
FEATURE: MISSIONS

Teaching Not-Knowing: Strategies for Cultural
Competence in Psychotherapy Supervision

Priya Watson1
& Priya Raju1

& Sophie Soklaridis1

Received: 17 August 2015 /Accepted: 28 March 2016 /Published online: 16 May 2016
# Academic Psychiatry 2016

Effective psychotherapy requires a culturally competent clini-
cian. Cultural competence is broadly understood as the ability
to work skillfully across cultures, engaging the perspectives and
identities of both clinician and patient [1]. The concept has been
moving from the margins to mainstream of psychiatric pedago-
gy [2, 3]. While cultural competence is increasingly seen as a
core component of training, it remains challenging to
operationalize. Arguably, all psychotherapy is cross-cultural,
as even a clinician and a patient from similar socio-
demographic backgrounds may have widely differing con-
structs of mental health, relationships, and indeed of the psy-
chotherapeutic process itself. Clinicians must skillfully navigate
these complex cultural issues to achieve the alliance, attune-
ment and collaboration necessary for a positive treatment re-
sponse [4]. The complexity deepens as trainees, patients, and
supervisors bring many different cultural systems into play
when engaged with one another in therapeutic and educational
experiences. A culturally competent supervisor must provide
teaching strategies to help the trainee navigate these intersecting
cultural forces.

Two approaches to cultural competence dominate the liter-
ature, each of which fall short in helping supervisors develop
these teaching strategies. In the first approach, rigorous and
structured instruments, such as the DSM-VCultural Formulation
Interview or the previous Outline for Cultural Formulation, offer
concrete tools but have incurred critiques for being rigid or for-
mulaic when culture is inherently fluid and evolving [5]. In the
second approach, theoretical writings on cultural competence

present thoughtful critiques of mainstream paradigms and as-
sumptions but offer few strategies for embodying these
insights in specific educational techniques. Supervisors
are thus left with the predicament of needing to teach
their trainees to navigate issues of culture without a
clear sense of just how to do so [6, 7]. The great chal-
lenge of teaching cultural competence is to reconcile the
gap between pre-written algorithmic approaches and the
clinical positions of openness, curiosity and uncertainty
that are the hallmarks of a culturally competent practice.

This paper offers a set of supervision strategies that bridge
the gap between prescriptive clinical instruments and more
theoretical discourses on culture. We have distilled these strat-
egies from a focused review of the education, culture, and
psychotherapy literatures to devise a theoretical approach
and skill set that educators can implement into practice. We
have named our model for teaching cultural competence the
“not-knowing stance”. Readers familiar with Mentalization-
Based Therapy will recognize Bateman’s description of “not-
knowing” as one part of a therapist’s position [8, 9]. This
paper draws from this and other literatures to expand the term
“not-knowing,” defining and operationalizing a core stance
required in cross-cultural clinical and teaching spaces. We
delineate three primary teaching components of the not-
knowing stance: reflection, humility, and working with
otherness. In the not-knowing stance, each of these strategies
is engaged simultaneously and each strategy promotes the
other.

Although these techniques have broad application across
psychiatric education, here we embed the not-knowing stance
within the process of psychotherapy supervision. This ad-
dresses the complex supervision and clinical challenges that
arise over time, whereas most of the cultural competence lit-
erature focuses primarily on assessment. At the end of the
paper, a case example illustrates the not-knowing stance and
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specific techniques for teaching cultural competence are
detailed.

A Brief History of Cultural Competence

“Cultural competence” in psychiatric education is a relatively
recent construct. Academic publications on the subject began
appearing in the 1950s, the sub-discipline was recognized by
the APA in the 1960s, and several international organizations
were created over the 1970s and 1980s to advance the field of
study [10]. One social context for this process included the
civil rights and other anti-discrimination movements in the
USA, which led to regulations promoting equity in various
domains [ibid]. Cultural competence came to be described as
“a set of congruent behaviors, attitudes, and policies that come
together in a system, agency, or among professionals and en-
ables that system, agency, or those professionals to work ef-
fectively in cross-cultural situations” [1]. The term has since
gained popularity in multiple domains, including government
and non-profit sectors, and has been increasingly prominent in
health care literature [11].

