effective for 

Muslim clients as it provides them with a non-judgemental and safe space to explore their belief 

systems, which ultimately promotes the client’s trust in the therapy.  

 

In contrast, within Alajlan’s (2016) study, no clients’ preferences or expectations associated 

with therapy were found. Alajlan’s (2016) research was conducted in the contexts of allowing 

Saudi Arabian international students to explore their mental health counselling attitudes 

utilising a mixed-method approach.  In research, using mixed methods can be effective in 

contextualising client’s experiences in a meaningful measured framework (Regnault, Willgoss 

& Barbic, 2018). Therefore, 162 students were surveyed quantitatively using the Beliefs About 

Psychological Scale (BAPS) and 35 were surveyed qualitatively to understand their 

counselling mental health attitude. The BAPS is an 18-item instrument that consists of three 

subscales: stigma, intent and expertness (Aegisdottir & Gerstein, 2009). The main results of 

the research indicated that male students were more likely to feel stigmatised in counselling 

than female students. As discussed in Section 2.4.1, gender roles within Middle Eastern culture 

play a crucial role in shaping the individual’s identity, which influences their mental health 

help seeking attitudes (Bhui & Morgan, 2007; Mir-Hosseini et al., 2015). However, positive 

counselling experiences were reported among those who sought therapy support. Yet, the study 

reported cultural insensitivities experienced by clients towards their Middle Eastern identity 

that has been identified as a barrier. Hollon et al. (2002) identify barriers to receiving mental 
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health support as a major issue in the delivery of mental health services. Therefore, scholars 

(see, for example, Ansara, 2019; Brown, 2019; Corneau & Stergiopoulos, 2012; Reeve, 2000) 

emphasise working within an anti-oppressive framework to challenge barriers. This is pertinent 

for clients whose mental health and therapy attitudes are influenced by culture.  

 

The influence of culture on the attitudes of Middle Eastern clients has been reported in other 

studies that focused on them as separate ethnicities (Alajlan, 2016; Al-Darmaki, 2011; Scull et 

al., 2014). Boghsian (2011), who studied Middle Eastern clients residing in the US, also 

reported on the influence of culture on their mental health attitudes. This finding was revealed 

through Boghsian’s (2011) exploration of the mental health attitudes and counselling 

experiences of Middle Eastern clients in the US. Although telephone interviews are thought to 

interfere with the richness of the quality of data (Irvine, Drew & Sainsbury, 2013; Novick, 

2008), within Boghsian’s exploratory inquiry, telephone interviews were conducted with 

several participants. This is due to the limited resources available for the researcher (Irvine et 

al., 2013; Novick, 2008). Nevertheless, this study is unique in its nature due to their 

considerations of Middle Eastern individuals collectively, rather than separately, like other 

studies around the topic (i.e., Al-Darmaki, 2011; Ghazi-Moghadam, 2009; Scull et al., 2014). 

As discussed in Section 2.2, Trimble and Dickson (2005) discuss how ethnic glossing by 

grouping together various groups under a single larger ethnic group could be dangerous. This 

danger is related to the “overgeneralisation and/or simplicity [of the] definition [that 

categorises] ethnic groups […], resulting in the neglect of the unique differences within 

individuals” (Trimble & Dickson, 2005, p. 412). However, in the contexts of Middle Eastern 

individuals, more similarities than differences exist (Gregg, 2005; Khadivi & Frewat-Nikowitz, 

2007; Pinfari, 2020). Therefore, studying each Middle Eastern nationality, ethnicity or 

religious group separately could limit the understanding of the Middle Eastern identity. In 
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counselling and psychotherapy, it is crucial for practitioners to recognise the complexity of 

their client’s racial-cultural identity (Carter, 1996; Helms, 1984), as they could influence the 

outcome and goal of the therapeutic process (Sue, D. W. et al., 1996). For this reason, within 

Boghsian’s (2011) study the participating clients reported culturally influenced mental health 

attitudes that impacted their counselling experience, including the stigma associated with 

mental illness and the importance of family and friends in responding to mental illness.  

 

It is apparent that Boghsian’s (2011) study and other studies (Hamid & Furnham, 2013) 

manifest a medicalising approach to distress. Sanders (2019) argues that the reference to 

human’s experiences as an illness indicate that individuals could be "[…] normal and abnormal, 

with the outer reaches of an abnormality being pathological" (Sanders, 2019, p. 24). This 

suggests that medicalising distress could be considered unethical and unscientific, thus, it is 

significant for the counselling profession to move towards understanding the human distress 

non-medically (Sanders, 2006). It is ambiguous to identify the impact of the medicalisation of 

distress within Boghsian’s (2011) inquiry on the participants and their experiences of therapy. 

Yet, it could be assumed that the medicalisation of distress influences the findings and the 

contexts of Boghsian’s (2011) research. However, this does not undermine the pertinent 

findings of this study that suggests that clients associated the effectiveness of therapy with the 

therapist’s ability to understand their family dynamics and cultural identity. Those pertinent 

aspects of the Middle Eastern client’s identity and collectivistic cultural nature have been 

discussed thoroughly in Section 2.4 and 2.5. Moreover, despite the controversies within the 

field of counselling (Pedersen & Pope, 2016) regarding the necessity of multiculturalism for 

the therapeutic theories and practice with diverse populations (Arredondo & Toporek, 2004; 

Constantine & Sue, 2005, 2006; Patterson, 2004; Reese & Vera, 2007; Smith, 2010), 
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Boghsian’s (2011) findings highlight the importance for multicultural competence when 

working with Middle Eastern clients in the US. This in terms of the therapists’ attitudes, 

knowledge and skills were recommended as an outcome of Boghsian’s (2011) inquiry. As 

discussed in Section 2.5, the awareness-knowledge-skills are the three dimensions 

incorporated within the Inclusive Cultural framework (Pedersen & Pope, 2016). Such a 

framework intends, “to expand concepts of empathy to accommodate different cultural 

worldviews, different reasons for seeking help, and different expectations of helping 

professionals […] to incorporate —and adds to—multicultural competencies” (Pedersen et al., 

2008, p. 41). Empathy in counselling is one of the core conditions (the others being UPR and 

congruence) identified by Rogers (1957) that facilitate the development of the therapeutic 

relationship.  

 

There is limited empirical literature regarding a counsellor’s multicultural competency among 

the Middle Eastern population. However, Basma (2016) conducted a quantitative investigation 

regarding the counsellor’s multicultural counselling competence with the Arab American 

population. Basma (2016) examined the counsellor’s multicultural knowledge and awareness 

with specific focus towards the knowledge of counsellors regarding Arab Americans and 

perception held towards them. This was through surveying 124 professional counsellors, 

school counsellors and counsellor educators. All participants received their multicultural 

counselling training by the CACREP17 accredited programs. 

 

 
17 CACREP is the Council for Accreditation of Counselling and Related Educational Programs in the USA.  
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The study involved online surveys, where participants completed Demographic Questionnaires 

with the following four measures: (1) the Cultural Competence Self-Assessment Questionnaire 

(CCSAQ) using the 14 relevant items (Mason, 1995); (2) the Attitudes Towards Arabs (ATA), 

consisting of 10 items (Oswald, 2005); (3) Multicultural Counselling Knowledge and 

Awareness Scale (MCKAS), consisting of  32 items (Ponterotto, Gretchen, Utsey, Rieger & 

Austin, 2002) and; (4) Marlowe-Crowne’s Social Desirability Scale-Revised (MCSDS-R), 

consisting of 20 items (Strahan & Gerbasi, 1972). Basma’s (2016) utilisation of the several 

scales within their study has led to significant findings. The importance of the counsellor’s 

awareness and knowledge have been highlighted in the British and American literature (D. W. 

Sue et al., 1992; Ponterotto et al., 1994; TADF, 2021; Watson & Flamez, 2014). Whilst it is 

important for therapists to have cultural knowledge regarding their client’s cultural identity 

(TADF, 2021; Watson & Flamez, 2014), it also crucial for “counsellors [to demonstrate] 

sensitivity to the individual’s values and biases and how these may influence their perceptions 

of the client, the client's [issues] and the counselling relationship (Ponterotto et al., 1994, p. 

317). Therefore, the counsellor’s awareness and knowledge are of equal importance. However, 

this research revealed that the participating counsellors and counsellor educators showed low 

levels of knowledge regarding Arab Americans as well as low levels of negative attitude 

towards Arabs. Nevertheless, the study found that the higher level of multicultural awareness 

can decrease negative attitudes (if any) towards Arabs clients. Therefore, the specific 

knowledge of Middle Eastern culture with the level of the practitioners’ training is a predictor 

of positive attitudes towards American Arabs. As discussed earlier, Basma’s (2016) findings 

evidence the centrality and attendance of culture (Pedersen & Pope, 2016) because it could 

increase the counsellor’s generic competence when working with Arab (or Middle Eastern) 

clients (Pedersen et al., 2008). 
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2.8 Summary 

The literature has demonstrated that Middle Eastern individuals have a less positive attitude 

towards seeking professional psychological help (Al-Darmaki, 2011; Al-Krenawi & Graham, 

2011; Al-Krenawi et al., 2009; Cebi, 2009; Day, 1983; Hamid & Furnham, 2013; Heath et al., 

2016; Rayan & Jaradat, 2016; Seyfi et al., 2013) compared to British Caucasians (Hamid & 

Furnham, 2013). The influence of religion, impact of language and gender roles are significant 

aspects of the Middle Eastern identity. Those pertinent cultural identity aspects impact the 

attitudes of Middle Eastern clients. This has been demonstrated by the substantial evidence 

regarding males being more reluctant to seeking professional psychological help, compared to 

females (Al-Darmaki, 2011; Alijlan, 2016; Al-Krenawi et al., 2009; Al-Rowaie, 2001; Ghazi-

Moghadam, 2009; Scull et al. 2014; Seyfi et al., 2013) where the idea of seeking therapy could 

threaten their authoritarian identity (Ghazi-Moghadam, 2009). Furthermore, given the 

therapist’s struggle in meeting clients’ spiritual and religious needs (Jenkins, 2011), for Middle 

Eastern clients, the therapist’s struggle could form a barrier in the therapeutic relationship and 

process, as religion plays a crucial part in their lives (Gregg, 2005; Mohit, 2001; Pinfari, 2020; 

Scull et al., 2014). Barriers to receiving mental health support have been described as a major 

issue in the delivery of mental health services (Hollon et al., 2002). In terms of language, the 

potential barriers experienced by clients could affect their access to therapeutic services (Hyatt 

et al., 2018). Also, there is potentially linguistic diversity in the therapy (Karp & Vögele, 2016).  

 

Additionally, review of the empirical literature revealed that the family plays a significant role 

in the individual’s reluctance and help-seeking attitudes (Al-Rowaie, 2001; Boghsian, 2011; 

Seyfi et al., 2013; Scull et al., 2014). Generally, Middle Eastern individuals prefer to seek 

psychological help from family and friends and are more reluctant to seek psychological help 

outside of the family (Al-Rowaie, 2001; Seyfi et al., 2013). Nonetheless, the reluctance to 
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seeking counselling and psychotherapy can be related to the public and self-stigma (Corrigan, 

2004; Vogel et al., 2006; Vogel & Wade, 2009) which is associated with mental health issues 

and seeking mental health services (Alajlan, 2016; Al-Krenawi et al., 2009; Boghsian, 2011; 

Ghazi-Moghadam, 2009; Seyfi et al., 2013). Moreover, confidentiality concerns when seeking 

professional psychological help or therapy have been documented in the empirical literature 

(Boghsian, 2011; Hamid & Furnham, 2013; Ghazi-Moghadam, 2009; Scull et al., 2014). 

Individuals feel the need to protect the family’s reputation when considering seeking 

professional psychological help or counselling (Seyfi et al., 2013) as a result of the 

collectivistic nature of the Middle Eastern culture (Dwairy, 2006). 

 

The literature reveals the complexity of Middle Eastern culture (Boghsian, 2011) that 

influences the identity of its people (Carter, 1996; Helms, 1984) and in therapy, the client’s 

racial-cultural identity influences the outcome or goal of the counselling process and 

relationship (D. W. Sue, 1996). The development of the therapeutic relationship is facilitated 

by the Rogerian (1957) core conditions (i.e., empathy, congruence, and UPR). Therefore, when 

working with Middle Eastern clients it is important to offer the core conditions (Rogers, 1957) 

within an anti-oppressive (Ansara et al., 2020; Ansara, 2019; Brown, 2019; Corneau & 

Stergiopoulos, 2012; Reeve, 2000), Inclusive Culturally Empathic (Pedersen et al., 2008; 

Pedersen & Pope, 2016) and culturally congruent (Arredondo et al., 1996; Vasquez, 2010; 

Smith, 2010) framework to meet the cultural needs of Middle Eastern clients and establish an 

effective therapeutic relationship. 

 

Finally, to conclude, this section has reviewed the existing and relevant literature regarding 

counselling and psychotherapy among Middle Eastern individuals with different Middle 
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Eastern nations, ethnicities, and religious groups within and outside the Middle East region. 

However, in a British context, it is significant to emphasise the absence of the empirical 

counselling literature regarding the phenomenon. It is apparent that the gap in the field of 

knowledge regarding the phenomenon manifests distributive epistemic injustices (Fricker, 

2012). Therefore, undertaking the proposed research is a necessity for the counselling practice, 

training, and theory. 
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Chapter Three: Methodology and Methods 

3.1 Introduction  

This chapter will explore and justify the methodology and methods chosen to answer the 

research under investigation: What are the helpful and hindering aspects of counselling and 

psychotherapy with Middle Eastern clients living in England? This chapter will: 

• Firstly, provide an overview of the research aims and methods and discuss the 

pragmatic worldview of this research. 

• Secondly, offer the design and the methods of distribution, instrument, and analysis of 

Phase One. 

• Thirdly, explain the clients’ recruitment process, interview process and approach to 

data analysis of Phase Two. 

• Fourthly, discuss the therapists’ recruitment process, interview process and approach 

to data analysis of Phase Three. 

• Fifthly, reveal the interview experiences of both clients (Phase Two) and therapists 

(Phase Three). 

• Sixthly, incorporate quality issues regarding the validity and trustworthiness of this 

research. 

• Seventhly, consider ethical issues in relation to the different aspects of this research. 

• Eighthly, reflect on the researcher’s insider-outsider position within the thesis, followed 

by reflexive comments. 

• Finally, summarise the entire chapter. 
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3.2 Mixed method approach 

3.2.1 Research aims and methods overview   

The aim of this research is to:  

• Understand the attitude of Middle Eastern individuals towards accessing counselling 

and psychotherapy support in England. 

• Determine the helpful and hindering aspects of counselling and psychotherapy for 

Middle Eastern clients.  

• Identify the specific ways of relating (or approaches) utilised by Counsellors and 

Psychotherapists in delivering therapy for Middle Eastern clients. 

 

It was initially intended that this study would employ a qualitative research methodology with 

counsellors and psychotherapists who have worked therapeutically with Middle Eastern clients 

in England. However, since this study is about counselling and psychotherapy with Middle 

Eastern clients, considering the voices of Middle Eastern people, as well as the perspective of 

practitioners who work with this population therapeutically, will add significant value to this 

research by providing rich, in-depth and multi-dimensional insights. The therapeutic 

explorations of both clients’ and therapists’ perspectives provided an insight into their 

experiences18. This would lead and enable their voices to be heard, which ultimately impacts 

upon counselling, practice, training, and policies (McLeod, 2014). 

 

The strategic design process of this research involves both quantitative and qualitative research 

methodology. The quantitative research methodology was utilised in Phase One to understand 

 
18 “Whatever presents itself as a unit in the flow of time because it has a unitary meaning, is the smallest unit which can be 

called an experience. Any more comprehensive unit which is made up of parts of a life, linked by a common meaning, is also 

called an experience, even when the parts are separated by interrupting events” (Smith, Flower & Larkins, 2021, p. 2). 
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the attitude of Middle Eastern individuals towards accessing counselling and psychotherapy in 

England. Phase One involved surveying (online) Middle Eastern ‘individuals’ who live and 

have lived in England for the past five years, utilising the Attitude toward Seeking 

Psychological Help Scale (Fischer & Turner, 1970)19 and analysing its use through Bristol 

Online Survey. Phase Two involved in-depth, semi-structured interviews with Middle Eastern 

individuals, who were identified by the survey as having had counselling experience, and who 

were willing to be interviewed. This was followed by further in-depth, semi-structured 

interviews in Phase Three with Counsellors and/or Psychotherapists who have worked 

therapeutically with Middle Eastern clients in England. Interviews for both Phase Two and 

Phase Three were analysed using Interpretative Phenomenological Analysis (Smith, Flowers 

& Larkin, 2021)20 to present the phenomena narratively, as well as keeping the practitioners’ 

and clients’ experiences real, utilising reflexivity throughout.  

 

3.2.2 Pragmatism in Research 

This study proposes a pragmatic worldview where the emphasis is placed on what best meets 

the needs and purposes of the research problem or question under investigation (Rossman & 

Wilson, 1985). Unlike other worldviews, pragmatism does not perceive the world as an 

absolute unity (J. W. Creswell & J. D. Creswell, 2018). Pragmatism in mixed methods research 

gives the research freedom to not follow particular methods, techniques and procedures. 

Instead, pragmatism delivers what best meets the needs and purposes of the research 

(Cherryholmes, 1992). Therefore, pragmatism for mixed methods research enables the 

utilisation of multiple and/or different methods, worldviews, and assumptions, in order to open 

 
19 The scale will be discussed in section 3.3.3.2.1. 

20 See Section 3.4.3. 
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doors for the researchers to use different forms of data collection and analysis (J. W. Creswell 

& J. D. Creswell, 2018). Accordingly, this research proceeded through utilising a mixture of 

quantitative and qualitative methodologies to best meet the aims and purposes of the research. 

 

3.3 Phase One: online survey  

3.3.1 Research design  

Phase One conducted an online quantitative survey to address the first aim of this research that 

was devoted to understanding the attitude of Middle Eastern individuals towards accessing 

mental health provisions, specifically counselling and psychotherapy. Phase One also aimed 

to recruit participants and to contextualise Phase Two of this research. Middle Eastern 

individuals who have lived in England for five or more years were surveyed. Due to the limited 

available resources for this research, it was impossible to broaden the geographical parameters 

of the study to from England to United Kingdom. The appropriateness of surveys as a data 

collection method for this phase is related to their ability to recruit participants and collect data 

rapidly (Ponto, 2015). According to Check and Schutt (2012, p. 60), using quantitative surveys 

is a method that involves the “collection of information from a sample of individuals” (Check 

& Schutt, 2012, p. 60), utilising questionnaires with numerically rated items (Ponto, 2015). 

The ATSPPH-SF scale (Fischer & Farina, 1995) was considered and utilised within this phase 

of the research. 

 

The survey design involved the utilisation of the Bristol Online Survey (BOS)21. The survey 

was distributed using online platforms (i.e., Twitter and LinkedIn), to access seldom heard 

 
21 1 The BOS is a Web-based survey authoring software that allows the development deployment and analysis of surveys. 

BOS is used by researchers and postgraduate research experience. 
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groups and those who can be difficult to reach (J. W. Creswell & J. D. Creswell, 2018). Due to 

the limited resources available for this research, utilising online platforms enabled 

the researcher to access participants from distant locations (Dillman, Smyth & Christian, 

2014). However, a substantial proportion of the population have no or limited internet access 

(Robson & McCartan, 2016). Therefore, individuals who had no access to the internet were 

excluded from this study22. 

 

Taking into consideration the social conventions23 among Middle Eastern individuals, the 

anonymity of online surveys was useful, as it provided participants the opportunity to express 

their views frankly. Although surveys provide data at relatively low cost in a short period of 

time, misunderstandings of, and ambiguities in questions may not be detected (Robson & 

McCartan, 2016). However, respondents were encouraged to contact the researcher if any 

questions arose.  

  

3.3.2 Research methods  

The presentation of the survey as a whole followed Dillman et al.’s (2014) recommended 

approach. Dillman et al. (2014) suggest that is important to arrange items clearly and use an 

appropriate font size, to increase the response rate and reduce measurement error.  

 

 
22 The limitation of the online recruitment has been discussed in Section 8.1. 
23 See Section 2.4.2 and 2.4.3. 
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3.3.2.1 Informed consent  

The first page of the survey consisted of an informed consent sheet (see Appendix 1). The 

informed consent followed Farrimond’s (2013) three linked principles, which are related to the 

provision and the understanding of information followed by the voluntary participation. 

Nevertheless, within the informed consent, respondents were provided with information 

regarding the inclusion criteria for this phase of the study. Since this research explores the 

helpful and hindering aspects of Middle Eastern clients who are living in England, Middle 

Eastern individuals who participated in this research were expected to be currently living and 

have lived in England for no less than five years. The UK Visa and Immigration (UKVI) 

expects individuals to be continuously living (applicants cannot have spent more than 180 days 

outside the UK during any rolling twelve-month period during the qualifying five-year 

residence period) in the UK for no less than five years to be eligible to apply for settlement 

(GOV.UK, 2022). Therefore, the five-year inclusion criteria of this research are consistent with 

the settlement policy in the UK. The inclusion criteria were as follows: 

• Respondents were individuals of Middle Eastern descent. The definition that has been 

utilised in this research was clearly stated i.e., an individual who originates and/or 

whose parents or grandparents originate from one or more of the 

following countries: Turkey, Iran, Iraq, Israel, the Palestine Territory, Syria, Lebanon, 

Jordan, Egypt, Libya, Tunisia, Algeria, Morocco, Bahrain, Kuwait, Maldives, Oman, 

Qatar, Saudi Arabia, United Arab Emirates, and Yemen24. 

• Respondents were over the age of 18.  

• Respondents were currently living and have lived in England for no less than 5 years.   

• Respondents were fluent in the English Language25. 

 
24 Section 2.2 discussed the Middle East region and its people. 
25 Section 3.9.1 offer some reflections regarding this exclusion criteria. 
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The researcher ensured that the respondents were provided with transparent and thorough 

information regarding the research, supported with an accessible language (Farrimond’s, 

2013). Accordingly, respondents were informed regarding the purpose of the research, what 

their participation involved, and how the data would be utilised. They were also 

informed of the limits to confidentiality and that their names and any identifiable 

information would not be collated as part of the data from the survey. Lastly, the respondents 

were informed that once the survey was submitted, it would be impossible to 

remove their data, as it would be aggregated, making it more difficult to be identified. The 

researcher, therefore, ensured that the informed consent was taken from the respondents prior 

to starting the survey (Farrimond’s, 2013) where they were asked to provide consent by 

agreeing to a statement regarding their preference to partake in the survey.   

  

3.3.3 Survey questions   

3.3.3.1 Demographical information  

Respondents were asked to provide information regarding their age, gender, place of origin, 

ethnicity of origin, religion, and duration of their residence in England. This information was 

sought to provide context and to situate the sample for this research.  Respondents were given 

boxes where they were able to tick what best describes them, accompanied by an 

‘other’ drop box. Additionally, participants were asked if they accessed counselling support, in 

order to provide an approximate figure of those who had been engaged with counselling and to 

recruit participants for Phase Two of this research. A follow-up question was provided for 

participants to write their name and contact details if they were willing to participate in a face-

to-face interview i.e., Phase Two.  
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3.3.3.2 Instrument   

In order to gain a broad overview concerning the attitudes of Middle Eastern individuals toward 

accessing counselling and psychotherapy support in England, the existing Short Form (-SF) 

(Fischer & Farina, 1995) of the Attitudes toward Seeking Professional Psychological Help 

Scale (Fischer & Turner, 1970) was utilised in this phase (see Appendix 2). The ATSPPH-SF 

consists of 10 items, aiming to gain an understanding of individuals’ attitudes toward seeking 

psychological help. The scale is a 4-point Likert-type scale consisting of ‘agree’, ‘partly agree’, 

‘partly disagree’, and ‘disagree’. The ATSPPH-SF was previously used and tested among other 

populations26. It is, therefore, a valid and reliable tool (Costanzo, Stawski, Ryff, Coe & 

Almeida, 2012). For the purpose of this research, the ATSPPH-SF was adapted to reflect 

counselling and psychotherapy contexts. Taking into consideration survey taking fatigue 

(Baruch, 1999), the respondents were given drop boxes with the answers. The next section will 

discuss the history and development of the scale.  

 

3.3.3.2.1 Development of ATSPPH scale  

Fischer and Turner (1970) developed the ATSPPH scale as a measure to assess the individual’s 

professional help seeking attitudes during and following personal discomfort and/or crisis, with 

a specific focus toward an attitude and personality domain. First, a rating (Likert) attitude scale 

has been constructed and standardised, followed by the inter-correlation and factor analysis of 

items, in order to identify the principal attitudinal aspects. Finally, the attitudinal aspects are 

inter-correlated with the attitudinal components, where relevant personality variables were 

established.  

 
26 The studies are presented in Chapter Two. 
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The final version of the scale was responded to by a total of 492 females and 468 males. 

Although all respondents were students, their demographics differed considerably. For 

example, the students’ age, backgrounds, and educational institutions were different. 31 items 

were rated as highly relevant and they were given to participants, in order to respond with 

‘agree’ or ‘disagree’ for each item. The 31 items were then administered to a second group of 

115 students, with 2 of the items correlated poorly. The authors removed the 2 items, 

considering the remaining 29 items as the final version of the Attitude toward Seeking 

Professional Psychological Help Scale.  The 29 items consist of 11 positively stated and 18 

negatively stated (reversed for scoring). The participants score could range between 0 and 87, 

where each item scores anywhere from 0 to 3. A high score is associated with a positive attitude 

towards psychological help. The analysis of the scale demonstrates four factors that impact the 

individual’s professional help seeking attitude. The four factors are as follows: (1) recognition 

of personal need for professional psychological help (8 items); (2) tolerance of the stigma 

associated with psychiatric help (5 items); (3) interpersonal openness regarding one’s problems 

(7 items); and (4) confidence in mental health professionals (9 items).  

  

The scale demonstrates a significant contribution to the help-seeking body of knowledge (Choi, 

2008). However, researchers within the field of the ‘help-seeking attitude’ noted that various 

limitations exist (Ægisdóttir & Gerstein, 2009; Dadfar & Firedlander, 1982; Fischer & Farina, 

1995; Morgan, 1992; Surgenor, 1985). For example, the content validity of this research has 

been criticised, as claimed by Ægisdóttir and Gerstein (2009), some of the items, particularly 

item 13 (Keeping one’s mind on a job is a good solution for avoiding personal worries and 

concern), focuses on the individual’s characteristics, rather than the attitude toward seeking 
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psychological help. Furthermore, the construct validity of the scale has been criticised (Choi, 

2008). Since the scale is based on a four-factor structure, it has been noted by the authors 

themselves and others (Choi, 2008) that this structure is unstable, as shown by the low internal 

reliability coefficient (r = .62) of the Interpersonal Openness factor. Moreover, Fischer and 

Farina (1995) claim that mental trouble is a stigmatised term to utilise. This suggests that some 

of the language used in the scale is outdated and a less stigmatising term such as psychological 

or emotional distress would be more appropriate.  

 

Following the critics, Fischer and Farina (1995) introduced a revised version of Fischer and 

Turner’s (1970) ATSPPH scale. This revised version is a Short-Form (-SF) of the ATSPPH, 

where some of the items from the original version have been dismissed, with changes to some 

of the outdated terminologies. Fischer and Farina (1995) established a single and unitary 

measure instead of the original four-factor structure designed by Fischer and Turner (1970). 

Accordingly, Fischer and Farina (1995) believe that the unitary single measure is more 

appropriate for defining the attitude construct. The revision process of the ATSPPH scale 

involved a selection of highly correlated 14 items from the original 29 items with the highest 

item-total correlations (rs> .45), with a minor language modification. The revised 14 items of 

the ATSPPH scale were presented to a sample of 389 college students, in order to rate on a 4-

point Likert-type scale, which consisted of ‘agree’, ‘partly agree’, ‘partly disagree’, and 

‘disagree’.  

  

The authors used a Varimax rotation and conducted an exploratory factor analysis based on the 

selected 14 items. The finding reported that an Eigenvalue dropped below one after two factors. 

For example, the 10-Items that are based on Factor 1 consisted of loadings above .50, with an 
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internal consistency of .8. On the other hand, the remaining 4 dropped items were weak. The 

averaged total correlations of the 10-Items are .54, with a normal distribution. The remaining 

10-Items out of the 14-Items were considered as the final version ATSPPH-SF scale. The 10-

Items of the ATSPPH-SF scale consisted of Factor-one (Recognition of Need for 

Psychotherapeutic Help). Therefore, Fischer and Farina (1995) considered the ATSPPH-SF to 

be as Willingness to Seek Help, based on a single factor. Picco et al. (2016) claim that the 

attitudes toward seeking professional psychological help are complex and based on their study 

among Singapore residents, they suggest that the ATSPPH-SF reveals three distinct 

dimensions: openness to seeking professional help, value in seeking professional help, and 

preference to cope on one’s own. The three dimensions were utilised in the analysis process of 

the survey. The four dimensions will be used as the framework of analysis for this phase.  

  

3.3.4 Survey distribution  

The survey was distributed through utilising the distribution facility provided by the Bristol 

Online Surveys (BOS). The Distribution facility creates a Public URL (Uniform Resource 

Locator) which can be used in the advertisement process. Since the researcher is a Middle 

Eastern individual herself, she shared the URL with her family and friends who expressed 

interest towards the research, and who were able to share it within their network. Additionally, 

the researcher allocated organisations who could be working with Middle Eastern individuals 

in England, utilising the Google search bar. Although the majority of organisations agreed to 

distribute the survey, some refused as they claim that counselling is confidential27. Besides the 

researcher’s network; the Black and Minority Ethnic (BME) Health Forum; Women’s Health 

Information and Support Centre (WHISC) and Muslim Counsellor and Psychotherapist 

 
27 Section 3.9.1 considered reflexive comments. 
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Network (MCAPN), distributed the survey, either through their social network or monthly 

newsletter. The sampling technique is, therefore, self-selective (Moule & Hek, 2015). The 

BOS Distribution facility under the ‘respondent progress’ indicates that 201 respondents began 

the survey, but only 67 respondents completed the survey. Of the 201 surveys, 67 were 

completed excluding one survey (i.e., Bangladeshi descent) that could not be used in this 

research because they were outside of the identified, targeted sample. It is difficult to determine 

whether those who chose not to complete the survey were not able to participate because they 

do not fulfil the eligibility criteria or whether their attitude towards accessing counselling is 

different. Although the researcher hoped for a higher response rate, there were 66 valid surveys, 

representing a 33% response rate collected within two weeks.   

 

3.3.5 The process of data analysis   

After the completion of the data collection, the data was analysed by BOS who displays the 

data in various formats such as pie charts, tables, and bar charts. In terms of data presentation, 

the convenience of BOS as a survey authoring software sped up the analysis process (Check & 

Schutt, 2012). The data was categorised utilising Picco et al.’s framework, applying the three 

distinct dimensions (D). The items were categorised as follows: (D1) Item 2, 3 and 8; (D2) 

Item 1, 5, 6 and 7; and (D3) Item 4, 9 and 10. Survey data are often analysed using statistics; 

however, many questions lean towards a qualitative analysis approach (Price, Jhangiani & 

Chiang, 2015). Therefore, the results of each dimension were grouped using a table system, 

then interpreted in the context of each given dimension, supported by the statistical evidence 

gained from the survey.  
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3.4 Phase Two: interviews with clients  

Due to the explorative nature, richness and the depth required for this phase, qualitative, face-

to-face interviews were undertaken with Middle Eastern clients. This is to gain an in-depth 

understanding regarding the helpful and hindering aspects of counselling and psychotherapy 

with Middle Eastern clients. More specifically, this phase focuses on the clients’ perspectives 

and intends to meet the three aims of this research. This phase aims: 

• To understand the attitudes of Middle Eastern individuals towards accessing mental 

health provision, specifically counselling and psychotherapy in England. 

• To explore the helpful and hindering aspects of counselling and psychotherapy for 

Middle Eastern clients in England.  

• To identify specific ways of relating and attributes that are utilised by counsellors and 

psychotherapists in delivering therapy for Middle Eastern clients in England. 

 

3.4.1 The recruitment process  

The recruitment process for Phase Two involved utilising the survey undertaken in Phase One. 

The survey identified eight respondents who were willing to partake in a face-to-face interview. 

However, only four interviewees were recruited to participate in this phase, as the remaining 

participants did not meet the following inclusion criteria:   

● Having had counselling experience as clients. 

● Providing their personal information, including contact details.   

 

The participated clients were contacted by telephone to arrange the interview, followed by an 

email that was sent with the interview date/time and a participation information sheet, 

consisting of the following information (see Appendix 3): 
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● The purpose of the study.   

● The process and duration of the interview.   

● Thematic prompts to allow participants prepare for the interview.   

● Limits to confidentiality.   

● Process of data analysis.   

● Supervisor’s contact details.   

 

The interviews were conducted in various venues i.e., university and public libraries and the 

participants' own homes. At this stage, the University’s Student’s Lone Working policy was 

followed (see Appendix 4). For instance, prior to the interview, participants were informed 

that their name and location of the interview would be given to a nominated person. The 

researcher, therefore, ensured that a nominated person was made aware about the name of the 

person to be interviewed and the interview location. The researcher contacted the nominated 

person within half an hour at the end of the proposed interview time.   

 

3.4.2 The interview process  

The survey identified four respondents who were willing to be interviewed and met the 

inclusion criteria. The aim of the face-to-face, qualitative interviews was to gain an in-depth 

insight into the experience of Middle Eastern clients in therapy. Qualitative interviews are 

referred to as a framework that enables the collection of data through the generation of meaning 

and description regarding phenomena from the interviewee's worldview (Kvale, 1996).  It was 

considered that no other method was suitable to collect data for this phase. For example, 

employing questionnaires would have failed to provide the depth required for this phase. For 

this reason, interviews are useful for gaining an in-depth insight into the participant’s story 
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behind their experiences (Kvale, 1996). Therefore, the researcher is the primary instrument in 

generating data (Paisley & Reeves, 2001).  Adequate interview performance might be difficult 

for inexperienced researchers to achieve (Majid, Othman, Mohamad, Lim & Yusof, 2017). 

However, it was thought that piloting is unnecessary due to the researcher’s experience in 

undertaking qualitative interviews in a related topic to this research.  

 

With the participants’ consent, the researcher was able to ask follow-up questions to elaborate 

and clarify in the interviewee's responses. This is by “picking up on key words and phrases the 

participant used to ask for more details [and to] expose the obvious within the interview” 

(Smith et al., 2021, p. 65). The informed consent was sought from the interviewees prior to the 

start of the interview. Although the researcher emailed participants the informed consent and 

the participation information sheet, as a way of preparing the participants for the interview, the 

researcher provided them with a hard copy during the interview. The researcher ensured that 

participants were familiar with the information in the participation information sheet. The 

researcher collected demographic information (i.e., age, gender ethnicity), in order to 

contextualise and situate the sample including the pseudonym names that they would like to be 

identified by.  Allowing participants to choose their pseudonyms can be problematic when the 

sample is large as it can lead to participants to choose the same name (Given, 2008). However, 

since this research employed a small sample size, allowing participants (in Phase Two and 

Three) to choose their pseudonyms provided the data with authenticity, value and it is 

reflective of real life. This will also enable participants to recognise their individual 

contributions (Given, 2008). 
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The interviews were semi-structured, in which participants were presented with open-ended 

questions around the topic. The use of open-ended questions, which the participants were given 

in the participation information sheet, provided a clear focus on the desired topic and an 

optimum use of the interview time (DiCicco-Bloom & Crabtree, 2006). The questions were 

designed with a specific focus toward the research question utilising the gaps identified in the 

literature review and findings of Phase One. The interview questions were as follows: 

• What was your process before seeking counselling and psychotherapy?  

− PROBE: How did you find out about counselling and psychotherapy? 

− PROBE: What was your decision process like? How long did it take you to 

decide?   

− PROBE: How did you choose your therapist/service?  

− PROBE: Did you have any concerns regarding seeking counselling and 

psychotherapy?  

• Are you able about to tell me how seeking psychological help such as Counselling and 

Psychotherapy is perceived within your culture/family?  

− PROBE: did you tell anyone when you sought counselling and psychotherapy? 

If yes, who and how did they react? If no, why?   

• How did you experience your relationship with your therapist?  

− PROBE: were you able to trust and open up to your therapist and how?  

− What were the most helpful aspects of your counselling and psychotherapy, if 

any?   

− PROBE: did you feel you heard and understood by your therapist?  

− PROBE: was there anything that your therapist has done that you found helpful 

for you to engage in the therapy?  

• What were the hindering aspect of your counselling and psychotherapy, if any?   
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− PROBE: were there any potential barriers in your counselling and 

psychotherapy? If yes, what are they?  

− PROBE: did you feel there were any issues you were unable to tell your 

therapist about?  

• If you decide to seek counselling and psychotherapy in the future, what would you like 

your therapist to know or do for you as a Middle Eastern individual?   

• Is there anything else you would like to add about your experience of counselling and 

psychotherapy as a Middle Eastern individual living in England?  

• What is your experience of the interview? 

 

The interviews lasted no longer than one hour. The interviews were audio recorded, in order to 

capture the data more effectively and establish a rapport (Smith & Osborn, 2003). Recording 

the interviews meant that the researcher was able to be more focused on the interview content 

and verbal prompts, as handwritten notes during the interview would have meant that key 

points might be missed (Jamshed, 2014). During the interview, the researcher attempted to 

reduce any potential harm or discomfort participants may experience, adhering to the BACP’s 

Ethical Guidelines for Research in the Counselling Profession (2019). This was accomplished 

through utilising the researcher’s counselling skills and awareness to identify situations where 

the participants felt distressed (McCosker, Barnard & Gerber, 2001). A constant process of 

checking with the participants during the interview how they were feeling and allowing them 

to terminate the interview without prejudice, was in place.  

  

From the interviewee’s perspective, it is assumed that the researcher is required to present a 

counselling role during qualitative research interviews (McCosker et al., 2001).  Throughout 



92 
 

the interview, the researcher used her listening skills to give participants sufficient time to 

express their emotions and gain understanding regarding the participant's subjective 

experience. The researcher employed Glassner and Loughlin’s (1987) “methodology for 

listening” by listening to the narratives and core-meaning used by the researcher. Reflecting on 

the first interview, the researcher found the act of listening without responding therapeutically 

challenging. However, by the second interview she was mindful that her role as the researcher 

and not a counsellor28.   

 

3.4.3 The interview analysis  

The interviews were transcribed fully by the researcher, including the interviewer’s questions. 

The transcription process involves transforming the data from an oral to written form (Kvale, 

1996). Wide enough margins were left on both sides for initial notes/comments. The interviews 

were transcribed at a semantic level to reflect IPA’s level of transcription (Smith & Oscarn, 

2007). The semantic level of transcription involved, “all spoken words; significant pauses, 

laughs and other significant moments” (Smith & Oscarn, 2007, p. 65). Although 

the transcription process was time-consuming, as it took around six hours to transcribe each 

interview, the process allowing the researcher to be immersed in the data.  

 

Even though the data was analysed using IPA, other approaches were considered as means of 

analysis for the collected data. For instance, Discourse Analysis (DA) produces meaning using 

the language within a social context (Sinclair & Coulthard, 1975). The emphasis is, therefore, 

placed on the language people use to construct their accounts of the social world, which is 

inappropriate to answering the research question, as it does not focus on the depth of the 

 
28 Please see reflexive comments in Section 3.9.1. 
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individual’s experience. Similarly, Grounded Theory (GT) was considered to be unsuitable, as 

it aims to construct formal theories and make broader generalisations about social processes 

(Glaser & Strauss, 1967). This phase does not seek to make generalisations, instead the research 

seeks to gain an understanding toward the individuals’ experiences.   

