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Abstract of Dissertation 

 
 

The Effect of a Training Intervention Focused on People with Disabilities Living in 

Poverty on Multicultural Competence and Multicultural Self-Efficacy in 

Rehabilitation Professionals 

 
 

The interconnectedness of poverty and disability has been well documented 

(CENSUS, 2016; Lustig & Strauser, 2007; Lustig & Strauser, 2004).  The field of 

rehabilitation counseling has been focused on helping people with disabilities to 

achieve independence and maximize their potential by reaching their employment, 

personal and independent living goals.  However, there has been little attention given 

to the subject of poverty.  This study tested the effectiveness of a training intervention 

focused on working with people with disabilities living in poverty. The quasi-

experimental pre- and posttest control group design used two groups of rehabilitation 

professionals employed at a public rehabilitation agency in a major metropolitan area 

on the East coast. One group engaged in the training intervention (n=23) and one did 

not (n=31).  Four two-way mixed ANOVA’s were used to test for the interaction 

effects of time and treatment condition (control or intervention).  A two-way mixed 

ANOVA was conducted with MCC as the repeated measure at pre- and posttest and 

group (control/intervention) as the grouping variable.  There was a significant main 

effect of time F(1,52)= 65.21, p < .001.  The interaction of group over time was 

significant at p < .001, with a large effect size, partial ƞ2 = .301 (Table 3).  This 

indicates a significant difference in pretest and posttest scores with the interaction of 

treatment condition and time.  Further examination of the subscales indicate that there 

was a significant interaction effect of group and time in the knowledge and skills 

subscales, F(1,52)= 15.117, p < .001; and F(1,52)= 31.957, p < .001 respectively.  
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There was not a significant interaction affect for awareness F(1,52)= .076, p=.784.   

Further examination of the subscales indicate that there was both a significant 

main effect and significant interaction effect of group and time in multicultural 

assessment F(1,52)= 28.168, p< .001; and F(1,52)= 10.892, p=.002 respectively. There 

was not a significant difference between the control and intervention groups on this 

variable.  There were significant differences in the control and intervention groups for 

multicultural intervention F(1,52)= 19.534, p< .001.  This variable also yielded 

significant main and interaction effects, F(1,52)= 88.603, p< .001; F(1,52)= 39.915, p< 

.001.  There was not a significant difference multicultural session management 

F(1,52)=.064, p= .801 between the control and intervention groups (Table 5). There 

were significant main and interaction effects for this variable at F(1,52)= 10.026, 

p=.003; F(1,52)=8.704, p=.005 respectively.  The results suggest that the training 

intervention had an effect on both multicultural competence and multicultural self-

efficacy.  Implications as a result of this study, including recommendations for 

rehabilitation counselor e d u c a t o r s  and future research are also discussed. 
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Chapter 1: Introduction 
 

Chapter One introduces the objective of this study.  The aim of this study was to 

demonstrate the efficacy of a multicultural training intervention for vocational 

professionals who work with people with disabilities. More specifically, this study 

assessed how rehabilitation professionals understand the needs of persons with 

disabilities who live in poverty (PWDP). 

This chapter begins with a discussion on the theoretical background of the study 

on how people with disabilities tend to be affected more adversely when they live in 

poverty. The concurrent nature of these two conditions dictated they both be considered, 

when providing vocational rehabilitation counseling services.  The next section of this 

chapter explains how this research project contributed to fill in a gap in the current 

literature that prepares vocational rehabilitation professionals to work with people with 

disabilities living in poverty.  The next section of this chapter discusses both the research 

questions and hypotheses of this study.  The following section presents the conceptual 

theoretical framework or the philosophical context of this study.  This chapter concludes 

with the definitions of the main concepts and theories relevant to this study. 