The meanings of “culture” have also evolved over time,
with implications for how cultural competence is conceptual-
ized and taught [12]. Early anthropological definitions of cul-
ture ascribed relatively static traits to discrete groups, while
more post-modern interpretations define culture as a dynamic,
transactional, and even political process by which individuals
and groups negotiate identity [13]. Similarly, contemporary
ways of understanding cultural competence range from “con-
tent” approaches, which address the needs of specific
ethnocultural groups, to “process” approaches, which exam-
ine power and identity dynamics between patient, clinician,
and the social systems that surround them [14]. Critics note
that the term “culture,”when used as solely as a proxy for race
or ethnicity, risks masking disparities that are actually social,
economic, or political in nature [15].

In the content-oriented approach to cultural competence,
which has dominated the literature, the clinician learns the
cultural norms of the patient’s self-identified sociocultural
group [16]. Here, information is power, helping a clinician
to anticipate her patient’s cultural meaning systems and adapt
her practice accordingly. One common example of the
content-oriented approach is to provide “like-ethnic” thera-
pists for patients and assume that issues of culture are thus
effectively addressed [ibid]. The content-oriented approach
has significant limitations. It is reductionistic, presuming that
ethnicity, language or country of origin are suitable proxies for
culture. Patients are thus ascribed traits or perspectives based
on untested assumptions about their identity [17, 18]. Further,
if cultural competence relies upon acquiring a new set of cul-
turally appropriate information, the clinician may opt out en-
tirely. This treatment avoidance may be particularly likely

when it comes to psychotherapy, with its ongoing complexi-
ties and ambiguities. Thus, a content-oriented model of cul-
tural competence may paradoxically engender a sense of “in-
competence” in clinicians [19, 20].

The process-oriented approach to cultural competence fo-
cuses on how “clinicians ascribe meaning and integrate such
meaning in the clinical encounter rather than what therapists
know about specific groups” [16]. This approach is skills-
based; rather than relying upon static ethnographic knowl-
edge, it emphasizes attending to identity-based negotiations,
including issues of power and perception [21]. This approach
is iterative, evolving, and flexible, much like culture itself
[22]. Process-oriented approaches may also better support re-
search and evaluation initiatives, because they can be more
readily taught, measured, and then tested [6]. This is an im-
portant strength, as process and outcomes research in cross-
cultural psychotherapy is sorely lacking [4]. However, the
fluidity of this approach may also be a limitation. Its lack of
specific directives may frustrate clinicians seeking clinical
skills and offers minimal guidance for supervisors to devise
reliable and effective teaching methods [5, 14, 22].

Many culturally competent supervisors integrate both con-
tent and process-oriented approaches in their own psychother-
apy practices by moving between specific knowledge of cul-
tural norms and flexible critiques of that knowledge. Without
clear direction on how to teach the integration of these ap-
proaches, however, supervisors may struggle to communicate
this competence to their trainees.

The Not-Knowing Stance

Reflection

The first element of the not-knowing stance in culturally com-
petent supervision is reflection. Engaging in reflective practice
is a way for supervisors to teach trainees how to flexibly move
from untested assumptions to new perspectives, and how to
maintain self-awareness through the cognitive process. This
type of meta-cognition (thinking about one’s thinking) and
self-awareness is essential to the not-knowing stance of cul-
tural competence. Culturally competent reflection engages
with multiple meaning systems—the cultures of patient, train-
ee, supervisor, and the practice of psychotherapy itself—and
does so explicitly [23]. Reflection “involves cultivating habits
of mind such as experiencing information as novel, thinking
of ‘facts’ as conditional, seeing situations from multiple per-
spectives, suspending categorization and judgment, and en-
gaging in self-questioning” [24]. Like supervision, reflection
also has as its explicit goal a change in outcome, an increase in
skill or technique, and an active revisiting of unexamined
habits. Thus, reflective practice is essential to the dynamic
process-based approach to teaching cultural competence.
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Donald Schon’s influential work on reflective practice de-
scribed two forms: reflection in action and reflection on action
[25]. Both are required when teaching cultural competence. In
the “parallel process” of supervision, engagingwith a supervisor
in reflection on the psychotherapy session fosters the trainee’s
ability to reflect in the next meeting with the patient. Reflection
in action refers to the cognitive flexibility and sensitivity that
allows a therapist to navigate cultural issues in a psychotherapy
session. A trainee can learn these skills if they are modeled
consistently by a supervisor who engages in active questioning,
revisiting hypotheses, and encouraging uncertainty.