 

IPA was considered to be the appropriate approach to analyse the interviews, as it not only 

offers a practical and accessible methodological approach, but also an approach that aims to 

gain an in-depth exploration of individuals’ convergent and divergent perceptions toward 

phenomena and provides an in-depth interpretation of the individuals’ account to gain 

insights into the lived experiences (Smith et al., 2021; Smith & Dunworth, 2003; Smith & 

Osborn, 2003). IPA is also committed to detailed analysis giving each case equal value to 

support the meticulous detailed examination of the participant's experiences (Smith et al., 

2021). Therefore, IPA’s three main theoretical underpinnings are 

phenomenology, idiography and hermeneutics.   

 

The role of the researcher in IPA is significant as it requires the researcher to have an active 

role in the interpretation activity through getting closer to the individual’s world, reflecting on 

an insider’s perspective (Conard, 1987). This can be complex, as access is dependent on the 

researcher’s own conceptions (Smith, 1996). IPA involves a double hermeneutic, or a two-

stage interpretation, where participants are attempting to make sense of their experience and 

the researcher is attempting to make sense of the participants experience. Thus, IPA is 

intellectually connected to hermeneutics and theories on interpretation.   
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Although there is no definitive way to undertake IPA (Tuffour, 2017), it relies on a process of 

sense-making through reading the texts several times to become intimate with it. This occurs 

through a process led by data that is determined by its richness29 (Smith et al., 2021). IPA 

involves the identification of preliminary experiential statements; making connections to group 

the identified Experiential Statements (ES) and Personal Experiential Themes (PETs) as 

clusters; and creating a master list through tabulating personal experiential themes in a 

summary table30.  The cross-case analysis across the PETs generates a set of Group Experiential 

Themes (GETs). Before the writing process, a final master list is created through a process of 

selectivity, where the final PETs are selected based upon the parameters of the research (see 

Chapter Five and Six). 

 

The writing phase is considered as a continuation of the analysis, as it presents further 

refinement and expansion of the analysis that occurred (Smith et al., 2021). The master GETs 

were translated and interpreted into a narrative account using the verbatim extracts from the 

transcript to highlight the unique experiences of each participant. During the write-up, it was 

ensured that what the respondents stated and what were the researcher’s interpretations were 

clearly distinguished (Smith et al., 2021). In IPA, during the write-up stage, “the norm is to 

take each of the GETs in a logical sequence and write them up in that order” (Smith et al., 

2021, p. 110). The order of GETs was presented in such a way to allow the essence of the 

participants’ voice to be heard and to give the readers a sense of structure in their navigation 

through the PETs. For instance, the first two GETs (i.e., therapy access experience and cultural 

stigma) provide the reader with an in-depth contextual data to address the research question. 

On the other hand, GETs three and four (i.e., confidentiality concerns and preference and/or 

 
29 Section 3.6 considers aspects regarding the richness of the data. 
30 Both Phase Two and Phase Three have IPA as an approach to the data analysis. Section 3.5.3 provides a thorough 

exploration regarding the data was analysed. 
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expectations of counselling) directly addresses the research question. It could be argued that 

power issues may arise as the researcher have interpretive authority over the presentation of 

the data. Accordingly, within this researcher, the researcher followed IPA’s (Smith et al., 2021) 

recommendations in carrying out the data analysis (see Section 3.5.3) and undertaking the 

appropriate actions to ensure the validity and trustworthiness of data (See Section 3.7). 

 

3.5 Phase Three: interviews with therapists 

Phase Three of this research focused on the perspectives of therapists who have worked 

therapeutically with Middle Eastern clients.  Similar to Phase Two, qualitative, face-to-face 

interview were considered as the best method to deliver the depth and richness of the data 

required for this phase and intended to meet the three aims of this research. This phase aims to:  

• Understand the attitudes of Middle Eastern individuals towards accessing mental health 

provision, specifically counselling and psychotherapy in England.   

• Explore the helpful and hindering aspects of counselling and psychotherapy for Middle 

Eastern clients in England.   

• Identify specific ways of relating and attributes that are utilised by counsellors and 

psychotherapists in delivering therapy for Middle Eastern clients in England. 

 

3.5.1 The recruitment process 

The recruitment process for Phase Three involved recruiting participants by distributing the 

research poster that was designed by the researcher (see Appendix 5). Similar to the 

recruitment strategy in Phase One, the recruitment poster was distributed and shared on the 

researcher’s professional social network (i.e., LinkedIn and MACPN), emailed to local 

counselling services (i.e., Compass) and placed on the BACP’s research noticeboard. This 
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process invited counsellors to participate in the research without directly approaching the 

researcher. Although the sampling strategy utilised in this phase was self-selective (Moule & 

Hek, 2015), qualified counsellors who have worked therapeutically with Middle Eastern clients 

were eligible to participate.  

 

Seven counsellors expressed their interest in participating and they contacted the researcher by 

email. However, one therapist was ineligible to participate, due to their non-therapeutic 

experience with Middle Eastern individuals. A convenient time for the eligible participants was 

scheduled for the interviews to take place. A follow-up email was sent with the participation 

information sheet and the informed consent (see Appendix 6). The participants information 

sheet consisted of information identical to the information presented in Phase Two in Section 

3.4.1. For the interviews to take place, participants were asked to return the informed consent 

before their scheduled interview. 

 

3.5.2 The interview process  

Face-to-face, qualitative interviews31 were conducted with the six eligible therapists to explore 

the helpful and hindering aspects of counselling and psychotherapy with Middle Eastern 

clients. The face-to-face interviews for this phase were supposed to occur in-person; however, 

as result of the COVID-19 restrictions, they were conducted virtually via Zoom. Online 

methods of information and communication technologies were considered, due to their ability 

to complement and replicate traditional in-person interview methods (Braun, Clarke & Gray, 

2017; Cater, 2011; Deakin & Wakefield, 2014). Zoom is a videoconferencing, cloud-based 

service and offers its users online meetings and secure recording of sessions features (Zoom 

 
31 Section 3.4.2 considered discussions on the use of interviews. 
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Video Communications Inc., 2016). Pauses, dropped calls, poor video and audio quality, 

inconsistent and delayed connectivity, and difficulty with making sense of nonverbal cues are 

often associated with using videoconferencing technologies (Deakin & Wakefield, 2014; 

Weller, 2015). Minor connectivity issues during one interview were encountered, yet restarting 

the call resolved the issue. The interruption did not have a significant impact on the interview. 

Several scholars (see, for example, Archibald, Ambagtsheer, Casey & Lawless, 2019; Deakin 

& Wakefield, 2014; Hanna, 2012; Sullivan, 2012) initiated that Zoom’s benefits for data 

collection can outweigh the experienced challenges. 

 

Within the interviews, similar approaches to those identified in Phase Two (see Section 3.4.2) 

were employed. For instance, demographic information was collected from the participants, 

and they were safeguarded by ensuring the reduction of any potential harm or discomfort (see 

Section 3.4.2). Furthermore, the interviews in this phase were semi-structured, and the 

questions were designed in accordance with the literature review and the first phase of this 

research. The participated therapists were asked the following questions: 

• How did you know that your client originated from a Middle Eastern country?  

• From your perspective, what is the attitude of Middle Eastern individuals toward 

Counselling and Psychotherapy?   

• Are you able to tell me about your experience of working with an individual from 

a Middle Eastern background?  

− PROBE: How did/do you experience the therapy with an individual from a 

Middle Eastern background?  

− How did you experience the therapeutic relationship?  
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− Were you able to connect at relational depth? If so, how?  

• From your perspective, can you identify any helpful and hindering facets when 

working with Middle Eastern clients?  

− Were there any factors that impacted the therapeutic process?  

− Were there any potential barriers when working with Middle Eastern clients? If 

yes, what were they?  

• Could you describe the key characteristics that any practitioner should have when 

working with a client from a Middle Eastern background?  

• Is there anything else you would like to add about your work with a client from a 

Middle Eastern background?  

 

The interviews also lasted no longer than one hour. The interviews were audio recorded using 

the secure recoding facility provided by Zoom (see Section 3.4.2 for discussion around the 

benefits of recording interviews). Such a facility does not require a third-party software to 

securely record and store the interviews, thus, enabling a high protection of sensitive data 

(Archibald et al., 2019). Interviews were then transferred to the University’s secure storage 

system and deleted from Zoom’s cloud-based service.  

 

3.5.3 The interview analysis  

Section 3.4.3 considered the relevance of transforming the data from an oral to a written form 

(or transcribing). Therefore, it is important for this section to be read with the information 

provided in Section 3.4.3 at the fore. Nevertheless, due to the limited time available and in 

contrast with Phase Two, the interviews of this phase were transcribed by an independent 
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transcriber. Transcribers are muted and invisible participants within research projects 

(Gregory, Russell & Phillips, 1997). McCosker, Barnard and Gerber (2001) argue that 

transcribers are not simply an extension of tape recorders, instead they are central to the quality 

of the research, and they could become a human participant within the research. Providing the 

important role of the transcriber within this phase, the researcher followed Gregory et al.’ 

(1997) proposed strategies to ensure that they have access to a safe working space, in addition 

to sustaining the research quality. The strategies included: (a) informing the transcriber 

regarding the nature of the research; (b) notifying the transcriber of potential challenging 

interviews before the transcription; (c) holding regular debriefing sessions; (d) signposting to 

appropriate support services if they become distressed; and (e) journaling their thoughts and 

feelings if they wish (Gregory et al., 1997).  

 

Meanwhile the interviews were stored within the university’s secure system, a secure 

password-protected, time limited link was shared with the transcriber to access the interviews. 

The link expired after one month and this is to protect the participants data. Although the 

transcriber was informed about the semantic level of the transcription (Smith & Oscarn, 2007) 

required for this phase (see Section 3.4.3), the researcher checked the transcripts for accuracy. 

McMullin (2021) notes that it is the researcher’s responsibility to quality assure the transcripts 

ensuring that it meets the expectations regarding the required verbatim level, formatting, and 

style. Furthermore, the process of quality checking the transcripts enabled the researcher to be 

immersed in the data. Subsequently, IPA was used to analyse the data. Other approaches (such 

as Discourse Analysis [DA] and Grounded Theory [GT]32) and methods were considered as 

means of analysis for this phase. For example, Thematic Analysis (TA) is a method that 

 
32 For further justifications please see Section 3.4.3. 
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analyses, identifies, organises, describes, and reports themes presented in data (Braun & 

Clarke, 2006). TA could be perceived as an effective approach in analysing the data for this 

phase. However, in this research, therapists who have had a lived experience working with 

Middle Eastern clients in therapy were eligible to participate to gain an in-depth exploration of 

the helpful and hindering aspects of counselling with Middle Eastern clients. The depth 

required for this phase is best delivered by IPA rather than TA because it provides a rich and 

an in-depth interpretation and exploration of the individuals’ accounts into the lived 

experiences towards the phenomenon (Smith et al., 2021; Smith & Dunworth, 2003; Smith & 

Osborn, 2003).  

 

3.5.3.1 Analysis stages 

As discussed in Section 3.4.3, there is no prescriptive or “single method for working with data” 

in IPA (Smith et al., 2021, p. 65). The data analysis for this phase (and Phase Two) was carried 

out with Smith et al.’s (2021) recommendations at the fore (see Section 3.4.3). The data 

analysis was carried out as the following: 

• The researcher became immersed with each interview transcript (see Appendix 7) by 

the process of reading and re-reading the original, raw data. As discussed earlier, the 

interviews of Phase Two were transcribed by the researcher and this process facilitated 

the researcher to become immersed in the data. However, using an independent 

transcriber to transcribe the interviews of Phase Three led the researcher to listen to 

the interview recording while reading the transcript. Smith et al. (2021) encourage 

researchers to listen to interview recordings during the reading and re-reading of 

transcripts. This assisted the researcher in completing the analysis and ensuring that 

each participant is central to the process. Therefore, this stage involved entering the 

participant’s world by actively engaging with the data (Smith et al., 2021) and the close 
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line-by-line analysis of the participant’s experiential claims (see, for example, Larkin 

et al., 2006). The researcher noted striking themes within the transcript and maintained 

an open-minded approach (Smith et al., 2021). This involved the researcher being 

aware of her experiences and perceptions (see Section 1.5) that could have influenced 

the interpretations of the data. As discussed in Section 1.5, the researcher and their 

position influence, inform and shape the construction and co-creation of knowledge 

(Etherington, 2017, 2004; Finlay, 2002). Therefore, within this step of the analysis, the 

researcher ensured that she was reflexive, which is a pertinent aspect of qualitative 

research (Hanley et al., 2013). Reflexivity supported the researcher to “stay close to the 

participant’s explicit meaning” (Smith et al., 2021, p. 79). When the researcher 

struggled to make sense of the participant’s accounts, it was helpful to read the 

transcript while imagining the participants speaking. Feeling overwhelmed and stuck 

are common experiences among researchers during the process of exploratory noting 

(Smith et al., 2021). Appendix 8 contains page 5 of Ben’s (pseudonyms) transcript33, 

illustrating the exploratory noting process. This process involved highlighting and 

annotating the exploratory notes to generate the personal experiential themes. The 

researcher then created a table (see Appendix 9) listing the personal experiential 

themes with the line numbers to cross-reference the participant’s accounts.  

• Then, the researcher searched for connections between the generated personal 

experiential themes to categorise, organise, cluster, and consolidate them into personal 

experiential themes (PETs). Each cluster was given a name that reflects the 

characteristics of its components to represent the participant’s personal experiential 

theme (PET). Appendix 10 presents Ben’s PETs attached to their experiential 

statements with the line numbers to cross-reference their accounts. The researcher 

 
33 Participants’ demographics will be introduced in the next section. 
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repeated this data analysis process for all the interview transcripts in Phase 

Two and Phase Three of this research. The researcher ensured that she was not simply 

reproducing ideas (Smith et al., 2021). However, each transcript was individually 

analysed to meet IPA’s idiographic commitment that has been discussed in Section 

3.4.3. The final step of the analysis involved generating Group Experiential Themes 

(GETs) using the PETs identified from each transcript. This is by searching for 

differences, patterns and similarities across the transcripts. The researcher ensured that 

the cross-case analysis reveals the uniqueness of the commonalities and differences of 

the participants’ experiences. As discussed earlier, Smith et al. (2021) highlight the 

importance of understanding the participants’ convergent and divergent experiences 

towards the phenomenon. Appendix 11 presents a Grouped Personal Experiential 

Themes (i.e., GETs) table consisting of (a) the name of the GETs, (b) Experiential 

Statements (ES); (c) the participants’ pseudonyms contributing to GETs and ES, and 

(d) Indicative participants’ quotes with their line numbers in the transcripts. 

• As discussed in Section 3.4.3, the writing phase is considered a continuation of the 

analysis, as it presents further refinement and expansion of the analysed data (Smith et 

al., 2021). Similar to Phase Two, the master GETs were translated and interpreted into 

a narrative account using the verbatim extracts from the transcript to highlight the 

unique experiences of each participant. During the write-up stage, it was ensured that 

the respondents’ statements and the researcher’s interpretations were clearly 

distinguished (Smith et al., 2021). The researcher found it useful to refer to the raw data 

constantly. This is to ensure that the participants’ experiences were captured. A similar 

approach to presenting the GETs of Phase Two was used in this phase. For example, 

the first GETs (cultural stigma) contextualise the understanding of the second GETs 

(confidentiality concerns). Meanwhile, the third GETs (cultural identity aspects) inform 
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features of the therapeutic approaches GETs. The final GETs (cultural sensitivity) 

bring a sense of completion to the presentation of the data and the reader’s 

understanding. 

 

3.6 Interview experiences 

Within this research, the researcher collected data regarding the participants’ experiences of 

the interviews across Phase Two and Phase Three. It could be argued that understanding the 

participants’ experiences contributes to determining the richness of the data in IPA research. 

Despite the subjectivity in determining the richness of data, in IPA research, rich data (see, 

for example, Smith et al., 2021, p. 53) relates to “participants [being] granted an opportunity 

to tell their stories, to speak freely and reflectively, and to develop their ideas and express 

their concerns at some length”. This suggests that the participants’ level of engagement could 

determine the richness of the data. Accordingly, Moje (2000) notes that the researcher’s 

engagement in research should be beneficial for both the wider field of knowledge and those 

(participants) who engage in it. Evaluating qualitative research can be categorised by 

catalytic validity (Kridel, 2010) which “refers to the degree to which the research process re-

orients, focusses, and energizes participants” (Lather, 1986, p. 67). Therefore, within this 

research the participated clients (Phase Two) and therapists (Phase Three) were asked about 

their experiences of interviews.  

 

According to Perry and Bigelow (2020) research interviews can have a therapeutic quality for 

participants. Similarly, within this research, the experience of clients (Phase Two) who 

participated in this phase (see Table 2) revealed a sense of liberation and refreshment in sharing 

their experiences. For example, Yasmine (p. 5, l. 226-227) stated, “I suppose there’s certain 

liberation when you talk about things like this, sort of you feel more honest” and Mina (p. 6, 1. 
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276-277) stated, “So I feel it is a refreshing experience to be able to share”. Nevertheless, 

Asmin and Leila found the process of sharing in the interview empowering as it contributed 

positively to their resilience. Asmin (p. 5, l. 172-173) reported, “I liked talking about it, it made 

me feel like I am much stronger compared to how I was before and I can easily talk about it 

without getting emotional” and Leila (p. 5, l. 189) stated, “It wasn’t hard to talk about it”.  

 

Table 2: Clients’ demographics  

Pseudonym Age Country of origin 

(Ethnicity) 

Occupation  

Yasmine 23 Egypt (Arab & French) 

 

Student 

Mina 18 Iran (Persian)  

 

Student 

Asmin 27 Kurdistan Iraq (Kurdish) 

 

Engineer 

Leila 28 Yemen (Arab) Student & Interpreter  

 

 

Meanwhile, when therapists (see Table 3) in Phase Three were asked about their experience 

of their interview; they have described it being helpful to their counselling and psychotherapy 

practice. For example, Hannah (p. 14, l. 486-487), Maisie (p. 14, l. 467) and Emily (p. 12, l. 

379-381) described the questions asked as being informative and useful in helping them to 

reflect on their counselling practice. Hannah (p. 14, l. 486-487) stated, “really informative. I 

really – I like the questions that you’ve asked. They’ve really helped me to go in and think 

about you know, how I work”. Similarly, Ben described the interview helpful in helping him 

think about the therapeutic process, more useful than his clinical supervision and giving a sense 

of reassurance regarding his work. Ben (p. 15-16, l. 491-496) stated: 
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It’s been really good. It’s really made me think. Really made me... Sometimes when 

I’m sitting here and you see my eyes rolling, I’m looking for an answer. But it’s given 

me a lot to take away. I’m not just saying it, it’s probably been more useful with this 

client than supervision. And my supervisor works a lot with refugees. But this has really 

made me think about the therapeutic process. It’s given me some encouragement that 

I’m actually doing ok. You know, and the basics - what we call basics as counsellors, 

that’s what we need. 

 

Furthermore, despite Lauren’s worries when she received the questions prior to the interview 

about how she would answer them, she enjoyed it and found it useful to reflect on her 

experience and explore it in the interview. Lauren (p. 11, l. 341-346) stated: 

 

I’ve really enjoyed it to be honest. It’s given me a chance to reflect on things. I was 

worried after looking at the list of questions – I thought ‘wow, they’re really hard 

questions, I don’t know how I’m going to answer those.’ And actually like, when I’ve 

thought about it and just kind of given myself the time to reflect on it, it’s been a useful 

thing to explore. It’s quite interesting, because looking over the notes of these clients, 

it’s made me see things that I didn’t see at the time, which is a bit frustrating [laughs].  
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Table 3: Therapists’ demographic information 

Pseudonyms Hannah   Ben  Lauren  Maisie  Emily  Katie  

Counselling 

Orientation   

Integrative DBT  PCT  PCT & SFP PCT; Integrative & 

Creative methods  

PCT PCT & CBT 

Level of training   MA  MA 

 

PGDip MA  PGDip MA   

Years of practice   3  8    8   2  14  11  

Ethnicity   

  

British Pakistani  White British  White British  White British  White British   White British & 

African  

Gender   Female   Male  Masculine-Female   Female   Female   Female  

Age   46  50  49  33  57  35  

Religious & 

Spiritual beliefs   

Muslim  

 

None (previously 

Christian)  

Pantheist None  

 

Christian Catholic  

 

Atheist  

Workplace Private Practice 

Voluntary Sector 

Private Practice 

Voluntary Sector 

Voluntary Sector Voluntary Sector Voluntary Sector Voluntary Sector 
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3.7 Validity and trustworthiness 

This section will address the validity and trustworthiness of this research. Yardley (2016) 

demonstrates that there are several guides and recommendations for assessing the validity and 

trustworthiness of qualitative research. However, those recommendations are all similar 

(Cohen & Crabtree, 2008). According to Yardley (2016), the recommendations can be broadly 

combined into the following four dimensions: sensitivity to context; commitment and rigour; 

transparency and coherence; impact and importance (Yardley, 2000, 2008). The four criteria 

were applied and addressed to each stage of this research.  

 

Firstly, sensitivity to contexts is addressed through the comprehensive awareness of relevant 

literature and methodology within the field, and faithful analysis as close as possible to the 

participants’ accounts (Yardley, 2000). Furthermore, addressing sensitivity to context was 

established by obtaining sociocultural contexts and being mindful of arising ethical 

considerations during each step of the research, utilising supervision, and the researcher’s 

internal supervisor. This is by integrating and internalising aspects of the supervisory 

relationship and process as means of self-support and self-review (Casement, 1985, 1990). 

 

Secondly, commitment and rigour are demonstrated by the in-depth engagement with the topic, 

which included competency in methodological choices; rigorous data collection; and an in-

depth, comprehensive analysis. Thirdly, this thesis addressed coherence and transparency by 

clearly showing how interpretations are derived from the data; by identifying the rationales 

behind the informed decisions; by the researcher's reflexivity (see, for example, Section 3.9); 

and by demonstrating that the methodology fitted with theory to highlight the coherence of the 

research. The return of the interview transcript to participants enhances the quality of the data. 
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However, due to the interpretative nature of IPA, member-checking was not used. The 

utilisation of member-checking can be counter-productive, as it may undermine the quality of 

the result (Smith, 2010; Smith et al., 2021). Instead, to ensure the interpretation of the data is 

transparent and logical, personal experiential themes and quotations of the participants were 

shared with the supervisory team. Furthermore, this research collected data via different 

methods (i.e., surveys and interviews), from different perspectives (i.e., clients and therapists). 

This is a form of triangulation (Patton, 1999) that delivers validity and trustworthiness of the 

findings.  

 

Finally, this research demonstrated impact and importance for the participants through 

increasing awareness of counselling and psychotherapy support in Phase One (online surveys); 

allowing participants’ voices to be heard in Phase Two (interviews); and enabling therapists 

to reflect on their practice in Phase Three (interviews). In terms of the wider field of 

counselling and psychotherapy, the findings of this research have been disseminated in relevant 

conferences and will be disseminated in relevant journals. Taking into consideration the limited 

research undertaken in England around the topic, the findings of this research created 

distributive, epistemological justices (Fricker 2013) and provided an original contribution to 

the field and vital insights into working with Middle Eastern clients. The research also has 

significant implications for counselling professional bodies, supervisors and policies34.  

 

3.8 Ethical considerations 

Prior to the commencement of the data collection, it was ensured that an ethical approval was 

sought and granted by the Faculty of Social Science Research Ethics Committee at the 

 
34 Section 8.3.2 explores those implications. 
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University of Chester (see Appendix 12). This research followed the Ethical Guidelines for 

Research in the Counselling Professions (British Association for Counselling and 

Psychotherapy, 2004, 2019) and Ethics Guidelines for Internet-mediated Research (The British 

Psychological Society, 2017). In Phase One, it was ensured that BOS protects the respondents’ 

anonymity. For instance, BOS does not support the access to any information regarding the 

respondents’ IP (Internet Protocol) addresses, including any external tracking software and 

survey completion cookies. Since the data collection of Phase Two began in 2017, it relied on 

the BACP Ethical Guidelines that was published in 2004. On the other hand, Phase Three 

utilised the BACP Ethical Guidelines that was published in 2019. Ethical considerations were 

maintained throughout this research for both the researcher and participants. For example, 

taking a reflexive stance, as demonstrated in Sections 1.6, 3.9, 8.5, following the University’s 

Student’s Lone Working policy (see Appendix 4) as demonstrated in Section 3.4.1 and 

following Farrimond’s (2013) IC principles as demonstrated in Section 3.3.2.1.  

 

3.9 Reflexivity: insider-outsider position 

Chhabra (2020) argues that when conducting research on marginalised groups, it is crucial for 

researchers to be critically aware regarding insider-outsider positionality. Therefore, this 

section considers the researcher’s insider-outsider position within this research. There has been 

an ongoing debate regarding the researcher’s insider and outsider positionality (Bridges 2017; 

Crossley, Arthur & McNess, 2016; Griffith 1998; Hellawell 2006). According to Chhabra 

(2020), insiders status involves sharing common characteristics (such as ethnicity, race, or 

gender) with the marginal group being studied. The researcher can be positioned as an insider 

particularly for Phase Two of this research (see Section 1.6). However, I have questioned my 

stance as an insider within this research. Crossley et al. (2016) and Humphrey (2007) 

acknowledge the challenge in presenting as an absolute insider to a group, due to individuals 
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having intersecting identities. An insider can hold a multi-layered identity, placing them in both 

an outsider and insider position which suggests that it is not a fixed position (Bridges, 2017). 

Therefore, to examine my insider-outsider position critically, I have used reflexivity and my 

‘internal supervisor’ throughout the research. I have also considered my position in section 1.6 

and utilised both my clinical and research supervision to examine my insider-outsider position 

critically and reflexively. Moreover, creating an insider-outsider researcher continuum 

(Hellawell, 2006) in Table 4 facilitated the exploration and considered possible insider-

outsider issues (Gallais, 2008). 

 

Table 4: The researcher’s insider-outsider continuum  

Position  Phase Two 

Benefits and pitfalls 

Phase Three  

Benefits and pitfalls 

A Middle Eastern, Muslim 

women. 

Facilitates empathic 

understanding but it may lead to 

researcher bias. 

May encourage clients to 

explore religious discrimination 

issues, but it could discourage 

them from sharing negative 

experiences associated with the 

Islamic culture. Bias of 

focusing on issues impacting 

women and the research might 

be less attractive to male 

Middle Eastern clients. 

The visible aspects of my 

identity may impact the 

therapists’ disclosures, which 

ultimately could lead them to 

avoid making assumptions. 

Experience of counselling and 

psychotherapy as a client 

Potential of achieving an in-

depth interpretation of data. 

However, there is a risk of the 

researcher being overfamiliar 

with the phenomena i.e., bias. 

Possibly helps therapists to 

make sense of their experience. 

However, the researcher’s 

perspective could influence the 

interpretation of data. 
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Experience of counselling and 

psychotherapy as a therapist 

May discourage clients from 

sharing their negative 

experiences regarding 

counselling and psychotherapy. 

Risk of the research interviews 

becoming ‘therapy’ sessions.  

Overfamiliarity with the 

research process and a shared 

language could lead to 

significant data being 

unexplored.  

 

Knowledge of Middle Eastern, 

counselling and research 

literature  

Supports the researcher in formulating interview question. Yet, 

presumptions might be made that could possibly influence the 

appearance of interesting findings. Also, potential power 

imbalances could occur, placing the researcher in a superior 

position. 

 

3.9.1 Reflexive comments 

Undoubtedly, the online survey has been a pertinent aspect of this research, providing a broad 

overview of the attitudes of Middle Eastern individuals toward accessing counselling and 

psychotherapy support in England and successfully recruiting for Phase Two. However, it 

came to the researcher’s ‘edge of my awareness’35 that the online survey does not only exclude 

Middle Eastern individuals who have no access to the internet, but it also discriminates against 

those who experience English language barriers. Although I do not have the resources nor time 

available to recruit Middle Eastern individuals who experience English language difficulties, I 

feel sad and angry as their voices are not heard nor represented in this research. This anger and 

sadness originate from my 12-year-old configuration of self36 (See, Section 1.6) and how I 

struggled to have a voice, due to the limited English language spoken at the time. Nevertheless, 

the researcher within me accepts and understands that this is a limitation of this research. Yet, 

 
35 Gendlin (1986) refers to the ‘edge of awareness’ or felt sense as the centre of the personality. 

36 Mearns (1999, p. 126) described the term configurations of self as “a number of elements which form a 

coherent pattern generally reflective of a dimension of existence within the Self”. 
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without undertaking this doctoral research, I would not have recognised the personal 

significance of social justice to my being. 

 

Early during the survey distribution process, I approached an organisation that works with 

Middle Eastern individuals. The organisation declined to distribute the survey and they have 

reported that, ‘counselling is confidential’. Like many doctoral students, I was worried about 

not recruiting participants for the study (Khatamian Far, 2018), but bracketing off my worry 

enabled me to reflect on their response.  During the reflection process, part of me felt frustrated 

that the misunderstanding of counselling is still prevalent. However, I made an ethical decision 

in the moment to not respond to the comment made as I was mindful of undue influence. It felt 

important for me throughout the recruitment process in this research to ensure that participants 

and respondents self-select to participate (Moule & Hek, 2015). 

 

The data from the survey was analysed to generate preliminary findings regarding the 

phenomena. However, when I presented the findings of the survey to MA Counselling and 

Psychotherapy trainees at the University of Chester, I was challenged about my decision to not 

fully statically analyse the data, risking the data ‘being wasted’. For some time, I questioned 

the usefulness of Phase One of this research and wondered whether it is required. However, 

discussing my concerns out loud in supervision enabled me to recognise that my research 

question and aims lend themselves to qualitative interpretations, evidenced by the figures from 

the survey.  

 

Being a Middle Eastern individual and having an identity influenced by the Middle Eastern 

culture position me as an ‘insider’ particularly for Phase Two of this research. Nevertheless, 
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considering my intersecting identity, I struggled to solely position myself as an insider 

(Crossley et al., 2016; Humphrey, 2007). Therefore, I recognised my insider-ness and outsider-

ness as pertinent aspects throughout this research. For example, it felt important to avoid 

imposing my beliefs, experiences, and assumptions by asking follow-up questions. Throughout 

the interviews, I was mindful of my insider position and the influence it might have. I used my 

insider position to facilitate my empathic understanding towards the participants’ experiences. 

It has been widely recognised and accepted that interview research is a source for participants 

to share their stories to empathic listeners (Gergen, 2001) using an intimate and caring 

exchanges as an ideal style of research interviews (Brinkman & Kvale, 2005). Since this can 

be similar to interactions between counsellors and clients in therapy (Perry & Bigelow, 2020), 

during the first interview, I noticed that there were occasions where I had to remind myself of 

my role as a researcher not a therapist. The empathic therapist part within me had the desire to 

help the participants to explore their experiences for therapeutic rather than research purposes. 

I overcame this challenge by staying curious, reminding myself about the purpose of the 

interview, and having the research question and aims at the fore. 

 

Meanwhile, during the interviews with therapists in Phase Three, the visible aspects of my 

identity can lead to presumptions regarding my Middle Eastern identity. Scholars (see for 

example, Cloke, Cooke, Cursons, Milbourne & Widdowfield, 2000; Denzin, 1997; 

Etherington, 2007) highlight that sensitivity to and an awareness of cultural differences and 

gender are ethical considerations that are significant for reflexive researchers. Although the 

data gained in Phase Three is rich and in-depth, the visible Middle Eastern aspects of my 

identity, I believe, had an indirect impact regarding the participants ability to respond freely. 

Georgiadou (2016) notes that in phenomenological, explorative qualitative research where the 

focus is the participants’ subjective experience, by paying attention to the interactions in the 
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interview environment, researchers can gain understanding about their participants. In one 

interview, although it does not come out clearly when reading the transcript, I had a strong ‘felt 

sense’ (Gendlin, 1986) that there was hesitation in the therapist’s responses. Reflecting on this 

hesitation enabled me to wonder what would happen if perhaps someone else with no visible 

Middle Eastern identity conducted the interviews? 

 

3.10 Summary 

Within this chapter, the methods, methodological choices, considerations and the process of 

each phase of this research have been discussed. Careful considerations have also been 

provided regarding quality issues (i.e., validity and trustworthiness), ethical considerations and 

reflexivity with closing reflexive comments. The next chapters will present the data of each 

phase of this research. While the findings from the online survey (Phase One) will be presented 

in Chapter Four, the findings from the interviews with clients (Phase Two) will be revealed 

in Chapter Five. Finally, the findings of Phase Three, gained from the therapists, will be 

presented in Chapter Six, followed by the discussion in Chapter Seven. 
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Chapter Four: Phase One (Survey Findings) 

4.1 Introduction  

This chapter will present findings for phase one of this research, that were collected from the 

online survey. The proposed survey focused on gaining ‘statistical evidence’ regarding the 

attitudes of Middle Eastern individuals toward accessing counselling and psychotherapy 

support in England. The purpose of the survey was to gain a broad overview of the attitudes of 

Middle Eastern individuals toward accessing counselling and psychotherapy support, in 

addition to recruiting participants for phase two. Although the online survey conducted was a 

quantitative survey, complex statistical analysis is not presented. Rather, a broad overview of 

the attitudes of Middle Eastern individuals toward accessing counselling and psychotherapy 

support will be presented, to contextualise and inform the qualitative research in phase two. 

This chapter will present the sample of the survey, the analysed data and a summary, 

respectively.  

 

4.2 Sample 

The Bristol Online Survey (BOS)37 provides an online distribution facility tool under the 

‘Respondent Progress’, which indicates that 201 respondents began the survey. In total, 67 of 

the surveys were completed. However, only 66 surveys were usable due to one survey being 

completed by a participant from a Bangladeshi background, which is outside of the identified, 

randomly targeted sample. Although the researcher hoped for a higher response rate, there were 

66 valid surveys, representing 33% response rate that were collected within two weeks. 33% 

is not a high response rate, but it remains valid. It may seem that a significant number of 

potential respondents chose not to complete the survey (although this might be true for some), 

 
37 The BOS has been discussed in Chapter Three. 
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the presentation of the survey in the English language excludes those who experience English 

language barriers which is a limitation of this research38.   

 

Approximately 71% (n=47) of the respondents were in the age range 18-25 years; whereas 23% 

(n=15) were in the age range 25 to 34 years; nearly 5% (n=3) were in the age range 35-44 

years; and about 2% (n=1) were in the age range 45-54 years. Almost 85% (n=54) of the 

respondents were female and 15% (n=10) of the respondents were male. Although the 

respondents' religions varied, the majority (96%, n=63) were Muslim while the remaining of 

the respondents were Christian (3%, n=2) and Yezidi (2%, n=1). 

 

When the respondents were asked about their country(s) of origin, their responses varied.  The 

respondents’ countries of origin were Yemen (52%, n=36), Iraq (20%, n=14), Iran (6%, n=4) 

Libya (6%, n=4), Syria (4%, n=3), Egypt (3%, n=2), The Palestine Territory (1%, n=1), 

Lebanon (1%, n=1), Morocco (1%, n=1), and Saudi Arabia (1%, n=1). There were about 3% 

(n=2) of the respondents who responded with ‘other’ countries of origin, i.e., Kurdistan (n=1) 

and Sudan (n=1). Similarly, when the respondents were asked about their ethnicity(s), they 

reported that they were either Arab (88%, n= 58), Farsi/Persian (6%, n=5), or Kurd (5%, n=3). 

Furthermore, when the respondents were asked if they have accessed counselling, 21% (n=14) 

of them reported that they have had counselling support in the past. Out of the 14 respondents 

who have had counselling experience, eight agreed to take part in a face-to-face interview. 

However, only four participants provided their contact details for the researcher to arrange the 

interview.     

 
38 Section 3.9.1 provides reflexive comments regarding this matter. 
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4.3 Survey data analysis  

The resulting data from the online survey is presented in Table 5, which shows that only about 

21% of the sample had accessed counselling and psychotherapy support for psychological 

distress. The data has been analysed according to Picco, et al.’s (2016) three distinctive 

dimensions39 to enable a better understanding of the attitudes of Middle Eastern individuals 

toward accessing counselling and psychotherapy support. The three dimensions are focused on 

the respondents’ openness to accessing counselling and/or psychotherapy; their value in the 

counselling and psychotherapy profession; and their preference of coping independently or 

choosing to access counselling and psychotherapy support. These three aspects are not only 

pertinent to understanding the degree of reluctance among Middle Eastern people in accessing 

counselling support, but they are also significant to the process of therapy with Middle Eastern 

clients residing in England.  

Table 5: Phase One’s empirical data  

Statement (S)  Disagree   Partly 

Disagree  

Partly 

Agree  

Agree  

S1. If I thought I was having a mental breakdown, my 

first thought would be to seek 

Counselling/Psychotherapy 

27% 

 

23%  29% 

 

21% 

S2. Talking about problems with a 

Counsellor/Psychotherapist seems to me as a poor way 

to get rid of emotional problems 

50% 

 

32% 12% 

 

6% 

S3. If I were experiencing a serious emotional crisis, I 

would be sure that Counselling/Psychotherapy would be 

useful 

8% 

 

17% 32% 

 

44% 

S4. I admire people who are willing to cope with their 

problems and fears without seeking 

Counselling/Psychotherapy help 

14% 

 

20% 30% 36% 

S5. I would want to get Counselling/Psychotherapy help 

if I was worried or upset for a long period of time 

6% 

 

17% 23% 

 

55% 

S6. I might want to have Counselling/Psychotherapy in 

the future 

24% 

 

17% 21% 

 

38% 

S7. A person with an emotional problem is not likely to 

solve it alone; he or she is more likely to solve it with 

professional help 

11% 

 

21% 30% 

 

38% 

 
39 Further information has been provided in Chapter Three. 
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S8. Given the amount of time and money involved in 

Counselling and/or Psychotherapy, I am not sure that it 

would benefit someone like me 

32% 

 

20% 27% 

 

21% 

S9. People should solve their own problems, therefore, 

getting Counselling/Psychotherapy would be their last 

resort 

39% 

 

14% 29% 

 

18% 

S10. Personal and emotional troubles, like most things in 

life, tend to work out by themselves 

33% 

 

21% 29% 

 

17% 

 

4.3.1 Openness to accessing counselling and psychotherapy 

The data presented in Table 6 demonstrates the results for the responses regarding the openness 

to accessing counselling and psychotherapy. Although half (n= 33) of respondents believed 

that talking to a counsellor is not a poor way to get rid of emotional problems, half (n=33) of 

the respondents surveyed were reluctant to accessing counselling support when they are 

experiencing emotional crisis, with different degrees of reluctance (8% disagree, 17% partly 

disagree, and 32% partly agree). Moreover, 22% (n=14) of the respondents surveyed were 

uncertain as to whether the time and money involved in accessing counselling help would be 

beneficial. Although the highest percentage of respondents surveyed (32%, n=21) were 

satisfied that the time and money involved in accessing counselling support would be beneficial 

for them, the remaining percentage (68%, n=45) of the respondents surveyed were uncertain 

with different degrees of uncertainty. Considering that limited research has been undertaken in 

Britain regarding the attitudes of Middle Eastern individuals toward accessing counselling 

help, the data provided is contributory, as it provides insight regarding the attitudes that Middle 

Eastern individuals hold about accessing counselling support. These attitudes may be shaped 

by reluctance and uncertainty. Furthermore, the data suggest that younger (15%, n=7) and male 

respondents (30%, n=3) are more reluctant to access counselling support. This is in comparison 

to the female (16%, n=9) and older respondents (100%, n=1). However, the relationship 

between the respondents’ different ethnicities and the degree of openness to accessing 

counselling support varies and there is no clear trend in the data. 
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Table 6: Openness to accessing counselling and psychotherapy 

Statements (S) Disagree   Partly 

Disagree  

Partly 

Agree  

Agree  

S2. Talking about problems with a 

Counsellor/Psychotherapist seems to me as a poor way to 

get rid of emotional issues. 