Statement of the Problem 

 

Lustig & Strauser (2007) found that the relationship between poverty and 

disability that is not only positively correlated but is also causal; disability may cause 

poverty and conversely poverty may cause disability.  People who live in poverty 

experience higher rates of mortality, chronic physical illness, developmental delays, 

violence, incarceration, barriers to health care, and barriers to housing (Kaminski et 

al., 2013; Krieger, Chen, Waterman, Rehkopf, & Subramanian, 2005). 

Multicultural competence is critical for rehabilitation professionals who work 
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with people with disabilities living in poverty (Delphin-Rittmon et. al, 2016; Boston 

et. al, 2015; Cartwright & Flemming, 2010; Chae et. al, 2010; Bellini, 2002; 

Middleton et. al, 2000).  Subsequently, this study offers a training intervention to 

improve the capacities of vocational professionals to assist people with disabilities 

living in poverty. 

Poverty 

According to the U.S. Census Bureau (2016), in 2015, the official poverty rate in 

the U.S. was 13.5% of the general population; with individuals earning $12,082 or less 

yearly.  This number represents the poverty rate for all Americans as poverty is 

intersectional in nature; this number is increased among cultural minority populations 

such as: women, children, people of color, immigrant groups, and people with disabilities 

(U.S. Census Bureau, 2016).  These minority groups all experience higher rates of 

poverty than persons occupying non-marginalized statuses (U.S. Census Bureau, 2016).  

When combined with stressors associated with living in poverty, people with disabilities 

also experience lack of adequate healthcare, ableism, racism, sexism, transphobia, and 

homophobia which result in negative physical and mental health outcomes (Bockting, 

Miner, Swinburne-Romine, Hamilton, & Coleman, 2013; Meyer, 2003; Wong, C.F., 

Schrager, S.M., Holloway, I.W., Meyer, I.H., Kipke, M.D, 2014). These characteristics 

are illustrated in Table 1.  
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Table 1 

 

Poverty in 2015 by Selected Characteristics  

 

Characteristic 

Number in 

Poverty 

% in 

Poverty 

Total People 

in 

Population 

% of Total 

Population 

Race and Hispanic Origin     

White 28,566 11.6 245,536 77.1 

   White, not Hispanic 17,786 9.1 195,450 61.4 

Black 10,020 24.1 41,625 13.1 

Asian 2,078 11.4 18,241 5.7 

Hispanic (any race). 12,133 21.4 56,780 17.8 

     

Sex     

Male 19,037 12.2 156,009 49.0 

Female 24,086 14.8 162,445 51.0 

     

Age     

Under age 18 14,509 19.7 73,647 23.1 

Aged 18 to 64 24,414 12.4 197,260 61.9 

Aged 65 and older 4,201 8.8 47,547 14.9 

     

Nativity     

Native born 35,973 13.1 275,398 86.5 

Foreign born 7,150 16.6 43,056 13.5 

  Naturalized citizen 2,255 11.2 20,084 6.3 

  Not a citizen 4,895 21.3 22,973 7.2 

     

Disability Status*     

With a disability 4,358 28.5 15,276 4.8 

With no disability 20,000 11.0 181,069 56.9 

     

Total 43,123 13.5 318,454 100.0 

Note: Numbers in thousands      

*The sum of those with and without a disability does not equal the total because 

disability status is not defined for individuals in the Armed Forces. 

 

People in poverty experience higher rates of mortality, chronic physical illness, 

developmental delays, violence, incarceration, barriers to health care, and barriers to 

housing (Kaminski et al., 2013; Krieger, Chen, Waterman, Rehkopf, & Subramanian, 
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2005). Additionally, this population is also more likely to experience mental & physical 

disabilities (Weissman et al., 2015; World Health Organization [WHO], 2007).  

Subsequently, without access to adequate medical treatment, people who live in poverty 

have trouble finding and maintaining stable employment, which places hardship on their 

earning capability, reinforcing the cycle of poverty (Weissman et al., 2015; WHO, 2010). 