Trainees can be “enculturated” by their supervisors [26]
either to minimize their uncertainties and questions or to con-
sider and explore these uncertainties through reflection.
Unfortunately the former is generally the norm, as uncertainty
(often perceived as incompetence) is given short shrift in med-
ical training [27]. This is apparent in the format of supervision
itself, wherein a trainee presents a retrospective narrative of
the psychotherapy session for the supervisor to digest and
evaluate. Trainees are vulnerable to the idea that they should
project certainty and coherence in these narratives, and in their
formulations and treatment plans, without leaving room for
the ambiguities, dissonances, and uncertainties of the experi-
ence. Beyond these pressures to project certainty, there is also
a legitimate developmental need, particularly for early stage
trainees, to feel that they are acquiring reliable and usable
skills and knowledge. Supervisors are no less vulnerable to
this process [28]. As the supervision draws to an end, which is
often due to external artifacts such as the end of a rotation or a
particular number of sessions, there is pressure on both super-
visor and trainee to create a narrative explanation of the patient
that also confers a sense of closure.

When multiple levels of meaning and multiple forms of
cultural enactment are taking place, the clinical narrative must
perforce be unstable and uncertain [21]. Forcing a sense of
stability and coherence on this narrative might allow for re-
duction in uncertainty and professional anxiety. But then su-
pervisors lose a central opportunity that working across cul-
ture provides: the opportunity to work with not-knowing,
modeling for learners how to allow for multiple levels of
meaning, story, and practice to emerge [29–31].

Humility

The construct of humility in cultural competence can be a
provocative one. Kirmayer notes that cultural humility is “a
willingness and ability to listen and learn from patients,”
which must be done “without shying away from the way in
which culture and difference are used to stereotype and op-
press people or divert attention from various forms of struc-
tural violence” [12]. Structural violence refers to the failure of
social institutions to meet the basic needs of marginalized
groups [32]; it is a systematic level of oppression. To engage

explicitly with this oppression can be new and daunting terri-
tory for both trainee and supervisor. Nonetheless, through cul-
tural humility, both the supervisor and trainee are prompted to
address the social realities of the patient and to examine the
ways in which power imbalances may be enacted within the
psychotherapeutic encounter itself. Cultural humility builds
cultural competence by promoting ongoing self-evaluation,
engaging with power imbalances, and fostering a collabora-
tive approach to treatment [33]. Humility also facilitates re-
flection. Humility allows a therapist to hold her own and her
patient’s positions simultaneously, and to release unhelpful
assumptions more quickly. The flexible thinking of culturally
competent reflection thus requires cultural humility.

Cultural humility promotes deep cultural reflection because
it provides an opportunity to explore fundamental uncer-
tainties, even questioning the paradigm of psychotherapy it-
self [34]. With humility, psychotherapy itself is understood as
one option within a range of possible healing practices. This
stance challenges typical process for teaching psychotherapy,
in which supervisors reflect early with trainees on the patient’s
“suitability” for psychotherapy. This reflection focuses on the
patient’s readiness, or commitment level, or psychological-
mindedness. In so doing, however, supervisors perpetuate a
notion of the universality of psychotherapy, locating the lack
of suitability within the patient, rather than the treatment. The
pedagogical challenge for supervisors of culturally competent
psychotherapy is to expand these reflective practices and ac-
ceptance of clinical uncertainty to include the notion that psy-
chotherapy, as a particular cultural practice, may not fit the
suffering experienced by a patient [35].