50% 

 

32%  12% 

 

6% 

S3. If I were experiencing a serious emotional crisis, I 

would be sure that Counselling/Psychotherapy would be 

useful 

8% 

 

17% 32% 

 

44% 

S8. Given the amount of time and money involved in 

Counselling and/or Psychotherapy, I am not sure that it 

would benefit someone like me 

32% 

 

20% 27% 

 

21% 

     

Statements (S) S2 S3 S8 

Demographics of those who agreed with the statements  

Age 

18-24 15% 72% 49% 

25-34 20% 80% 47% 

35-44 33% 100% 33% 

45-54 100% 100% 0% 

Gender 

Female 16% 48% 43% 

Male 30% 20% 80% 

Ethnicity 

Arab 19% 40% 52% 

Farsi/Persian 25% 75% 25% 

Kurd 0% 0% 33% 

 

4.3.2 Value in the counselling and psychotherapy Profession 

The respondents surveyed indicated that the counselling profession is to an extent a valued 

profession. This is indicative by the 40% (n=26) of respondents who reported that professional 

help is required for individuals who are struggling with emotional distress, as shown in Table 

7. Similarly, about 40% (n=26) of the respondents surveyed denoted that they were willing to 

access counselling support in the future. However, only about 21% (n=14) of respondents 

surveyed indicated that accessing counselling help would be their first thought if they were to 

have a mental breakdown. On the other hand, approximately 55% (n=36) of the respondents 

surveyed indicated that they would access counselling support in times of anxiety or sadness, 

if it resides for a ‘long period of time’. However, the rest of the respondents showed a level of 

reluctance to accessing counselling support even with the possibility of undergoing anxiety or 
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upset for an extended period. Overall, the small number of respondents surveyed indicated that 

the profession of counselling is generally valued, yet when seeking counselling help for 

themselves, it is perceived more reluctantly and cautiously. However, the data revealed that the 

counselling and psychotherapy profession is more valued among females (79%, n=43) 

compared to male respondents (21%, n=2). Similarly, the data illustrated a larger percentage 

of older respondents (100%, n=1) who value the counselling profession than younger 

respondents (17%, n=8). Table 7 also shows a more significant portion of Farsi/Persian 

respondents value the counselling and psychotherapy profession compared to Arab and Kurd  

respondents. 

 

Table 7: Value in the counselling and psychotherapy profession 

Statements (S) Disagree   Partly 

Disagree 

Partly 

Agree 

Agree 

S1. If I thought I was having a mental breakdown, my first 

thought would be to seek Counselling/Psychotherapy 

27% 23% 29% 21% 

S5. I would want to get Counselling/Psychotherapy help if 

I was worried or upset for a long period of time 

6% 17% 23% 55% 

S6. I might want to have Counselling/Psychotherapy in 

the future 

24% 17% 21% 38% 

S7. A person with an emotional problem is not likely to 

solve it alone; he or she is more likely to solve it with 

professional help 

11% 21% 30% 38% 

     

Statements (S) S1 S5 S6 S7 

Demographics of those who agreed with the statements 

Age 

18-24 17% 53% 34% 34% 

25-34 20% 47% 47% 40% 

35-44 67% 100% 67% 67% 

45-54 100% 100% 100% 100% 

Gender 

Female 79% 52% 61% 68% 

Male 21% 40% 50% 70% 

Ethnicity 

Arab 46% 53% 36% 38% 

Farsi/Persian 100% 75% 50% 50% 

Kurd 33% 66% 33% 33% 

 



121 
 

4.3.3 Preference to coping on one's own  

The data from the survey indicated that the act of accessing counselling help is not a simple 

task. The data highlighted that 36% (n=24) of the respondents chose to cope with their 

emotional struggle on their own without accessing counselling support (see Table 8). However, 

39% (n= 26) of the respondents surveyed disagreed that accessing counselling support would 

be the last resort in solving the individual’s emotional issues. Additionally, 33% (n=22, or 

majority) of the respondents surveyed indicated that personal and emotional troubles tend to 

resolve themselves. This demonstrates an internal reluctance attached to the individual’s 

attitude towards accessing counselling support. However, the data revealed that the counselling 

and psychotherapy profession is more valued among females (79%, n=43) compared to male 

respondents (21%, n=2). This reluctance is significant in males (100%, n=10) compared to 

female respondents (61%, n=33) and the older respondents (100%, n=1) compared to younger 

respondents (15%, n=7). There is an overall reluctance to access counselling support and the 

preference to cope on one’s own across the different ethnicities of the respondents. However, 

the various figures presented in Table 8 do not illustrate a clear trend in the data, which creates 

a challenge in identifying the relationship between ethnicity and the respondents' preference to 

coping on their own.  

 

Table 8: Preference to coping on one's own 

Statements (S) Disagree Partly 

Disagree 

Partly 

Agree  

Agree 

S4. I admire people who are willing to cope with their 

problems and fears without seeking 

Counselling/Psychotherapy help 

14% 

 

20% 30% 36% 

 

S9. People should solve their own problems, therefore, 

getting Counselling/Psychotherapy would be their last 

resort 

39% 

 

 

24% 29% 28% 

S10. Personal and emotional troubles, like most things in 

life, tend to work out by themselves 

33% 21% 29% 28% 

     

Statements (S) S4 S9 S10  

Demographics of those who agreed with the statements 
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Age 

18-24 68% 47% 15% 

25-34 67% 47% 20% 

35-44 33% 33% 0% 

45-54 100% 100% 100% 

Gender 

Female 61% 45% 41% 

Male 100% 60% 70% 

Ethnicity  

Arab 69% 48% 47% 

Farsi/Persian 50% 50% 75% 

Kurd 67% 33% 0% 

 

4.4 Summary 

This chapter presented the findings from the online survey. The findings presented a broad 

overview of the attitude that respondents hold toward accessing counselling and psychotherapy 

support. Although it was found that the respondents value the counselling profession, the sense 

of reluctance toward seeking counselling and psychotherapy support remains apparent. If this 

reluctance exists, as proposed by the findings of the survey, it is crucial to understand whether 

this reluctance impacts the therapeutic process with Middle Eastern clients in counselling. The 

next chapter will explore these issues by presenting the qualitative findings of the interviews 

with those respondents who accessed counselling support and self-selected to participate in the 

interview. 
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Chapter Five: Phase Two (Clients’ Findings) 

The purpose of this chapter is to present the findings from the semi-

structured interviews with Middle Eastern clients that were undertaken in Phase Two. The 

findings addressed the research question of this research: What are the helpful and hindering 

aspects of counselling and psychotherapy when working with Middle Eastern clients living in 

England? This chapter focusses on understanding and exploring the counselling and 

psychotherapy attitudes of Middle Eastern clients and identifying specific ways of relating that 

are utilised by therapists in delivering therapy for Middle Eastern clients. Section 3.6 provides 

demographic information of the four clients who participated in the interviews. The four clients 

were females who have resided and accessed counselling and psychotherapy support in 

England. Their chosen pseudonyms have been utilised. 

 

The analysis revealed four group experiential themes, represented by all participants. The 

group experiential themes form an organisational framework for the personal experiential 

themes. The analysis uncovered a total of 13 personal experiential themes, presented in Table 

9 below. The order of the group experiential themes will be presented as per the order of Table 

9 with the relevant personal experiential themes. The presentation of each personal experiential 

theme will include rich data with direct quotes from the participants’ accounts. Finally, the last 

section will provide a summary of the entire chapter.   

  

Table 9: Phase Two’s findings  

Group experiential 

themes 

Personal experiential themes  

Therapy access 

experience 

1.1 Struggle 

1.2 Internal process 

1.3 Therapeutic moments 

Cultural stigma 2.1 Misunderstanding  

2.2 Taboo subjects 
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2.3 Negative labelling 

Confidentiality concerns  3.1 Family and friends 

3.2 Shame and worry  

3.3 Trust and core conditions 

Preference and/or 

expectations 

4.1 Client’s expectations 

4.2 Directive vs non-directive therapies 

4.3 Therapist’s cultural awareness 

4.4 Practical preferences 

 

5.1 Group experiential theme 1: therapy access experience 

The findings highlighted the participants experience regarding accessing therapy support. This 

group experiential theme is represented by all participants and multi-layered, consisting of 

three personal experiential themes, presented below. 

 

5.1.1 Personal experiential theme 1.1: struggle  

This personal experiential theme illustrates the difficulty participants experienced in 

approaching counselling and accessing support. All participants clearly stated that it took them 

a considerable period of time to communicate that they required counselling support. For 

instance, Asmin (p. 4, l. 39-40) stated, “it took me years, I tried to do it by myself, but it got to 

the point where I couldn’t help myself anymore” and Yasmine stated: 

 

I was going through anxiety, and nothing was working on myself, and I thought I 

needed help so bad (pause) that was my thought process before, and it actually took a 

long time before I actually began the therapy. (Yasmine, p. 1, l. 9-11) 

 

Both Yasmine and Asmin demonstrate that they have sought counselling support after 

struggling for an extended period of time. Yasmine’s and Asmin’s process is shaped with them 



125 
 

trying to cope independently, and when their emotional distress became unbearable, they 

sought therapy support. Yasmine’ and Asmin’s accounts reveal their tendency to try to cope 

without any external support.  

 

Asmin unpacked her struggle towards accessing counselling support and added, “it is not a nice 

thing to go and share your secrets with a stranger [pause], but sometimes it gets to the point 

where that is the last resort to talk about what is going on” (p. 4, l. 59-61). Asmin clearly 

demonstrates that it was difficult for her to share “with a stranger”, who is ultimately the 

therapist in this context. However, Asmin reached the point where it was difficult for her to 

cope without accessing counselling.  

 

Similarly, Leila indicated that it took her years to speak to her GP regarding her mental health 

struggles and ask for counselling support where she stated, “for me to go and speak to the GP 

it took me [pause] maybe years”. Similarly, Mina indicated: “they [Middle Eastern individuals] 

don’t seek support unless they are in a bad place” (p. 2, l. 107). Clearly, all participants 

demonstrated that not until they were emotionally in crisis, did they access counselling. As a 

reflection of this, pre-counselling, Mina expressed her emotional crisis by expressing that she 

was feeling “stuck” in a place where she felt hopeless and lacked self-worth:  

 

It got to the point where I thought I am not worth living; I can’t do this. My value was 

just the grade, and I can’t get those grades for my parents. I was really depressed, and 

I found it really hard to communicate that to people to family because they will be like 

oh no, you are just going through a phase or something like that. (Mina, p. 1, l. 23-27) 
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5.1.2 Personal experiential theme 1.2: internal process  

This personal experiential theme demonstrates the participants’ internal process towards their 

emotional struggle or distress. Their process began with denial to disbelieving, moving towards 

the difficulty to accept that they were struggling. This process was expressed by all participants.  

 

The four participants expressed an element of denial towards their emotional distress or 

struggle. Yasmine and Leila were able to make a direct reference to their denial, while Mina 

and Asmin referred to it indirectly. For instance, Yasmine stated, “I was in denial about how I 

felt [pause], it took me a long time to realise that I need help” (p. 1, l. 28-29). Yasmine clearly 

found it difficult to acknowledge that she was emotionally struggling and that she required 

help.  

 

Similarly, Mina expressed, “it took some time for them [parents] to sink in that I am really 

struggling in the background” (p. 1, l. 41-42). Mina demonstrated that it took her time to 

acknowledge and accept her struggle. Mina further added, “I thought a few times that I 

shouldn’t go to therapy [pause], I felt like that would make me look like a weak person” (p. 2, 

l. 67-68). This indicates that Mina avoided counselling as she was concerned that she would 

come across as a weak person. 

 

Similar to Mina, Leila reflected on her process of starting counselling and demonstrated that 

she did not accept her struggles nor take counselling seriously. Leila explained that it was not 

until she began counselling, did she acknowledge her emotional struggle: 
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When I started counselling, I didn’t take it seriously to be honest, I was just telling 

myself I will go to it and I’ll see, but when I started it, I realised there’s a lot going on 

inside, more than what I imagined. It was like a button when you press it; you get more 

and more. So, I didn’t really think that I am struggling that much. (Leila, p. 2, l. 90-93) 

 

Asmin summarised her denial, disbelief and acceptance towards her struggle through 

demonstrating the following:    

 

Sometimes they don’t think it is as bad as it sounds. They find it easy to lie to 

themselves. I think they are in denial. You are telling yourself, no this is not happening; 

no this is not true, it will get better and then in a long period of time you find yourself 

deeper and deeper in distress then you find yourself finding it difficult to get out of it. 

(Asmin, p. 1, l. 17-21) 

 

Asmin articulated her experience in the third person, her use of ‘lie’ and ‘denial’ to one’s self 

shows this. She described a strong indirect sense of disbelief and shock.  

 

5.1.3 Personal experiential theme 1.3: therapeutic moments   

This personal experiential theme covers the reflections experienced by three participants 

regarding significant therapeutic moments in their access to therapy. When Mina was asked 

about what she found helpful, she reflected on a particular moment where she talked about her 

worries and concerns to her therapist: 
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So, I told her about my worries, and she addressed them, and it went into what sort of 

person I am and what I was thinking about her, and she just explored that further not 

saying anything about her. (Mina, p. 4, l. 166-168) 

 

Mina indicated that the therapist’s exploratory skills and non-self-disclosure enabled her to 

understand herself. Similarly, Asmin also found a sense of self-insight with her therapeutic 

journey through directly stating, “I learnt things about myself that I never knew before” (p. 2, 

l. 117) and “like why I was having problems with certain things, so during that time it appeared 

to me that my problems stem from elsewhere, not just here and there. So, it has stuck with me 

what he said” (p. 3, l. 118-120). Asmin clearly demonstrated that she was able to find answers 

regarding her struggles and where they stem from. Asmin’s use of “stuck with me” indicates 

that it is a moment of enlightenment for her.   

 

On the other hand, Yasmine found that moments of laughter in the therapy room and random 

conversations helpful in easing her fear of talking about her emotional difficulties:  

 

I remember with my therapist in X [name of city] sometimes we’d joke and laugh 

about cats or anything that helps to break the ice a bit. When you go straight to the 

deep stuff, it feels a bit scary. (Yasmine, p.4, l. 188-190)  

 

However, Mina identified difficulties with silent moments in therapy. Mina expressed feeling 

under pressure to bring issues into therapy by stating: 
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The weeks I had nothing happening, I felt very pressured to take something to therapy 

or bring something up to talk about it, and the whole moments of silence where I find 

it really difficult to fill in this silence. (Mina, p. 5, l. 219-222) 

 

This seems to confirm that Mina expected herself to bring a new occurring issue to therapy 

consistently. When Mina felt unable to present a different or new issue in therapy: it led to an 

inner battle. This was apparent for Mina, particularly in silent therapeutic moments, where she 

had the tendency to fill the silence.  

 

5.2 Group experiential theme 2: cultural stigma 

The findings indicate that the participants' experience of accessing counselling support and 

mental health was characterised by cultural stigma. This group experiential theme explores the 

cultural stigma highlighted by all participants. It is multidimensional, consisting of several 

personal experiential themes, presented below. 

 

5.2.1 Personal experiential theme 2.1: misunderstanding  

The four participants indicated that mental health struggles and accessing counselling support 

are misunderstood within the Middle Eastern culture. Yasmine stated that “if you feel anxious 

or depressed, everyone sort of demeans it and belittles it and it is not a big deal” (p. 1, l. 20-

21). Additionally, Asmin described that those who are emotionally distressed are often looked 

at differently and are unperceived as normal people. Asmin demonstrated this by stating: 
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When you are mentally like tired, or you have got issues going on in your life, you are 

not acting yourself or behaving normally. People look at you differently. They don’t 

look at you as if you are a normal person. (Asmin, p. 1, l. 6-8) 

  

The misunderstanding of mental health struggles and counselling was further explained by 

Mina, who indicated that mental health struggles are unvalued. Mina stated, when referring to 

her relatives, “I feel like they don’t really understand mental health problems, or they don’t 

really value them as much so if you are dealing with something like depression or I don’t know” 

(p. 1, l. 5-6). Although she experienced that mental health struggles are misunderstood, and 

there is a lack of understanding towards emotional distress, Mina expressed that severe mental 

health struggles are better understood: 

  

Unless it is really bad like schizophrenia, they will be like OK you clearly need help, 

but things like depression or things of those kind of categories it is more like you are 

going through a phase or you will be OK later on. It is not like they are willing to open 

up about it. (Mina, p. 1, l. 8-11) 

  

Mina expressed that there is an element of feeling judged because she sought counselling 

support. Mina, therefore, felt the need to protect the part of her life that accessed counselling 

support: 

  

If they knew I go to counselling, I would feel very judged. It was fine for me if people 

who understood knew and who were accepting of others found out that I had therapy. 
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But people who jumped to conclusions, I wouldn’t want to be in a situation where I 

would have to share with them that part of my life with them. (Mina, p. 4-5, l. 198-201) 

 

Furthermore, Mina described a sense of unacceptance from others towards her emotional 

struggles as she often got questioned and received comments such as “well you always look 

happy, you are only a kid, how could you deal with depression? And you have everything” (p. 

3, l. 131-132). This indicates that from Mina’s experience, mental health difficulties are 

misunderstood, often less associated with young people and being ungrateful.  

 

Similarly, Leila stated, “they think young people don’t need it [counselling], as if young people 

in the 20s don’t need it because they don’t have a lot of problems” (p. 2, l. 62-63). Leila clearly 

identified that mental health difficulties are misunderstood and are often not taking seriously 

among young people. For this reason, Leila felt certain regarding not disclosing that she is 

accessing counselling support by stating, “I didn’t want anyone around me to know because 

not everyone understands why I went to counselling. I didn’t want anyone to know, even my 

family” (p. 1, l. 45-47). This indicates that there is a misconception that mental health 

difficulties are not prevalent in young people. 

 

Alternative misconceptions regarding counselling were also identified. For instance, Yasmine 

expressed, “people think with therapy, you go in and sit down for one hour and you talk about 

stuff, and then that’s it, like magic, everything is sorted” (p. 3, l. 126-127). Yasmine 

demonstrated that counselling is perceived as a place where problems are solved. Similarly, 

Mina emphasised that counselling in her country of origin is perceived as a place where they 

can get a quick fix. Mina further added that she would often hear people around her say, “I went 
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for a quick counselling, like as if they went and asked a quick question and they came out” (p. 

3, l. 115-116). This clearly reveals that there are expectations among people in their lives for 

counselling to solve difficulties. 

 

5.2.2 Personal experiential theme 2.2: taboo subjects 

All participants indicated that emotions, mental health struggles and counselling are often 

unspoken topics within their families. Mina expressed that she never heard anyone in her 

country of origin talking about accessing counselling support; the word therapist is often 

avoided: 

  

I have never heard someone back home saying I go to see a therapist. I have never heard 

them say it and even if they do say it, they wouldn’t call it a therapist, so they will be 

like I went for a quick counselling like as if they went and asked a quick question and 

they came out. (Mina, p. 3, l. 113-116) 

  

Mina clearly demonstrates that counselling is not just a taboo topic; the profession is perceived 

as a quick fix. Leila expressed difficulty in accessing counselling, as it is uncommon in her 

world, stating, “we didn’t get used to it, but we found it strange [pause] that’s why I found it 

hard to take the first step and get counselling” (p. 2, l. 72-73).   

 

Alternatively, Leila identified that she became exposed to counselling in the U.K. Although 

Leila stated, “I heard from others when I came to the U.K.” (p. 1, l. 13), when she was asked 

about the first time that she heard the term counselling, she stated, “the first time, I heard about 
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maybe on the T.V. in my country” (p. 1, l. 15). Similarly, Asmin identified a sense of 

unfamiliarity towards counselling in her country of origin: 

 

Counselling in our country is very rare. I was back home for 14 years and not even once 

I have heard of such a thing as a therapist, therapy or counselling. I only heard it when 

I came here. (Asmin, p. 1, 8-10) 

 

Although Asmin and Leila both originate from different parts of the Middle East, they both 

revealed that counselling in their countries of origin is not common. Asmin identifies that it is 

“very rare” (p. 1, l. 11), while Leila indicates it is something she “heard about on T.V.” (p. 1, 

l. 15). This brings a sense of distance towards counselling. Both participants recognised that 

they became familiar with counselling in the U.K. However, Yasmine reported having an 

awareness regarding therapy during her childhood, “I had a couple of friends that were going 

to counselling, and when I was a kid, I have heard of it” (p. 1, l. 33). Clearly, within Yasmine’s 

friendships, therapy is familiar and discussed.   

 

Nevertheless, Asmin, Leila, and Mina have addressed that they had experienced emotions to 

be a difficult topic to discuss within their culture. For instance, Leila described struggling to 

express and share her emotions, stating “no one taught me how to do it, even in school back 

home” (p. 4, l. 157). She further added that this impacted her ability to express her emotions as 

an adult by stating, “there are certain things I didn’t get to speak about [pause] even until now 

I find it difficult to express my emotions” (p. 4, l. 158-159). Similarly, Mina articulated that 

from her experience, she found people from her culture can have a lack of emotional 

intelligence, self-awareness, and acceptance of the struggles that people around them face: 
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I feel like Middle Eastern people lack emotional intelligence [pause] I know I am very 

generalizing this, but I feel at least people from my culture lack emotional intelligence 

or sight within themselves or the acceptance of people going through things, and that’s 

OK. (Mina, p. 3-4, l. 148-151) 

  

Similarly, Asmin indicated that from her experience, individuals within her culture hide their 

emotions, emphasising that they would rather be in an abusive relationship than disclosing that 

they access counselling support, by stating:  

  

Back home, they genuinely think there is something wrong with you. So, people try to 

hide their emotions and feelings rather than letting people know how they feel. So, they 

would rather be in an abusive relationship than people knowing that they go to see a 

therapist. (Asmin, p. 2, l. 87-90) 

 

Asmin’s comparison between staying in an abusive relationship and the disclosure of accessing 

therapy, highlights the presence of the cultural stigma towards accessing counselling. 

 

5.2.3 Personal experiential theme 2.3: negative labelling  

The four participants directly identified that accessing counselling support and the counselling 

profession is often associated with negative labelling such as “crazy” (Asmin, p. 2, l. 56; Leila, 

p. 4, l. 180; Yasmine, p. 1, l. 21), “weak” (Mina, p. 2, l. 68, 76; p. 4, l. 198), “not normal” 

(Asmin, p. 1, l.6), “weirdo” (Mina, p. 3, l. 144) and “something wrong with her” (Mina, p. 3, 
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l. 145; Asmin, p. 2, l. 88). Yasmine stated that when she was living in X [name of city], she 

was told by family members that she does not require counselling support as “only crazy people 

go to therapy” (p. 1, l. 21-22). Yasmine also indicated that during her time at Medical School, 

(she wanted to specialise in Psychiatry) she was questioned about her preference by her 

Egyptian family members on numerous occasions. Yasmine stated that she was told, “eh why 

do you want to get into that, like do you want go crazy” (p. 5, l. 233).  

  

Similarly, Asmin stated “counselling in our country can come across like you are not a normal 

person” (p. 1, l. 5-6), she, therefore, withheld telling her family members in the Middle East 

that she was accessing counselling support to avoid negative labelling: 

  

If I tell them, I went to see a therapist. They think oh she has gone crazy, you know; 

they won’t really understand why she actually needs therapy. I wasn’t seeking therapy 

five years ago. It is not something that you do on a daily basis. (Asmin, p. 2, l. 56-58) 

  

Likewise, Leila was concerned that people from her culture might recognise her at the therapy 

centre that she had attended for her therapy session, as she wanted to avoid negative labelling: 

  

Because I am living in a culture, they don’t really accept why people seek counselling; 

they think only people who are crazy seek counselling. So, I don’t want people to think 

that I am crazy, that’s why I didn’t want people to see me at the X [name of place]. 

(Leila, p. 4, l. 179-181) 
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Mina voiced that she did not tell anyone that she is accessing counselling support to avoid 

people thinking that there is something wrong with her or that she is a weirdo by stating, “I 

thought if I share it, people will think she is a weirdo, she needs help, there must be something 

wrong” (p. 3, l. 144-146). Clearly, Mina demonstrated that the act of accessing counselling 

support is often associated with negative labelling. 

                                                                             

In addition to the labels mentioned above, Mina identified that accessing counselling support 

would have made her a weak person [emphasis added] stating that “I thought a few times that 

I shouldn’t go to therapy, I felt like that would me look like a weak person” (p. 2, l. 67-68). 

Similarly, Asmin felt that “some people are strong enough to get out of their emotional distress” 

(p. 1, l. 20-21). Asmin demonstrates that those who are resilient are able to overcome their 

distress. Both Mina and Asmin (p. 1, l. 20-21) have clearly identified an element of “weakness” 

in relation to seeking counselling support. 

 

Moreover, the participants explored their experiences toward accessing therapy in the 

West. Participants explored their experience in a personal, societal and organisational 

sense, represented by three participants. Yasmine describes that people within her culture 

who live in the West, understand the helpfulness of counselling by stating, “I think  people, 

especially those who live in the U.K. they do understand that it’s helpful, but they are still 

concerned if people know that they are seeking counselling”  (p. 3, l. 206-209). Yasmine 

indicates that there are concerns about how others may perceive them.  
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Equally, Asmin highlights those individuals within her culture are protective over others 

knowing that they are accessing therapy. However, for her, accessing therapy in the U.K. 

has been unproblematic:  

  

People are like I don’t want people to know that I am going to see a therapist. They 

may think I am going crazy or whatever. But in my personal experience, it has not 

been like that. I have not had a problem going to see a therapist in this country 

when I needed it. (Asmin, p. 1, l. 12-15)  

  

Asmin further added, “counselling is starting to become normal especially in the West, but 

I can’t tell you it is a normal thing back home, but it is becoming normal in the West”  (p. 

2, l. 86-87). Although this reveals a sense of acceptance towards accessing counselling 

support in the West, this reveals that counselling in the Middle East is perceived 

differently. Mina also illustrated the acceptance towards accessing counselling support in 

the West:  

 

But when I started A-levels, I remember starting to talk to a few of my white 

friends, like people from the U.K. I saw this girl who looked off sometimes, and 

we had a chat with each other, and I realized she had difficulty with her sexuality, 

then I said well I go to therapy. I realized it was a very accepting thing within 

Western society, and everyone was OK with it. It was very surprising. I just wasn’t 

expecting it, and I thought if I share it, people will think she is a weirdo, she needs 

help, there must be something wrong with her, which now I know there is nothing 

wrong with that. (Mina, p. 3, l. 139-146)  
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Mina describes a sense of shock that counselling support is accepted within Western 

society. Mina also describes relief that there was no negative labelling attached to her 

accessing counselling support. It is clear that this experience changed Mina’s perceptions 

regarding accessing counselling support and enabled her to accept it.    

 

5.3 Group experiential theme 3: confidentiality concerns   

The findings identified a group experiential theme regarding the participants' 

concerns around confidentiality, represented by all participants. The four participants feared 

the breach of their confidentiality, differently. This group experiential theme is 

intersectional and represented by the following personal experiential themes.  

 

5.3.1 Personal experiential theme 3.1: family and friends   

When participants were asked whether they have shared with anyone that they are accessing 

counselling support; there was a general consensus among the four participants that there was 

an element of keeping it a secret outside the family and for some, even within their families. 

Yasmine and Leila shared that they only told their sisters by stating, “at the time I did not tell 

my family, but I did tell my sister” (Yasmine, p. 2, l. 91) and “I think I only told my sister” 

(Leila, p. 2, l. 82). On the other hand, Asmin stated, “I told my family, but not relatives back 

home” (p. 2, l. 90). Similarly, Mina stated, “no one from my relatives back home knew 

anything” (p. 3, l. 129).   
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Yasmine demonstrated that she would never tell any of her Egyptian family members that she 

accessed counselling support, including her father:  

   

I guess my Egyptian side in terms of family I will never tell [pause] even my dad 

doesn’t know. I would never tell any of my Egyptian family members. At the time when 

I was getting therapy, I would never tell any of them, even though I was seeing them. I 

used to tell my grandmother that I am seeing a friend or whatever when I go to therapy. 

(Yasmine, p. 2, l. 64-67)  

  

Clearly, Yasmine felt confident that her access to therapy has to be unrevealed with her 

Egyptian family, including her father and grandmother. Similarly, Leila indicated that she did 

not disclose to anyone that she is accessing counselling support, due to struggling with 

acknowledging that she is experiencing emotional distress. Leila stated:  

   

I didn’t tell anyone else for different reasons (erm) even if they are my family, I don’t 

want to tell them that I have a problem and maybe I feel that’s something private or 

personal for me, so there’s no reason for me to tell them because I am the only person 

who is having this problem, so I don’t want them to know that I am having this 

problem. (Leila, p. 2, l. 85-88)  

   

Clearly, Leila demonstrated her internal sense of responsibility and ownership of her emotional 

struggles by using the first person I several times, and that affected her ability to share that she 

is accessing counselling support. Leila’s strong desire to not tell anyone that she is accessing 
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counselling support was communicated to her GP, where she stated, “even when I went to 

the GP, I made it clear that I don’t want anyone to know about it” (p. 1, l. 31).   

 

Accordingly, two participants highlighted the helpfulness and importance of the 

therapeutic space concerning confidentiality. Leila indicated that the privacy of the 

environment around the therapeutic space enabled her to trust her therapist. Leila 

described the therapeutic space and stated, “the building was quiet with so many different 

rooms, and then there was only us in the room” (p. 3, l. 123). Leila further added that she 

was able to “trust her [the therapist]” (p. 3, l. 122) and “felt like whatever I was saying 

was more private” (p. 3, l. 125). This indicates that Leila felt that the therapeutic space 

was protected.   

  

Mina also found it helpful to have a therapeutic space that did not interfere with any 

aspects of her life. The importance and safety of the space brought to her a sense of 

freedom to share in the therapy room:  

  

Just having that space where it was a separate thing outside my life. She didn’t see 

me happy; she wasn’t someone at school; she wasn’t someone at home, and she 

was someone in that room where I brought anything to her [pause] whatever I felt, 

without feeling that she affected any parts of my life. (Mina, p. 4, l. 183-186)  
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5.3.2 Personal experiential theme 3.2: shame and worry  

Three participants expressed a sense of worry and shame about the impact of their access to 

counselling, on different aspects of their lives. Yasmine demonstrated a sense of shame that 

she is in therapy and worry regarding others finding out that she is accessing therapy support:  

  

In general, I was worried if see a therapist in X [name of place]. What if someone that 

I knew saw me? Something like that you know. Just in general, I feel I have the 

tendency to feel shameful anyway with a lot of things outside therapy. (Yasmine, p. 1, 

l. 24-27)  

 

On the other hand, Mina’s worries were regarding how much of her disclosures in therapy 

would appear on her clinical notes. Mina expressed feeling fearful regarding the limits to 

confidentiality and whether parents can access it:  

   

I got worried sometimes about how much I should share and how much of that sharing 

will go on paper, and if anyone can access that paper, especially my parents. Sometimes 

I have held things that I have done, or things that had great value in my life, just because 

I was scared. (Mina, p. 5, l. 227-230)  

   

Mina did not only worry about the limits to confidentiality, she was also worried about the 

impact of her access to counselling upon her gaining a place at university:  
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At the time I was thinking of studying Medicine, and I was like I don’t want this to go 

on my record, or I don’t want anyone to know that I asked for help or struggled because 

that might affect me getting into university. (Mina, p. 3, l. 104-106)  

   

Similarly, Leila considered her access to counselling to be private. Leila felt the need to put 

protective measures in place to protect her confidentiality. Leila expressed that she did not want 

her children to know that she is accessing counselling support and stated, “I felt so private that 

I didn’t want anyone to know it, plus the letters to my home address, I didn’t want my daughters 

to see it, I didn’t want them to know at all” (p. 2, l. 53-55).   

 

5.3.4 Personal experiential theme 3.4: trust and core conditions  

The participants identified that the core conditions (Rogers, 1957) facilitated the trust in their 

therapist. When the participants did not experience the core conditions, they expressed a sense 

of unhelpfulness, and for some, it brought a sense of hindrance to their process in therapy. This 

personal experiential theme is represented by all participants. 

 

Firstly, congruence was reported by Yasmine who indicated that the therapist’s congruence is 

superior to the level of qualification a therapist holds. Yasmine expressed that having a 

therapist who is emotionally available, friendly and congruent were crucial elements for her to 

share in therapy and trust her therapist: 

 

But that if she’s someone that I can trust, someone who was warm. I think even if she’s 

well qualified, I don’t think I’ll be able to open-up to someone who’s cold. So, from 
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her picture, she seemed quite friendly. In her picture, she was smiling; she seemed a 

genuine person. (Yasmine, p. 2, l. 50-53) 

 

Secondly, the four participants experienced empathic listening as a significant aspect of their 

counselling experience. Leila expressed, “she was listening more to me, so I really liked it” (p. 

3, l. 118). Leila demonstrated that having a therapist who listened to her brought her a sense of 

joy. Similarly, Mina described a sense of excitement and relief knowing that someone will 

listen to her through stating, “it wasn’t up until I went to actual therapy, I was really excited to 

go somewhere where someone will sit there and actually listen to me” (p. 2, l. 91-92). 

 

Yasmine also found it helpful that her therapist is empathically attuned. She felt that her 

therapist was really listening by memorising what she had said in previous sessions. Yasmine 

described her experience by stating: 

 

I would feel it in a sense she would remember things I said in sessions before [pause] 

things like that showed me that she was really listening [emphasis added], not just 

nodding along and pretending to listen. (Yasmine, p. 3, l. 116-118) 

 

This demonstrates that Yasmine acknowledged her therapist’s presence and engagement. 

Another participant (Asmin) also emphasised that she found her therapist’s presence, 

engagement and empathic listening therapeutic by stating: 
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He listened to my problems thoroughly; he understood them thoroughly. Within an 

hour, he understood what had happened in my life. He was very engaged by listening 

to me. I know that’s his job, but he was listening to every word I was saying. Sometimes 

when you talk to other people, they don’t listen to you fully. They are looking at you, 

but their mind is elsewhere. I did feel like he was 100% listening to me. So that feeling 

itself is very therapeutic. (Asmin, p.3, l. 108-113) 

 

To demonstrate the importance of empathy further, Mina described a sense of unhelpfulness 

within her process as she felt misheard and misunderstood by her therapist: 

 

I feel like she treated me like a kid. I found it really difficult when I was in that situation, 

when I was all down and depressed to deal with her being all bubbly. She was like, it’s 

going to be fine; you are going to cope well. She thought it was just all to do with just 

exams, but there was more to it. (Mina, p. 2, l. 85-89) 

 

This indicates that her therapist was responding from the client’s external frame of reference, 

resulting in Mina feeling misheard and misunderstood with her needs unmet. Similarly, Leila 

described a sense of frustration by stating, “She talked more than listening to me and gave me 

instructions about what I need to do in my life. I think I’m old enough to know what I need to 

do in my life” (p. 2, l. 151-152). Clearly, Leila identified that feeling heard and having a 

therapist who listens is very important to her.  
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Leila further identified that the therapist’s ability to reflect and mirror her emotions highlighted 

to her the therapist’s engagement by stating, “I think the therapist was friendly and engaging. 

For example, when I was talking about a difficult experience, I felt she was sad; I felt like she 

was feeling whatever I was feeling” (p. 3, l. 136-137). 

 

Leila further added that during the sessions, there were moments where she felt emotionally 

distressed, and she found it helpful to not feel rushed: 

 

Whenever I was upset about something, she helped me to calm down. Like sometimes, 

I remember she gave me two or three minutes to settle down a bit. Because I was so 

nervous and anxious about something, I felt she gave the time I needed; she wasn’t in 

a hurry. (Leila, p. 3-4, l. 139-142) 

 

This reveals that the therapist’s ability to follow Leila’s pace supported her in regulating her 

emotions. Similarly, Leila reflected that the therapist’s ability to validate her emotions enabled 

her to accept them, which further supported her to regulate the emotions within herself. Mina 

stated that her therapist: 

  

Was very understanding so when I said something sad, I would see that in her face 

which really helped me to grasp that this is something valuable and it is OK to be sad 

about it and that really helped me I would say. (Mina, p. 5, l. 212-215)  
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The therapist’s empathic facial expressions enabled Mina to accept and value her sadness. 

Finally, all participants, excluding Leila demonstrated how experiencing unconditional 

positive regards through the therapist’s care, and curiosity was helpful. Yasmine expressed that 

her therapist’s professional care facilitated her to open-up in therapy: 

 

In the beginning, I didn’t want to open up that much but over time, I actually felt like 

she cared, and that was very important for me. I know that therapists aren’t supposed 

to care, but she was very professional, don’t get me wrong, but she still showed that she 

cared in a very professional way. (Yasmine, p. 3, l. 100-104) 

 

Yasmine further added, “it really helped the fact she cares. People underestimate how much a 

therapist needs to care about their patient; I think that’s important” (p. 3, l. 113-115). From 

Yasmine’s perspective, having a caring therapist is a significant aspect for her to engage in 

therapy. 

 

Asmin identified that her therapist’s curiosity and interests in finding out more about her 

struggles enabled her to feel she matters to her therapist: 

 

Also, when I gave him a call, he asked me questions on the phone. What is it about? 

Etc. He was very interested to help me. Whereas this other person that I called they 

were more worried and concerned about money and time, more than me. (Asmin, p. 2, 

l. 73-76) 
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Similar to Asmin, Yasmine highlighted the importance for her to not feel that she is just a 

number, another client, or as someone with a mental instability: 

 

She could have been more caring. It’s OK to be professional and very important, I’m 

not saying you should be friends with your client, but it’s still important to see them as 

human beings. You can’t just see them as a number, as a client, as someone having 

mental illness [emphasis added]. You know they are still a person. Yeah, that’s 

important. (Yasmine, p. 4, l. 191-194) 

 

Yasmine clearly emphasised the importance of having a therapist who cared. This enabled her 

to feel human and equal. This demonstrates a reduction in the power imbalances within the 

therapeutic relationship. When Mina was asked about the difficulties she experienced within 

the therapeutic relationship with her therapist, she identified concerns regarding whether she is 

being judged by her therapist and stated, “I wasn’t sure if she was judging me” (Mina, p. 4, l. 

162). This indicates that Mina was uncertain about the level of acceptance she received from 

her therapist. 

 

5.4 Group experiential theme 4: preferences and/or expectations  

The findings indicate that all participants’ experience of therapy was shaped by expectations, 

resulting in emerging preferences regarding their therapy. Due to the interconnectedness of the 

participants’ expectations and preferences, the two terms will be utilised interchangeably. This 

group experiential theme is multidimensional, consisting of the following personal experiential 

themes. 
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5.4.1 Personal experiential theme 4.1: client’s expectations 

This theme illustrates the inner expectations held by participants (or clients) towards their 

therapists, represented by three participants. For instance, Asmin and Leila illustrated that they 

have had pre-therapy expectations regarding accessing validation from their therapist to their 

distressing experiences. Leila reflected upon this by talking about her inner expectation to feel 

heard by her therapist by stating, “she was listening more to me, so I really liked it” (p. 3, l. 