Disability 

 

According to the American Community Survey (Kraus, 2017), in 2015 the overall 

rate of people with disabilities in the US population was approximately 12.6%.  Of this 

percentage, over half (51.1%) were people in the working-ages of 18-64 (Kraus, 2017).  

Previous research has demonstrated that employment outcomes for people with 

disabilities are lower than those without disabilities (Hall, Kurth, & Averett, 2016; Ben- 

Shalom & Wittenburg, 2015; Jang, Wang, & Lin, 2014; Dutta, et al, 2008).   A person 

with a disability is only about a third as likely to be employed (20.1%) when compared 

with a person without a disability (68.1%); while the unemployment rate for people with 

disabilities (9%) is over twice that of people without disabilities (4.3%) (ODEP, 2016). 

People with disabilities who are employed earn substantially lower wages when 

compared to people who do not have disabilities (U.S. Census Bureau, 2016).  People 

with disabilities tend to be adversely affected by economic hardships due to multiple 

factors including difficulty finding and maintaining employment, access to healthcare, 

and many other social conditions (Abidi & Sharma 2014; Batavia & Beaulaurier 2001; 

Eide & Ingstad, 2011; Lustig & Strauser, 2004; Rosano, Mancini, & Solipaca, 2009; 

Wang, & Wang, 2016). 

Rehabilitation Counseling 

Among the different professionals who assist individuals with disabilities, 
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vocational rehabilitation professionals are especially charged to work with this 

population in helping them secure employment (Flemming, Del Valle, & Leahy, 2013; 

Leahy, Muenzen, & Strauser, 2009; Ethridge, Rodgers, & Fabian, 2007).  

Traditionally, the field of rehabilitation counseling focused on the career development, 

employment, and vocational behavior of people with disabilities (Patterson, 

Szymanski, & Parker, 2005).  In order to achieve positive employment for people with 

disabilities, it is critical that rehabilitation professionals have an understanding of the 

impact that chronic poverty perpetuates disability (Lustig & Strauser, 2004). 

Rehabilitation professionals are tasked with helping individuals with disabilities 

overcome their functional limitations to achieve meaningful, gainful employment in a 

competitive integrated setting. However, not all vocational rehabilitation professionals 

are capable or pedagogically trained to address issues related to disability when 

compounded by living in poverty (Lustig & Strauser, 2007). 

Employment is a significant indicator of success in adult life. Not only is it an 

important marker of success in our society, it is also an essential component of 

identity. It provides people with financial security, allows for self-sufficiency, and 

provides a sense of self-esteem and personal satisfaction (Szymanski, Enright, 

Hershenson, & Ettinger, 2010). 

In addition to effective career development for people with disabilities, 

rehabilitation professionals must also be knowledgeable in their provision of such 

services. The Commission on Rehabilitation Counselor Certification (CRCC)’s code 

of ethics calls for adaptation for rehabilitation professionals to provide quality services. 

The professional responsibility section of the 2017 CRCC Code of Ethics states: 

“Rehabilitation counselors develop and adapt interventions and services to 
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incorporate consideration of cultural perspective of clients and recognition of 

barriers external to clients that may interfere with achieving effective 

rehabilitation outcomes.” (CRCC, 2017 p. 12) 

The definition of culturally diverse listed in the glossary of the CRCC’s code lists age, 

color, race, national origin, culture, disability, ethnicity, gender, gender identity, 

religion/spirituality, sexual orientation, marital status/partnership, language preference, 

socioeconomic status, or any basis proscribed by law as functions of culture (CRCC, 

2017 p. 35). 

Purpose of Study 

 

The purpose of this study was to examine the effects of a training intervention 

on the multicultural competence (MCC) and multicultural counseling self-efficacy 

(MCSE) of rehabilitation professionals.   This is done by using a quasi-experimental 

design (NEGD).  This utilizes intact groups in order to test causal hypothesis (Hancock 

& Meuller, 2010). Group comparisons are used to employ a series of three training 

sessions utilizing both didactic teaching methods and exercises on par with current 

trends in multicultural competence and training. 