Working with Otherness

The final element of cultural competence is working with
otherness. For each person in an encounter, there are unknown
and likely unknowable aspects of the other person. When
therapist and patient collaboratively acknowledge and explore
the “inescapable otherness of a clinical encounter” [21], even
if the process has no particular resolution, the discussion of the
predicament can itself promote understanding and alliance.
They have jointly explored what they know and explicitly
examined where their cultural perspectives diverge. Working
with otherness requires reflection, which is the process by
which these uncertainties are uncovered, as well as humility,
which enables the trainee to appreciate the limits to her per-
sonal experience and understanding.

The cross-cultural clinical space has been described as con-
taining a “multiplicity of voices which are a constant source of
critique and disequilibrium” [36]. This disequilibrium can be
very difficult for trainees to tolerate and can lead to treatment
avoidance or alienation from the patient. An anxious percep-
tion of difference, or assumption that certain aspects of the
patient render her alien to the therapist, can occur in the
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therapy process. When this perception of difference is essen-
tializing and marginalizing, it has been termed “othering.”
Othering occurs when an individual or group is ascribed traits
that are experienced as foreign, undesirable, or alienating.
This can occur both systemically and interpersonally [37].
Working with otherness means validating and exploring dif-
ference without retreating into alienation or therapeutic help-
lessness and thus is the antithesis of othering.

Skillfully working with otherness is all the more vital
given the highly pluralistic societies in which we live.
Western cultures, including the culture of psychiatric
training, typically conceive of the self as a bounded entity
operating through an individual mind [38]. Psychotherapy
supervisors must nonetheless prepare trainees for engag-
ing with patients who may have self-concepts that are not
bounded or individual but could be instead inextricably
linked with community (socio-centric), the natural world
(eco-centric), or the world of spirit (cosmo-centric) [39].
There are many other areas of possible divergence be-
tween patient and therapist, including lines of class, edu-
cation, sexuality, and other sociocultural lived experiences
[40]. The true otherness of a patient and her suffering
pose an existential challenge to the uses of psychotherapy,
particularly if left unexplored [4, 41, 42].

Teaching cultural competence in psychotherapy is a com-
plex task. Clinical spaces contain a central tension between
sameness and otherness, between that which can be under-
stood and that which may be too far outside the frame of
reference of the therapist or the Western discipline of psycho-
therapy to be comprehended within it. The role of the cultur-
ally competent supervisor is to promote the recognition and
exploration of these uncomfortable tensions, and to validate
the experience of not-knowing [43–45]. This requires an iter-
ative parallel process of reflection, the use of humility to ap-
preciate issues of power and the limits of our assumptions, and
a mutual exploration of otherness.

Case

The following composite case offers examples of teaching
cultural competence within psychotherapy supervision. The
dialog between psychiatry resident and supervisor is written
to demonstrate applications of the strategies of reflection, hu-
mility, and working with otherness.

Dr. Ng is a mid-career academic psychiatrist who has just
begun supervising Theresa, a resident, in psychotherapy. The
patient Susan is a 20-year-old woman from a small-town,
lower-middle class family of multigenerational English/Irish
background. She has been depressed for 2 years, since she
moved to the city for university. Starting in her first year of
university, she also began having casual sexual encounters
with various male friends. She tells Theresa guardedly that

she enjoys these encounters and seeks them out, adding that
many of her sorority sisters do the same.

Theresa confesses to Dr. Ng that she is not sure what to make
of Susan’s sex life. She herself grew up in a conservative pro-
fessional East Indian family and these choices are unfamiliar to
her. She notes that they represent a departure from Susan’s
previous pattern, which correlates with the onset of her depres-
sion. She asks somewhat awkwardly how she should include
this sexual activity in her formulation of Susan’s depression.

Dr. Ng: So you’re trying to figure out if this is a depres-
sive symptom.

Theresa: Exactly. But I’m not sure if I should discuss it
with her… especially if that’s just how she and her
friends operate. I don’t want to pathologize this just
because it wasn’t a part of my reality in university.

Dr. Ng: That’s worth exploring – you’re wondering
about her different “way of operating”. When you say
that these choices might be “how she operates”, and not
part of your “reality”, what are you referring to?

Theresa: Well, sex is more casual in this generation. And
she comes from a different background fromme – I mean,
I’m not strict about this stuff like my family is, but I just
wasn’t around people making these kinds of choices.