118). 

 

Similarly, Asmin expressed a need for her experience to be validated and expressed: 

 

I already knew the answers to my questions, so there was no point [pause], but I was 

like for my own peace of mind, I need to get a confirmation from someone who is a lot 

more experienced in this field than me. (Asmin, p. 2, l. 67-69) 

 

Asmin has clearly entered therapy with the expectation of feeling heard due to having an unmet 

need of being misunderstood: 

 

I just wanted someone to really understand what I was going through. For example, if 

you are being abused mentally and psychologically, some people don’t actually believe 

it is abuse. It is common, unfortunately, that people become resistant to it, not resistant 

but they get used to it, and they don’t think there is a problem with it. They look at it as 

if it is part of the culture, rather than personality traits or psychological issues. (Asmin, 

p. 1, l. 31-35) 

 



149 
 

Unlike Asmin and Leila, Yasmine had expectations during therapy, where she expected her 

therapist to ask about her support system outside therapy:  

 

At some point when I was seeing her, I wasn’t seeing people at all. She didn’t ask me 

how often are you seeing people because at one point my grand-mum moved out and I 

was completely alone. There were sometimes where I would spend days on my own, 

and I wouldn’t talk to people which is so unhealthy [pause] so if she asked me hey are 

you talking to anyone that would have helped. (Yasmine, p. 4, l. 152-157) 

 

Yasmine expresses a sense of loneliness and lack of human interaction outside therapy. 

Yasmine clearly identifies that not having human interaction was unhelpful for her process, 

and she articulated a sense of helpfulness in having that explored by her therapist. 

 

5.4.2 Personal experiential theme 4.2: directive vs non-directive therapies 

This personal experiential theme represents the participants’ preferences’ in relation to the type 

of therapy. All participants identified their preferences regarding the type of therapy, 

distinctively. For example, Yasmine found the practical side of her therapy and her therapist’s 

directive approach helpful to work with her thoughts. Yasmine expressed, “practically she gave 

me sheets to record my thoughts and that was really helpful because a lot of my anxiety was 

stemming from the way I was thinking” (p. 3, l. 117-118). However, Yasmine demonstrated 

that there was an element of her therapist’s role she would have liked to be different. Yasmine 

had a desire for her therapist to be less passive, to challenge her and to take the lead by stating: 

 

In X [name of a city] even though she was good and everything, I do feel sometimes, 

she should have been less passive. For example, sort of be harsh almost, sometimes you 
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need that to learn. I think the problem with therapists that they are sometimes afraid to 

be harsh. I would have appreciated if she was [pause] I know this sounds a bit 

contradictive but less supportive of when I screw-up. For example, when I use to tell 

her something that I did that I was not proud of and she’d always be reassuring, which 

is nice but sometimes I would need her to be harsh on me. I need her to tell me, listen 

you have done that a lot of times, you need to now stop [emphasis added]. It would have 

been helpful if she said something that would hurt my feelings now, but benefit me in 

the long term. (Yasmine, p. 3-4, l. 137-150) 

 

Clearly, Yasmine expressed a sense of frustration towards her own actions and felt the need to 

be challenged by her therapist. Yasmine also found it difficult to accept that her therapist 

accepted an action of hers that she was unable to accept herself. Therefore, Yasmine expressed 

a sense of long-term helpfulness to her process to have a less passive therapist. However, 

Yasmine further indicated difficulties in challenging her therapist within a different therapeutic 

relationship. Within Yasmine’s first counselling relationship she stated: 

 

I don’t know why I didn’t do that. But I guess I was too shy [laughter]. I didn’t want to 

challenge her as a therapist because I’m the patient or client whatever you want to call 

it. So, it felt wrong me telling her how to do her job. (Yasmine, p. 3, l. 161-163) 

 

Yasmine wondered why she was unable to challenge her therapist and struggled to identify 

whether she is a client or a patient [emphasis added]. Yasmine expressed an internal sense of 

inappropriateness regarding challenging her therapist, which is shaped by relational power 
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imbalances. Yasmine also made a direct reference to the power imbalances experienced within 

her second therapy experience: 

 

Yes, you are a therapist and I’m a client, but I felt like there was too much of a difference 

in dynamics. I felt like she was too high up, like too much of a therapist role and I was 

too much of the client role. (Yasmine, p. 4, l. 186-187) 

 

Yasmine’s use of too much indicates the power imbalance she experienced with her therapist. 

Yasmine indicated a sense of difficulty to meet her therapist’s standards due to feeling inferior 

within the relationship. 

 

Nevertheless, Mina identified indirective therapies helpful for her but challenging at the 

beginning: 

 

I think there are different types of therapy and I think this therapy that I liked was from 

reading about it. I think the therapist listens to you most of the times. You are the one 

who does most of the talking and then she might say something after you talking for 10 

minutes. It is more of her sitting and shaking her head, which it was really difficult at 

the beginning because it felt like how am I going to fill the space and once you go 

[pause] it just comes naturally. (Mina, p. 2-3, l. 96-101) 

 

Similarly, Leila preferred to take the lead of her sessions and found it unhelpful and frustrating 

when she was given advice and instructions. Leila demonstrated her preference by comparing 

two experiences with two different therapists that she had seen: 
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So, she was listening to me more, like she was asking me questions, but she listened to 

me more than giving me instructions. The other one was like no, you have to 

do this; you shouldn’t do this. You know when you are struggling with something you 

need someone to listen to you, not to give you instructions because you’ve had enough 

already so you don’t need instructions. (Leila, p. 3, l. 128-132) 

 

Although Leila mainly wanted to lead her sessions, she was comfortable with being asked 

questions. However, the act of being given instructions [emphasis added] by her therapist, and 

ultimately acting as the expert was found to be disempowering to Leila.  

 

Similarly, Asmin found her therapist’s approach, which consisted of elements of directivity, 

helpful and expressed “he asked me questions about my past, and it helped me understand why 

I was feeling the way I was feeling” (p. 3, l. 128-129). Clearly, the therapist’s curiosity was 

found to be empowering and insightful for Asmin’s process. 

 

5.4.3 Personal experiential theme 4.3: therapist’s cultural awareness  

This personal experiential theme identifies participants’ preferences in having a therapist who 

is culturally aware, represented by all participants. For instance, Asmin demonstrates that it is 

important for her have a therapist who understands her culture by stating, “I would want them 

to understand my culture, so they can then judge my situation based on my culture, not just 

based on what’s right and what’s wrong” (p. 4, l. 154-156).  Asmin further added that she told 

her therapist about her cultural background by stating, “I told him because I felt like they had 

to understand that my culture is different and things are seen differently” (p. 3, l. 98-99). Asmin 
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highlighted the importance of having a therapist who is culturally aware and understands the 

cultural differences. 

 

Similarly, Leila reported wishing that her therapists had awareness regarding how her culture 

perceives counselling:  

  

I would love if they know about my culture and where I come from because every time, 

I started with a new therapist I would have to explain what my culture thinks about 

counselling. Because every time I started new counselling, when they ask me about 

sending post and I say no [emphasis added]. They keep asking me, why are you 

concerned about it? I think it is good for them to understand how my culture perceives 

counselling. (Leila, p. 5, l. 167-171) 

  

Leila indicated the importance of protecting her confidentiality and finding herself having to 

explain how her culture perceived counselling. Leila’s use of “every time” iterates the lack of 

therapist’s cultural awareness and understanding that resulted in her feeling frustrated.  On the 

other hand, Mina indicated that she desired her therapist to be culturally aware regarding 

expectations: 

  

With my culture, there are really high expectations and they put that onto the kids and 

the kids struggle to put up with those. I know there are assumptions about the culture 

which are not true about each individual, so I want it to be my experience and what I 

come with. (Mina, p. 6, l. 257-260) 
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Mina’s desires clearly highlight that there are also negative assumptions about her culture, and 

she would like her therapist to bracket them and see her individual experience rather than her 

culture. Similarly, Yasmine stated: 

  

It’s [her culture] important, but I think something can be important, but it doesn’t need 

to be in every aspect of your life. I love being [name of nationality], I love visiting 

[name of country], I love the fact that I am part of this culture, and I speak the language, 

I feel [name of country], but it’s not something that I want to be actively present in my 

life, more than being [name of country]. (Yasmine, p. 5, l. 214-218) 

  

Yasmine identified her belonging towards her culture and demonstrated that she can celebrate 

her culture. However, her culture is not something that necessarily defines her as a whole. 

Yasmine clearly drew the fine line between her unique individuality and the culture she belongs 

to. 

 

5.4.4 Personal experiential theme 4.4: practical preferences  

This personal experiential theme reveals the practical preferences identified by half the 

participants. Yasmine highlighted a preference regarding the gender of her therapist. Yasmine 

described a sense of comfort in having a therapist who is a woman by stating, “for some reason, 

it is preferable if she is a woman [pause] I don’t know why I feel more comfortable if she’s a 

woman” (p. 1, l. 47-48). Yasmine struggled to explore her preference further but having a 

therapist who is of the same gender to herself is comforting. 
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In contrast, Asmin’s preferences are related to the availability and the financial implications. 

Asmin identified that it is crucial for her to have a readily available therapist by stating, “the 

quickest available and the price as well” (p. 2, l. 73). Asmin further added, “I didn’t get 

counselling sooner it is because I just couldn’t afford it [pause] it is just too expensive” (p. 2, 

l. 80-81). This indicates that there were financial barriers for Asmin to access counselling and 

she delayed her counselling support as she found it unaffordable. 

 

5.5 Summary   

This chapter has provided the findings from the interviews with Middle Eastern clients 

that were carried out in Phase Two of this research. The findings have offered rich and 

in-depth insights into exploring the helpful and hindering aspect of counselling and 

psychotherapy with Middle Eastern clients living and England, including their attitudes 

toward accessing counselling and psychotherapy support. To summarise, the findings of 

this chapter revealed that Middle Eastern clients experienced struggles toward accessing 

counselling and psychotherapy support. This difficulty is related to the predominant group 

experiential theme of cultural stigma towards mental health issues and accessing 

counselling and psychotherapy support. The identified stigma consisted of negative 

labelling towards mental health issues, misunderstanding of emotional distress and taboos 

of accessing therapy support that led Middle Eastern clients to seek therapy when they are 

at the point of crisis. The findings also identified confidentiality concerns underpinning 

Middle Eastern clients' experiences in counselling and psychotherapy. Furthermore, when 

seeking therapy support, Middle Eastern clients often keep it a secret from their families. 

Moreover, clients’ expectations and (or) preferences of therapy were apparent across the 
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dataset. This is in relation to the type of therapy, importance of therapist’s cultural 

awareness, therapist’s gender, availability and cost . It is clear from the findings that 

participants had an awareness regarding the attitudes toward counselling support and what 

they found helpful within their therapeutic experience. Since this chapter reveals the 

perspective of Middle Eastern clients, the next chapter will present the findings of the 

interviews with therapists who have worked therapeutically with Middle Eastern clients 

that was undertaken in Phase Three will be revealed.  
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Chapter Six: Phase Three (Therapists’ Findings) 

The purpose of this chapter is to present the findings of Phase Three of this research. Phase 

Three involved semi-structured interviews with counsellors and psychotherapists who have 

engaged therapeutically with Middle Eastern clients. The findings addressed the following 

research questions proposed in this research: What are the helpful and hindering aspects of 

counselling and psychotherapy when working with Middle Eastern clients living in England? 

This chapter addresses the three aims of this research, regarding understanding and exploring 

counselling and psychotherapy attitudes of Middle Eastern clients, and identifying specific 

ways of relating, utilised by therapists in delivering therapy for Middle Eastern clients. Section 

3.6 presents the therapists’ demographic information. This is to provide contextual information 

about the six therapists who participated in the interviews in this phase. The six clients were 

practicing therapists who practice and reside in England. All counsellors have worked with 

Middle Eastern clients in the Voluntary sector. Their chosen pseudonyms have been utilised. 

 

The analysis revealed five group experiential themes, forming an organisational framework for 

the personal experiential themes. Although all participants are represented within group 

experiential themes, this does not necessarily reflect the personal experiential themes. Instead, 

each personal experiential theme will clearly identify the number of participants who have 

contributed to the theme. Table 10 below presents the group experiential themes identified in 

this chapter. Similar to Chapter Five, the order of the group experiential themes will be 

presented as per the order of Table 10 with the relevant personal experiential themes. Each 

personal experiential theme will be presented with direct quotes from the participants. Finally, 

the last section will provide a summary of the proposed chapter. 
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Table 10: Phase Three’s findings 

Group experiential 

themes 

Personal experiential themes  

Cultural stigma 1.1 Misunderstandings  

1.2 Limited counselling experience 

1.3 Shame 

Confidentiality 

concerns 

2.1 Trust issues 

2.2 Therapy disclosure 

Cultural identity 

aspects 

3.1 Role of religion 

3.2 Role of language  

3.3 Role of gender 

Therapeutic 

approaches 

 

4.1 Assessment  

4.2 Trauma work 

4.3 Therapeutic challenges 

4.4 Core-conditions 

Cultural sensitivity  5.1 Cultural awareness and beliefs  

5.2 Cultural knowledge  

5.3 Cultural skills 

 

6.1 Group experiential theme 1: cultural stigma 

The findings illustrate that the participants experienced a cultural stigma attached to mental 

health and counselling by their Middle Eastern clients. This group experiential theme explores 

the cultural stigma represented by five participants, consisting of three personal experiential 

themes, presented below.   

  

6.1.1 Personal experiential theme 1.1: misunderstandings 

Half of the participants illustrated that they had experienced a misunderstanding towards 

mental health and the counselling profession by their Middle Eastern clients. According to 
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Emily, one of her Middle Eastern clients identified that mental illnesses are not accepted within 

the family: 

 

She’s just been diagnosed with quite a serious mental health problem. She’s been 

diagnosed as bipolar, so that was - and I think maybe this is part of [pause] she felt like 

her family were not really accepting of that, in some ways. And maybe that idea of 

mental illness, they were really struggling with. (Emily, p. 4, l. 118-121) 

 

Emily added that her client “felt that maybe in the Yemen, mental illnesses treated - it’s very      

different to how it is here” (p. 4 l. 133-134). This demonstrates that the cultural stigma towards 

mental health and diagnosis of mental illnesses impacts family’s perception. Emily described 

that her client felt relieved to have a meaning to her experience, but she also felt a sense of loss 

by stating: 

 

That’s how her family seemed, and she was sort of pulled between the two because in 

some ways she was quite glad to have the diagnosis because it explained some of how 

she was feeling. Cos there was that element to it that was very sort of up and down. Sort 

of thing that’s in my work with her, that’s what I noticed. And she was, obviously, she 

said it was a very close, loving family, but I think they just couldn’t get, they couldn’t 

help her in the way that she wanted, and she was really distressed about that. (Emily, p. 

5, l. 146-151) 
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It is clear that the family struggled to accept, understand and support Emily’s client’s diagnosis 

and mental health difficulties, resulting in distress. Similarly, Lauren experienced that in one 

family, the male disbelieved in the existence of mental health: 

 

There was a sense that the male – in one family in particular, didn’t believe in mental health. 

Mental health was not anything. It just didn’t exist and that impacted the rest of the family, 

because mum identified as having poor mental health – and the difficulties she had... So, 

the females, the mother – so the mums, they were open to the support. They didn’t      

necessarily understand what counselling was about. It was about them just wanting help for 

their child. (Lauren, p. 1, l. 24-29) 

 

Despite the misunderstanding demonstrated by Lauren’s family towards counselling, she 

illustrates that the female was open to accessing counselling support, unlike the males. Lauren 

further added that the male’s rejection of mental health indicates that accessing therapy would 

highlight that: 

 

There’s something wrong with you. You’re not fully good enough. There’s a message 

of... I don’t know whether there’s risk of your maleness is being impacted. Your gender, 

because - you’re more female, you’re more acting like your mum. You’re more going 

over there with females. You’re not – and you’re not man enough. You’re not male 

enough. (Lauren, p. 5, l. 195-200) 
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This presents an underlying assumption that mental health and therapy undermine masculine 

traits. Lauren identifies that accessing therapy has a more negative impact on males compared 

to females by stating: 

 

That rejection is going to have an impact, so yeah – I think, although there’ll be 

slight differences because of genders, there’s still going to be a negative impact on 

both – both individuals who will experience mental health by family members, 

particularly the males in that family. (Lauren, p. 7, l. 223-226) 

 

Lauren indicated that the negative impact is surrounded by marginalisation and exclusion. 

Lauren stated that her client, “is actually being ostracised by the males in her family, because 

of her mental health. So, I guess there’s a sense of risk of isolation and loneliness as well” (p. 

7, l. 219-221) 

 

Emily adds a different perspective regarding the misunderstanding of counselling. Emily 

identifies the perceptions held towards counselling by exploring her Middle Eastern client’s 

decision to disengage from therapy. Emily stated, “she saw the counsellor as a way of holding 

onto the past, I think; she saw therapy as that backwards-looking thing rather than a forward-

looking thing” (p. 5, l. 156-157). Emily demonstrated that counselling is perceived differently 

by her client.  

 

Similarly, Hannah described that within her professional network, she noticed that her Middle 

Eastern colleagues misunderstood the counselling profession by stating: 
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They are either occupational psychologists or just, you know studying psychology so 

they can become (pause) they work in organisations, but they don’t do the face-to-face 

work so often, if I’m speaking about the work that I do – it’s like ‘oh my god, how do 

I get into this?’ You know, I never even thought about counselling as a profession, but 

I thought psychologists be – so, I think there’s (pause) and the status as well. (Hannah, 

p. 10, l. 338-341) 

 

This suggests that there is a lack of awareness and value towards counselling as a profession. 

Furthermore, Hannah reflects that the representation of Middle Eastern therapists within the 

profession is impacted by stating: 

 

I think maybe in the last ten years there’s been more Muslim counsellors, and if we put 

them in categories, there are probably more coming from the Pakistani or Bangladeshi, 

Somali backgrounds; less from the Arab or the Middle Eastern. (Hannah, p. 10, l. 347-

349) 

 

6.1.2 Personal experiential theme 1.2: limited counselling experience  

This personal experiential theme represents the clients’ limited experience of therapy. Four 

participants highlighted that their clients did not access therapy before they engaged with them. 

For example, Maisie reflected on her awareness about her client’s limited therapy experience 

by drawing upon her work with two Middle Eastern clients: 
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I know that one of them had had a lot of support from various different practitioners 

before. I think the other one – this might have been her first experience of therapy, so, 

I’m guessing that she hadn’t kind of tried to find it elsewhere before. (Maisie, p. 2, l. 

19-22) 

 

Maisie identified that one of her clients had not accessed therapy before she started working 

with her. Similarly, Ben described his Middle Eastern client’s limited experience of therapy by 

stating: 

 

I think it’s her first. I think it is. I say she been to [name of country] once or come to 

[name of country], experienced bullying and trauma. I think she was abused. Couldn’t 

access it back in [name of country] where her family lives. And I guess that, maybe it’s 

a cultural thing. I don’t know. I really don’t know. And then coming here, she was 

referred in by her college because she was disassociating herself. Yeah. And I think 

because she’s not had that space before, when she was unprepared, it felt like – I got 

the sense that I had to control the speed of this. (Ben, p. 1, l. 90-95) 

 

Ben reflected on his client’s journey and described his client’s struggle in accessing therapy in 

the country where her family resides. Although Ben’s felt sense indicates that the client’s 

culture impacts this struggle to accessing therapy, he felt unsure whether it reflects his client’s 

experience. Ben described that his client’s limited therapy experience led her to be unprepared, 

resulting in him feeling responsible for controlling the pace of the session, to regulate the 

client’s vulnerability. Ben further added, “maybe her barriers were – not knowing what to 
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expect from therapy and not having experience of therapy before” (p. 7, l. 233-234). This 

clearly identifies that not having therapy experience formed a barrier for his client. 

 

Similar to Ben, Hannah describes guiding her Middle Eastern clients in the beginning of the 

therapeutic process by stating, “so, the first session is a lot about explaining what counselling 

is, what it means, you know – what it means for them, for us to support them in this way and 

guide them through this process as well” (p. 2, l. 56-58). Therefore, Hannah demonstrates that 

her Middle Eastern clients enter therapy with limited awareness regarding what therapy entails. 

 

6.1.3 Personal experiential theme 1.3: shame  

Half of the participants described a sense of shame that was experienced by their Middle 

Eastern clients in therapy differently. For Hannah, the shame was more apparent among the 

older clients by stating, “and for the older clients, a lot of it is shame” (p. 3, l. 88). Hannah 

indicated that the shame is attached to the act of accessing therapy and sharing their 

vulnerabilities:  

 

It takes a lot of, you know, they have to be brave enough to be able to go to a counsellor 

and have the courage to speak about their vulnerabilities and the shame that surrounds 

it as well. (Hannah, p. 10, l. 321-323) 

 

Hannah identified that accessing therapy for her Middle Eastern clients was not an easy task. 

Her clients’ shame on accessing therapy support required them to have a sense of bravery and 

courage to be in therapy. On the other hand, Ben’s Middle Eastern client demonstrated shame 
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by being apologetic. Ben stated that the client, “pretty much comes into the therapy - almost in 

a sense of being apologetic as well, because of that shame” (p. 2, l. 46-47). Additionally, Ben 

described a sense of shame presented by his client attached to whether having a therapist from 

the opposite gender is appropriate: 

 

But definitely a sense of shame around that. And this was kind of my wondering – it 

was almost a wonder on [pause], on whether it was right, being male female, that it was 

something around that as well. (Ben, p. 1, l. 26-28) 

 

Lauren experienced that the shame for her clients is attached to the word counselling and stated, 

“I think, I know when I was saying that shame came up for me. The word counselling and 

therapy shuts them down. And I think it shuts these young people down” (p. 11, l. 347-348). 

Lauren further added, “because it means, there’s something wrong with me, that I’m not good 

enough, what do I say to the other members of my family?” (p. 12, l. 358-359). This illustrates 

that Lauren’s Middle Eastern clients fear being negatively labelled and hold concerns regarding 

not meeting the families’ expectations. 

 

6.2 Group experiential theme 2: confidentiality concerns 

The findings highlighted a group experiential theme concerning confidentiality as experienced 

by the therapists, i.e., participants. Five participants identified that their clients had trust 

difficulties within the therapeutic relationship and feared the breach of confidentiality. Two 

personal experiential themes, presented below, represent this group experiential theme. 
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6.2.1 Personal experiential theme 2.1: trust issues 

Four participants identified that their clients had trust issues and it took them a considerable 

amount of time for the trust and therapeutic relationship to be established. Maisie highlighted 

this by stating:  

 

I was kind of reflecting on my experience with each of them, just before this session. 

And with both of them, there was – there were kind of trust issues, and it took some 

time to kind of build the trust, to kind of develop that working relationship and I think 

that took – that did take a little bit of time.  (Maisie, p. 4, l. 26-29) 

 

Similarly, Katie described her client’s trust issues by justifying why her client struggled with 

trust. Katie stated, “I think something about trust because I think she’s been rejected a lot. I 

mean there’s a lot of guilt. She was quite a complex – there was something definitely there 

with trust” (p. 11, l. 349-351). It is evident that the client’s numerous rejections impacted her 

relationship with others, including her therapist.  

 

Hannah described that building trust involved keeping clients informed throughout the process 

of therapy: 

 

But, once you’ve got their trust and once you are able to help them understand what 

counselling means, and it’s not that we’re picking on you, we’re going to be collecting 

information, it’s more about helping their wellbeing. I think that’s the thing that will 

help. (Hannah, p. 14, l. 481-483) 
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This demonstrates an underlying fear about why the client’s personal data is being collected, 

and this impacts the client’s trust in their therapists. Hannah found this approach helpful to 

establish trusting therapeutic relationships with her Middle Eastern clients. Maisie reflected 

that she felt privileged, once trust was established: 

 

I remember how I felt after that session and you know, I felt really honoured that he’d 

been able to share something like that with me, that was something he was clearly trying 

to make sense of and he’d kind of let me into that part of his world. (Maisie, p. 3-4, l. 

100-103) 

 

The deep level of trust enabled the client to share a significant and sensitive part of themselves. 

Similarly, Lauren reflected on her sense of privilege regarding being trusted by her client. 

Lauren recognised the differences within the relationship and measured the level of trust by the 

sensitivity of the difficulties shared by her clients: 

 

I look at it as a privilege, because being a middle-age, white woman. And it’s like, he 

is not only a teenager, but a teenager of different gender, different culture, different 

belief system – that they actually talk to me about really sensitive stuff. So, the trust I 

get. (Lauren, p. 3-4, l. 95-98) 
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6.2.2 Personal experiential theme 2.2: therapy disclosure  

This personal experiential theme presents the client’s disclosure regarding accessing therapy 

support within and outside their families. Two participants illustrated that their clients 

requested either their access to counselling to be kept as a secret from their family or certain 

difficulties not to be shared with their families, and people around them. Hannah identified that 

for her Middle Eastern clients, discussing or sharing problems outside of their homes requires 

courage. Hannah compared her younger clients with her older clients: 

 

I think because of the generational cultures, it’s like, the idea of taking your dirty 

laundry outside, and not many will be able to get to that place where they can have the 

courage. But I think it is helping with the millennial generation, today’s generation is 

that they will put things up on TikTok and Instagram and social media and talk about it 

through that. (Hannah, p. 10, 319-322) 

 

Hannah clearly demonstrates that discussing difficulties in therapy is more difficult for the 

older generation, compared to the younger generation. However, Ben indicated that his client 

struggled to accept her mental health difficulties and wanted to keep her access to therapy a 

secret. Ben heard his client say, “I shouldn’t be feeling like this. I have to keep it very secret 

from my family because they’ll think I am mad” (p. 1, l. 19-20). Ben demonstrated a level of 

protectiveness regarding his client’s access to therapy to avoid being negatively labelled, i.e., 

mad. Similarly, Hannah described that her client would ensure that their romantic relationships 

are kept hidden from their family. Hannah illustrated that her client stated, “I’m speaking to a 

boy, or I’ve spoken to a girl and I don’t want my family to know” (p. 3, l. 83) Hannah 

demonstrated that another client feared others discovering what she disclosed in therapy by 
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stating, “she feared someone finding out what she was talking about, that was a huge issue” (p. 

4, l. 195-196). 

 

6.3 Group experiential theme 3: cultural identity aspects  

The findings identified three cultural identity factors that influenced the therapeutic process 

and relationship. This group experiential theme represents the experience of all participants, 

using three personal experiential themes that are presented below. 

 

6.3.1 Personal experiential theme 3.1: role of religion 

Four participants described the role of religion in their work with Middle Eastern clients. This 

personal experiential theme describes the role of religion and its impact on the therapeutic 

relationship and therapeutic process. Hannah identified as having the same religion as their 

client. Hannah described the impact of the shared religion on the therapeutic relationship by 

stating: 

 

I think the difference is, the organisation I was working with – the majority of the 

counsellors that they’ve worked with were white, middle class. Suddenly, they’re faced 

with a Muslim counsellor, so there was that sense of – that sense of relief, I guess. I can 

just be myself. I can say something that won’t be misinterpreted, or they can bring God 

into the conversation and say you know, if I haven’t got anything, I have my belief in 

God and knowing that I’d understand what they’re saying as well. (Hannah, p. 4, l. 131-

136) 
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Hannah described that her clients felt relieved and freed as they felt able to share the part of 

their identity that holds religious beliefs and beliefs in God. Hannah also highlighted the worry 

that her clients experience regarding feeling misunderstood around their religious beliefs. 

Hannah’s clients presente with confidence that their religious beliefs would be understood by 

their therapist who shares the same religious beliefs. Hannah further added that therapy became 

their “spiritual space” (p. 5, l. 138). 

 

Lauren does not share similar religious beliefs with her client, and she described the role of 

religion in the therapy and identified her client’s desire to reconnect with his religious beliefs: 

 

I think, particularly with one young person who had sort of, stepped away slightly from 

his religious beliefs and then finding himself in a situation where he was trying to 

reconnect with those beliefs and help them make sense for him. And me not having any 

real knowledge and understanding. I think drawing upon other people... so, I know I 

came to yourself. So, drawing on colleagues or people who may help me understand, 

to try then share back. I then know this young person. He found that so helpful that I 

took the time outside our session to go and learn a bit and understand a bit, to be able 

to help him make sense of it for himself. (Lauren, p. 4, l. 111-118) 

 

Lauren described an awareness of her lack of knowledge around supporting her client to 

reconnect with his religious beliefs. Lauren described a process of accessing the required 

knowledge to support her client through consulting with colleagues who have knowledge 

around the topic and sharing back with her client. Lauren described a sense of helpfulness in 

her actions to her client’s process. 
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On the other hand, Ben stated that his experience of his religion might impact the therapeutic 

relationship and impact his active listening with his client. Ben stated, “my religion might 

impact the therapeutic process of somebody else and stop me from hearing” (p. 9, l. 299). 

Similarly, Katie struggled to empathise with her client’s choice around her dress code that is 

influenced by her religious beliefs and family:   

 

And the person who we’ve had conversations about, why she wears that [headscarf] 

and what it means to her and her choice around it... And that for me, again, as quite a 

strong feminist, working with this young female who had lots of reasons why she didn’t 

want to wear it, was very, very influenced by family and her religion. That was a real 

struggle for me, working from that angle with clients of having to kind of empathise. 

(Katie, p. 6, l. 173-177) 

 

6.3.2 Personal experiential theme 3.2: role of language  

This personal experiential theme identifies the role of language within the therapeutic work 

with Middle Eastern clients. Five participants identified the importance of language with 

regards to their practice with Middle Eastern clients. This identification involved using the 

client’s language and the challenges around working with interpreters. 

 

Katie, Hannah and Emily identified language as a barrier when they have worked with some 

of their Middle Eastern clients, and they have had to utilise interpreters to reach out to their 

clients. Emily stated, “I think we maybe had an interpreter for the contract first session, but we 
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didn’t really need it because her English was fine” (p. 3, l. 71-73). However, Katie found the 

language a difficult barrier to overcome: 

 

I think language is a really big thing. I think language is the hard one to overcome. But 

when there’s a language barrier, I think that’s easier in some ways than working with 

interpreters. But also you lose stuff, so you have to really have to kind of dumb down 

the language that you’re using. That feels more like a connection is there. (Katie, p. 7, 

l. 71-74) 

 

Katie compared her experience working with interpreters and without interpreters being 

involved in the process. Katie described that having a language barrier in a typical client and 

therapist session is less challenging than working in a triad with interpreters. Katie explored 

the challenges that she faced when working with interpreters further by stating: 

 

I think it’s really difficult having that third dynamic, when you already have to consider 

all of the aspects of, you know, the community that they come from – so, whether they 

want somebody that’s - you know, in their community and how that influences, or they 

don’t want somebody in their community. With an interpreter, it definitely changes the 

room a lot. And you spend an awful lot of time trying to contract and trying to explain 

the boundaries of confidentiality. (Katie, p. 2, l. 51-56) 

 

Katie demonstrated that, from her experience, when working with interpreters, a layer of 

challenge is added. Katie identified having to carefully consider the client’s preferences 
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regarding whether the interpreter is from their community or not. It is clear for Katie that 

working with interpreters also impacts the therapeutic process and it is also time-consuming, 

particularly during the contracting process. Similarly, Hannah stated: 

 

I think especially with having a translator there, that’s sometimes very difficult because, 

you don’t know if you’re talking to the client but then it’s looking at the, the interpreter 

to give the answer, so that sense of immediacy which is to be able to sit with the client 

to have a face to face. Initially, that was difficult. (Hannah, p. 4, l. 125-128) 

 

Hannah demonstrated that in her initial experience working with interpreters, she found it 

challenging. Hannah particularly struggled with the limited immediacy attached to her 

therapeutic practice when working with Middle Eastern clients. Hannah further added:  

 

She [the interpreter] was also from a Middle Eastern country. I don’t know if this is a 

valid point, when she met with me she said ‘oh, I don’t wear a headscarf, I’m not a 

practising Muslim, I’m married to a non-Muslim and I almost got struck back because 

I thought; is it because I’m wearing a hijab [head covering] that you think that I’m 

going to judge you on this? And I said that’s brilliant, that’s great that you’ve really 

gone with your identity. And I’m not here to judge you, just here to work with the client. 

It’s a matter of building that relationship, with the interpreter as well as the client. So, 

it’s a three-way thing that was going on. (Hannah, p. 13, l. 452-457) 

 



174 
 

Hannah demonstrated that when working with interpreters, it is required to build a therapeutic 

alliance with interpreters, in addition to clients.  Hannah clearly expressed feeling shocked as 

a result of the interpreter's disclosures. Hannah utilised her UPR to communicate to the 

interpreter the acceptance she holds towards her. Hannah also revealed that using the client’s 

language was helpful to her therapeutic practice with Middle Eastern clients. Hannah stated: 

 

I think just knowing some, you know basic Arabic really helped and just, they were 

able to say Asalam-alaykum [peace be upon you] and you can say Wa-alaykum Asalam 

[may peace be upon you] You know, when they’re bringing in words like Inshallah 

[God willing], I think really helped. (Hannah, p. 8, l. 274-277)  

 

Similarly, Lauren stated, she would use her clients’ language by stating, “it is about using their 

language” (p. 5, l. 149), and often tells them, “If you’ve got to use swear words to share what’s 

going on with you – swear away. If you need me to swear first for you to know that it’s ok to 

swear, let me know” (p. 12, l. 382-384). 

 

However, Ben identified that he found it helpful to normalise the language barriers with his 

Middle Eastern client in therapy by stating: 

 

I’d normalise the language barriers. This young lady can speak four languages. That’s 

what I say to her. She says, ‘my English isn’t very good.’ And I’m like ‘if my Russian 

isn't very good and my Arabic isn’t very good – so you’re doing amazing.’ And I think 

that’s helpful, just normalising it. (Ben, p. 5, l. 144-146) 
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6.3.3 Personal experiential theme 3.3: role of gender  

This personal experiential theme reveals the gender roles that the participants became aware of 

during their therapeutic practice with Middle Eastern clients. Half of the participants illustrated 

gender roles differently. For example, Ben identified an unspoken experience around the 

appropriateness of the different gender between him and his client: 

 

It was almost a wonder on [pause], on whether it was right, being male/female. That 

felt like it wasn’t spoken, but it felt like it was in the room a little bit. Almost as if she 

feels like she’s a level below males. I don’t know whether that’s cultural, I don’t know 

whether that’s personal and it definitely put me in an authority position. (Ben, p. 2, l. 

26-29) 

 

Ben wondered whether there is a power dynamic within the therapeutic relationship and 

questioned whether it is a cultural or personal issue. In a different context, Lauren described 

her client’s experience around how males perceive females who experience mental health 

difficulties: 

 

So, one of the client’s mums described that from her experience that her husband’s 

family, who she would describe as closed minded – she came from slightly more open-

minded family. But him in particular, it was an excuse for – it just wasn’t something 

that could be seen, to be real. I guess.  But it was more – for her she would be saying 
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that men would see it as the women use it as an excuse to get out of something. (Lauren, 

p. 2, l. 39-44) 

 

Lauren demonstrated that men disapprove of and deny the women’s experience of mental 

health difficulties from her client's experience. On the other hand, Emily reflected on the 

influence of the media regarding the perceptions she held regarding the treatment of women 

within the Middle Eastern culture by the males. Emily indicated that after working with this 

particular client, the perceptions she held towards the treatments of Arab women within the 

Middle East shifted: 

 

Her dad was a big part of her life and her dad was very important and he’d, he’d actually 

been [pause] and I suppose for me, Noof, it changed my views of Arabic families in 

some ways, because at that time, it was everything about ISIS and, you know, that 

perception about how women are treated in – within those cultures. Actually, she was 

talking about how her dad really believed in women being educated. That was very 

different to the perception that we’ve been given. You know, obviously, ISIS was very 

much in the news then and there was a lot of stories about how they treated their women 

and their girls. (Emily, p. 5, l. 43-50) 

 

6.4 Group experiential theme 4: therapeutic approaches 

The findings reveal that there were challenges and helpful therapeutic techniques identified by 

all participants. This group experiential theme is multi-dimensional, represented by four 

personal experiential themes below.   
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6.4.1 Personal experiential theme 4.1: assessment  

Two participants emphasised the importance of conducting an assessment in their practice with 

Middle Eastern clients. This assessment involves the collection of information in order to 

gather an understanding of the client's world. Hannah indicated that she often identifies whether 

her clients from the older generation have a religion and practice their religion. Hannah stated, 

“identifying if they are practising, especially with the older generation. You know how they’re 

dressed, and how they – then obviously, you are aware of how you behave, what kinds of words 

are being used” (p. 5, l. l71-173). Similarly, Hannah stated that with the younger generation: 

 

It’s really sorts of sensing if they have that belief, or how strong their belief is, so it’s 

really working with them and asking them ‘what tools do you use to help you get 

through this?’ And that’s when they will say, ‘oh, I pray’. (Hannah, p. 6, l. 176-178) 

 

On the other hand, Katie gathers information around the client’s world by understanding their 

families' influence on their lives. Katie states, “cos that adds a lot of dynamics to their life and 

how they see the world and what’s going on for them” (p. 8, l. 269) through asking the 

following questions: 

 

Have they grown up with their family? Have they been separated from their family? 

Have they got siblings all over the world? Have they got one sibling here, but their 

parents are in another country? Are they planning to stay here and live here? Do they 

want to move somewhere else? Do they want to go back home? How do they feel when 
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their family wants to come over here? You know, all of those things are quite influential 

in here.  (Katie, p. 8-9, l. 266-272) 

 

It is clear that in Katie’s practice, she found these questions key in understanding her client’s 

world. Katie further adds that this enables her to “kind of get an idea of what’s going on for 

them, rather than making assumptions” (p. 9, l. 292). 

 

6.4.2 Personal experiential theme 4.2: trauma work 

This personal experiential theme is related to the therapist’s use of trauma-focused approaches 

to support their clients that they considered as helpful. Two participants addressed that their 

clients experienced a level of trauma. For instance, Hannah described using Tapping to support 

her clients: 

 

You know, how much of the trauma and how much the - because although they’ve 

come to this country, they’ve still got the memories and they still have loved ones 

behind and we don’t actually think about those people, so – especially with the older 

generation, I’ve introduced something called tapping. (Hannah, p. 3, l. 92-95) 

 

On the other hand, Ben reflected on how to support his client and identified EMDR as a 

potentially helpful approach. Ben stated, “I wonder about going forward […] so hopefully I am 

going to work with EMDR with her when I start my EMDR training” (p. 15, l. 477-478). 
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6.4.3 Personal experiential theme 4.3: therapeutic challenges  

This personal experiential theme is related to the challenges experienced by four participants 

in providing effective therapeutic approaches to their Middle Eastern clients. Ben questioned 

whether the therapeutic approaches he utilised were sufficient to support his clients. Ben stated, 

“just in the back of my mind, I felt there's something else that I should be doing; am I missing 

out on something? and is there some protocols that I should be following?” (p. 6, l. 197-198). 

Similarly, Hannah stated, “honestly, it’s really hard counselling them” (p. 3, l. 95). It is clear 

that Ben and Hannah experiences were shaped with a sense of struggle regarding what they 

were offering to their clients. 

 

Lauren identified that, for her theoretical orientation, the parents were the barrier, particularly 

the fathers: 

 

I guess the barrier can be the parents that – the dads not fully being engaging. So, 

working systemically with the parent, with the family. The dad’s not engaging in the 

process, because for me it’s almost what message that’s sending to your child as well. 