This study used the model by Gorski (2014) by applying the principles found 

in the Equity Literacy Approach to Educational Equity to rehabilitation professionals.  

A training intervention that focuses on these principles as they relate to disability and 

poverty was administered to the treatment group. Pretest and posttest measures will 

be compared among the two groups (treatment and control), in order to examine mean 

differences on the Multicultural Awareness Knowledge and Skills Survey, Counselor 

Edition, Revised (MAKSS-CE-R) which measures multicultural competence as well 
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as the Multicultural Self-Efficacy Scale-Racial Diversity form (MCSE-RD), which 

multicultural self-efficacy. 

Void in literature 

 

Recent rehabilitation counseling literature has addressed certain aspects of 

culture such as race and ethnicity, sexual orientation, and gender but have yet to 

adequately focus on the issue of poverty (Worthington, Soth-McNett, & Moreno, 2007; 

Arredondo, et al, 2005; Arredondo & Toporek, 2004; Atkinson, Bui, & Mori, 2001; 

Atkinson & Israel, 2003; Constantine, 2002; Constantine & Ladany, 2001; Ponterotto, 

Fuertes, & Chen, 2000; Sodowsky, et al, 1998; Sue, et al, 1998; Sue, et al, 1982).  

However, the training intervention in this study focused on individuals with disabilities 

living in poverty. 

The Commission on Rehabilitation Counselor Certification (2017) directs 

rehabilitation professionals to address issues of multiculturalism.  Despite this ethical 

directive as well as the demonstrated relationship between poverty and disability, there 

is still a dearth of literature devoted specifically to offering interventions that can be 

used by vocational rehabilitation counselors to effectively work with those who are 

negatively impacted by poverty.  It is critical that rehabilitation counselors understand 

the nature of the relationship between poverty and disability as well as ways to 

effectively provide vocational rehabilitation services to these individuals. For these 

reasons, the need for competent poverty training in rehabilitation counselor training 

and development is essential. 

Research Questions 

 

RQ 1A. Is there a significant difference in multicultural competence 
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(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? 

(main effect, between group difference) 

RQ 1B: Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) by time (pretest/posttest) among rehabilitation 

professionals who participated in a training intervention focused on poverty? 

(main effect, time variable, within group difference) 

RQ 1C: Is there a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at 

posttest? (interaction effect, group x time) 

RQ 2A. Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

RQ 2B: Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) by time (pretest/posttest) among rehabilitation professionals 

who participated in a training intervention focused on poverty? (main effect, 
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time variable, within group difference) 

RA 2C: Is there a significant increase in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest? (interaction effect, group x 

time) 

Research Hypotheses 

To address the research questions, the following hypotheses are proposed: 

 

H0: There will be no significant difference in multicultural competence 

(knowledge, skills, awareness) and multicultural self-efficacy (multicultural 

assessment, multicultural intervention, multicultural session management) by 

group (control, intervention) and by time (pretest/posttest). 

 

H1A: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? (main 

effect, between group difference) 

H1B: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) at posttest among rehabilitation professionals 

who participated in a training intervention focused on poverty (main effect, 

time variable, within group difference).   

H1C:  There will be a significant increase in multicultural competence 
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(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at posttest 

(interaction effect, group x time) 

H2A: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

H2B: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) at posttest among rehabilitation professionals who participated in 

a training intervention focused on poverty (main effect, time variable, within 

group difference).   

H2C:  There will be a significant increase in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest (interaction effect, group x 

time. 

Proposed Study 

This study utilizes a pretest posttest quasi-experimental research design. More 
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specifically, this study employs a non-equivalent group design (NEGD).  This type of 

design is commonly used to test causal hypotheses between intact groups. Participants 

will be assessed both pre- and post-intervention in the areas of knowledge, skills, 

awareness, and self-efficacy.  Intact groups will be assigned either to receive poverty 

training (Group A) or serve as the comparison group (Group B).  All participants will 

complete a pretest and posttest assessment comprised of the Multicultural Awareness, 

Knowledge, and Skills Survey-Counselor Edition-Revised (MAKSS-CE-R), and the 

Multicultural Counseling Self Efficacy scale- Racial Diversity Form (MCSE-RD). 