Dr. Ng: So Susan feels fundamentally different from you
– like an “other”. Sometimes we get that feeling when
dealing with issues of “culture”, meaning whole systems
of norms, comforts and discomforts, behaviors, and so
on. First let’s name the specific cultural differences
we’re talking about here. You said part of why you get
a sense of “otherness” about Susan is because of gener-
ation. And also because of her “background”. Can you
clarify that one?

Theresa: Well, I guess maybe economic class back-
ground? Or me being from an Indian or immigrant fam-
ily or something, and her being a White Canadian. I do
wonder if my questions about this sexual stuff could just
be about our different backgrounds.

Dr. Ng: I can see that you want to be really careful about
this, especially because of your sense of cultural differ-
ence from Susan. How might you deal with this as a
cultural issue in psychotherapy?

Theresa: (hesitant) Well, I actually do support people
making their own sexual choices, free from the judg-
ment of others. So if this is Susan’s “cultural” way of
being at this point in her life, then I don’t want her to
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think that I see it as a problem. But, if it’s not a cultural
issue, she could be compulsively seeking the comfort of
others, or struggling to fit in.

Dr. Ng: Rather than framing this as just Susan’s cultural
issue, let’s think of it as a cultural issue between the two
of you. Culture isn’t just a characteristic of one person; it
shows up in dynamics between people. How do you think
this has affected choices you’re making in your sessions?

Theresa: Well… when she starts casually talking about
sex, I ask a few questions about her experience, and then
move on from the topic. I haven’t said much about it yet.

Dr. Ng: Is this sense of Susan’s “otherness” kind of
paralyzing for you in the session?

Theresa: I hadn’t thought of it that way, but yes, I feel
like I flounder every time we talk about her sex life.

Dr. Ng: Sounds like that’s a tension you will have to
keep holding with her. Operating within uncertainty is
its own skill in psychotherapy, especially when culture
seems to be a major factor. I wonder, could this be both
“depressive symptom” and part of a cultural reality that
differs from yours?We may never fully know – and that
balance could shift with time.

Theresa: I’m not sure what to do about that.

Dr. Ng: That’s understandable – and it’s okay not to
know. We can hold this uncertainty through reflecting
together in supervision. We’ll keep naming our ques-
tions, missteps, new rounds of questions, and so on.
We can also be transparent about this process with our
patients. Is this something you’ve considered talking
about with Susan?

Theresa: Youmean telling her about my questions about
what all this casual sex means?

Dr. Ng: Yes. Letting her in on your uncertainty and even
your wish not to seem judgmental. That may help you to
be less “stuck” when this topic comes up.

Theresa: I worry it’ll make me seem like I’m fumbling
more, or that I don’t understand her.

Dr. Ng: Not understanding your patient fully is inevita-
ble. Finding a way to discuss that is an essential part of
cultural competence. Otherwise you end up holding on
to assumptions, or avoiding topics altogether. Just the
process of collaborative reflection allows for a better

understanding and a better alliance. Keep noticing how
you’re approaching this with her, and we’ll keep talking
about it here.

Theresa: Okay – I’ll pay more attention to my choices
next time. I can even try sharing some of my questions
with her when they come up.

Dr. Ng: I think that’s the key, even if you don’t go into
details about the cultural differences you see. That is
how you work with that sense of “otherness” – by ac-
knowledging the fact that you and Susan, like any two
people, may not fully understand each other in several
ways, although in other ways you might. This is gener-
ally part of good psychotherapy, but it’s particularly im-
portant as a part of your stance on culture. How do you
think Susan’s sense of your difference could be affecting
the sessions?

Theresa: You mean me being an “other” to her?

Dr. Ng: Yes. How might you be striking her, or
impacting her presentation of herself?

Theresa: Hmmm. I wonder how she sees my age. I also
find that people can get weird racist ideas about Indian
women and sexuality… so I’ll pay attention to that pos-
sible dynamic. I bet I come across as conservative in
terms of how I dress and act, so maybe she’s ashamed,
or holding back the full details.