(Lauren, p. 6, l. 173-175) 

 

Lauren’s theoretical orientation committed her to work with the client’s system and/or family. 

Lauren reflected that a father’s choice in disengaging might have impacted on the process of 

therapy.  
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Ben and Katie described challenges in relation to working utilising Cognitive Behavioural 

Therapy (CBT). Ben stated, “thinking of working in the person-centred approach with her is 

amazing. I think that’s really going to be where the work is going to be done, but I wouldn’t 

know how to do CBT” (p. 15, l. 482-483). Ben identified challenges regarding the application 

of CBT with his client. Likewise, Katie stated, “if we looked at behaviour activation and any 

other enjoyment, achievement things – there was just a proper block” (p. 6-7, l. 168-167). This 

indicated that working within a CBT framework with Katie’s client was also challenging. 

 

6.4.4 Personal experiential theme 4.4: core conditions  

All participants referred to the core conditions (Rogers, 1951) within the person-centred 

approach as helpful attributes with their clients. Ben directly identified the core conditions as 

helpful factors around his practice with his Middle Eastern clients by describing that the “core 

conditions genuinely. Genuine empathy. Respect. Openness – willingness to learn” (p. 10, l. 

264) and stating: 

 

I think it’s a really basic one, it’s reflective. Reflecting it back. I think that’s been the 

most useful tool, because she worries about what she’s saying, and we’ve and saying, 

‘I understand,’ and acknowledging that she’s really been really clear […] I think that’s 

been the most powerful tool. (p. 9, l. 446-448) 

 

Similarly, Emily described the helpfulness of accepting her clients fully, utilising a person-

centred way of working: 
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Being a person-centred counsellor, just dealing with the person I’ve got in front of me 

and accepting them for who they are, which I think is the wonderful thing about Rogers’ 

work is that concept of everyone – whoever that person is in front of you, they’re doing 

their best to be the person that they are. (Emily, p. 9, l. 268-272) 

 

Lauren identified that she utilises the skill set that she uses with all her clients, not only Middle 

Eastern clients. Lauren described her skill set as remaining congruent to her true self as part of 

the core conditions: 

 

So, I think it’s just that – that skill set that can be, that’s offered to anybody regardless. 

So, yeah. It’s not having to be any different, it’s still remaining me. So, yeah. That’s... 

the person-centred empathy, congruence, all that - out of Rogers book. (Lauren, p. 3, l. 

86-88) 

 

Furthermore, Maisie identified the core conditions as a helpful aspect of her practice with 

Middle Eastern clients. Maisie stated, “I think the kind of core conditions of person-centred 

therapy are useful because it’s important to practice in a non-judgmental approach and really 

accepting the client” (p. 6, l. 171-172).  

 

6.5 Group experiential theme 5: cultural sensitivity  

The findings demonstrate the importance of cultural sensitivity to the participants counselling 

and psychotherapy practice with their Middle Eastern clients. This group experiential theme 
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unpacks the three facets to cultural sensitivity presented below in the form of three personal 

experiential themes, represented by all participants. 

 

6.5.1 Personal experiential theme 5.1: cultural awareness and beliefs  

This personal experiential theme reveals the importance of the counsellor’s cultural awareness 

and beliefs. All participants reflected on the impact of their identity, including their values, 

biases and perceptions on the therapeutic relationship, and their ability to empathise with their 

Middle Eastern clients.  

 

Maisie, Ben and Katie provided generic reflections on the importance of the therapist's 

sensitivity to their values and biases and how they may influence their therapeutic work with 

their Middle Eastern clients. Katie stated, “I think being aware of my own judgements or a 

practitioner being aware of their own judgements” (p. 12, l. 377-378). Likewise, Ben and 

Maisie demonstrated: 

 

For me, it’s about being aware of your own culture and aware of your own beliefs. For 

me it’s about being more mindful and not mindless. Opening up your views to – I'm 

thinking about my own past, when I was really limited in my own beliefs and that 

stopped me from understanding other people’s belief systems and cultures. (Ben, p. 9, 

l. 289-292) 

 

There'll be certain things that I don’t understand and I kind of want to be aware of what 

my own experience – or my own unconscious prejudices might be, or just be aware of 
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what assumptions I might be making when they say certain things. (Maisie, p. 5, l. 161-

163) 

 

Furthermore, Maisie identified that across her therapeutic work with her Middle Eastern 

clients, she became aware of the cultural differences by stating: 

 

I think there were a lot of sort of just – in terms of coming from different cultures or 

coming from different backgrounds, or having lived in very different places, that sort 

of thing that I was aware of or became aware of at different points of work with each 

person. So, that was kind of something that was a theme and that I was aware of as well. 

(Maisie, p. 2, l. 33-37) 

 

Similarly, Lauren experienced that being culturally different can form a barrier for clients: 

 

I think my difference can sometimes be a barrier for some clients and family members. 

So, I’m mindful of the difference – but on the whole, I think as long as I can share and 

I’m open to share who I am. If they need to ask me anything, want to know anything 

about me – open book, ask away. (Lauren, p. 15, l. 456-460) 

 

Lauren approached this barrier by being comfortable enough with disclosing parts of her 

identity, if required. Lauren further added that she utilised her experiences to relate and 
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empathise with her clients. Lauren stated, “I’ve got other experiences to draw upon that can 

still help me empathise with others, in respect of difficulties” (p. 15, l. 452-453).  

 

On the other hand, Hannah reflected that her cultural identity is different from the major (or 

dominant) culture and this cultural difference often informs her empathic understanding with 

her Middle Eastern clients: 

 

Yeah, I think for me personally, it’s because I’ve been brought up in this country as a 

teenager, knowing that you’re different. You’ve got a different identity. So, for me, it’s 

almost that I can empathise with them and put myself in their shoes. (Hannah, p. 4, l. 

114-116) 

 

Hannah further reflected on her identity as a Muslim counsellor and its impact on the 

therapeutic work with her Middle Eastern clients who also identified as Muslims: 

 

We Muslim counsellors – you can really relate to them. You know, you feel the warmth, 

there’s another level of warmth in the room […] it’s like I did my research being a 

Muslim woman in a hijab [headscarf], how would it be for a non-Muslim woman. And 

you can really sense that and I often find myself saying, ‘I hope you’re ok with me’ – 

almost saying, I hope you’re ok with me wearing a hijab [headscarf] – whereas with a 

Syrian or Muslim clients, Middle Eastern clients, you’re not going to say that, because 

you feel that they will accept you for who you are, anyway. (Hannah, p. 9, l. 280-286) 
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Hannah clearly questions whether her Muslim identity is accepted among non-Muslim clients 

and/or non-Middle Eastern clients.  Hannah feels that her Muslim identity is accepted among 

her Middle Eastern clients. Equally, Emily reflected that her Mediterranean heritage relates to 

several aspects of Middle Eastern culture: 

 

So, there’s that Mediterranean, I’m sure – that's Mediterranean element in me 

somewhere, that I really relate to a lot of that culture as well. Hasta manana and the 

coffee. I mean, lots of, you know – lots of... I can relate to lots of different aspects of 

different cultures, I suppose. (Emily, p. 11, l. 347-350) 

 

However, Ben was aware that his personal experience with religion and spirituality impacted 

his active listening. Ben questioned the helpfulness of his client’s religious practices to ground 

herself by stating: 

 

I follow Jesus, and not like a religion. But now when she speaks about what she’ll do 

to ground herself, sometimes – because she gets quite overwhelmed with something – 

she'll read a page from the Qur’an. And sometimes my mind wanders off because I’ve 

walked in - I was into the Bible. Is that helpful? that takes me off track a little bit. (Ben, 

p. 5, l. 163-166) 

 

6.5.2 Personal experiential theme 5.2: cultural knowledge 

This personal experiential theme represents the influence of the participants' knowledge about 

their Middle Eastern client’s culture and expectations on the therapeutic work. All participants 
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referred to the importance of having a level of cultural knowledge, including the impact of the 

lack of cultural knowledge, identified by clients on the therapeutic work.  

 

Ben, Maisie, and Lauren provided generic reflections on the importance of having a level of 

cultural knowledge. For instance, Ben stated, “I think it’s essential to somebody to have a 

background knowledge of what’s different about our cultures” (p. 9, l. 275-276) and “I think 

to be culturally aware and think you need to have – being open to do some reading and not 

letting that define your client” (p.10, l. 301-302). Also, “it’s good to have that information, but 

don’t let that cloud the relationship. I think: be educated about it but don’t be driven by it” 

(Ben, p. 10, l. 314-315). Therefore, Ben described the importance of being culturally informed 

and aware of different cultures and keeping the therapeutic relationship at the core of his 

practice. Likewise, Maisie stated, “I suppose having an awareness of other cultures and other 

cultural practices and other cultural expectations is important” (p. 6, l. 191-192). In addition to 

highlighting the helpfulness of having cultural knowledge when working with Middle Eastern 

clients, Emily identified ways of enhancing her cultural knowledge: 

 

I think it’s good to be aware of different cultural practices and norms and things and I 

suppose we can do that in lots of different ways, can’t we? By reading and watching 

things and listening. And listening to people’s stories anyway. I think I learn a lot about 

different cultures, just by hearing the stories and keeping that open mind about things. 

(Emily, p. 8, l. 327-330) 

 

However, Lauren, Katie and Ben revealed their lack of understanding of their Middle Eastern 

client’s culture. Katie stated, “what was really useful was that I was really open and honest 
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with her and said I don’t really know much about what’s going on” (p. 3, l. 99-100). Similarly, 

Lauren stated: 

 

I guess that for me is a really important – from the offset is to put out the difference 

there - and share my lack of generalised knowledge and understanding from the Arab 

community and Muslim community. I don’t have a healthy experience or academic 

knowledge around that community that they exist in. Or have existed and then having 

to come into westernised community. (Lauren, p. 2-3, l. 61-65) 

 

Lauren identified that she does not have a personal nor academic generalised understanding 

around the Arab culture within the western society. Similarly, Ben highlighted his lack of 

understanding of Middle Eastern culture and its impact on therapeutic work. Ben stated: 

 

And just not knowing enough. I mean, I’m a little bit unsure about that. I think that was 

blocking. Rather than working person to person, just worrying – am I doing something 

right. We got an email off work the other day, with so many links on it. I looked at it 

and thought, ‘wow, there’s so much I don’t know. (Ben, p. 6, l. 187-190) 

 

Ben demonstrated that his lack of understanding created a barrier in his service to his Middle 

Eastern client. Ben highlights that this barrier consists of worrying about his ethical 

responsibility towards his client. Ben presented with shock towards his limited understanding. 

Ben further added: 
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I was worried because there might be some psychosis, when she was speaking about 

somebody who comes to her in her dreams and speaks to her. […] And then when I got 

back to my desk, I was like ‘wow.’ So, I spoke to my line manager and then we kind of 

really normalised it. We looked at, like, Middle Eastern culture around the jinn. You 

know, it was like – and just a wider understanding on – but it really helped me normalise 

how she frames mental health. (Ben, p. 2-3, l. 60-67) 

 

Ben demonstrated that seeking knowledge around mental health cultural issues within Middle 

Eastern culture helped him understand his client’s internal reference frame. On the other hand, 

Hannah demonstrated that she had an adequate level of understanding around Middle Eastern 

culture and stated, “especially with Ramadan coming up and how it’s been very easy for the 

clients to actually say these are our needs and this is what I need” (p. 9, l. 291-292). Hannah 

indicated that her background knowledge when she worked with Middle Eastern clients 

encouraged her Middle Eastern clients to express their needs spontaneously. 

 

6.5.3 Personal experiential theme 5.3: cultural Skills 

This personal experiential theme refers to the participants' utilisation of their skills in a 

culturally sensitive manner when working with their Middle Eastern clients. Four participants 

presented this personal experiential theme and reflected upon their skills to work with the 

cultural difference between themselves and their Middle Eastern clients.    

 

Although Ben identified a good therapeutic relationship with his Middle Eastern clients, 

challenges in the working part of therapy were apparent. Ben stated, “relationally, the 

connection is really good, but actually, the working part, it’s quite difficult because there's two 
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different cultures” (p. 56, l. 56-57). Ben clearly indicated that this is as a result of the cultural 

differences. Lauren, on the other hand, has a proactive stance about the cultural difference 

between her and her client: 

 

I always have to, in my first session, highlight the differences. It’s really important for 

me. And for me to share my lack of understanding and knowledge – one around the 

generalised experience of their lives, in respect to their ethnicity and culture and to their 

belief system. So, for me, there’s a lot of making sure they understand that I might have 

to check things out and – purely because of my lack of understanding. (Lauren, p. 2, l. 

50-54) 

 

Lauren addressed the cultural differences explicitly to her Middle Eastern clients in relation to 

age, gender, culture and ethnicity. Lauren stated that she often reminds her clients regarding 

the difference and she utilises her use of self:  

 

Don’t forget – I'm a middle aged, white woman. I’ve got no idea. When I was your age, 

I was a teenaged white woman. So, that doesn’t make sense. So, I sort of bring my own 

self into the room quite often. (Lauren, p. 15, l. 467-469) 

 

Lauren further reflected on the impact of her use of self and her disclosure regarding the cultural 

difference between her and her client by stating:  
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It’s almost as though, once those barriers of difference are out there – actually, in 

relation to them being clients, there was very little difference in respect to being able to 

empathise. For them to just explain. In other words, there was no need for me to do 

anything different. (Lauren, p. 3, l. 77-80) 

 

Lauren suggested that the impact of the barrier of the cultural difference reduces when they are 

explicitly revealed to her Middle Eastern clients. Lauren is then able to utilise empathy with 

her Middle Eastern clients, in a similar way to all her clients. Emily also reflected on her 

therapeutic practice with the cultural difference and identified that she perceives her clients as 

“not different but with a difference” (p. 11, l. 354) and strives “to find things that connect us, 

rather than the things that disconnect us” (p. 11, l. 365). 

 

Three participants (Emily, Katie and Maisie), identified curiosity as a helpful tool that they 

have utilised when working with clients from different cultures, including Middle Eastern 

clients. Emily stated, “I think there is something about curiosity” (p. 7, l. 264) and Katie stated, 

“the helpful thing for me really that I find works well, particularly when working with people 

from other cultures, but also, I think I use it is that curiosity” (p. 11, l. 355-357). Furthermore, 

Maisie utilises her curiosity and uses her clients as a source of information: 

 

I try to be open and curious and not – non-restrictive and I’m trying to kind of 

understand. If there were things that I didn’t fully understand, I would ask. You know, 

like, I would ask about Ramadan and how that worked. I would ask about what the rules 

were and what they weren’t. (Maisie, p. 8, l. 261-264) 
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Maisie evidently asks her clients questions to gain an understanding about their cultural 

practices. Katie asks her clients questions such as, “tell me about what’s important to you? Tell 

me about your culture? Tell me about your values?” (p. 12, l. 393-394). Katie also added: 

 

I’ll say, ‘what does that mean to you?’ Also, ‘can you tell me a bit more about that in a 

general’ I feel quite bad in some ways, because some of the session is taken up from 

me gaining knowledge, but it’s helpful in the therapeutic relationship as well. (Katie, 

p. 4, l. 119-121) 

 

Katie identified that understanding her client’s culture is helpful, as it enhances the therapeutic 

relationship. However, Katie clearly demonstrated guilt attached to her questioning approach, 

as she found it time-consuming. Equally, Emily identified within her therapeutic practice that 

she is often mindful of “questions that might be offensive or might seem offensive to someone. 

So, balancing that out. Also, in some way I suppose, not letting that get in the way of the 

therapy as well” (p. 10, l. 317-319). Emily believes, “you do have to keep a certain sensitivity 

about you, it is about that balance and about being culturally sensitive” (p. 10, l. 315-317). 

 

Emily further demonstrated that when she is unsure about asking constructive questions to gain 

a cultural understanding, she “checks it out with other people” (p. 10, l. 306). Similar to Emily, 

Lauren stated, “if I feel that it’s inappropriate to do it with the family, then I know that I feel 

comfortable enough to approach any colleagues or contact any community centres or 

whichever, to try and get that understanding” (p. 9, l. 287-289). 
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6.6 Summary  

This chapter has provided the findings from the interviews, conducted in Phase Three with 

counsellors and psychotherapists who have engaged therapeutically with Middle Eastern 

clients in England. The findings have provided an in-depth, rich understanding as well as 

insights and exploration regarding the helpful and hindering aspects of counselling and 

psychotherapy with Middle Eastern clients living in England. The exploration addressed the 

attitudes toward accessing counselling and psychotherapy support and understanding ways of 

relating that are utilised by counsellors and psychotherapists in delivering therapy for Middle 

Eastern clients. To summarise, the findings of this chapter revealed that therapists who 

participated in this research experienced a cultural stigma attached to their clients’ experience 

of accessing therapy support for mental health issues. This cultural stigma led to concerns about 

confidentiality regarding therapy that impacted their disclosures to others around them 

accessing therapy and their trust in the therapeutic relationship and process. Furthermore, the 

influence of religion, gender and language on therapy have been identified as pertinent aspects 

interwoven within the identity of Middle Eastern clients. The therapists considered therapeutic 

assessment to be a beneficial and crucial aspect of the therapeutic process with Middle Eastern 

clients. This is an addition to the Rogerian (1957) core conditions. Therapists have also found 

other trauma-focused approaches (i.e., EMDR and EFT) helpful when working with the 

traumas experienced by Middle Eastern clients. However, therapists experienced therapeutic 

challenges when working within a CBT framework with Middle Eastern clients. Moreover, 

therapists highlighted the importance of cultural sensitivity when working with Middle Eastern 

clients. Within the next chapter, the findings of Phase One, Phase Two and Phase Three of 

this research will be discussed. 
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Chapter Seven: Discussion 

7.1 Introduction  

This chapter discusses the findings of the research undertaken in conjunction with an analysis 

of the broader counselling psychotherapy literature. The aim of this is to answer the research 

question:  What are the helpful and hindering aspects of counselling and psychotherapy when 

working with Middle Eastern clients living in England? To reiterate, the research aims of this 

thesis are to:  

● Understand the attitudes of Middle Eastern individuals towards accessing mental health 

provision, specifically counselling and psychotherapy in England.   

● Explore the helpful and hindering aspects of counselling and psychotherapy for Middle 

Eastern clients in England.   

● Identify specific ways of relating and attributes utilised by counsellors and 

psychotherapists in delivering therapy for Middle Eastern clients in England.   

 

Data collection was carried out in three phases: 

Phase One: Carrying out quantitative online surveys with Middle Eastern individuals in 

England. The purpose of the survey was to gain a broad overview of the attitudes of Middle 

Eastern individuals toward accessing counselling and psychotherapy support. This also 

generated preliminary findings used to inform and contextualise Phase Two and recruit 

participants for Phase Two of this research.  

Phase Two: Conducting qualitative interviews with four participants who were identified 

through the survey in the previous phase to explore the client's lived experience of the helpful 

and hindering aspects of counselling.  
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Phase Three: Conducting qualitative interviews with six therapists to explore the perspectives 

of counsellors and psychotherapists who have engaged therapeutically with Middle Eastern 

clients.  

Within this chapter, the following will be presented: 

● Firstly, the overarching findings will be summarised. Since the findings across the three 

phases have presented more commonalities than differences, they will be discussed 

together along with the literature to address the three aims of the research. 

● Secondly, the hindering aspects of Middle Eastern clients’ experiences in therapy will 

be discussed, unfolding group experiential themes around experienced cultural stigma, 

confidentiality concerns, expectations and preferences of counselling and 

psychotherapy. This will directly respond to the first aim of this research, as well as 

addressing the second aim as it is apparent that the personal experiential themes revolve 

around barriers. 

● Thirdly, the helpfulness of assessments and specific therapeutic approaches for Middle 

Eastern clients will be discussed, addressing this second and third aim of the research.  

● Fourthly, the influence of cultural identity factors (i.e., religion, language, and gender) 

on the therapeutic relationship and process for Middle Eastern clients will be discussed. 

● Fifthly, the significance of cultural sensitivity regarding the therapists’ awareness and 

beliefs, knowledge and skills will be discussed, addressing the third aim of this 

research.   

● Sixthly, a discussion of the dissemination of this research will be presented.  

● Finally, a summary of the chapter will be offered. 
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 7.2 Summary of findings    

The findings in Phase One of the online survey provided an overview of the attitudes of Middle 

Eastern individuals toward accessing counselling help in Britain. Three key dimensions were 

understood from the analysis of the online survey. The first dimension highlighted the level of 

openness of Middle Eastern individuals towards accessing counselling and psychotherapy 

support. Accordingly, it was evident that the respondents' attitude is shaped by reluctance and 

uncertainty. The second dimension demonstrated the value of the counselling and 

psychotherapy profession among the respondents. It was found that there is a degree of value 

identified by the respondents towards the counselling and psychotherapy profession. 

However, the findings indicated that seeking counselling and psychotherapy support is 

perceived more reluctantly and cautiously when sought for themselves. Ultimately, the third 

dimension provided a quantitative understanding regarding the Preference to Coping on One's 

Own or accessing counselling and psychotherapy support when required. It was found that 

accessing therapy can be challenging, demonstrating an internal reluctance. Given the limited 

research available in the UK regarding this phenomenon, it is clear that the data provided 

preliminary findings that were explored in the next phase, in addition to informing and 

contextualising Phase Two.   

 

Accordingly, Phase Two explored the helpful and hindering aspects of counselling with 

Middle Eastern clients in England from the client's perspective. Phase Three focused on 

counsellors and psychotherapists' perspectives who have engaged therapeutically with Middle 

Eastern clients in England. The main findings identified a sense of reluctance towards 

accessing counselling and psychotherapy support; a cultural stigma attached to mental health 

and counselling; cultural identity factors (i.e., language, religion, and gender) that influenced 
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the therapeutic process and relationship; challenges and helpful therapeutic practices; and the 

importance of cultural sensitivity when working with Middle Eastern clients. 

 

7.3 Hindering aspects 

Across a range of literature, avoidance factors such as social stigma (Komiya et al., 2000), 

treatment fears (Deane & Todd, 1996; Kushner & Sher, 1989), emotional fears (Komiya et al., 

2000), anticipated risks and utility (Vogel et al., 2005; Vogel & Wester, 2003), self-disclosure 

(Hinson & Swanson, 1993; Vogel & Wester, 2003), race/ethnicity (Diala et al., 2000, Lin & 

Lin, 1978; Cheong & Snowden, 1990), age (Boldero & Fallon, 1995; Cauce et al., 2002; 

Dubow et al., 1990), sex/gender (Fischer & Farina, 1995; Moller- Leimkuhler, 2002; 

Tomlinson & Cope, 1988), and treatment settings (Abe-Kim & Takeuchi, 1996) that influence 

the mental health help-seeking attitude (Vogel et al., 2007). Research that focused on 

the attitudes of Middle Eastern individuals towards accessing professional, psychological help 

identified sex/gender (Al-Krenawi et al., 2009; Al-Rowaie, 2001; Ghazi-Moghadam, 2009) 

and social and public stigma (Al-Krenawi et al., 2009; Boghsian, 2011; Ghazi-Moghadam, 

2009; Seyfi et al., 2013) as influential aspects. Therefore, it is surprising that none of the 

participants identified race as an avoidance factor influencing their counselling help-seeking 

attitude. It is pertinent to highlight the complexity of the Middle Eastern culture (Boghsian, 

2011) and the racial-cultural identity phenomenon (Carter, 1996; Helms, 1984). Unlike race, 

the findings of this research demonstrated that religion, language, and gender influence the 

therapeutic relationship and process when working with Middle Eastern clients (see, Section 

7.5). However, as shown in Chapters Four, Five and Six, the findings within the three phases 

reveal a level of reluctance towards accessing counselling support. This reluctance was found 

to be from the perspectives of Middle Eastern individuals (Phase One), Middle Eastern clients 
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(Phase Two) and therapists who have worked therapeutically with them (Phase Three). One 

participant expressed: 

 

I was going through anxiety, and nothing was working on myself, and I thought I 

needed help so bad (pause) that was my thought process before, and it actually took a 

long time before I actually began the therapy. (Yasmine, p. 1, l. 9-11) 

 

Despite the limited availability of empirical research that examines the counselling help 

seeking attitudes of Middle Eastern clients in England, there is an extensive international 

literature within the broader field of professional psychological help seeking attitudes with the 

Middle Eastern population. Therefore, the findings matched those observed in earlier studies. 

Those studies have revealed that Middle Eastern individuals hold less positive attitudes towards 

accessing professional psychological help (Al-Darmaki, 2011; Al-Krenawi & Graham, 2011; 

Al-Krenawi et al., 2009; Cebi, 2009; Day, 1983; Hamid & Furnham, 2013; Heath et al., 2016; 

Rayan & Jaradat, 2016; Seyfi et al., 2013). This highlights that Middle Eastern individuals hold 

similar attitudes towards accessing counselling and psychotherapy support and the broader 

psychological help profession.  

 

7.3.1 Cultural stigma    

It is widely recognised that stigma is often associated with mental health difficulties (Komiya, 

Good, & Sherrod, 2000; Corrigan et al., 2000; Corrigan & Penn, 1999; Tringo, 1970; Weiner 

et al., 1988). Accordingly, among the Middle Eastern population, seeking mental health support 

is also stigmatised (Aljlan, 2016; Scull et al., 2014; Ghazi-Moghadam, 2009; Seyfi et al., 2013; 
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Al-Krenawi et al., 2009). Despite the recognised stigma associated with mental health among 

Middle Eastern clients, epistemological injustices within the counselling and psychotherapy 

literature continues to exist in the UK. However, within similar research that has been 

conducted in America, clients (Boghsian, 2011) and therapists (Ghazi-Moghadam, 2009) 

highlighted the existence of the stigma associated with mental health issues and accessing 

counselling among Middle Eastern clients who are residing in the US. Similarly, within this 

research and across the dataset, clients and therapists have identified the cultural stigma that 

influences the individual's attitudes towards accessing counselling and psychotherapy support. 

Within this study, it was reported that this stigma is experienced internally (i.e., self-stigma) 

where individuals struggle to accept their mental health difficulties or distress. One participant 

stated, “I thought a few times that I shouldn’t go to therapy [pause], I felt like that would make 

me look like a weak person” (Mina, p. 2, l. 67-68). The stigma is also experienced publicly 

(i.e., public stigma) through the rejection of Middle Eastern community of their mental health 

issues and/or their access to professional psychological services (or therapy) (Vogel & Wade, 

2009). One participant described the public stigma: 

 

When you are mentally like tired, or you have got issues going on in your life, you are 

not acting yourself or behaving normally. People look at you differently. They don’t 

look at you as if you are a normal person. (Asmin, p. 1, l. 6-8) 

 

It was evident across the dataset that the individual’s self and public stigma contributed to their 

reluctance to seeking counselling and psychotherapy (Corrigan, 2004; Vogel et al., 2006; Vogel 

& Wade, 2009). Thus, within this research, the clients’ internal reluctance and struggle (self-

stigma) in accessing psychotherapy support was a common and pertinent aspect of their 
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experience. The clients’ internal process often began with denial to disbelieving, moving 

towards the difficulty to accept that they were struggling. One participant summarised: 

 

Sometimes they don’t think it is as bad as it sounds. They find it easy to lie to 

themselves. I think they are in denial. You are telling yourself, no this is not happening; 

no this is not true, it will get better and then in a long period of time you find yourself 

deeper and deeper in distress then you find yourself finding it difficult to get out of it. 

(Asmin, p. 1, l. 17-21) 

 

The sense of hesitation and struggle in accessing counselling and psychotherapy support has 

also been reported in other studies inside the Middle East (Al-Darmaki, 2011) and outside the 

Middle East (Aljlan, 2016; Boghsian, 2011; Ghazi-Moghadam, 200). Since clients who 

participated in this research had received counselling and psychotherapy support, counselling 

accessibility issues among individuals who have no counselling experience is unexplored, thus 

limiting the findings of this research. However, research within UK contexts highlights that 

those individuals who identify as BAME can face negative and inaccurate psychological 

assessments, leading to a reluctance to disclose any potential mental health struggles to 

avoid stigmatisation (Keating and Robertson, 2004).  Within this research, the online survey 

indicated that 21% of respondents had accessed counselling and psychotherapy support. Over 

twenty years ago, Al-Rowaie's (2001) research found that only 7.4% of their respondents 

sought therapy support. Given the time difference, one would expect a greater increase in 

Middle Eastern individuals’ access to therapy. Yet, within this research the percentage of those 

who accessed therapy remains low (21%). 
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Furthermore, the UK data suggests that individuals from BAME communities compared to 

white majority service users are less likely to access therapy, less likely experience good 

therapeutic outcomes, more likely to describe negative experiences related to therapy 

(Crawford et al. 2016; Mercer et al. 2019) and more likely to seek therapeutic support at an 

emotional crisis point (Bignall et al., 2019). It was also reported that 40% of BAME individuals 

access mental health support through the criminal justice system, compared to individuals from 

White English backgrounds (London Assembly Health Committee, 2017). Equally, clients who 

participated in this research highlighted that they had accessed counselling support at a crisis 

point. One participant reflected: 

 

It got to the point where I thought I am not worth living; I can’t do this. My value was 

just the grade, and I can’t get those grades for my parents. I was really depressed, and 

I found it really hard to communicate that to people to family because they will be like 

oh no, you are just going through a phase or something like that. (Mina, p. 1, l. 23-27) 

 

Likewise, the findings revealed that therapists identified that their Middle Eastern clients had 

limited counselling experience, and for some, it was their first therapeutic experience. This 

brought a sense of unpreparedness to the therapy room, impacting the client's engagement, 

therapeutic process, and relationship.  One participant summarised and reflected: 

 

I think it’s her first. I think it is. I say she been to [name of country] once or come to 

[name of country], experienced bullying and trauma. I think she was abused. Couldn’t 
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access it back in [name of country] where her family lives. And I guess that, maybe it’s 

a cultural thing. I don’t know. I really don’t know. And then coming here, she was 

referred in by her college because she was disassociating herself. Yeah. And I think 

because she’s not had that space before, when she was unprepared, it felt like – I got 

the sense that I had to control the speed of this. (Ben, p. 1, l. 90-95) 

 

Nevertheless, clients and therapists who partook in the research revealed that emotional 

distress within the Middle Eastern culture is misunderstood. While a client participant 

described often hearing “I went for a quick counselling, like as if they went and asked a quick 

question and they came out” (Mina, p. 3, l. 115-116) regarding counselling, a therapist 

participant observed that her Middle Eastern colleagues: 

 

They are either occupational psychologists or just, you know studying psychology so 

they can become – they work in organisations, but they don’t do the face to face so 

often, if I’m speaking about the work that I do – it’s like ‘oh my god, how do I get into 

this?’ You know, I never even thought about counselling as a profession, but I thought 

psychologists be – so, I think there’s (pause) and the status as well. (Hannah, p. 10, l. 

338-341) 

 

The limited research available that explores the mental health attitudes of Middle Eastern 

clients identified a lack of understanding toward mental illness within the Middle Eastern 

culture and thus seeking mental health support is often associated with negative labelling 

(Boghsian, 2011). Referring to human experiences of distress as an 'illness' suggests that they 
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are "[…] normal and abnormal, with the outer reaches of an abnormality being pathological" 

(Sanders, 2019, p.24). Sanders (2006, 2019) argues that medicalising distress is unscientific 

and unethical, and it is pertinent that the profession moves towards understanding human 

distress non-medically. However, unlike Boghsian’s (2011) study, this research held a non-

medicalised position of human distress. Therapists and clients who participated in this research 

recognised that seeking counselling support led to the individual being negatively labelled by 

the host culture, including family and friends with names often associated with 

insanity and abnormality. The participants identified negative labelling as “crazy” (Asmin, p. 

2, l. 56; Leila, p. 4, l. 180; Yasmine, p. 1, l. 21), “weak” (Mina, p. 2, l. 68, 76; p. 4, l. 198), “not 

normal” (Asmin, p. 1, l.6), “weirdo” (Mina, p. 3, l. 144) and “something wrong with her” 

(Mina, p. 3, l. 145; Asmin, p. 2, l. 88). However, in contrast to Boghsian’s (2011) research, it 

was surprising that negative labelling towards accessing counselling support was not an aspect 

of the therapists’ experience. This is perhaps related to the non-medicalised position towards 

human distress that provided clients with authority rather than the therapist (or researcher) 

(Sanders, 2019). 

 

Nonetheless, the data within this research identified that the profession of counselling and 

psychotherapy is unfamiliar and often perceived as a quick fix within the Middle Eastern 

culture. Research among the Middle Eastern population in the US indicated that seeking 

therapy is generally taboo (Boghsian, 2011; Ghazi-Moghadam, 2009). Within this research, the 

findings revealed that accessing counselling support and mental health issues are taboos within 

the Middle Eastern culture. Thus, accessing counselling support, discussing mental health 

struggles, and expressing emotions inside and outside the family is often avoided. One 

participant described her client’s experience: 
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She’s just been diagnosed with quite a serious mental health problem. She’s been 

diagnosed as bipolar, so that was - and I think maybe this is part of [pause] she felt like 

her family were not really accepting of that, in some ways. And maybe that idea of 

mental illness, they were really struggling with. (Emily, p. 4, l. 118-121) 

 

The fear of experiencing and discussing painful emotions can impact the individual's ability to 

access counselling support (Komiya et al., 2000; Vogel, Wester & Larson, 2007). Research has 

found that individuals who fear painful emotions and the expectations around emotional 

expressions in therapy can lead to reluctance in accessing counselling support (Ciarrochi & 

Deane, 2001; Komiya et al., 2000; Vogel & Wester, 2003; Vogel et al., 2005). The fear of 

painful emotions was an aspect of the client’s and therapist’s experiences within this research. 

The struggle to share and express emotions was described by one participant as “no one taught 

me how to do it, even in school back home” (Leila, p. 4, l. 157) and “there are certain things I 

didn’t get to speak about [pause] even until now I find it difficult to express my emotions” 

(Leila, p. 4, l. 158-159). 

 

Within this research, shame was reported to be an aspect of the clients’ and therapists’ 

experiences toward mental health issues and seeking counselling and psychotherapy support. 

A therapist (Ben) and client (Yasmine) participants discussed the shame by stating:   

 

In general, I was worried if I see a therapist in X [name of place]. What if someone that 

I knew saw me? Something like that you know. Just in general, I feel I have the 
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tendency to feel shameful anyway with a lot of things outside therapy. (Yasmine, p. 1, 

l. 24-27)  

But definitely a sense of shame around that. And this was kind of my wondering – it 

was almost a wonder on [pause], on whether it was right, being male female, that it was 

something around that as well. (Ben, p. 1, l. 26-28) 

 

Clients’ experiences of shame often contribute to poor overall life functioning and wellbeing 

and interpersonal difficulties (Tangney & Dearing, 2002). Shame has been reported in the 

British literature to influence the BAME individual’s access to mental health services (See, for 

example, Anand & Cochrane, 2005; Chew-Graham et al., 2002; P. Gilbert et al., 2004; 

Pilkington et al., 2011). Therefore, similar to this study, the experiences of shame towards 

individuals who deal with mental health issues were found in the US (Boghsian, 2011). 

However, the shame found within this study is directly linked to Middle Eastern client's 

subjective experiences during their access to counselling and psychotherapy support, rather 

than the presentation of their mental health issues. This indicates the depth and richness of the 

research findings related to the chosen methodology (i.e., IPA) of this research which adds a 

lens to the experiences of Middle Eastern clients in therapy.  

   

7.3.2 Confidentiality concerns   

When clients are in therapy, they disclose their innermost feelings and share their past and 

current experiences (Mitchels & Bond, 2021). Therefore, protecting the client’s confidentiality 

in counselling and psychotherapy “is a high ethical priority” (Reeves & Bond, 2021, p. 162). 

Within this research, the findings revealed that confidentiality has cultural significance for 
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Middle Eastern clients. This is evident by both clients and therapists who participated in 

this research. Since Middle Eastern individuals prefer to seek psychological help from family 

and friends and are more reluctant to seeking psychological help outside of the family as 

demonstrated within this research and other studies (Al-Rowaie, 2001; Seyfi et al., 2013), when 

they do access therapy, they often keep it secret from their families. One client stated, “I felt 

so private that I didn’t want anyone to know it, plus the letters to my home address, I didn’t 

want my daughters to see it, I didn’t want them to know at all” (Leila, p. 2, l. 53-55). Similarly, 

one therapist heard their say, “I shouldn’t be feeling like this. I have to keep it very secret from 

my family because they’ll think I am mad” (Ben, p. 1, l. 19-20). Therefore, 

confidentiality concerns among Middle Eastern clients have been reported within this research 

and other studies (Boghsian, 2011; Ghazi-Moghadam, 2009; Hamid & Furnham, 2013; Scull 

et al., 2014). Given the collectivistic nature of the Middle Eastern culture (Dwairy, 2006), 

clients have the tendency to feel the need to protect the family’s reputation when considering 

seeking professional psychological help or counselling (Seyfi et al., 2013). Therefore, across 

the dataset, trust issues were experienced whereby it took clients a considerable amount of time 

to trust the therapeutic space. Therefore, clients confide in the therapy when they experienced 

a strong trust in their therapist (Mitchels & Bond, 2021).  One participant described: 

 

I was kind of reflecting on my experience with each of them, just before this session. 

And with both of them, there was – there were kind of trust issues, and it took some 

time to kind of build the trust, to kind of develop that working relationship and I think 

that took – that did take a little bit of time.  (Maisie, p. 4, l. 26-29) 
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7.3.3 Clients’ expectations   

Clients’ expectancies regarding therapy are widely recognised as common factor within the 

field of counselling and psychotherapy (Dew & Bickman, 2005). Within this research, clients 

had an internal expectation regarding their therapist, known as role expectancies (Arnkoff et 

al., 2002). Within this research, the findings revealed that clients expected their therapist to 

validate their distressing experiences, explore their support system, and feel heard by their 

therapist. One participant described: 

 

I just wanted someone to really understand what I was going through. For example, if 

you are being abused mentally and psychologically, some people don’t actually believe 

it is abuse. It is common, unfortunately, that people become resistant to it, not resistant 

but they get used to it, and they don’t think there is a problem with it. They look at it as 

if it is part of the culture, rather than personality traits or psychological issues. (Asmin, 

p. 1, l. 31-35) 

 

Tinsley et al. (1984) argue that individuals who choose to access counselling support can 

present with high expectations about the helpfulness of therapy compared to those who choose 

not to access therapy. This in turn suggests that clients who participated in this research 

possibly held high expectations of counselling and high belief in the benefit of therapy. Middle 

Eastern clients’ expectations were also found in Ghazi-Moghadam’s (2009) research in the US, 

explored through the practitioner's perspective, wherein expectations of therapy as a been quick 

fix antidote was expressed among Iranian clients. Although clients who participated in this 

research reflected that therapy could be perceived as a quick fix, this reflection was related to 

Middle Eastern individuals who live in the Middle East rather than in the UK. This reveals the 
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existence of cultural differences between the Middle Eastern population residing in the US, 

compared to the UK.  

  

7.3.6 Clients’ preferences   

Lindhiem et al. (2014) note that within the field of counselling and psychotherapy, the 

significance of the client's preferences has been reported across several studies (see, for 

example, McLeod, 2013; Swift & Callahan, 2009). Considering the clients’ preferences of the 

type of therapy can lead to a stronger therapeutic relationship, whereby clients are less likely 

to disengage from therapy, which ultimately contributes to better therapeutic outcomes 

(McLeod, 2015). Within this research, it was found that the clients’ therapy preferences were 

related to the type of therapy preferred by Middle Eastern clients. According to Dwairy (2006), 

Muslim clients prefer to seek CBT as it is goal-orientated, directive and focused on practical 

tasks. Some participants found directive therapies helpful in challenging their thoughts. One 

participant stated, “Practically she gave me sheets to record my thoughts and that was really 

helpful because a lot of my anxiety was stemming from the way I was thinking” (Yasmine, p. 