Data analysis will consist of mixed analysis of variance (ANOVA) to examine 

the effectiveness of the training intervention for both between group and within group 

differences.  The main dependent variables are (a) multicultural competence, and (b) 

self- efficacy; the sub-variables include multicultural competency: (a) multicultural 

attitudes and beliefs [awareness] in relation to working with culturally diverse 

individuals; (b) knowledge about the impact of various cultural groups membership on 

clients; and (c) appropriate intervention skills in the delivery of psychological services 

to culturally diverse clients” (Constantine & Ladany, 2001, p. 490). 

Data gathered from these scales will be used to compare Group A and Group 

B; Group A will receive the training intervention while Group B will not.  All 

participants will take the pretest survey comprised of both the MAKSS-CE-R and the 

MCSE-RD. Following this, the experimental group will receive the training 

intervention.  Lastly, all participants will take the posttest survey instruments again 

(MAKSS-CE-R and MCSE-RD) to determine if there is an increase in the dependent 

variables and sub-variables as a result of participating in the training intervention. 
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In the present study, multicultural competence will be measured by the 

Multicultural Awareness Knowledge Skills Survey-Counselor Edition Revised 

(MAKSS- CE R) (Kim et al., 2003).  Multicultural Counseling Self-Efficacy will be 

measured by the Multicultural Counseling Self Efficacy scale- Racial Diversity Form 

(MCSE-RD) (Sheu & Lent, 2007). 

Limitations 

 

A limitation can be defined as a weakness or handicap that can potentially limit 

the validity of the results of a study (Pyrczak & Bruce, 1998). Due to the self-report 

nature of the pre-and post-assessments, it is possible that participants may interpret 

some items differently than intended.  Currently, there are no empirically validated 

measures of multicultural competence or multicultural counseling self-efficacy specific 

to working with a population living in poverty. The instruments that are to be utilized 

in this study were not originally developed within the context of poverty, but rather 

with a broad multicultural emphasis. 

The subjects of this study will not be randomly selected.  Participants from 

intact groups will be used.  They will consist of rehabilitation professionals who self-

select to a professional development timeslot.  The findings of this study will not be 

generalizable to all populations but may be generalized to state rehabilitation agencies 

that exhibit the same demographic characteristics. 

Delimitations 

 

Pyrczak & Bruce (1998) describe a delimitation as a deliberate boundary to 

which the study is confined.  This study includes random assignment of intact training 

groups to different experimental conditions (control or intervention).  Participants will 

self-select into either the morning or afternoon time slot for training.  Because of this 
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self-selection, and the limited number of participants, the results of this study may not 

be widely generalizable to other non-urban areas of the country.  Due to the paucity of 

information on multicultural competence specific to working with people with 

disabilities who live in poverty, the training intervention curriculum focused on 

poverty was not yet empirically validated. 

Assumptions 

 

This study assumes that each participant will respond to the pretest and posttest 

measures in a frank and honest manner.  Each set of scores will reflect their (1) actual 

perceived level of MCC and MCSE.  The instruments used to measure MCC and 

MCSE are reliable and valid. 

Theoretical Framework 

 

This section discusses how Sue et al.’s (1992) conceptualization of multicultural 

competence and Arredondo et al.’s (1996) training objectives are combined to achieve 

multicultural competence.  Additionally, the concept of self-efficacy, rooted in 

Bandura’s (1986) Social Cognitive Theory (SCT) is also discussed.  Lastly, social 

justice is defined and conceptualized within the context of counseling.  These concepts 

serve as theoretical foundations for this study. Ridley’s (1994) framework is offered 

to provide a basis for developing the multicultural training intervention program.  