Dr. Ng: All good questions to start with. And what about
your relative positions in the room, in terms of power?
You’re the doctor, right?

Theresa: That could be affecting her too.

Dr. Ng: Any ideas how?

Theresa: I’m sure she generally wants my good opinion,
which would highlight shame. Also, now that you men-
tion power… she may need for me to stick to a “symp-
tom” angle, because I know she needs a medical letter
for school. I hadn’t thought of that part.

Dr. Ng: Right. This is definitely another challenging part
of the work, because our positions of power in the ther-
apy situation do affect the dynamic.

Theresa: (worried) I’ll have to think more about how to
treat all these issues. She’s dealing with lots of things,
like her life transition, new responsibilities, relationship
choices, and so on.
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Dr. Ng: Do you think Susan’s looking to address all of
that through psychotherapy?

Theresa: Aren’t those are all aims of treatment? To help
her individuate, and take on adult roles?

Dr. Ng: I know that can be how we expect treatment to
look in our professional “culture”. Yet it’s vital to align
with what Susan sees as her problems and possible so-
lutions. She may be looking to resolve particular symp-
toms only, in which case her other issues and choices
don’t necessarily need more psychotherapy. In her
worldview, exploring different activities and connec-
tions may be the way to achieve those goals. Perhaps
our particular cultural explanations and solutions like
psychotherapy may not be fully relevant for Susan.
This kind of humility about what we’re offering, and
how appropriate it is, helps to connect with our patients
in a more culturally competent way, because we’re less
likely to miss their values and expectations.

Theresa: That hadn’t even occurred to me, but it makes
sense – I’ve met lots of patients who don’t see psycho-
therapy as solutions for them, even when I think they
need it.

Dr. Ng: Well, you could both be right in different ways!
The point is to keep reflecting actively on the multiple
options and cultural perspectives, and to do it collabo-
ratively with both your patients and your supervisors!
What is it like for you to discuss your concern about this
whole sexual topic in supervision, with me?

Theresa: (surprised) Fine, I guess.

Dr. Ng: It’s always worth exploring how you and your
patient are reading each other, and the same is true for
you and your supervisor. I noticed that you indicated
that you were raised more conservatively than Susan,
but then specified that you had more liberal values than
your upbringing.

Theresa:…Well, I guess it’s hard to know what a super-
visor might think about these things. And if I specifical-
lymention being from an immigrant family, I don’t want
you to think that that dominates my thinking either.

Dr. Ng: That makes a lot of sense to me. Uncertainties
about how we’re being perceived run through all of our
interactions. The main point is for each of us to explore
how these issues are framed between us. You and I are
also negotiating different cultures and systems of mean-
ing, our perceptions of “otherness”, the power

relationships between us, and so on. So here in supervi-
sion we’ll be drawing on those same skills I’ve de-
scribed to you in your ongoing work with Susan.

In this supervision session, Dr. Ng holds a culturally
competent not-knowing stance with Theresa using the in-
terconnected techniques of reflection, humility and work-
ing with otherness. Through active questioning, Dr. Ng
raises hypotheses about Theresa’s work with her patient,
and in parallel, about their process in supervision. This
collaborative reflection explicitly fosters uncertainty
throughout. This reflection requires humility of Dr. Ng,
who questions the role of power imbalances, and invites
Theresa to consider the possible limitations of the psycho-
therapy itself. Dr. Ng questions Theresa about the role of
“difference”, both in her clinical work and in the supervi-
sion. Dr. Ng helps Theresa to begin working with other-
ness by engaging with Theresa’s perception of difference
and inviting her to think critically about the sociocultural
contexts that might give rise to it. Working with otherness
and the uncertainty it invokes is further promoted with Dr.
Ng’s acknowledgement of the “unknowable” aspects of
clinical work.

The not-knowing stance of cultural competence, with
its embedded strategies of reflection, humility, and work-
ing with otherness, bridges the current literatures on cul-
tural competence, psychotherapy, and psychiatric educa-
tion. It offers supervisors specific techniques for guiding
trainees through complex clinical encounters, while at-
tending carefully to the interpersonal and systemic social
factors by which culture manifests itself in the practice
and teaching of psychotherapy.
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