3, l. 117-118). However, it was found that the therapists’ directiveness could lead to relational 

power imbalances and experiencing inferiority in the therapeutic relationship. One participant 

expressed: 

 

I don’t know why I didn’t do that. But I guess I was too shy [laughter]. I didn’t want to 

challenge her as a therapist because I’m the patient or client whatever you want to call 

it. So, it felt wrong me telling her how to do her job. (Yasmine, p. 3, l. 161-163) 
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Within the collectivistic nature of Middle Eastern culture (Dwairy, 2006), Muslims may 

perceive therapists to be akin to teachers; therapists may play an advisory role, and clients may 

not challenge what the therapist has to say (Haque, 2004). Furthermore, within this research 

indirective therapies were found to be a helpful aspect of therapy. Therefore, participants 

preferred to lead their counselling and psychotherapy sessions and found it unhelpful (and 

hindering for some) to be given advice and instructions by their therapist. One participant 

described this by stating:  

 

So, she was listening to me more, like she was asking me questions, but she listened to 

me more than giving me instructions. The other one was like no, you have to 

do this; you shouldn’t do this. You know when you are struggling with something you 

need someone to listen to you, not to give you instructions because you’ve had enough 

already so you don’t need instructions. (Leila, p. 3, l. 128-132) 

 

Considering the phenomenon of counselling and psychotherapy with Middle Eastern clients, 

there are limited data available regarding their preferences regarding therapy. The limited 

findings are often around Middle Eastern clients’ preferences in seeking help from family 

members and friends, compared to counsellors and psychotherapists (Al-Darmaki, 2011; Seyfi 

et al., 2013). However, in a non-UK based study, Ghazi-Moghadam's (2009) research found 

that the Iranian population in the US prefers to seek professional psychological help from 

culturally focused services and prefers a quick fix approach to therapy. Clearly, the clients’ 

preferences of counselling and psychotherapy found in this research differ from those found in 

Ghazi-Moghadam's (2009) research. It is also important to note that Ghazi-Moghadam’s (2009) 

inquiry focused only on the therapists' perspectives. 
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7.4 Helpful aspects   

The limited availability of research regarding counselling and psychotherapy with Middle 

Eastern clients makes it difficult to understand its helpful aspects. However, it is argued that 

counselling and psychotherapeutic approaches can be ineffective when applied to racial and 

ethnic minority individuals (Bernal & Padilla, 1982; Casas et al., 1986; Casas, 1982; D. W. 

Sue & D. Sue, 1990; D. W. Sue, 1982; D. W. Sue, 1990; Ibrahim & Arredondo, 1986; Smith, 

1982), due to the insufficiency of the counsellors trained to effectively work with race, culture 

and ethnicity (D. W. Sue & D. Sue, 1990).  According to Pedersen et al. (2008, p. 231), 

incompetence could lead to “biased evaluation, derogation, disparagement and denigration, 

dehumanising others, fear of contamination through contact with others, viewing all outsiders 

as enemies, approval of destructive behaviour, blaming the victim, self-righteousness, and a 

tendency to desecrate others”. In the UK, authors argue (see, for example, McLeod, 1996; 

Rawson et al., 1998) that counselling training is deeply embedded within a monocultural 

framework where it can be only serving the dominant group. Accordingly, some therapists 

within this research questioned whether what they were providing to their Middle Eastern 

clients was sufficient. While Wrenn (1962) questions whether counselling is intentionally, 

culturally encapsulated, some counselling trainings in Britain are undertaking an anti-oppresive 

approach to the delievery of their programme (Dougan, 2022). Nevertheless, the findings from 

the clients and therapists who participated in this research discussed the usefulness of different 

approaches to counselling and psychotherapy when working with Middle Eastern clients. The 

usefulness of the different approaches will be discussed below. 

 



210 
 

7.4.1 Assessment  

According to D. W. Sue et al. (1992), accurate assessment is crucial for working within an 

Inclusive, Culturally Empathic framework. Within this research, some therapists identified 

having an in-depth assessment when working with Middle Eastern clients as an essential and 

helpful factor in making sense of their client's worldview. One participant described that her 

assessment includes asking clients:  

 

Have they grown up with their family? Have they been separated from their family? 

Have they got siblings all over the world? Have they got one sibling here, but their 

parents are in another country? Are they planning to stay here and live here? Do they 

want to move somewhere else? Do they want to go back home? How do they feel when 

their family wants to come over here? You know, all of those things are quite influential 

in here.  (Katie, p. 8-9, l. 266-272) 

 

According to Pedersen and Pope (2016) the individual’s worldview is experienced and 

displayed through cultural contexts, thus, attending such cultural contexts enhances the 

accuracy of assessments. Therefore, the assessment process is significant for counsellors to 

understand their client’s worldview (Watson & Flamez, 2014). Within the field of counselling, 

it is inevitable and desirable that most counsellors and psychotherapists undertake a form of 

assessment (Worrall, 2006) before contracting with clients (Wilkins and Gill, 2003). Some 

therapists within this research, proposed that their assessment does not only involve identifying 

their client's spiritual and religious beliefs, in fact, it unpicks whether their clients practice their 

religion and the influence of their religious and spiritual beliefs upon their behavioural and 

dress code. One participant stated: 
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It’s really sorts of sensing if they have that belief, or how strong their belief is, so it’s 

really working with them and asking them ‘what tools do you use to help you get 

through this?’ And that’s when they will say, ‘oh, I pray’. (Hannah, p. 6, l. 176-178) 

 

This is related to the influence of religion on the identity of a Middle Eastern individual (Gregg, 

2005; Mohit, 2001; Pinfari, 2020) and the unique place it holds in their lives (Jenkins, 2011). 

Furthermore, the findings indicated that counsellors also assessed the influence of their client's 

families on their lives. Research among Middle Eastern individuals highlighted the influence 

of their families on their reluctance and help-seeking attitudes (Al-Rowaie, 2001; Boghsian, 

2011; Seyfi et al., 2013; Scull et al., 2014). Moreover, generally, Middle Eastern individuals 

prefer to seek psychological help from family and friends and are more reluctant to seek 

psychological help outside of the family (Al-Rowaie, 2001; Seyfi et al., 2013). Therefore, in 

counselling and psychotherapy, the assessment process enables therapists to gain a holistic 

view of their client's world and presenting issues whereby the more information therapists gain, 

the better they can support their clients in achieving successful therapeutic outcomes (Watson 

& Flamez, 2014).  

 

7.4.2 Therapeutic approaches   

There is a lack of research regarding the application of CBT with non-Western populations 

(Chowdhary et al., 2014), compared to the extensive available literature with the western 

population (see, for example, Epp & Dobson, 2010; Hofmann et al., 2012). Dwairy (2006) 

claims that CBT is appropriate for Muslim Arab clients because they tend to prefer therapies 
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that are goal-orientated, directive and focused on practical tasks. However, within this research, 

therapists expressed challenges working within a CBT framework with their clients, compared 

to other therapeutic approaches. Therapists identified challenges for Middle Eastern clients 

when working with behavioural activation techniques. One participant stated, “if we looked at 

behaviour activation and any other enjoyment, achievement things – there was just a proper 

block” (Katie, p. 6-7, l. 168-167). This contradicts the claims made by Carter and Rashidi 

(2004), who argue that cognitive techniques could be effective for Muslim clients. 

Nevertheless, Dwairy (2006) argues that Muslim clients could present with disappointment and 

confusion towards nondirective, Humanistic Psychotherapy and are likely to terminate 

therapy prematurely. Yet, clients40 and therapists who participated in this research identified 

Person-Centred Psychotherapies (PCP) helpful. Clients expressed Roger's (1957) core 

conditions as crucial and helpful attributes that facilitated their trust in the therapeutic 

relationship and process. An environment facilitated by the core conditions can promote trust 

(Carter & Rashidi, 2004). One participant summarised this by stating, “thinking of working in 

the person-centred approach with her is amazing. I think that’s really going to be where the 

work is going to be done, but I wouldn’t know how to do CBT” (Ben, p. 15, l. 482-483) 

 

Given the significant confidentiality concerns discussed in Section 7.3.2, therapists within this 

research found working within a PCP framework is significant when working with their 

Middle Eastern clients. PCP might be suitable for Muslim clients as it offers them a safe and 

non-judgemental space to explore their beliefs systems (Amer & Jalal, 2011) and traumatic 

experiences. It is believed that a substantial proportion of Middle Eastern individuals have been 

exposed to violence, war, and torture, leading to trauma-related mental health difficulties 

 
40 See Section 7.3.6. 
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(Habhab, 2018). Within this research, some therapists reported a level of trauma experienced 

by their clients. Therefore, trauma-focused approaches such as the Emotional Freedom 

Technique (EFT) and Eye Movement Desensitisation and Reprocessing (EMDR) were 

reported to be useful. It is, however, evident that Middle Eastern individuals often minimise 

trauma experiences (Dagirmanjian, 2005; Vartan, 1997) due to their commonality in the 

Middle East (Boghsian, 2011). One participant stated: 

 

You know, how much of the trauma and how much the - because although they’ve 

come to this country, they’ve still got the memories and they still have loved ones 

behind and we don’t actually think about those people, so – especially with the older 

generation, I’ve introduced something called tapping. (Hannah, p. 3, l. 92-95) 

 

7.5 Influential cultural identity factors  

The complexity of the racial-cultural identity phenomenon (Carter, 1996; Helms, 1984;) and 

Middle Eastern culture (Boghsian, 2011) contributes to the significance of understanding the 

racial-cultural identity of a Middle Eastern client (Comas-Díaz, 2012; TADF, 2021). This is 

related to the potential influence of the client’s racial-cultural identity on the therapeutic 

process and relationship (D. W. Sue et al., 1996). Within this research, cultural identity factors 

(i.e., religion, language, and gender) that have influenced the therapeutic process and 

relationship were reported by clients and therapist. Therefore, the role of each identified social-

cultural identity factor will be discussed below.  
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7.5.1 Role of religion  

Although therapists should strive to meet the client's needs, despite their perspectives on 

spirituality and religion (West, 2012), research demonstrated that this could be difficult to 

achieve (Jenkins, 2011). Ignoring, undermining and underplaying the presence of religious 

issues in the counsellor’s training and the theories that underpin counselling (West, 2010), 

ultimately dismisses aspects that could be important for both counsellors’ and clients’ 

worldviews (Passmore, 2003). The identity and the lifestyle of a Middle Eastern individual is 

influenced by religion (Gregg, 2005; Mohit, 2001; Pinfari, 2020) which often holds an 

important place within their lives (Jenkins, 2011). The participated therapists within this 

research have identified challenges regarding meeting their clients’ presenting issues 

surrounding their spirituality and/or religious beliefs. This is related to the therapist’s opposing 

views on religions or their negative experiences with religion, impacting their ability to actively 

listen, be present and provide unconditional positive regard (Rogers, 1957) to their clients. One 

participant stated: 

 

And the person who we’ve had conversations about, why she wears that [headscarf] 

and what it means to her and her choice around it... And that for me, again, as quite a 

strong feminist, working with this young female who had lots of reasons why she didn’t 

want to wear it, was very, very influenced by family and her religion. That was a real 

struggle for me, working from that angle with clients of having to kind of empathise. 

(Katie, p. 6, l. 173-177) 

 

West (2012) recognises that clients' exploration of their religious and spiritual experiences can 

be challenging for therapists. However, therapists are responsible for supporting clients to 
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explore their religious and spiritual doubts or concerns (West, 2012). Therefore, counsellors 

need to recognise when they feel out of depth; whether the therapeutic work required by clients 

is beyond their expertise and/or when clients' presenting issues around spirituality and religion 

could require work with counsellors from their faith, tradition, and for them to be referred to 

appropriate services (West, 2012). The findings of this research revealed that clients displayed 

a sense of relief in having a counsellor who shared similar spiritual and religious beliefs. Clients 

could freely share parts of their identity and their belief in God and trusted that they would be 

heard and understood by their therapist, thus leading therapy to become a spiritual space (West, 

2000). One client described therapy became their “spiritual space” (Hannah, p. 5, l. 138) and 

stated: 

 

I think the difference is, the organisation I was working with – the majority of the 

counsellors that they’ve worked with were white, middle class. Suddenly, they’re faced 

with a Muslim counsellor, so there was that sense of – that sense of relief, I guess. I can 

just be myself. I can say something that won’t be misinterpreted, or they can bring God 

into the conversation and say you know, if I haven’t got anything, I have my belief in 

God and knowing that I’d understand what they’re saying as well. (Hannah, p. 4, l. 131-

136) 

 

Sue et al. (1992) argue that being a competent counsellor means being aware of religious and 

spiritual mental health resources. Within this research, from the perspective of a therapist who 

did not share similar religious nor spiritual beliefs with her client, it was found that religion 

had a legitimate place in their client's worldview in therapy. Despite the therapist's lack of 

understanding regarding their client's faith and spiritual beliefs, the therapist was able to help 
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their client to explore their experiences of religion and spirituality. With the client's consent, 

the therapist sought knowledge regarding their client's spiritual framework from their 

colleagues and other professionals. The therapist stated: 

 

I think, particularly with one young person who had sort of, stepped away slightly from 

his religious beliefs and then finding himself in a situation where he was trying to 

reconnect with those beliefs and help them make sense for him. And me not having any 

real knowledge and understanding. I think drawing upon other people... so, I know I 

came to yourself. So, drawing on colleagues or people who may help me understand, 

to try then share back. I then know this young person. He found that so helpful that I 

took the time outside our session to go and learn a bit and understand a bit, to be able 

to help him make sense of it for himself. (Lauren, p. 4, l. 111-118) 

 

Ansara et al. (2020) argue that when working within an anti-oppressive framework, it is 

important that therapists become responsible of their education, rather than relying on or 

expecting their clients to educate them. Nevertheless, the findings of this research suggests that 

the therapist’s active involvement in understanding the client's spiritual and religious beliefs 

contributed positively to the therapeutic process and relationship. West (2012) proposed that it 

is helpful to understand and locate the client's religious framework when working with clients 

who present with spiritual and religious issues.  
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7.5.2 Role of language 

Counselling and psychotherapy is relational and language is a significant aspect of human 

relationships (Espín, 2013). However, the effectiveness of counselling and psychotherapy 

when the client and counsellor are linguistically diverse is questionable (Karp & Vögele, 2016). 

According to Karp and Vögele (2016), multilingualism has crucial implications for the 

psychotherapeutic process. Such implications were identified by the participated therapists of 

this research as barriers. Similarly, other studies (Hyatt et al., 2016) this research identified 

language barriers as negatively impacting the accessibility of groups to health services. 

Moreover, research (see, for example, Chiang et al., 2015; Hyatt et al., 2018; Kwok & Koo, 

2017) suggests that individuals who encounter language barriers experience poor psychological 

outcomes, compared with the majority groups in that country when accessing services like 

counselling and psychotherapy.   

 

Within this research, therapists expressed working with interpreters to conduct therapy with 

Middle Eastern clients who experienced language barriers. One therapist stated, “I think we 

maybe had an interpreter for the contract first session, but we didn’t really need it because her 

English was fine” (Emily, p. 3, l. 71-73). Saxtroph and Christiansen (1991) argue that having 

someone who speaks the client's language is important in building their trust and mediating 

therapeutic encounters. However, Miller et al. (2005) argue that the therapeutic relationship 

between the client and therapist within a triadic encounter is slower to form. Accordingly, some 

therapists in this research experienced working with interpreters as challenging and time-

consuming; thus, impacting the therapeutic relationship and process. Counsellors identified 

that working in a triad can limit immediacy (Feltham & Dryden, 2008) during the sessions and 

emphasised the importance of establishing a working, therapeutic alliance with interpreters, in 

addition to clients. Lee (1997, p. 4) recognised that the interaction between the [therapist], 
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interpreter, and [clients], establishes a therapeutic triad operating “at a given point in time”. 

Lee (1997) named the structure of the therapeutic triad - a triangle consisting of three 

interlocking sets of relationships, pairs, or dyads. A therapist discussed the following: 

 

I think especially with having a translator there, that’s sometimes very difficult because, 

you don’t know if you’re talking to the client but then it’s looking at the, the interpreter 

to give the answer, so that sense of immediacy which is to be able to sit with the client 

to have a face to face. Initially, that was difficult. (Hannah, p. 4, l. 125-128) 

 

Despite the limited availability of research, the findings of this research are consistent with 

Fidan’s (2017) findings confirming the sense of apprehensiveness among participants 

regarding the triadic therapeutic process, highlighting the complexity of three-dimensional 

therapeutic relationships. According to Eleftheriadou (2003), the existence of language gaps 

impacts the progress of the therapeutic work. Likewise, some therapists within this research 

identified using the client's language and empathically responding to language barriers 

experienced by clients as crucial facets to building the therapeutic relationship and process. 

One therapist described the following: 

 

I’d normalise the language barriers. This young lady can speak four languages. That’s 

what I say to her. She says, ‘my English isn’t very good.’ And I’m like ‘if my Russian 

isn't very good and my Arabic isn’t very good – so you’re doing amazing.’ And I think 

that’s helpful, just normalising it. (Ben, p. 5, l. 144-146) 
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In relation to this, D'Ardenne and Mahtani (1999) argue that it is the counsellor's responsibility 

to find a shared language with their clients. One therapist expressed that she often tells her 

clients, “If you’ve got to use swear words to share what’s going on with you – swear away. If 

you need me to swear first for you to know that it’s ok to swear, let me know” (Lauren, p. 12, 

l. 382-384). Using a shared language [or the client’s native] language has a therapeutic value 

in making the client feel more comfortable (Karp & Vögele, 2016). Although one participant 

stated: 

 

I think just knowing some, you know basic Arabic really helped and just, they were 

able to say Asalam-alaykum [peace be upon you] and you can say Wa-alaykum Asalam 

[may peace be upon you] You know, when they’re bringing in words like Inshallah 

[God willing], I think really helped. (Hannah, p. 8, l. 274-277) “If you’ve got to use 

swear words to share what’s going on with you – swear away. If you need me to swear 

first for you to know that it’s ok to swear, let me know” (Hannah p. 12, l. 382-384). 

 

However, it is surprising that this therapeutic value in using the client’s native language was 

not reported by counsellors and clients who participated in this research. 

  

7.5.3 Role of gender   

The findings across the dataset revealed that gender plays a vital role for both the clients and 

therapists. For example, some clients have highlighted the importance of having a female 

therapist, i.e., whose gender is the same as themselves. One participant stated, “for some 

reason, it is preferable if she is a woman [pause] I don’t know why I feel more comfortable if 
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she’s a woman” (p. 1, l. 47-48). Within the field of counselling and psychotherapy, gender 

matching has been recommended for Middle Eastern clients (Jackson, 1997; Jalali, 2005; 

Rehman & Dziegielewski, 2003) and all client groups (Bernstein et al., 1987; Blier et al., 1987; 

Blow et al., 2011; Boulware & Holmes, 1970; DeHeer et al., 1992; Fowler et al., 1992; Fujino 

et al., 1994; Highlen & Russell, 1980 ; Jones & Zoppel, 1982; Koile & Bird, 1956; Orlinsky 

and Howard, 1986; Simons & Helms, 1976; Wintersteen, et al., 2005; Yanico & Hardin, 1985), 

due to the positive contribution it has upon the therapeutic relationship (Kuusisto & Artkoski, 

2013; Orlinsky & Howard, 1976).  

   

Despite clients’ struggle to reflect on their preference of having a therapist from the same 

gender, the male therapist who participated in the research revealed an unspoken dynamic with 

their female client. This therapist stated: 

 

It was almost a wonder on [pause], on whether it was right, being male/female. That 

felt like it wasn’t spoken, but it felt like it was in the room a little bit. Almost as if she 

feels like she’s a level below males. I don’t know whether that’s cultural, I don’t know 

whether that’s personal and it definitely put me in an authority position. (Ben, p. 2, l. 

26-29) 

 

In counselling and psychotherapy, the power dynamic between men and women can be relevant 

to the therapeutic relationship (Proctor, 2008). The findings present experiences of societal and 

historical power (Proctor, 2002) due to the gender differences between the client and therapist 

and the client's experiences of power and powerlessness. Bhui and Morgan (2007) emphasise 
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the importance of addressing inequalities influenced by differences in gender and class for 

conducting effective counselling and psychotherapy. The Muslim legal traditions (Mir-

Hosseini et al., 2015) and the history of colonisation (Price, 2008) have impacted the hierarchy 

of gender relations and male authority. Therefore, colonisation and the Muslim legal traditions 

have created and reinforced gender inequality which negatively impacted women (Mir-

Hosseini et al., 2015; Price, 2008). Within this research, some therapists identified women’s 

experiences surrounding the patriarchal and the authoritarian structure through the male’s 

disapproval of the female's mental health experiences and the father's lack of engagement in 

the therapy process. One therapist described: 

 

So, one of the client’s mums described that from her experience that her husband’s 

family, who she would describe as closed minded – she came from slightly more open-

minded family. But him in particular, it was an excuse for – it just wasn’t something 

that could be seen, to be real. I guess.  But it was more – for her she would be saying 

that men would see it as the women use it as an excuse to get out of something. (Lauren, 

p. 2, l. 39-44) 

 

Research among Middle Eastern clients have also identified that mental health issues and 

accessing counselling support is more stigmatised in men, compared to women. (Al-Darmaki, 

2011; Alijlan, 2016; Al-Krenawi et al., 2009; Al-Rowaie, 2001; Ghazi-Moghadam, 2009; Scull 

et al. 2014; Seyfi et al., 2013). On the other hand, some therapists have described that the media 

influenced their perception of Middle Eastern women and perceived Middle Eastern women as 

oppressed by males by stating: 
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Her dad was a big part of her life and her dad was very important and he’d, he’d actually 

been [pause] and I suppose for me, Noof, it changed my views of Arabic families in 

some ways, because at that time, it was everything about ISIS and, you know, that 

perception about how women are treated in – within those cultures. Actually, she was 

talking about how her dad really believed in women being educated. That was very 

different to the perception that we’ve been given. You know, obviously, ISIS was very 

much in the news then and there was a lot of stories about how they treated their women 

and their girls. (Emily, p. 5, l. 43-50) 

 

The literature suggest that Muslim legal tradition create a gender inequality between men and 

women (Mir-Hosseini, 2015). This is related to the assumption that men should be in charge, 

male authority. However, in this research some therapists reported that as they have continued 

working with Middle Eastern women, they have experienced a perception shift due to the equal 

treatments experienced by their Middle Eastern women clients. Nevertheless, the literature 

tackled the gender inequalities in the Muslim legal traditions and patriarchal interpretations 

(see, for example, Abou-Bakr, 2004; Al-Hibri, 1982; Ali, 2010; Hassan, 1987; Lamrabet, 2012; 

Mir-Hosseini, 2011; Seedat, 2013; Wadud, 2006). 

 

7.6 Importance of cultural perspectives 

Considerations for multiculturalism has posed to be a controversial topic within the field of 

counselling and psychotherapy (Pedersen & Pope, 2016). While some scholars advocate for 

the significance of multiculturalism (Arredondo & Toporek, 2004; Constantine & Sue, 2005, 
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2006; Reese & Vera, 2007; Smith, 2010) others consider it of minimal importance (see, for 

example, Patterson, 2004). Within this research, clients and therapists highlighted the 

importance of cultural attendance when working with Middle Eastern clients.  

 

According to Pedersen (2001) and D. W. Sue et al. (1996), a culture-centred perspective, 

multiculturalism, or cultural sensitivity is fundamentally crucial when working with clients 

from diverse ethnic backgrounds. As discussed earlier, the complex nature of the Middle 

Eastern culture (Boghsian, 2011) and the complexity of the racial-cultural identity phenomenon 

(Carter, 1996; Helms, 1984), elevates the importance of culture in therapy with Middle Eastern 

clients. This is related to the influence of the cultural identity aspects discussed in Section 7.5 

on the therapeutic relationship and process. Nevertheless, in a British contemporary context, 

despite the recognition of contributory economic and genetic factors, BAME communities in 

England experience significant health inequalities, as recently evidenced by the disparity of 

COVID-19 sufferers (Public Health England, 2020). The COVID-19 pandemic “exposed and 

exacerbated longstanding inequalities” rather than created health inequalities impacting BAME 

communities (Public Health England, 2020, p. 6).  Newland et al. (2004) argue that in the UK 

therapeutic services are often rooted within institutional structures and Alexander (1999) has 

found that institutional racism exists within the NHS. As therapists engage with an increasingly 

culturally diverse population, they need to develop the competence to meet the expectations 

and the rights of these individuals. The experiences of the Middle Eastern population towards 

the health systems are undocumented. However, the evidence suggests that Arab individuals 

in Britain experience discrimination (Yafai, 2009). Nonetheless, empirical research reveal that 

Arabs in Israel display a mistrust towards Israeli policies and systems (Al-Krenawi & Graham, 

2011). This mistrust influences their openness and engagement with professional psychological 
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services that is part of the Israeli systems (Al-Krenawi & Graham, 2011). Although this 

mistrust is influenced by political factors (Al-Krenawi & Graham, 2005), it is important 

recognise that inequalities could impact the individual’s trust in help-seeking professions. 

 

The presence of Middle Eastern individuals within the BAME population in England 

is unquestionable, making up at least half a million of the population in England (ONS, 2011). 

The Middle Eastern population in England identified by the online survey reported valuing the 

counselling profession. However, the underutilisation of counselling services remains apparent 

by the 21% of respondents who accessed counselling support. As discussed earlier, it is also 

important to highlight that accessing therapy for Middle Eastern individuals can be a 

challenging activity, and it is often presented with reluctance (Al-Krenawi et al., 2009; Al-

Rowaie, 2001; Boghsian, 2011; Ghazi-Moghadam, 2009; Hamid & Furnham, 2013; Scull et 

al., 2014; Seyfi et al., 2013). The findings of this research and other studies worldwide have 

recognised that Middle Eastern individuals could experience stigma towards accessing mental 

health support (Alajlan, 2016; Al-Krenawi et al., 2009; Boghsian, 2011; Ghazi-Moghadam, 

2009; Seyfi et al., 2013). Therefore, considering the findings of this study (see, Chapter Four, 

Five and Six) and the systematic inequalities experienced by the BAME population in England 

(Public Health England, 2020), offering the core conditions (Rogers, 1957) in an anti-

oppressive (Ansara et al., 2020; Ansara, 2019; Brown, 2019; Corneau & Stergiopoulos, 2012; 

Reeve, 2000), Inclusive Culturally Empathic (Pedersen et al., 2008; Pedersen & Pope, 2016) 

and culturally congruent (Arredondo et al., 1996; Smith, 2010; Vasquez, 2010) framework 

becomes an ethical obligation (Ridley, 1985) when working with Middle Eastern clients. This 

is to establish justice and ethical grounds (Whaley & Davis 2007) in delivering effective 
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counselling and psychotherapy support to meet the needs of Middle Eastern clients and 

contribute to the development of the therapeutic relationship, process and outcome.  

 

7.6.1 Cultural awareness and beliefs     

Exploring the counsellor’s own culture along with the cultures of their clients is a necessity (D. 

W. Sue & D. Sue, 2013; McRae & Johnson, 1991; Pedersen, 2002; Sabnani et al., 1991) in 

delivering and increasing the generic competence when working within an Inclusive Culturally 

Empathic framework (Pedersen et al. 2008).  Pedersen et al. (1996) emphasises the importance 

of a cultural-centred perspective in counselling and psychotherapy as Western and non-

Western theories represent distinctive worldviews. Within this research, clients discussed the 

importance of having a therapist who recognises and understands cultural differences. One 

client expressed, “I would want them to understand my culture, so they can then judge my 

situation based on my culture, not just based on what’s right and what’s wrong” (Asmin, p. 4, 

l. 154-156).  Similarly, therapists who participated in this research became aware of the cultural 

differences during their therapy sessions with their clients and recognised that the difference 

could have formed a barrier which impacted the therapeutic process. One therapist stated: 

 

I think there were a lot of sort of just – in terms of coming from different cultures or 

coming from different backgrounds, or having lived in very different places, that sort 

of thing that I was aware of or became aware of at different points of work with each 

person. So, that was kind of something that was a theme and that I was aware of as well. 

(Maisie, p. 2, l. 33-37) 

 



226 
 

Hollon et al. (2002) identifies barriers to receiving mental health support as a major issue in 

the delivery of mental health services. Therefore, working within an anti-oppressive framework 

challenges barriers experienced by communities (Ansara, 2019; Brown, 2019; Corneau & 

Stergiopoulos, 2012; Reeve, 2000). Therefore, therapists within this research found it helpful 

to discuss the cultural differences between their clients. Furthermore, therapists who are 

culturally different from the host culture, reported that their difference informed their empathy 

(Rogers, 1957) with their Middle Eastern clients. One therapist discussed her difference by 

stating: 

 

We Muslim counsellors – you can really relate to them. You know, you feel the warmth, 

there’s another level of warmth in the room […] it’s like I did my research being a 

Muslim woman in a hijab [headscarf], how would it be for a non-Muslim woman. And 

you can really sense that and I often find myself saying, ‘I hope you’re ok with me’ – 

almost saying, I hope you’re ok with me wearing a hijab [headscarf] – whereas with a 

Syrian or Muslim clients, Middle Eastern clients, you’re not going to say that, because 

you feel that they will accept you for who you are, anyway. (Hannah, p. 9, l. 280-286) 

 

The concept of conventional empathy is one-directional and does not consider differences, as 

it tends to focus on similarities between two individuals (Ridley & Lingle, 1996; Ridley & 

Udipi, 2002). Pedersen et al. (2008, p. 41) argue that an ICE framework could “expand concepts 

of empathy to accommodate different cultural worldviews, different reasons for seeking help, 

and different expectations of helping professionals […] to incorporates—and adds to—

multicultural competencies”. Such frameworks facilitate understanding of the therapeutic 

relationship within the relevant cultural contexts (Pedersen et al., 2008; Ridley & Lingle, 1996).  
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According to Pedersen et al. (1996), the goal of the counselling process in a culture-centred 

perspective is influenced by the client and counsellor's cultural identity. In the counselling and 

psychotherapy process with Middle Eastern clients, the findings of this research and another 

study (Alajlan, 2016) suggest that clients would have liked their therapist to be aware of and 

bracket their negative assumptions about the Middle Eastern culture and identity. One client 

expressed: 

 

With my culture, there are really high expectations and they put that onto the kids and 

the kids struggle to put up with those. I know there are assumptions about the culture 

which are not true about each individual, so I want it to be my experience and what I 

come with. (Mina, p. 6, l. 257-260) 

 

Equally, the findings reinforced the importance and influence of the counsellor’s cultural 

awareness and beliefs, including their biases, values and perceptions regarding the therapeutic 

relation and process, thus making the counsellor's awareness a pertinent aspect of the ICE 

framework (D. Sue et al., 1998). One therapist stated: 

 

For me, it’s about being aware of your own culture and aware of your own beliefs. For 

me it’s about being more mindful and not mindless. Opening up your views to – I'm 

thinking about my own past, when I was really limited in my own beliefs and that 
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stopped me from understanding other people’s belief systems and cultures. (Ben, p. 9, 

l. 289-292) 

 

According to Basma (2016), higher levels of multicultural awareness among therapists can 

decrease negative attitudes towards Arab clients in therapy. Practising within an inclusive 

cultural empathic framework requires the counsellor to be sensitive to "[…] the individual's 

values and biases and how these may influence their perceptions of the client, the client's 

[issues] and the counselling relationship" (Ponterotto et al., 1994, p. 317). D. W. Sue et al. 

(1992) argues that in multicultural counselling contexts, competent counsellors are (a) aware 

of their limitations, cultural heritage, and levels of discomfort with differences; (b) 

understanding of racism, discrimination, and oppression; and (c) skilled in personal 

development, particularly toward a non-racist identity.  

 

7.6.2 Cultural knowledge     

An increasing cultural awareness and knowledge supports counsellors in providing culturally 

congruent approaches (Arredondo et al., 1996; Vasquez, 2010). Within this research, both 

clients and therapists have emphasised the importance and helpfulness of having a level of 

cultural understanding and knowledge regarding cultural issues and expectations. One client 

expressed, “I told him because I felt like they had to understand that my culture is different and 

things are seen differently” (Asmin, p. 3, l. 98-99). Similarly, one therapist stated, “I think it’s 

essential to somebody to have a background knowledge of what’s different about our cultures” 

(Ben, p. 9, l. 275-276) and “I think to be culturally aware and think you need to have – being 

open to do some reading and not letting that define your client” (Ben, p.10, l. 301-302). Griner 

& Smith’s (2006) meta-analysis of culturally congruent mental health have found that practices 
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that deliberately included cultural considerations were identified as more beneficial to clients, 

compared to studies that did not consider it. In this research, there is consensus across the 

dataset that the lack of cultural knowledge when working with Middle Eastern clients can form 

a barrier to the therapeutic relationship and process, as experienced by both the clients and 

therapists. D. W. Sue et al. (1992) emphasise the importance of cultural knowledge when 

working within an ICE framework, by arguing that competent counsellors are: (a) aware of 

their emotional responses regarding racial (or ethnic) groups; (b) culturally aware of their 

client's population with its influence on counselling, and (c) actively involved with ethnic 

minority groups to enhance their mental health issues of other cultures (or skills).  

  

The findings revealed that clients who engaged with counsellors who lack cultural knowledge 

found it helpful to share their experiences of cultural issues and expectations. It was important 

for clients that their difficulties are assessed based on their cultural contexts rather than the host 

culture. One participant stated, “I suppose having an awareness of other cultures and other 

cultural practices and other cultural expectations is important” (p. 6, l. 191-192). Vasquez 

(2010) suggests that an ethical and competent counselling and psychotherapy practice requires 

sensitivity, awareness, empathy to the client's core meaning (Rogers, 1957), and carefully 

considering the client's beliefs, norms and cultural values. Some therapists found seeking 

knowledge around mental health issues within Middle Eastern culture helpful in understanding 

the client's internal frame of reference (Rogers, 1957). Pedersen and Pope (2016) suggest that 

having a meaningful understanding of the client's worldview occurs through the client's cultural 

or multicultural contexts.   
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Korman (1974) argues that the delivery of professional services to culturally diverse 

individuals by practitioners who lack cultural understanding and knowledge shall be considered 

unethical. Within this research, the findings revealed that therapists feel that they hold an 

ethical responsibility to have cultural knowledge and awareness. Therapists identified avenues 

(i.e., community groups and clients themselves) to seek the cultural knowledge required to 

work with their clients. One therapist described “if I feel that it’s inappropriate to do it with the 

family, then I know that I feel comfortable enough to approach any colleagues or contact any 

community centres or whichever, to try and get that understanding” (Lauren, p. 9, l. 287-289). 

Another therapist stated:  

 

I think it’s good to be aware of different cultural practices and norms and things and I 

suppose we can do that in lots of different ways, can’t we? By reading and watching 

things and listening. And listening to people’s stories anyway. I think I learn a lot about 

different cultures, just by hearing the stories and keeping that open mind about things. 

(Emily, p. 8, l. 327-330) 

 

Nevertheless, the findings had revealed that some clients had experienced a sense of frustration 

when they consistently disclosed to their therapists’ cultural expectations and issues within 

their culture to understand their experiences better. The participant expressed: 

 

I would love if they know about my culture and where I come from because every time, 

I started with a new therapist I would have to explain what my culture thinks about 

counselling. Because every time I started new counselling, when they ask me about 
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sending post and I say no [emphasis added]. They keep asking me, why are you 

concerned about it? I think it is good for them to understand how my culture perceives 

counselling. (Leila, p. 5, l. 167-171) 

 

Ansara et al.’s (2002) highlight the importance of the therapists’ responsibility of their 

education, rather than relying on or expecting their clients to educate them to honour an anti-

oppressive framework. Therefore, clients who participated in this research have identified that 

it would have been helpful for their therapist to have prior knowledge regarding mainstream, 

Middle Eastern cultural issues, and expectations. The lack of awareness regarding racial-ethnic 

minority clients and their experiences could lead to an unconscious and automatic judgement 

towards clients (Arredondo et al., 1996; Lloyd, 1987; Vasquez, 2010). When working with 

Arab clients, it is common for counsellors to have a low level of knowledge about their culture 

(Basma, 2016). Research has identified that counsellors’ level of training and specific 

knowledge of Arab American’ culture can predict positive attitudes towards them (Basma, 

2016). It is, therefore, significant for counsellors to understand their clients' worldview as it 

would likely promote and enhance the therapeutic alliance (TADF, 2021). 

  

7.6.3 Cultural skills     

Within the field of counselling and psychotherapy, there are contradictions regarding whether 

counselling skills and multicultural skills differ (Basma, 2016). For example, within this 

research, therapists identified the person-centred core conditions (Rogers, 1957) as a helpful 

skill set when working with their Middle Eastern clients. The therapist stated: 
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So, I think it’s just that – that skill set that can be, that’s offered to anybody regardless. 

So, yeah. It’s not having to be any different, it’s still remaining me. So, yeah. That’s... 

the person-centred empathy, congruence, all that - out of Rogers book. (Lauren, p. 3, l. 

86-88) 

 

Similarly, Cates et al. (2007) found no relationship between the development of general 

counselling skills and complex multicultural skills. On the other hand, Coleman (1998) and 

Ridley et al. (1995) argue that general counselling skills overlap with multicultural counselling 

skills. For instance, Coleman’s (1998) findings suggest that counsellors who demonstrated 

cultural sensitivity scored highly on counselling and multicultural skills. However, it is argued 

that counselling and psychotherapeutic approaches can be ineffective when applied to racial 

and ethnic minority individuals (Bernal & Padilla, 1982; Casas et al., 1986; Casas, 1982; D. 

W. Sue & D. Sue, 1990; D. W. Sue et al., 1982; D. W. Sue, 1990; Ibrahim & Arredondo, 1986; 

Smith, 1982). Some counsellors who participated in this research have found the therapeutic 

work with their Middle Eastern clients relationally good but questioned the effectiveness of 

their work by stating, “relationally, the connection is really good, but actually, the working 

part, it’s quite difficult because there's two different cultures” (Ben, p. 56, l. 56-57). Therefore, 

it is crucially necessary to improve the counsellors’ multicultural competency, and those who 

can demonstrate their skills with clients from diverse ethnic backgrounds are generally 

competent (Seto et al., 2006). However, the existing literature provides the counselling 

profession with little direction to help therapists acquire multicultural competency (Kim & 

Lyons, 2003). 
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Nevertheless, therapists who participated in this research remained curious and made the 

cultural differences between them and their clients explicit. Through this, therapists held a safe 

therapeutic space while continuing to be aware of cultural differences. One participant 

described that “the helpful thing for me really that I find works well, particularly when working 

with people from other cultures, but also, I think I use it is curiosity” (Katie, p. 11, l. 355-357). 

This facilitated counsellors to understand their client's culture and gain the required cultural 

knowledge to empathise and enhance the therapeutic relationship. Pederson and Pope (2016) 

claim that the therapeutic relationship is not sufficient but necessary, and effective therapeutic 

relationships can depend on establishing empathy. In the field of counselling and 

psychotherapy, empathy is defined as one of the essential skills (Davis & Franzoi, 1991) and 

core conditions (Constanine, 2000; Fernandez et al., 2002) in an effective therapeutic 

relationship. Since counsellors are also required to relate to the experiences of their culturally 

different clients and communicate with them accurately, empathy has equal importance in 

multicultural counselling (Ridley & Lingle 1996). It is, therefore, argued that cultural empathy 

can be multidimensional, while requiring skills that are learned (Ridley & Lingle, 1996; Ridley 

& Udipi, 2008). Unlike the awareness and knowledge dimensions within the ICE framework 

(Pederson & Pope, 2016), the skills dimension is a substantial component (Ridley et al., 1994). 