Along with these concepts, the Multicultural Program Development Pyramid (MPDP) 

is used as a framework for the implementation of this study. 

Multicultural competence 

 

Multicultural competence (MCC) involves three attributes: a counselor’s “a) 

multicultural attitudes and beliefs in relation to working with culturally diverse 
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individuals, b) knowledge about the impact of various cultural groups membership on 

clients, and c) appropriate intervention skills in the delivery of psychological services 

to culturally diverse clients” (Constantine & Ladany, 2001, p. 490).  MCC 

encompasses the capacity to appropriately and effectively work with clients from 

varying cultural backgrounds.  In the current study, participant’s self-reported 

multicultural counseling competence will be measured through the Multicultural 

Awareness Knowledge Skills Survey-Counselor Edition Revised (MAKSS-CE-R) 

(Kim et al., 2003). 

This tripartite model of multicultural counseling competencies suggests that to 

become culturally competent, counselors must examine their beliefs and attitudes 

[awareness], enhance their knowledge about culturally different client populations and 

have the necessary skills to formulate culturally appropriate interventions. This is the 

principal model of multicultural counseling competence used within the counseling 

profession (Constantine & Ladany, 2000; Holcomb-McCoy, 2000; Worthington, Soth- 

McNett & Moreno, 2007) and is generally the method by which multicultural training is 

assessed (D’Andrea et al., 1991; Neville et al., 1996; Smith, Constantine, Dunn, 

Dinehart & Montoya, 2006; Vinson & Neimeyer, 2003). 

Traditionally, multicultural counseling perspectives are very population-

specific; the focus of these approaches are to provide culturally appropriate 

counseling strategies taking into consideration dimensions of identity such as race, 

ethnicity, gender, sexual orientation, social class, religion, and disability (Pope-Davis, 

Ligiero, Liang, & Codrington, 2001).  Conversely, social justice counseling addresses 

power dynamics and issues of inequity and oppression (Ratts & Pedersen, 2014).  The 
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acquisition of multicultural competence is correlational to an increased sense of social 

responsibility (Ratts & Pedersen, 2014).   As a result, an increase in multicultural 

competence should promote increased advocacy in counseling practice (Ratts & 

Pedersen, 2014; Ratts, 2011; Pieterse, A. L., Evans, S. A., Risner-Butner, A., Collins, 

N. M., & Mason, L. B., 2009).  Multicultural counseling competence (MCC) provides 

awareness and skill while advocacy competencies enable the counselor to put 

awareness and skill to action (Ratts, 2011) which has been the missing piece.  Taking 

into consideration cultural, advocacy, and social justice perspectives are also essential 

for effective assessment and for providing the most effective treatment for diverse 

populations. 

Social justice 

 

Understanding the experience of clients in poverty is an important social 

justice issue.  There are several definitions of social justice that can be applied within 

the context of counseling.  Fouad, Gerstein, and Toporek (2006) placed emphasis on 

redistribution of resources by altering social structures: 

“[Social justice] focuses on helping to ensure that opportunities and resources 

are distributed fairly and helping to ensure equity when resources are 

distributed unfairly or unequally.  This includes actively working to change 

social institutions, political and economic systems, and governmental 

structures that perpetuate unfair practices, structures, and policies in terms of 

accessibility, resource distribution, and human rights.” (p. 1) 

Butler, Gonzalez, & Lee, (2008) focused on issues of social inequality as they relate to 

privilege and oppression.   Perhaps the broadest definition of social justice that can be 
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applied to counseling is Smith’s (2005) which places an emphasis on access: 

Adequate food, sleep, wages, education, safety, opportunity, institutional 

support, health care, child care, and love relationships. "Adequate" means 

enough to allow [participation] in the world… without starving, or feeling 

economically trapped or uncompensated, continually exploited, terrorized, 

devalued, battered, chronically exhausted, or virtually enslaved (and for some, 

still actually enslaved), (p. 167) 

The American Counseling Association (ACA)’s Multicultural Counseling 

Competencies (MCC) was recently revised to encompass Multicultural and Social 

Justice Counseling Competencies (MSJCC). These reflect on the importance of social 

justice and advocacy within the counseling profession (Ratts et al., 2015). The main 

domains of MSJCC are (1) self-awareness, (2) client worldview, and (3) counseling 

relationship. 