Competent counsellors are: (a) actively involved with ethnic minority groups to enhance their 

mental health issues of other cultures (or skills); (b) aware of religion-spiritual mental health 

resources; and (c) skilled in providing counselling to indigenous people through culturally 

appropriate counselling (D.W. Sue et al., 1992). Not conveying multicultural sensitive 

counselling skills can harm and hinder the client's progress and process (Arredondo et al., 1996; 

Cates et al., 2007; Ridley et al., 1995; D. W. Sue et al., 1992).  
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7.7 Research dissemination  

Communicating and disseminating research is a fundamental part of the research process 

(Marín-González, Malmusi, Camprubı´& Borrell, 2016; Reeves, 2015) and it is closely related 

to the validity and trustworthiness of this research as previously discussed in Section 3.7. 

Therefore, within this research, the researcher ensured to disseminate this research to support 

the wider field of counselling and psychotherapy in order to work effectively with Middle 

Eastern clients. This research was disseminated at the University of Chester within the Post-

Graduate Research Conference and among MA and doctoral counselling and psychotherapy 

students who are either qualified or trainee counsellors. After the presentations, attendees often 

expressed the need for this research due to the limited available research regarding Middle 

Eastern clients in the UK. Practitioners provided positive feedback, deeming the research 

findings to be useful for their counselling and psychotherapy practice. Furthermore, students 

at the University of Chester found the mixed-methods workshop delivered and designed by the 

researcher beneficial for their research and practice. Nevertheless, this is not the end of 

disseminating this research; it is the beginning. I aim to deliver justice in disseminating this 

research to maximise its impact, awareness and influence through books, peer-reviewed papers, 

and presentations (research proposal submitted for the BACP research conference 2022). 

 

7.8 Summary  

To summarise, this chapter presented a summary and discussion of the significant findings of 

the thesis. A critical review of the existing literature was also made in order to respond to the 

three aims of this research. The conclusion for the entire thesis will be presented within the 

next chapter by discussing the salient limitations and implications of this research and 

proposing recommendations for future research. 
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Chapter Eight: Conclusion 

This chapter will: 

● Firstly, discuss the limitations of the findings within this thesis. 

● Secondly, propose recommendations for future research around the phenomenon. 

● Thirdly, reveal the significance of the research within this thesis. 

● Fourthly, reiterate the original contribution of this research. 

● Finally, present the thesis with concluding ending comments. 

 

8.1 Research limitations 

The thesis provides an understanding and answers the research question: What are the helpful 

and hindering aspects of counselling and psychotherapy when working with Middle Eastern 

clients living in England? To reiterate, this research aims to:   

● Understand the attitudes of Middle Eastern individuals towards accessing mental health 

provision, specifically counselling and psychotherapy in England.   

● Explore the helpful and hindering aspects of counselling and psychotherapy for Middle 

Eastern clients in England.   

● Identify specific ways of relating and attributes that are utilised by counsellors and 

psychotherapists in delivering therapy for Middle Eastern clients in England.   

 

The research findings presented in this thesis provide rich and in-depth understandings 

regarding the phenomenon of counselling and psychotherapy with Middle Eastern clients. 

However, no research is free from limitations (Ross & Bibler-Zaidi, 2019) and this includes 

this research. Research limitations are essential for the findings to be understood and 
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conclusions to be drawn in their relevant contexts. Therefore, salient limitations that may have 

influenced the research findings will be made explicit. The limitations of the results within this 

thesis are as follows: 

 

Sample: The findings of this research are transferable, and the sample size delivers the 

necessary depth required to conduct the study. This transferability is facilitated by the depth of 

the findings achieved in this research (Lincoln & Guba, 1985). However, it is important to be 

mindful that the sample size remains small; thus, the findings cannot be generalised to represent 

the Middle Eastern population in England. The online recruitment strategy utilised in this 

research to access seldom heard groups (J.W. Creswell & J.V. Creswell, 2018) and participants 

from distant locations (Dillman et al., 2014) has proven useful. Yet, it is recognised that the 

process of recruiting participants using the online platform excludes individuals who 

experience internet accessibility issues, such as the older population (Robson & McCartan, 

2016). In Phase One, 71% of the respondents appeared to be 18-25 years old. Also, in Phase 

Two, all clients who self-selected to participate as identified by the online survey appeared to 

be between 18-30 years old and identified as women. Therefore, direct experiences of Middle 

Eastern clients' who identify as male remain unexplored, limiting the findings of the study. 

Although this research reveals that gender roles have a pertinent place within this study, further 

research examining gender issues among Middle Eastern clients in therapy would be useful. 

For clients to be eligible to participate in this study, a lived experience of counselling and 

psychotherapy was essential. Although this was intended to meet the aims of this research, this 

excluded individuals without counselling and psychotherapy experiences, which could 

influence the research findings. The experience of those who did not access therapy could be 

distinct compared to those who accessed therapy support. 
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Method: Generally, the flexibility of IPA has been criticised as lacking in standardisation 

(Giorgi, 2010). However, IPA is underpinned by theoretical orientation, presented by Smith et 

al. (2021), that has been discussed thoroughly in Chapter Three. Moreover, the researcher’s 

role in IPA is significant in interpreting (Conard, 1987) and generating the data (Paisley & 

Reeves, 2001). IPA’s ability to capture the experiences and meanings of experiences rather 

than the researcher's opinions have been questioned (Tuffour, 2017). This suggests that the 

researcher’s experiences are influential in the interpretation of the data. Therefore, Section 1.6 

provides an overview of the researcher’s experiences that are relevant to the research. This 

contributes to the transparency of this research. It can then be argued that the researcher’s 

experiences shaped the data and discussions of this thesis. Hence, another researcher could 

present with distinctive experiences, thus, bringing a different lens and shape to the discussions 

of the findings. Therefore, it is crucial to recognise the importance of the transferability of the 

findings rather than the generalisability. This is through offering helpful possibilities and 

recommendations for research, practice, and policies. 

  

8.2 Recommendations for future research 

In the light of the limitations discussed above and the existing epistemological injustices within 

British literature, it is important to propose recommendations for future research to consider. 

This is to improve and enhance understanding regarding therapy with Middle Eastern clients. 

Therefore, it is recommended for future studies to consider conducting: 

 

● Research involving the perspectives of male Middle Eastern clients in England. 
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● Research focusing on religion and spirituality issues, the role of gender and the 

influence of language among Middle Eastern clients in therapy. 

● Quantitative and qualitative inquiries to establish the experienced barriers in England 

among Middle Eastern clients, followed by strategic studies focusing on overcoming 

such experienced barriers. 

● Grounded theory research to generate a theoretical framework regarding working with 

Middle Eastern clients in therapy. 

● Research among Middle Eastern clients who are experiencing mental health issues but 

have not sought therapy support. 

● Research to examine the prevalence rates of mental health issues among the Middle 

Eastern population in England. 

● Research with non-online samples regarding the attitudes of Middle Eastern clients 

towards accessing therapy support. 

● Research to establish the helpfulness and effectiveness of different therapeutic 

approaches with Middle Eastern clients. 

● Research to establish effective approaches for challenging unhelpful cultural norms, 

such as the cultural stigma towards mental health issues and seeking counselling 

support. 

 

8.3 Research significance 

The implications of the study's findings presented in the thesis will be explicit in this section. 

Reflections about the potential implications of the research on Middle Eastern individuals, 

practitioners, supervisors, trainers, professional bodies, and policies will be presented. 

However, direct answers to the research question will be given beforehand. 
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8.3.1 Answer to the research question 

The thesis incorporates a pragmatic worldview to explore the helpful and hindering aspects of 

counselling and psychotherapy with Middle Eastern clients in England. The pragmatic 

worldview employs a mixed-method approach to best meet the aims of this research. This 

addresses the epistemological injustices within the British counselling literature that ultimately 

shapes the counselling policies, training and practice in England. Addressing the deficiency in 

the field of counselling in England occurred by quantitatively surveying Middle Eastern 

individuals and qualitative interviewing Middle Eastern clients residing in England and 

interviewing counsellors and psychotherapists who have engaged with Middle Eastern clients 

in therapy in England. In other words, this thesis considers and explores the perspectives of 

both Middle Eastern clients and therapists who have engaged in therapy with them. 

Considering both clients' and therapists' perspectives in this thesis has proven to be an effective 

approach to exploring the phenomenon of counselling and psychotherapy with Middle Eastern 

clients. This worked hand-in-hand with the use of IPA to analyse the data and address the aims 

of this research.  

 

The complexity of the phenomenon, as evidenced by the findings of this research and the 

reviewed literature, has proven that there are no simple answers to the research question. An 

attempt to provide closed answers to the phenomenon could demonstrate reductionism (Lewis-

Beck, Bryman & Liao, 2004) towards the participants' experiences, the complexity of      Middle 

Eastern culture (Boghsian, 2011) and racial-cultural identity phenomenon (Carter, 1996; 

Helms, 1984). A reductionist perspective indicates reduced or simpler views towards complex 

phenomena (Lewis-Beck et al., 2004). Instead, the researcher's interpretation of the findings 
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within this thesis will be provided in the context of the research question, with limitations 

discussed in Section 8.1 at the forefront. 

 

The findings of this thesis reveal that Middle Eastern clients experience reluctance toward 

accessing counselling and psychotherapy support. This reluctance is related to the predominant 

group experiential theme of cultural stigma towards mental health issues and accessing 

counselling and psychotherapy support. The theory of mental health stigma facilitates the 

articulation of the experienced stigma within the clients' experiences (Vogel & Wade, 2009). 

The identified stigma consisted of negative labelling towards mental health issues, 

misunderstanding of emotional distress and taboos of accessing therapy support that led Middle 

Eastern clients to seek therapy when they are at the point of crisis. Those unhelpful aspects led 

to shame and confidentiality concerns underpinning Middle Eastern clients' experiences in 

counselling and psychotherapy. When seeking therapy support, Middle Eastern clients often 

keep it a secret from their families. Therefore, the findings of this thesis suggest that 

confidentiality has a crucial place for Middle Eastern clients in therapy.  

 

From the therapists’ experiences, an in-depth assessment was a beneficial and crucial aspect of 

the therapeutic process with Middle Eastern clients. The literature around the ICE model 

(Pedersen & Pope, 2016) and generic assessments counselling literature (Watson & Flamez, 

2014; Worrall, 2006) assisted the understanding of the therapists' experiences. In addition, 

personal experiential themes around the helpfulness of PCP approaches, compared to CBT 

among Middle Eastern clients, were an aspect of both clients' and therapists' experiences. The 

core conditions (Rogers, 1957) of the PCP approaches were found to have cultural significance 

for Middle Eastern clients. They promote the client's trust in the therapy (Carter & Rashidi, 
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2004), addressing confidentiality concerns, which are the predominant group experiential 

themes within the client's experiences. Other trauma-focused approaches (i.e., EMDR and 

EFT) were also found helpful when working with experienced traumas among Middle Eastern 

clients. 

 

The influence of religion, gender and language on therapy have been identified as pertinent 

aspects interwoven within the identity of Middle Eastern clients. The lack of presence of 

religious and spiritual client issues in counselling training facilitated the understanding of the 

therapists' challenging experiences in meeting their client's needs surrounding their spiritual 

and/or religious beliefs. Yet, therapists who took responsibility for their education in 

understanding their client's religious and spiritual frameworks to inform their anti-oppressive 

practice (Ansara, 2002), experienced it as valuable for the therapeutic relationship and process 

with their Middle Eastern clients. While the similarity between client-therapist religious or 

spiritual backgrounds is not an aspect of the helpfulness of therapy, therapists who did share 

similar religious identities with their clients reported experiencing the clients’ sense of relief. 

West’s (2000, 2010, 2012) literature on spiritual and religious issues in counselling and 

psychotherapy supported this thesis to make sense of the issue. In terms of the influence of 

language, therapists' experiences identified that language barriers were an aspect of their 

experiences with Middle Eastern clients. The use of interpreters and working in a triadic 

encounter was an aspect of the therapists' experiences with Middle Eastern clients. Therefore, 

apprehension shaped the therapists' experiences when working in a triadic encounter. 

Nevertheless, the influence of gender differences, roles and inequalities of Muslim family law 

(Lamrabet, 2014; Mir-Hosseini et al., 2014; Mir-Hosseini, 2014) was reported to be a pertinent 

theme for the therapy with Middle Eastern clients. 
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Therefore, the experiences of clients and therapists indicated the significance of culture when 

working with Middle Eastern clients. This is through the therapists' awareness of the 

differences and similarities between themselves and their clients’ cultural beliefs and 

understanding of Middle Eastern culture. The importance of a cultural perspective within the 

client's and therapist's experiences is underpinned by the health inequalities in England (Public 

Health England, 2020; Kapadia et al., 2022), the complexity of Middle Eastern culture 

(Boghsian, 2011) and the complexity of cultural-racial identities (Helms, 1984; Carter, 1996). 

Therefore, it could be argued that combining therapists’ cultural knowledge of Middle Eastern 

culture, their awareness of the differences and similarities between themselves and their clients’ 

cultural beliefs with their generic counselling skills contributes to the effectiveness of the 

therapeutic relationship. When therapists demonstrate an effective therapeutic relationship with 

their culturally different clients, as suggested by the findings of this and Seto et al.'s (2006) 

research, counsellors could generally be considered competent. 

 

The limited availability of direct counselling and psychotherapy empirical literature with 

Middle Eastern clients in England highlights the importance of the findings of this thesis. 

However, in an international context, the results of this research build on Boghsian’s (2011) 

findings. Some of the helpful (such as the cultural significance of core conditions) and 

influential aspects (such as the role of religion) of counselling with Middle Eastern clients 

reported in this study have not been found in other studies. In addition, the in-depth and rich 

findings of this thesis are influenced by the methodology used in this research which have not 

been used in other studies. Finally, no other studies have explored the topic from the 

perspectives of both Middle Eastern clients and therapists who have worked therapeutically 
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with them. Therefore, this research makes an original contribution to and presents important 

implications for the field of counselling and psychotherapy. 

 

8.3.2 Research implications 

Within this section, the implications of this research will be presented. Those implications are 

as follows:  

 

Middle Eastern individuals and clients: Indirectly, Phase One of this research has spread 

awareness regarding counselling services among the participating Middle Eastern respondents 

in England. This is, if those individuals lacked awareness regarding the existence of therapy 

services. It is hoped that those who responded and those who did not respond to the survey 

have begun to reflect and process their attitudes towards accessing therapy support provisions 

and giving them a voice within the therapy literature. The findings of this research reveal 

unhelpful cultural norms (such as the cultural stigma) within Middle Eastern culture towards 

mental health issues and accessing counselling support. Challenging those cultural norms is 

outside the parameters of this research; thus, further research that establishes effective 

approaches to challenging unhelpful cultural norms is required. However, as demonstrated by 

the findings of this research, it is unfortunate that Middle Eastern clients access therapy at the 

point of crisis or after struggling for a significant period. It is hoped that the findings of this 

research may empower Middle Eastern individuals to break and move away from self-stigma 

and seek therapy support before reaching the point of emotional crisis. It is also hoped that the 

implication of the findings of this research on practitioners, therapy services, supervisors, 

trainers and professional bodies and policies (see below) could enhance the experiences of 

Middle Eastern clients in therapy, which could positively contribute to their therapy 
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experiences. Furthermore, it is hoped that those who access therapy may share their experiences 

with Middle Eastern individuals who are reluctant to seek therapy. This could encourage 

Middle Eastern clients to access therapy. 

 

General practitioners (GPs): The findings of this research identified GPs as the first line of 

contact for Middle Eastern individuals when they seek mental health support. It is, therefore, 

significant for GPs to understand the stigma attached to mental health issues and access therapy 

support. Moreover, the findings indicated that clients would have liked their GPs to understand 

the different therapeutic approaches. Therefore, it is helpful for GPs to access training to build 

their understanding regarding the various available therapeutic approaches. This could support 

GPs with enhancing the accessibility of counselling and psychotherapy for Middle Eastern 

individuals. In addition, Middle Eastern clients could also feel that they are making informed 

decisions regarding the appropriate and suitable counselling and psychotherapy approaches for 

them. 

 

Counselling and psychotherapy practitioners: The findings of this thesis provide therapists 

with knowledge and recommendations about working with Middle Eastern clients. In some 

instances, the results discussed in Chapter Seven, either contribute, build on or validate 

therapists' counselling practises with Middle Eastern clients in England. This research 

identifies the following recommendations as helpful approaches to working with Middle 

Eastern clients in England. Therapists are encouraged to: 

 

● Recognise and reflect on their own cultural awareness and beliefs, focusing on the 

intersectional aspects of their identity. 
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● Conduct in-depth and accurate assessments and recognise the racial-cultural aspects of 

the client's identity. This will facilitate the understanding of pertinent aspects within 

their identity. It will also open a therapeutic discussion about identity aspects (such as 

religion, gender, and language) that could influence the therapeutic process and 

relationship. 

● Ensure and assure confidentiality, as this could contribute positively to the client’s trust. 

It is also helpful for clients to be reminded of the limits to confidentiality throughout 

the therapy. 

● Where appropriate, it is helpful that therapists support clients in making sense of the 

stigma attached to mental health issues and accessing therapy support and the impact 

of their access to therapy on their relationships. This could help to enrich the therapeutic 

relationship, process, and client's experiences in therapy. Ultimately, clients could feel 

heard and feel that their stigma experiences have been validated.  

● It is pertinent that therapists do not rely on gaining cultural knowledge from their clients 

as this does promote the anti-oppressive practice and has not been found to be helpful 

for clients who participated in this research. Instead, therapists should seek alternative 

avenues to seek cultural knowledge and use supervision to reflect on their feelings, 

attitudes and experiences regarding the sought knowledge.  

● Despite the therapist's theoretical orientation, it is important that the cultural 

significance of the core condition in therapy for Middle Eastern clients is recognised as 

highlighted within this thesis. 

● Finally, establishing an effective therapeutic relationship with Middle Eastern clients 

using the therapists' generic counselling skills, combined with their cultural knowledge 

and awareness could demonstrate their competency with them. 
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Supervisors: It is recommended that supervisors encourage their supervisee therapists to 

reflect upon their experiences when working with Middle Eastern clients, signpost them to 

relevant literature and support them to identify training needs. 

 

Therapy services: highlighting the confidentiality aspect of therapy services could enhance 

the accessibility of Middle Eastern clients. It is important that the clients’ preferences are taken 

into consideration to enhance the accessibility of Middle Eastern clients to therapeutic services 

and avoid the premature termination of therapy. Those preferences could be related to the 

preferred gender of their therapist, their theoretical orientation and delivered mode of therapy, 

i.e., virtual or in-person. 

 

Trainers: It is pertinent that more training providers embed anti-oppressive, inclusive cultural 

empathic and culturally congruent frameworks within their teaching. This is to underpin their 

discussions regarding working with BAME and Middle Eastern clients in England.  

 

Professional bodies: The narrative of Middle Eastern clients is absent from counselling 

literature and professional bodies in Britain. To overcome the stigma attached to accessing 

therapy support and mental health issues among Middle Easterners in England, it is important 

that professional bodies collaborate with services that work with Middle Eastern clients. 

Professional bodies are encouraged to take a proactive stance and penetrate Middle Eastern and 

BAME communities. Establishing relationships with BAME communities in England 

demonstrates a commitment to tackling inequalities in mental health services (Kapadia et al., 

2022). Also, it is recommended that professional bodies develop a Good Practice in Action 
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(GPiA) resource based on the findings of this thesis, accompanied by current research evidence 

to support practitioners who engage with Middle Eastern clients.  

 

Policies: This research reveals that therapists could experience challenges when working with 

Middle Eastern clients. This is related to the complexity of Middle Eastern culture that 

influences the individual's identity and the stigma attached to mental health issues and 

accessing therapy support. Therefore, it could take longer for the therapeutic relationship to be 

formed with Middle Eastern clients. As a result, short-term therapy for Middle Eastern clients 

could be ineffective. Therefore, policymakers are encouraged to consider investing in long-

term therapy support for Middle Eastern clients. This could positively impact the existing 

health inequalities among BAME populations in England.  

 

8.5 Original contribution  

The contribution of this research through exploring the helpful and hindering aspects of 

counselling and psychotherapy with Middle Eastern clients in England is original. This 

research delivers distributive, epistemic justice (Fricker, 2012) to Middle Eastern clients in 

therapy. Whilst, in American settings, the phenomenon has been explored by Boghsian’s 

(2011) qualitative inquiry of the mental health attitudes and psychotherapy experiences of 

Middle Eastern clients, in Britain, there is a lack of existing available literature around the 

topic. Francis (1976) emphasises that research that addresses a deficiency in the body of 

knowledge in Britain previously undertaken abroad is considered original. However, as 

discussed earlier, “research is not simply a process of filling lacunae, filling holes in a 

stationary field, the equivalent of climbing a mountain because it is there” (White, 2011, p. 69). 

Instead, research must have value and demonstrate uniqueness (Anderson & Poole, 1994). 
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Therefore, the uniqueness and importance of this research is evidenced by the utilised methods 

and methodology, presentation of data and participating clients and participants who have 

shared their experiences. 

 

8.6 Concluding and reflexive comments  

This chapter demonstrates the effectiveness of this thesis in achieving answers to the research 

question and aims. In other words, this chapter explicitly identifies the contributions of 

knowledge to enhance and contribute to the field of counselling and psychotherapy when 

working with Middle Eastern clients in England. This thesis undertook a pragmatic stance to 

explore the helpful and hindering aspects of counselling and psychotherapy with Middle 

Eastern clients in England. The richness of the data accompanied by both the perspectives of 

clients and therapists provides original and effective contributions to the field of counselling in 

England. This contribution could be summarised by recognising that both therapists' and 

clients' perspectives complemented the research findings. Such perspectives revealed 

stigmatised attitudes towards mental health issues and accessing therapy support and influential 

cultural identity factors (i.e., language, gender, and religion) on the therapeutic process and 

relationship. While the stigmatised attitudes towards mental health issues, accessing therapy 

support and the role of the influential cultural factors (i.e., language, gender and religion) were 

not surprising findings of this research, the cultural significance and helpfulness of the Rogers’ 

(1957) core conditions (empathy, congruence and UPR) for Middle Eastern clients was found 

to be astonishing. The cultural significance of the core conditions facilitates and promotes the 

client’s trust in the therapeutic process and relationship. Furthermore, the findings reveal 

helpful therapeutic practices and the importance of cultural perspectives when working with 

Middle Eastern clients. It is essential to highlight that the results of this thesis do not seek 
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generalisation. Instead, such findings provide significant contributions and provide the field 

with a starting point to engage meaningfully with Middle Eastern clients. 

 

I have thoroughly enjoyed the process of conducting this research and constructing this thesis. 

When I began this Doctorate of Philosophy (PhD), I was concerned about recruiting Middle 

Eastern clients. On reflection, I feel that this concern was related to my personal experiences 

about the lack of discussion about therapy within my Middle Eastern culture. However, the 

recruitment of Middle Eastern clients within this research has exceeded my expectations. Now, 

I am able to say that my journey with this research has been smooth, with no compromises or 

significant changes needing to be made. This could suggest that each phase of this research has 

been well-thought-out and designed. 

 

Nevertheless, reflecting on myself as a researcher at the finish line of this thesis, I feel an 

evolved sense and way of being. Rogers (1980) refers to how a person presents themselves and 

their qualities, attitudes, and characteristics as a way of being. My evolved way of being 

throughout the journey of this PhD was influenced by my engagement with the literature, 

construction of the knowledge and listening to therapists' and clients' experiences. For me, a 

turning point was the in-depth insights gained regarding my own culture. Engaging with the 

broader literature enabled me to make sense of my identity and the Middle Eastern culture I 

grew up within. It also helped me challenge certain aspects that I perceive to be oppressive 

(such as gender roles) in my everyday life. I believe I have a role and responsibility in sharing 

such knowledge and engaging with constructive discussions.  
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However, I am now more critical and mindful that I will never know anything fully. Finally, 

throughout the journey of this PhD, I have become more open to feedback than ever. I believe 

that receiving and being open to constructive feedback and engaging with academics, students, 

and researchers have been crucial for my learning and development. 
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Appendix 2: Phase One’s questionnaires  
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Appendix 3: Phase Two’s informed consent and information sheet 

Participant Information Sheet  

 

An exploration of the helpful and hindering aspects of Counselling and Psychotherapy (C & P) 

with Middle Eastern clients living in England. 

 

Dear 

 

Thank you for indicating that you are interested in taking part in this research. This Information 

Sheet will hopefully explain what is involved, but if you need further clarification, then please 

do not hesitate to contact me using the contact details below. 

 

What is the purpose of the study? 

This research is part of a Doctor of Philosophy degree (PhD) in C & P Studies that I am 

undertaking at the University of Chester. I am interested in finding out about the helpful and 

hindering aspects of C & P with the ME clients living in England. A ME person is an individual 

who is parents of grandparents originate from one or more of the following countries: 

Turkey, Cyprus, Syria, Lebanon, Iraq, Iran, Israel, Jordan, Egypt, Sudan, Libya, Saudi Arabia, 

Kuwait, Yemen, Oman, Bahrain, Qatar, United Arab Emirates, Tunisia, Algeria, or Morocco. 

 

What will happen to me if I take part? 

To enable this, if you decide to take part, I will arrange a time to interview you face-to-face at 

your convenience, or to have a SKYPE/FaceTime interview with you if that is more convenient. 

Your written consent will be obtained through the enclosed consent form (which you can post 

or scan and email to me if the interview is conducted through SKYPE/FaceTime). The 

interview will be digitally recorded and last no more than an hour.  

 

The interview will be semi-structured and be focussed around the following 
questions: 

1. What was your process before seeking C & P? 
a. PROBE: How did you find out about C & P? 
b. PROBE: What was your decision process like? How long did it take 

you to decide?  
c. PROBE: How did you choose your therapist/service? 
d. PROBE: Did you have any concerns, regarding seeking C & P? 

2. Are you able about to tell me how seeking psychological help such as 
Counselling and Psychotherapy is perceived within your culture/family? 

a. PROBE: did you tell anyone when you sought C & P? if yes, who and 
how did they react, if no, why?  

2. How did you experience your relationship with your therapist? 
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a. PROBE: were you able to trust and open up to your therapist and how? 
3. What were the most helpful aspect of your C & P, if any?  

a. PROBE: did you feel you heard and understood by your therapist? 
b. PROBE: was there anything that your therapist has done, that you 

found helpful for you to engage in the therapy? 
4. What were the hindering aspect of your C & P, if any?  

a. PROBE: were there any potential barriers in your C & P? If yes, what 
are they? 

b. PROBE: did you feel there were any issues you were unable to tell 
your therapist about? 

5. If you decide to seek C & P in the future, what would you like your therapist 
to know or do for you as a ME individual?  

6. Is there anything else you would like to add about your experience of C & P 
as a ME individual living in England? 

7. What is your experience of the interview? 

 

Once the interview is complete, the digital recording will be transcribed. Your transcript will be 

allocated a pseudonym or code to protect your anonymity, and any identifying features in the 

data will be deleted. The transcript will be emailed to you to check for accuracy and to give 

you an opportunity to amend or change any of the data. Your final written consent will be 

obtained, allowing me to begin the process of analysis of the data.  

 

Your right to withdraw without prejudice 

You have every right to withdraw from the research at any time, without prejudice, up until the 

point that the thesis has begun to be written up. I will let you know when that is. Once the 

writing-up has begun, it will be impossible to remove your data as it will be aggregated, making 

your data more difficult to identify. 

 

What are the possible disadvantages and risks of taking part? 

If, for any reason, personal issues are stirred for you, I am an experienced therapist, so I will 

do my best to support you in the time we are together. I am also able to furnish you with a list 

of therapists in your locality whom you may be able to access. 

 

What are the possible benefits of taking part? 

The experience will give you time to reflect on your work, and to share your thoughts. This 

may contribute to something greater at research and policy level. 

 

What if something goes wrong? 

I will do everything within my ability to ensure your safety and confidentiality. However, if you 

are not happy with any aspect of the research process, please raise it with me. If you are still 

not happy, you may raise it with my Research Supervisor, Professor Peter Gubi, at the 

University of Chester:  
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http://www.chester.ac.uk/sps/staff/rev-pr-pm-gubi  

 

If you are still unhappy with things, you may then raise it with the Dean of Faculty, Professor 

David Balsamo: Email: d.balsamo@chester.ac.uk 

 

In the unlikely event that a participant is harmed by taking part in the research, there are no 

special compensation arrangements. 

 

Will my taking part in the study be kept confidential, and how will my data be stored? 

The fact that you are taking part in the research, and everything that you share, will remain 

confidential. In the unlikely event that Child Protection issues are raised, I may have to alert 

Social Services or Police, but otherwise, what you share will form part of the data which will 

be anonymised by use of a pseudonym or code. The data will be stored securely in locked 

premises, and kept encrypted on a password protected computer. Only I, and my Research 

Supervisor, will have access to the data. The data will be destroyed (shredded or electronically 

deleted) after five years, in keeping with the data protection act.  

 

What will happen to the results of the research study? 

The completed research will be stored (bound and electronic) at the University of Chester. 

The research will be disseminated in future publications and at conferences. 

 

Whom may I contact for further information? 

I, the researcher, am: Noof Fahim Hasan 

My contact details are: 1310422@chester.ac.uk 

 

Thank you for your interest in this research 

 

 

 

 

 

 

 

 

http://www.chester.ac.uk/sps/staff/rev-pr-pm-gubi
mailto:d.balsamo@chester.ac.uk
mailto:1310422@chester.ac.uk
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Consent Form  

An exploration of the helpful and hindering aspects of Counselling and 

Psychotherapy (C & P) with Middle Eastern clients living in England 

 

Name of Researcher: Noof Hasan     Please initial box 

 

 

1. I have read and understood the participant information sheet and 

have had the chance to ask questions. 

 

2.   I agree to the research conversation being audio recorded.    

 

3.  I understand that my participation is voluntary and that I am free to  

withdraw at any time before the thesis has begun to be written-up,  

without giving any reason. 

 

4.  I agree to take part in this study. 

 

5.  I understand that the data will be written up as part of a thesis and  

     I will not be identifiable in the thesis.  

 

  

 

_________________                _________________   _____________ 

Name of Participant Date  Signature 

 

 

   

Researcher Date Signature 
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Appendix 4: Student’s lone working policy 
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Appendix 5: Phase Three’s recruitment poster 
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Appendix 6: Phase Three’s informed consent and information sheet 

Participant Information Sheet 

An exploration of the helpful and hindering aspects of Counselling and Psychotherapy (C & P) 

with Middle Eastern clients living in England. 

 

Dear 

 

Thank you for indicating that you are interested in taking part in this research. This Information 

Sheet will hopefully explain what is involved, but if you need further clarification, then please 

do not hesitate to contact me using the contact details below. 

 

What is the purpose of the study? 

This research is part of a Doctor of Philosophy degree (PhD) in C & P Studies that I am 

undertaking at the University of Chester. I am interested in finding out about the helpful and 

hindering aspects of C & P with the ME clients living in England. A ME person is an individual 

who is parents of grandparents originate from one or more of the following countries: 

Turkey, Cyprus, Syria, Lebanon, Iraq, Iran, Israel, Jordan, Egypt, Sudan, Libya, Saudi Arabia, 

Kuwait, Yemen, Oman, Bahrain, Qatar, United Arab Emirates, Tunisia, Algeria, or Morocco. 

 

What will happen to me if I take part? 

To enable this, if you decide to take part, I will arrange a time to interview you face-to-face at 

your convenience, or to have a SKYPE/FaceTime interview with you if that is more convenient. 

Your written consent will be obtained through the enclosed consent form (which you can post 

or scan and email to me if the interview is conducted through SKYPE/FaceTime). The 

interview will be digitally recorded and last no more than an hour.  

 

The interview will be semi-structured and be focussed around the following 
questions: 
  

1. From your perspective, what is the attitude of ME individuals toward C & P?  

2. Are you able to tell me about your experience of working with an individual 

from ME background? 

a. PROBE: how did you experience the therapy with an individual from a 

ME background? 

3. How did you experience the therapeutic relationship? 

a. PROBE: were you able to connect at relational depth and how? 

4. From your perspective can you identify any helpful and hindering facets when 

working with ME clients? 

a. PROBE: Were they any factors that impacted the therapeutic 
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process? 

b. PROBE: were there any potential barriers when working with ME 

clients? If yes, what are they? 

5. Could you describe the key characteristics; any practitioner should have 

when working with a client from a ME background? 

6. Is there anything else you would like to add about your work with a client from 

a ME background? 

 

Once the interview is complete, the digital recording will be transcribed. Your transcript will be 

allocated a pseudonym or code to protect your anonymity, and any identifying features in the 

data will be deleted. The transcript will be emailed to you to check for accuracy and to give 

you an opportunity to amend or change any of the data. Your final written consent will be 

obtained, allowing me to begin the process of analysis of the data.  

 

Your right to withdraw without prejudice 

You have every right to withdraw from the research at any time, without prejudice, up until the 

point that the thesis has begun to be written up. I will let you know when that is. Once the 

writing-up has begun, it will be impossible to remove your data as it will be aggregated, making 

your data more difficult to identify. 

 

What are the possible disadvantages and risks of taking part? 

If, for any reason, personal issues are stirred for you, I am an experienced therapist, so I will 

do my best to support you in the time we are together. I am also able to furnish you with a list 

of therapists in your locality whom you may be able to access. 

 

What are the possible benefits of taking part? 

The experience will give you time to reflect on your work, and to share your thoughts. This 

may contribute to something greater at research and policy level. 

 

What if something goes wrong? 

I will do everything within my ability to ensure your safety and confidentiality. However, if you 

are not happy with any aspect of the research process, please raise it with me. If you are still 

not happy, you may raise it with my Research Supervisor, Professor Peter Gubi, at the 

University of Chester:  

http://www.chester.ac.uk/sps/staff/rev-pr-pm-gubi  

 

If you are still unhappy with things, you may then raise it with the Dean of Faculty, Professor 

David Balsamo: Email: d.balsamo@chester.ac.uk 

http://www.chester.ac.uk/sps/staff/rev-pr-pm-gubi
mailto:d.balsamo@chester.ac.uk
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In the unlikely event that a participant is harmed by taking part in the research, there are no 

special compensation arrangements. 

 

Will my taking part in the study be kept confidential, and how will my data be stored? 

The fact that you are taking part in the research, and everything that you share, will remain 

confidential. In the unlikely event that Child Protection issues are raised, I may have to alert 

Social Services or Police, but otherwise, what you share will form part of the data which will 

be anonymised by use of a pseudonym or code. The data will be stored securely in locked 

premises, and kept encrypted on a password protected computer. Only I, and my Research 

Supervisor, will have access to the data. The data will be destroyed (shredded or electronically 

deleted) after five years, in keeping with the data protection act.  

 

What will happen to the results of the research study? 

The completed research will be stored (bound and electronic) at the University of Chester. 

The research will be disseminated in future publications and at conferences. 

 

Whom may I contact for further information? 

I, the researcher, am: Noof Fahim Hasan 

My contact details are: 1310422@chester.ac.uk 

 

 

 

 

Thank you for your interest in this research. 
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Consent Form  

 

An exploration of the helpful and hindering aspects of Counselling and 

Psychotherapy (C & P) with Middle Eastern clients living in England 

 

Name of Researcher: Noof Fahim Hasan     Please initial box 

 

 

2. I have read and understood the participant information sheet and 

have had the chance to ask questions. 

 

2.   I agree to the research conversation being audio recorded.    

 

3.  I understand that my participation is voluntary and that I am free to  

withdraw at any time before the thesis has begun to be written-up,  

without giving any reason. 

 

4.  I agree to take part in this study. 

 

5.  I understand that the data will be written up as part of a thesis and  

     I will not be identifiable in the thesis.  

 

  

 

_________________                _________________   _____________ 

Name of Participant Date  Signature 

 

 

   

Researcher Date Signature 
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Appendix 7: Interview transcript 

Researcher: How did you know that your client originated from a Middle Eastern Country?  

Participant 2: In the assessment session, when I did history taken – ‘where do you come from?’ 

[pause], yeah, just a bit of history. Where they’ve been and what had brought them to counselling.  

Researcher: Right. 

Participant 2: Also, there were some difficulties with language, particularly in the English language 

[pause], and some mention around religion and what she does to ground herself. 

Researcher: Thank you. 

Participant 2: That was it really.  

It her – it wasn’t by her appearance. It wasn’t obvious when we first met. Also, by the way I 

pronounced her name as we met in reception. She corrected me around that, so when you – as soon 

as I heard her accent, she wasn’t from Britain.  

Researcher: Right, Ok. So that was – that's how you found out really? 

Participant 2: Yeah.  

Researcher: Yeah. 

Ok. And so far, from your perspective, what is the attitude of Middle Eastern individuals towards 

accessing counselling? So, what was her attitude?  

Participant 2: Definitely, this sense of shame. 

Researcher: Right. 

Participant 2: Definitely. ‘I shouldn’t be feeling like this.’ ‘I have to keep it very secret from my family, 

because they’ll think - am I mad.’ 

Researcher: Right. 

Participant 2: I shouldn’t be talking to strangers. I shouldn’t be talking to somebody else – it was 

almost a secret that she was coming. Didn’t want anybody else to know. When we were doing 

consenting, she didn’t want anyone from her family to be next of kin. 

Researcher: Right. Yeah. 

Participant 2: But definitely a sense of shame around that. And this was kind of my wondering – it was 

almost a wonder on [pause], on whether it was right, being male female, that it was something around 

that as well. That felt like it wasn’t spoken, but it felt like it was in the room a little bit. 

Researcher: Right. So, you felt it was present, somehow? 

Participant 2: Yes, definitely. Definitely. Almost a fact it’s a secret from her culture.  

Researcher: Right. 

Participant 2: But, it was ok for her, she was kind of breaking away from that. It was ok for her, but it 

felt like this was a secret. Yeah, so - that’s what makes me say there’s a sense of shame around it.  
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Researcher: Yeah. Brilliant. Thanks [name]. And, the next question, are you able to tell me about your 

experience with working with – with this client, so far? So, for example, how did you experience the 

therapy with this client?   

Participant 2: It felt like it got really deep really quickly. It like she was even unprepared for what it 

might be like.  

Researcher: Did you say prepared or unprepared?   

Participant 2: Yeah, she felt like a little bit unprepared what that might be like, when she got into 

things very, very quickly, very deeply. My experience of it is, I don’t know if this is the right way to 

answer, but my experience of it is that I just feel very fatherly towards her and I want to rescue her 

and I want to look after her. Feels like she hasn’t had that.   

Researcher: Right.  

Participant 2: Pretty much, comes into the therapy - almost in a sense of being apologetic as well, 

because of that shame. I feel like I want to – I want to make it normal for her.  

Researcher: Right. 

Participant 2: It’s difficult because there’s a sense that she wants to be fixed. There’s a lot of trauma, 

in the sense that she’s bringing something - she wants me to fix it. 

She doesn't quite know how to deal with it – and actually, thinking about it, I’m not sure how to 

connect with her in some ways.  

Researcher: Right, so there’s that sense of … 

Participant 2: Relationally ..  sorry. 

Researcher: No, carry on, carry on. 

Participant 2:  Relationally, the connection is really good. But actually, the working part, it’s quite 

difficult because we – there's definitely two different cultures.  

Researcher: Right.  

 Participant 2: I was worried because I thought – I don’t know if this is right for this question, I was 

worried because there might be some psychosis, when she was speaking about somebody who comes 

to her in her dreams and speaks to her. And this presence that she’s really quite frightened of and 

yellow eyes and teeth and I was like – wow. And she actually asked to leave the session because she 

was quite frightened and she started to get a headache, just saying – ‘he’s speaking to me and he said 

he’ll punish me.’  

Researcher: Uh-hum. 

Participant 2: And then when I got back to my desk, I was like ‘wow.’ So, I spoke to my line manager 

and then we kind of really normalised it. We looked at like Middle Eastern culture around the jinn. 

You know it was like – and just a wider understanding on – but it really helped me normalise how she 

frames mental health.   

Researcher: Right. 

Participant 2: So, I feel like I really want to connect with her and I really want to help her - when some 

ways I feel like I’ll really out my depth too – because I don’t really understand.  
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Researcher: I’m also curious about, because I’m hearing that you really want to help her and I’m 

curious about that need, I guess.  

Participant 2: I mean, I’m meant to help her – that connects, that just connects to being a dad really.  

Researcher: Right.  

Participant 2: I’ve got – I've got young people the same age, in the house with me that don’t listen. 

That don’t let me help, but here’s somebody that wants help. 

Researcher: Right. 

Participant 2: And she’s here by herself. She came from Syria to the Ukraine, where she experienced 

a lot of trauma, which we haven’t gone into yet because it’s very early. Then she moved to Ireland, 

and she’s in Liverpool by herself. She needs kind of – it's just draws that father figure in me. And I 

guess it’s a burden for her to fix her to. 

Researcher: Right. Yeah. Thanks [name].   

Participant 2: And I just want – I want therapy to be good for her. You know, I want it to be useful.  

Researcher: It sounds like you want her to have a positive experience out of it.  

Participant 2: Yeah. Definitely. Definitely.  

Researcher: And, do you think that was her first therapy experience? Or that is her first therapy 

experience, or has she had therapy in the past? 

Participant 2: I think it’s her first. I think it is. I say she been Syria once or come to Ukraine, experienced 

bullying and trauma. I think she was abused. Couldn’t access it back in Nothern Ireland where her 

family live. And I guess that, maybe it’s a cultural thing. I don’t know. I really don’t know. And then 

coming here, she was referred in by her college because she was – she was disassociating herself. 

Yeah. And I think because she’s not had that space before, when she was unprepared, it felt like – I 

got the sense that, I had to control the speed of this.  

Researcher: Right. Ok. Thank you. 

Participant 2: That wasn’t really an answer.  

Researcher: No. No. That’s really helpful. Thank you.  

We’ve, we’ve - you’ve mentioned it already, but I’ll ask it again. How did you experience the 

therapeutic relationship with your client?    

  

Participant 2: Yeah, I just think father, daughter kind of thing. Not sure whether she felt that. Maybe 

she sees me as a bit of a fixer – ‘you're going to fix this for me.’ 

Researcher: Right. Like ‘help me, rescue me.’ 

Participant 2: Yeah. Yeah. Maybe I’m responding to that.  

Researcher: I think for me it feels like, it’s a two-way thing. It’s not just you, it’s kind of that 

relationship, that process. Yeah. 

Participant 2: Yeah. Definitely. There’s something going on with the treatment. Yeah. Definitely. 
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Researcher: Right.  

Participant 2: That I may have thought about. But relational depth, I think there’s relational depth. 

Researcher: Yeah. That was the next question. Yeah, carry on.  

Participant 2: Alright, I’ll - yeah, not just for kind of, it’s more than the fixing element. It’s, ‘I hear yeah, 

I’m with yeah.’ 

Researcher: Yeah. 

Participant 2: Yeah. It’s quite a scary place to let somebody go to, but she feels safe to do that. 

Researcher: Right.  

Participant 2: And I think when she, when we get to that place where – it's odd because it drains both 

of us. There’s something unspoken that drains both of us. She becomes very tired after sessions, and 

it’s a seven. We haven’t really thought about that.  

Researcher: And I know you were talking about being able to connect at relational depth with her. 

Can you give me an example of any moments that you were able to feel that depth, in your work with 

her.  

Participant 2: I mean, I’m assuming it’s - she’s, it’s a horrible thing to say, but I don’t like saying it. But 

I assume she was raped when she was in the Ukraine. I mean, from speaking about that, when she 

speaks about that trauma and she speaks about – when we speak about trauma, we speak about 

something that’s happened, that we don’t speak about and it’s again, it’s because I won’t do it on the 

phone, it’s just not ethical.  

When we speak about that, there’s an unspoken connection that we both understand, that was a 

really frightening experience. Not ready to go near it, but ‘I’m with yeah.’ It feels when speaking about 

it on the phone, when she says she wake up at night and she sees this figure by her bed and it settles 

– she knows it’s not there, we connected and ‘that’s ok, I’m with yeah and I understand what that 

feels like,’ that feel – I feel like, that’s really unspoken. I mean God knows what ... 

Researcher: Right. So, you both know without talking about it directly? But, you know. 

Participant 2: Yeah, Yeah. But she knows that I know. She knows that I know.  

Researcher: Right. And it brings that physical sensation? 

Participant 2: Yeah. Yeah – even now, speaking about it now, I get that. 

Researcher: Right. Ok. Thanks [name]. 

[Pause] Can you identify any helpful and hindering factors for you when working with Middle Eastern 

clients? So, we can break it down maybe, we can start with the helpful. 

Participant 2: From my point of view? Well I think it just the core conditions, I think they’re helpful.  

 Researcher: Right. 

Participant 2: It’s just, connect with another human being. As for the Middle Eastern elements, I’m 

not sure what I’d do that’s helpful.  

Researcher: Right. 
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Participant 2: And, I’d normalise the language barriers. This young lady can speak four languages. 

That’s what I say to her. She says, ‘my English isn’t very good.’ And I’m like ‘if my Russian isn't very 

good and my Arabic isn’t very good – so you’re doing amazing.’ And I think that’s helpful, just 

normalising it. 

Researcher: Right. 

Participant 2: You know, how much she is doing, how much she does know. 

Researcher: Uh-hum. Uh-hum. Brilliant. 

Participant 2: And what’s not helpful, I think is me not knowing much around the Muslim culture.  

Researcher: Right. 

Participant 2: I don’t know much around that. Not very much around the Qur’an. 

Researcher: Right.  

Participant 2: And, this is why I kind of paused before about the relational question. I was deeply 

involved in the Christian church from a long-time and I was involved in trying to convert people away 

Christians. So, I was involved – I was one of those nuisance Christians for years. I was like, not twenty 

years, I’m looking here, because I can see the church across the road, which is really odd. So, it’s trying 

to separate this still part of me. And I’m not religious, thoughts engage in religious talks sometimes. 

Researcher: Right. Will you class it as something spiritual, more than religious? 

Participant 2: Now? 

Researcher: Uh-hum. 

Participant 2: I’m not really sure. I’m not really sure. I think my faith was just kind of, my faith was 

more spiritual than kind of religious. I follow Jesus, and not like a religion. But now when she speaks 

about what she’ll do to ground herself, sometimes – because she gets quite overwhelmed with 

something – she'll read a page from the Qur’an. And sometimes my mind wonders off because I’ve 

walked in - I was to the Bible. Is that helpful, that takes me off track a little bit. 

Researcher: Yeah.  

Participant 2: I know it doesn’t - there’s nothing said verbally.  

Researcher: Yeah. 

Participant 2: That impacts the – the spiritual aspect. The counselling some weights. Does that make 

sense? (13:29) 

Researcher: Yeah. Yeah.  

Participant 2: Like something that’s unspoken. Like that relational depth, we have that relational 

depth. That’s unspoken. So maybe something around that. 

Researcher: Right, yeah. Thank you.  

Participant 2: And what isn’t helpful about me – I almost go into a panic, and not knowing about the 

Muslim culture and Jinn's. I mean, that might not be Muslim culture, that might just be me being 

ignorant. You know - something around jinn's, which seems very normal in Middle Eastern cultures. 

For me, it came across as – this is really scary, coz this girl is – for me it was like she’s obviously on a 



328 
 

psychotic episode. But as soon as I opened the page and started researching this – actually, this is 

quite normal. 

Researcher: Yeah. Thank you. 

Is, is - were there any factors that you feel impacted the therapeutic process [pause], that you can 

think of? 

Participant 2:  I think yeah. I think me. I think by being unsure around people who – asylum seekers, 

people who have been in war-torn countries.  And just not knowing enough. I mean, I’m a little bit 

unsure about that. I think that was blocking. Rather than working person to person, just worrying – 

am I doing something right. It’s even like that email we got off work the other day, with so many links 

on it. I was like - I looked at it and thought, ‘wow, there’s so much I don’t know.’ (14:48) 

Researcher: Yeah. 

Participant 2: And really for me it’s about the therapy. It’s about preserving connection.  

Researcher Right. But somehow, there is an element of it being – your process being - it felt like it was 

hindering in a sense.  

Participant 2: Yeah, definitely. Definitely.  

Researcher: Yeah.  

Participant 2: Just in the back of my mind, the only thing – there's something else that I should be 

doing, ‘am I missing out on something?’ 

Researcher: Right.  

Participant 2: Is there some protocols that I should be following? 

Researcher: Right. 

Sounds like you were asking yourself a lot of questions. 

Participant 2: Yeah, definitely. Definitely.  

God, I’m a bit of a perfectionist, I like to get everything right. You know – you get told to do something 

and I have to do it to the end degree. Yeah. So, my kind of perfectionist tendency - yeah definitely got 

in the way. 

Researcher: Right, yeah.  

Participant 2: Not sure how – not sure how, but I felt like – I felt like we locked the gears up in therapy. 

Yeah.  

Researcher: Uh-hum.  

Participant 2: It wasn’t as wonderous as it could be.  

Researcher: Right. Ok. So, the gears were locked a little bit?  

Participant 2: Yeah. It was just something not, maybe I put something in there. 

Maybe I spent too much time looking at the gears, rather than what’s happening. Feel like there was 

something missing. Maybe there wasn’t.  
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Researcher: Right. What would help to kind of – not totally unlock the gears, but make them a bit 

more flexible, do you think?  

Participant 2: I think focusing on the relationship. I think focusing on that. Just staying with that, 

because that was good. That’s were in works. Not thinking about what I should be doing, I’m a male, 

this is a female. She maybe been abused. Maybe she sees males in a different way. All those things 

that were in my mind, an all those assumptions, just kind of not looking at those that might – that 

connection.      

 Researcher: Sure.  

 Participant 2: And again, see that connection – I really feel it. I feel quite moved.  

 Researcher: Yeah. I’m hearing that. Thank you.  

We’ve talked about that, I’m not – I'm not asking it again. But the next one was about barriers. We’ve 

talked about the gears and the language. 

Unless you want to add anything else? 

 Participant 2: No. No. It’s giving me a lot to think about. 

 Researcher: Um-yeah.  

And [pause] wait, we’ve talked about that also. But, can you kind of summarise or tell me more about 

the client's barriers. What were her barriers in the therapy room? 

Participant 2: Maybe her barriers were – not knowing what to expect from therapy. Not having 

experience of therapy before. 

Researcher: Right. Yeah. So, the unknown aspect. 

Participant 2: Yeah.   

Researcher: Yeah.   

Participant 2: So, her barriers, there was a sense of – definitely a sense of shame around it with 

language. You know. She doesn’t see herself as very bright. But she’s an amazingly bright young 

person. You know.  

Yeah, so not knowing what therapy was about, was maybe a bit of a barrier. A sense of shame coming 

to therapy. Sense of shame about self and being able to express herself in the English language.  

Deffo – that's really scouse, isn’t it? 

But definitely feels to be something around male and female – I can’t put my finger on it. There’s 

something about it.  

 Researcher: But you know it’s there somehow? 

Participant 2: Yeah.  

Researcher: Yeah. 

Participant 2: Almost as if she feels like she’s a level below males. 

I don’t know whether that cultural, I don’t know whether that’s personal.  
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Research: Or both. 

Participant 2: Yeah. Definitely put me in an authority – authority position.  

Researcher: Right. 

Participant 2: And maybe I’m assuming that because she does that with father. She hasn’t spoken 

much about her father, but she does that with her boyfriend, who’s - with a younger brother. He’s 

four. Puts them in a more important position than herself. So, there was almost there – not a 

helplessness, but there is kind of. Yeah – so, there’s a block in that to self-empowerment. There’s a 

block in that – I think.  

Researcher: Right. Ok. Thank you. 

Participant 2: This is really good. This is really making me think. 

Researcher: Good, I’m glad you’re getting something out of it.  

Could you describe the key characteristics that any practitioner should have when working with a 

client from a Middle Eastern background?  

Participant 2: Co-conditions genuinely. Genuine empathy. Respect. Openness – willingness to learn.  

Researcher: Right. 

 Participant 2: Willingness, openness in that – to be able to ask.  

Researcher: Right.  

Participant 2: I did understand. Yeah. 

Researcher: Right.  

Somehow, learning from the client? 

Participant 2: Yeah. Yeah. 

Rather than assuming as well, I think this is for me. Rather than assuming somethings, ask about it.  

You know that thing over male, female – ask about that power dynamic. This is what this feels like. I 

may do actual sessions face to face where I may ask about that a little bit more.     

I think it’s essential to somebody to have a background knowledge of what’s different about our 

cultures.  

Researcher: Right. Yeah.  

Participant 2: That’s really important.  

Researcher: Yeah. Thank you. 

Thinking about being culturally competent, how do you define that in counselling practice? I think, 

and also thinking about, kind of with a particular focus towards practicing with Middle Eastern clients 

and how can you be culturally competent?  

Participant 2: It’s just been aware of your own biases. It’s being aware of your own biases. It’s also 

being aware of other people's cultures.  

Researcher: Right.  
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Participant 2: Does it sound ok? 

Researcher: Now it’s fine, but before I completely lost you. Now it’s absolutely fine. 

Carry on.  

Participant 2: Ok. So, it’s about – for me, it’s about being aware of your own culture and aware of your 

own - beliefs and … For me it’s about being more mindful and not mindless. Opening up your views to 

– I'm thinking about my own past, when I was really limited in my own beliefs and that stopped me 

from understanding other people’s belief systems and cultures. And I guess as my counselling training 

went out, I became more open.  

Researcher: Right.  

Participant 2: I feel like I’m waffling.  

Researcher: You’re not. You’re really not.  

Participant 2: Yeah, so – so for culture, I think you have to be aware of your own culture. And your - 

points about other people. So, just your own understanding about religion. My religion might impact 

the therapeutic process of somebody else. And stop me from hearing. 

Researcher: Right. 

Participant 2: But I think to be culturally aware and think you need to have – being open to do some 

reading and not letting that define your client.  

Researcher: Right.  

Participant 2: So, you read something that doesn’t necessary mean that will be facts for you client. It 

means you have an insight into another culture. But it doesn’t - it might not be relevant. Does that 

make sense?  

Researcher: Yes. Yes. It makes a lot of sense.  

Participant 2: So, I’ve worked with a few Chinese people in [name of place], a few students before. 

And some of their cultural characteristics are very much, not crying, staying – giving everything that 

has been separated in the family. Relying on each other, those kind of things. 

And it’s good to have that information, but don’t let that cloud the relationship, because the next bit 

very different.   

Researcher: Absolutely. Yes. Yeah. Thank you.  

Participant 2: So, I think, I think be educated about it. But, don’t be driven by it. 

Researcher: Right. Yes. 

Participant 2: And that’s a good - that’s what I’m trying to say. 

Researcher: Yeah. Yeah. No, no – yeah. That makes sense. 

How do you think we can reach out to this population?  

Participant 2: I really don’t know. 

Researcher: No, that’s helpful.  
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Participant 2: I really don’t - yeah. Because, very much we like to have our – I think when we train – 

especially if someone’s done IAPT, we think this is how we deliver it.  

Researcher: Right.  

Participant 2: This is how it’s going – yeah.  This is how we do it, but we have to be aware of other 

people’s culture and how we perceive things. 

It’s like - you know, black minorities, you don’t see many going into IAPT. But it’s very welcoming. I 

think it’s … 

Researcher: Right. 

Participant 2: You just don’t understand the culture. I think it’s a very, it’s a very white thing – therapy.  

Researcher: Right. Yeah.  

And, and thinking about, I guess – I’ve lost it. It was really important. It’ll come back. Yeah, it was 

something important that I wanted … Oh. Thinking about your training, so, whether it’s IAPT or any 

other trainings, that you’ve had to become a therapist, was there any elements of culture within that 

training? Anything that was covered about being culturally competent and all of that stuff? 

Participant 2: Well that’s - when I trained at - counselling, we had to read a book. That was it. We 

didn’t get any kind of training around it, it was just – read a book, write an essay, none of that CBT it 

was around how culture impacts therapy.   

Researcher: Right. 

Participant 2: How can it impact lens therapy. Which is guesses some of my answers earlier on.  

When we did the IAPT training, we had a day on culture and it was two ladies from Muslim 

backgrounds. And it was really good, though we didn’t really speak about culture.  

Researcher: Right.  What was spoken about? What did the training cover? I’m just curious. 

Participant 2: We did – there's a film called Kinky Boots, about a guy who works in a shoe factory and 

a trans guy comes in and he wants a pair of boots. He said you can make them strong – it was around 

- and how he used to see this guy in the factory. It’s a film and it’s a stage show as well. But they kept 

on showing parts of the film and breaking it down and saying, ‘what’s happening between these two?’ 

Researcher: Right. 

Participant 2: Didn’t really speak about culture. 

Researcher: Ok. Yeah.  

Participant 2: The most impactful part of that day was, she come out, she had head covering on, like 

yourself. A friend said, ‘what do you expect my friend to speak like?’ And she was really – she had a 

really broad Manchester accent. And she spoke about – when she speaks to people, people say to her, 

‘oh, you haven’t got a Middle Eastern accent.’  

Researcher: Right. Yeah. 

Participant 2: There’s - there was that assumption, you know – it's that, that was the most useful part 

of the day.  

Researcher: Right. That assumption and that bias, in the background? 
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Participant 2: Yeah. 

Researcher: Yeah. 

Participant 2: Yeah. Definitely. 

Researcher: Thank you. But it’s interesting that you said culture is hardly spoken about. Why do you 

think is, from your perspective?  

Participant 2: In my perspective, I think because we tend – we might get it wrong; we think we’re so 

politically correct, we’re too scared to get it wrong as well. We’re too scare to ask. 

Researcher: Ok. Too scared to get it wrong and ask. Ok. Thank you. 

Participant 2: Yeah – so, I think it’s really important to have those open conversations, rather than 

trying to be politically correct.  

Researcher: Right. Yeah. Yeah.  

Participant 2: view when we said that day. 

Researcher: How will you describe your own cultural identity, [name]?  

Participant 2: I’ve never really thought about it. 

Researcher: Ok. Take your time. 

Participant 2: I don’t think I’ve got – I don’t think I’ve got words that kind of fit into standard... 

I feel a bit of a – white. But that doesn’t really matter. But definitely working class. Although I’m 

probably a middle-class job. Definitely feel working class. Not sure. 

I feel out of me culture, when – where I’m working. I feel like, I feel lower than the culture that I’m 

working in. I feel like I shouldn’t be there.  

Researcher: Right. 

Participant 2: So, white working class, I guess. 

Researcher: Yeah. 

Participant 2: Yeah, I think – I think as for like white, working class, heterosexual, you know all the 

labels, not too sure about the duality. Do you want me to expand on any of that? Feels like... 

Researcher: You can. You can if you want to.   

Participant 2: Is there a point you want me to expand on? It feels like – if feels like a bit of an empty 

answer. 

Researcher: I think I’m - I’m kind of drawn to the fact that you are struggling with it, more than what 

it is. I guess. 

Participant 2: Yeah. Never really thought about it and I don’t... 

Researcher: Yeah. Yeah. 

Participant 2: Never really thought about me culture. Never really thought about my class. It doesn’t 

feel important to me. I guess.  
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Researcher: Right. 

Participant 2: I guess that’s what it is. Yeah. 

Researcher: Yeah. 

Participant 2: And I guess maybe that’s because I don’t travel that much. You know, I don’t go to other 

countries that much. You know, I don’t see the impact of it.  I just settle – this is the norm. This is who 

I am, this is where I am.  

Researcher: Uh-hum. Uh-hum. 

Participant 2: It’s never been challenged, I don’t think.  

Researcher: Right. 

Participant 2: Yeah, I’ve never felt out of place. 

So, I think that’s important.  

Researcher: What you are talking about now is really important. Thank you. 

Participant 2: Right. Ok. 

Researcher: Yeah. I think it answers questions in my head that I – yeah. The reason I’m doing this 

research. 

Participant 2: Right. 

Researcher: Yeah. Anyway, thank you. 

Participant 2: Is that old question is it? It’s a good question, but kind of just I had nothing to hold of 

when I thought about it.   

Researcher: And the next one is, how does your cultural identity influence your work with Middle 

Eastern clients? 

Participant 2: And I think that were it works quite well – that don’t have a kind of strong cultural belief 

around me self. And me thinking brain – there may be a lot going on, I think that helps me be more 

excepting and more present.  

Researcher: Right. Yeah.  

I’m hearing that, the fact that you don’t fit. You don’t see yourself fitting in – one box, let’s say.  

Yeah – it helps to carry... yeah. No, no. That makes sense.  

Participant 2: Yeah, that’s why I think when I see things, like – you know, St. Georges cross and people 

being really British, I don’t really get it. It doesn’t really fit in. So, I don’t think that – it's almost like the 

racist elements of it now that I just don’t fit into that box. I just – there's nothing that impacted me. 

I’ve always grown up around mix minorities and friends. I think I’ve been more impact to me friends 

who understand - understood that they feel different. 

Researcher: Right. 

Participant 2: So, I can - I can connect with that more quickly, I think.  

Researcher: Absolutely. Yeah.  
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Participant 2: Yeah. 

Researcher: Yeah. Thank you.  

Participant 2: Really interesting [laughs]. 

Researcher: Feels like there’s something that I haven't asked when I asked everything. Oh. I think I’ve 

missed that one. That’s what I missed.  

So, thinking about your – how you practice, I’m thinking about your Middle Eastern client, that you 

are working with – can you explain or can you identify any special or unique things that have worked 

in therapy, with this particular client? 

Participant 2: It’s very early on and I think the stuff that we’re doing on the phone is more like 

psychoeducation, just giving her that space to speak. I don’t think it’s because she’s Middle Eastern, I 

think just because she’s a human being. Giving her that space speak.  

Researcher: Yeah. 

Participant 2: Has been really helpful. 

Researcher: Yeah 

Participant 2: She’s not had that before.  What was the question again? Just ask the question again. 

Researcher: So, thinking about your – how you practice and let’s say the skills that you use. You know, 

thinking about that you have quite a lot of trainings and skills that you can use with this client. What 

have you found helpful in using with her? 

Participant 2: Right, I think it’s a really basic one, it’s reflective. Reflecting it back. I think that’s been 

the most useful tool, because she worries about what she’s saying, and we’ve and saying, ‘I 

understand,’ and acknowledging that she’s really been really clear.  

Researcher: Yeah. 

Participant 2: I think that’s been the most powerful tool. 

Researcher: Brilliant.  

Sorry, you talked before about the core conditions.  

Participant 2: Yeah.  

Yeah. Definitely. So, they fit alongside with those reflective tools. Just acceptance, reflection and 

understanding. Her just knowing I understand another human being, understands. 

Researcher: Right. 

Participant 2: And that she’s being clear, somebody’s with her. She’s not going mad. It’s quite normal 

– it's quite normal to feel this way if you’ve been through trauma. 

Researcher: Yeah. Brilliant. 

 Participant 2: And it’s early on in therapy and that’s building a really strong foundation.  

Researcher: Yeah. Yeah. 
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And you’ve offered me quite a lot today. I know you’re saying you’ve only had three sessions, but 

thank you so much for what you’ve gave me – it's really helpful. 

Participant 2: Oh, no problem. You’ve offered me a lot to and I think you should be doing the 

supervision course next. 

Researcher: [Laughs] 

Participant 2: [Laugh] 

Researcher: Let’s get through this PhD first! 

Participant 2: [Laugh], you’ll get there. You’ll get there.  

Researcher: I’ll get there, hopefully.  

Participant 2: If there’s anything else you need to know or anything you want, give us a shout. 

Researcher: Thank you. Thanks a lot [name].  

And in terms of, you know – is there anything else you want to add about your work with your Middle 

Eastern client, so, this particular client? Anything else that comes to mind? It doesn’t have to be 

anything.  

Participant 2: No, it’s just with this client – I just, I wonder about going forward, because I don’t really 

use brain spotting in work because [name of manger] is a little bit unsure about it. It’s a brilliant model. 

So hopefully going to work with EMDR with her, when I start training EMDR. 

Researcher: Yeah. 

Participant 2: I just wonder how that’s going to go.  

Researcher: Right.  

Participant 2: Thinking of working in the person centered with her is amazing. I think that’s really going 

to be where the work is going to be done, but I wouldn’t know how to do CBT. 

Researcher: Right. 

Participant 2: I’d have to think culturally around that, what would be appropriate to – CBT, performing 

some of that. So, it’s just right a few questions for me about going ahead, what do I need to have in 

place, which is really useful.  

Researcher: Yeah. Yeah, yeah. Thank you. 

And, is – what's your, we might have talked about it briefly. So, this is just the last question. What your 

experience so far of this interview?  

Participant 2: It’s been really good. It’s really made me think. Really made me...Sometimes when I’m 

sitting here and you see my eyes rolling, I’m looking for an answer. But it’s given me a lot to take away. 

I’m not just saying it, it’s probably been more useful with this client then supervision. And my 

supervisor works a lot with refugees. But this has really made me think about the therapeutic process. 

It’s given me some encouragement that I’m actually doing ok. You know, and the basics - what we call 

basics as counsellors, that’s what we need. 

Researcher: Yeah. Yeah.  
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Participant 2: Well that’s what we need the core conditions, you know – before – we followed our 

modest teachings and stick to that. 

Researcher: Yes, and when you were talking about that before, I think what was going for me is stuff 

around that person centered, a model that fits for all – make sense? 

Participant 2: Yeah, definitely.  

Yeah, one hundred percent. 

Researcher: Yeah. Brilliant.  

Thank you so much and any questions that you have for me? Or that you want to ask? 

Participant 2: No, no not from me. That’s been brill.  

Researcher: Great, ok. Thanks a lot [name]. Thank you for your time and I’m really sorry about 

interrupting a few times [laughs].  

Participant 2: No, it’s fine. Look after yourself.  

Researcher: And you as well. Take care.  

Participant 2: Alright. See you on the other side.  

Researcher: See you. Thanks. Bye. Bye. 

Participant 2: Ok. 
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Appendix 8: Process of making exploratory noting 
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Appendix 9: Process of generating experiential statements 

 

 

 

 

 

 

 

 

 

Ben’s Experiential Statements (ES)  Line no.  

Shame  46-47, 239, 17, 26-27  

Confidentiality (Secret)  19-20, 32-33  

Stigma  22-24  

Gender/power  27-28, 30, 245-246, 250-251, 253  

Unprepared; no experience of therapy  41-42, 233-234, 90-95  

Normalising therapy; Normalising barriers (Language); 

Normalising Struggles  

47, 144-146, 240, 457-458  

Therapist’s struggles in connection; relationally/ and help  51-52, 56-57, 71-72  

Different cultures  56-57  

Psychotic  59-64  

Mental health ME Culture   66-69 

Knowledge; depth  71-72  

Difficulties with treatment  108, 197-198, 200, 200-206, 208, 

211, 213-215  

Core conditions (helpful); EMDR; CBT; difficult 

(culturally sensitive)  

139, 264, 446-448, 450, 454-455, 

476-478, 482-483, 485-487  

Recommendations  218-222  

Lack awareness about ME elements; culture  141-142, 150, 186-190   

Therapist’s bias; experience  162-166  

Asking questions; no assumptions; knowledge about other 

cultures (part of culturally competent)  

266, 272-276, 301-302, 304-306, 

311-312, 314  

Culturally competent   275-276, 283-284, 289-292, 297-

299  

Counselling training  292-293, 321-322, 324-326, 335-

337, 340-341, 350-353, 355-356, 

363-364  

Reaching out  319  

Therapy is Western  329  

Therapist’s cultural identity   375-378, 389, 391-392, 400, 402, 

414-416, 426  

Experience of interviews  491, 497-498, 500-501, 503-504  
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Appendix 10: Process of creating personal experiential themes 

Ben’s Personal 

Experiential Themes 

(PETs) 

Ben’s Experiential Statements (ES)  Line no.  

Cultural Stigma Shame  

 

Confidentiality (Secret)  

 

Stigma  

 

 

Unprepared; no experience of therapy  

 

Normalising therapy 

 

Mental health in ME Culture 

46-47, 239, 17, 26-27  

 

19-20, 32-33 

 

22-24   

 

 

41-42, 233-234, 90-95 

 

47 

 

66-69 

Cultural identity aspects Role of gender  

 

 

Normalising barriers (language) 

 

Asking questions; no assumptions (religion) 

27-28, 30, 245-246, 250-

251, 253  

 

144-146, 240 

 

141-142, 150, 186-190    
Therapeutic approaches Therapist’s struggles in connection; 

relationally/ and help  

51-52, 56-57, 71-72  

 Difficulties with treatment  108, 197-198, 200, 200-

206, 208, 211, 213-215  

 Core conditions (helpful) 

EMDR; CBT (challenging) 

139, 264, 446-448, 450, 

454-455, 476-478, 482-483, 

485-487  

Cultural sensitivity Therapist’s cultural identity 

 

 

 

Therapy is Western  

 

Different cultures  

 

Knowledge 

 

Counselling training  

 

 

 

 

 

Culturally competent 

 

 

 

knowledge about other cultures; lack 

awareness about ME culture   

375-378, 389, 391-392, 

400, 402, 414-416, 426  

 

 

329 

 

56-57  

 

71-72  

 

292-293, 321-322, 324-326, 

335-337, 340-341, 350-353, 

355-356, 363-364  

275-276, 283-284, 289-292, 

297-299  

 

266, 272-276, 301-302, 

304-306, 311-312, 314  

 

 

162-166  
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Appendix 11: Process of creating grouped experiential themes 

PET  Participants 

contributing 

PET  

ES  Participants 

contributing to 

ES  

Line 

no.   
Indicative quotes  

Stigma  Hannah Ben 

Maisie 

Lauren  
Emily  
  

Lack awareness about 

therapy (1st) 

Unprepared/no 

experience of therapy  

Hannah  

 

Ben  
 

Maisie  

(57-59 

Hannah)

   
(90-95 

Ben)   

 

(20-22 

Maisie) 

  
(233-

234 

Ben)  

[They don’t really know if they can open up completely. So, the first 

session is a lot about explaining what counselling is, what it means, you 

know – what it means for them, for us to support them in this way and 

guide them through this process as well. So, what me to elaborate on that? 

Hannah]  
[I think it’s her first. I think it is. I say she been Syria once or come to 

Ukraine, experienced bullying and trauma. I think she was abused. 

Couldn’t access it back in Nothern Ireland where her family live. And I 

guess that, maybe it’s a cultural thing. I don’t know. I really don’t know. 

And then coming here, she was referred in by her college because she was 

– she was disassociating herself. Yeah. And I think because she’s not had 

that space before, when she was unprepared, it felt like – I got the sense 

that, I had to control the speed of this. Ben]  
[Maybe her barriers were – not knowing what to expect from therapy. Not 

having experience of therapy before. Ben]  
[I know that one of them had had a lot of support from various different 

practitioners before. I think the other one – this might have been her first 

experience of therapy, so, I’m guessing that she hadn’t kind of tried to 

find it elsewhere, before. Maisie]  
  

    Shame  
Asking for help   

Hannah  
 

Ben  
 

Lauren  

(205-

210  
321-323 

Hannah)

  
(46-47, 

17, 26-

[Really. And even when they’ve described something of shame, clients 

have said that you know, they feel so ashamed, especially when it comes 

to money. And saying that they’ve asked their support workers for extra 

money and they haven’t been able to give it and then when they’ve asked 

again … There’s a huge amount of shame, saying that you know that they 

have to go and ask for these things, and they really do feel quite sad about 

that. Hannah]  
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27 

Ben)   
(346-

348, 

350-

352, 

355-

356, 

358-

359, 

369 

Lauren)  

[It takes a lot of, you know, they have to be brave enough to be able to go 

to a counsellor and have the courage to speak about their vulnerabilities 

and the shame that’s surrounds it as well. Hannah]  
[Pretty much, comes into the therapy - almost in a sense of being 

apologetic as well, because of that shame. I feel like I want to – I want to 

make it normal for her. Ben]  
[Definitely, this sense of shame. Ben]  
[But definitely a sense of shame around that. And this was kind of my 

wondering – it was almost a wonder on [pause], on whether it was right, 

being male female, that it was something around that as well. Ben]  
[I think – I think, I know when I was saying that shame came up for me, 

the idea of that openness of shame, that I’ve been -  I guess with the 

young people, it’s not – I think the word ‘counselling’ and ‘therapy’ can 

shut people – and I think that’s what’s done it for me Lauren]   
[The word ‘counselling’ and ‘therapy’ shuts me down. And I think it 

shuts these young people down in respect of... It’s about how can we get 

it out there? It’s about saying, someone to talk to without it being labelled 

anything. Lauren]  
[I think as soon as you start putting a label on it, and giving it a therapy – 

a counselling, it shuts – it closes – it’s a barrier. SH]  
[Because it means, ‘there’s something wrong with me, that I’m not good 

enough, what do I say to the other members of my family? Laure]  
  

    Profession is 

undervalued/misunders

tood/ not accepted  

Lauren  
Hannah  
Emily  

(24-29, 

195-

200, 

205-

207, 

219-

221, 

223-226 

Lauren)  

[There’s a lot of stuff going on for her, she’s just been diagnosed with 

quite a serious mental health problem. She’s been diagnosed as bipolar, 

so that was - and I think maybe this is part of [pause] she felt like her 

family were not really accepting of that, in some ways. And maybe that 

idea of mental illness, they were really struggling with Emily]  
[That’s what she said. She said she felt that maybe in the Yemen mental 

illnesses treated - it’s - very differently to how it is here. Emily]  
[That’s how her family seemed and she was sort of pulled between the 

two because in some ways she was quite glad to have the diagnosis 
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(331-

333, 

340-

343, 

351 

Hannah)

   
(118-

122, 

130, 

133-

141, 

146-

151, 76, 

156-157 

Emily)  

because it explained some of how she was feeling. Cos there was that 

element to it that was very sort of up and down. Sort of thing that’s in my 

work with her, that’s what I noticed. And she was obviously, she said it 

was a very close, loving family but I think they just couldn’t get, they 

couldn’t help her with the and helping her in the way that she wanted, and 

she was really distressed about that. Emily]  
[She seen the counsellor as a way of holding onto the past, I think; she 

seen therapy as that backward-looking thing rather than a forward-

looking thing. Emily]  
[I think, I definitely think that there’s not many Arab generation, you 

know – a lot of them might go into the field of becoming psychologists, 

but I haven’t come across many psychotherapists, who are within the 

profession. Emily]  
[they are either occupational psychologists or just, you know studying 

psychology so they can become – they work in organisations, but they 

don’t do the face to face so often, if I’m speaking about the work that I do 

– it’s like ‘oh my god, how do I get into this?’ You know, I never even 

thought about counselling as a profession, but I thought psychologists be 

– so, I think there’s .. and the status as well. Hannah].  
[I think maybe in the last ten years there’s been more Muslim counsellors 

who would put them in categories, there a probably more coming from 

the Pakistani or Bangladeshi, Somali backgrounds; less from the Arab 

and the Middle Eastern. Hannah]   
[There was a sense that the male – in one family in particular didn’t 

believe in mental health. Mental health was not anything. It just didn’t 

exist and that impacted the rest of the family, because mum identified as 

having poor mental health – and the difficulties she had... So, the females, 

the mother – the maytens, so the mums, they were open to the support. I 

don’t necessary – they understood what counselling was about. It was 

about them just wanting help for their child. Lauren]  
[‘there’s something wrong with you. You’re not fully good enough.’ 

There’s message of... I don’t know whether there’s risk of your maleness 
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is being impacted. Your gender, because - ‘you’re more female, you’re 

more acting like your mum. You’re more going over there with females. 

You’re not – and you’re not man enough. You’re not male enough.’  And 

that again can impact the choices that a young person makes. I think it’s 

more – I mean, there'll be differences towards women and the females in 

the family as well. We’ve worked with – or be in the males of the, the 

client. The main client. The family have got... the client has sisters, 

mother and daughters in the family. I don’t know if they’re as impacted. 

Well, they’ll definitely be impacted in a way – but it will be, my belief is 

– right or wrong, is – my guess, my theory, my belief – it has more of a 

negative impact on the male then it would on the female members of the 

family. Lauren]  
[Thinking about what she was saying, that she’s actually being ostracized 

by the males in her family, because of her mental health. So, I guess 

there’s a sense of risk of isolation and loneliness as well, for the women, 

by the males. Lauren].  
That rejection is going to have an impact, so yeah – I think, although 

there’ll be slight difference because of genders, there’s still going to be 

negative impact on both – both individuals who will experience mental 

health by family members, particularly the males in that family. Lauren].  
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Appendix 12: Ethical approval 
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Appendix 13: Reflexive journal excerpts 

  

08.10.2018 

I’m finding the analysis of Phase 1 a struggle. Searching the literature about the analysis of 

surveys has been difficult. The goal or aim of my analysis is clear in my head. But at times, I 

struggle to see the helpfulness of this phase. Probably because I’m not able to back it up with 

evidence or research. On reflection, I think I have been influenced by the comment I received 

at the conference. I think it is helpful to discuss it with my supervisory team and revisit the 

aims of the survey. 

 

17.11.2018 

Why did I feel uncomfortable hearing about the topic of discrimination? Because I haven’t 

been able to access my experiences of being discriminated? maybe? I am getting the sense 

that I should be discriminated because I’m different. This is possibly because of the different 

experiences I experienced, including the physical abuse. I think what I have experienced (no, 

I don’t think I DID) at every stage of my life—entering the UK, not being able to speak the 

language, being called names because I experienced English Language barriers. I don’t 

understand why I was bullied, but I guess bullying is unacceptable, so no one should have a 

reason to bully another human being. I remember feeling really scared. I remember feeling 

that I constantly need to protect myself. That’s why I felt uncomfortable when I began to read 

literature about racism and discrimination. Internally, I’ve normalised discrimination! Due to 

the emotional pain, it caused me. 

 

26.02.2019 

My sister crossed my mind when I was busy analysing today’s interview. When the 

participant spoke about her sister, for a few seconds, my focus was interrupted, and I started 

to think about my sister and the sense of responsibility I feel towards her. I think it is 

important to bracket my personal experiences here. Therefore, I will take a walk to process 

my experience and ground myself before continuing with the analysis. 

 

27.02.2019 

After yesterday, listening to the recording and reading the transcript helped me make sense of 

the participant’s experience.  
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09.07.2021 

I am glad I revisited the foundations of IPA. It helped me to understand the importance of 

participants' core meaning. It helped me analyse Emily’s interview today, as I felt like I was 

missing something yesterday. Today new experiential themes have emerged that added 

richness to the data. 

 

 