The tripartite model of MCC is also embedded within these three tenets; attitudes 

and beliefs [awareness], knowledge, skills as well as (4) counseling and advocacy 

interventions.  This incorporation provided a framework for counselors to employ 

multicultural and social justice competencies into counseling theories, practices, and 

research. 

Counselors who work with cultural and ethnic minorities are urged to commit 

to multicultural competence and social justice advocacy (Dong, 2015; ACA, 2014; 

Lewis et al., 2010; Ratts, 2011).  Among the critical social justice issues facing people 

with disabilities who live in poverty is employment inequality and discrimination 

(Thorton, 2005). Consequently, rehabilitation counselors should act as social justice 

change agents in order to ensure that people with disabilities who live in poverty are 



 

17 
 

afforded equal opportunities to adequate employment. 

Social Cognitive Theory   

Social Cognitive Theory (SCT) is the theoretical framework that underpins 

this study.  SCT is widely used in behavioral sciences and asserts that behavior is 

explained by a dynamic interaction of personal factors (cognitions, perceptions) and 

environmental influences (Bandura, 1986).  Within a professional environment, SCT 

can be applied thusly: an employee’s performance (behavior) is influenced by the 

professional development strategies (environment). Bandura (1986) noted that, 

“…behavior is a product of both self-regulated perceptions and external sources of 

influences,” (p. 454).  This interaction is referred to as “triadic reciprocality”. 

Self-efficacy   

Self-efficacy is a construct within SCT.  This is defined as, “…a judgment of 

one’s capability to organize and execute courses of action required to attain designed 

types of performance,” (Bandura, 1986, p. 391). Self-efficacy focuses on one's belief 

in the ability to perform a desired behavior; actual ability or the result of the action is 

secondary to the perceived ability to achieve the behavior (Bandura, 1997). Perceived 

self-efficacy can be described as competence-based, prospective, and action-related as 

opposed to similar constructs that contribute to only part of this portrayal (Bandura, 

1997).  These traits form perceived self-efficacy as a distinctive theoretical construct 

different from related ones, such as self-esteem, locust of control, or self-concept of 

ability (Luszczynska et al., 2005).  Multicultural counseling self-efficacy refers to the 

belief that one can successfully perform the behaviors needed to provide 

multiculturally competent counseling (Sheu & Lent, 2007). 
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A belief in one’s ability to produce a competent outcome can conduct a more 

active role in the environment.   A strong sense of competence facilitates cognitive 

processes and performance in a variety of settings, including clinical decision-making 

and educational achievement.  According to Bandura (1986), there are four sources of 

self-efficacy: enactive attainment, vicarious experience, verbal persuasion, and 

physiological states. Bandura emphasized that mastery of experience (enactive 

attainment) is the most influential source of self-efficacy.  The stronger the perceived 

self-efficacy, the more sustained the efforts are in a particular behavior (Bandura, 

1997). 

The current study uses the Multicultural Counseling Self-Efficacy-Racial 

Diversity Form (MCSE-RD) (Sheu & Lent, 2007) to measure multicultural 

counseling self-efficacy.   The sub variables for multicultural self-efficacy are (a) 

multicultural intervention “the perceived ability to remain flexible and accepting in 

resolving cross- cultural strains or impasses; (b) multicultural assessment 

“perceived ability to select culturally appropriate assessment tools according to the 

client’s cultural background”; and (c) multicultural session management “perceived 

ability to encourage the client to take an active role in counseling”, (Sheu & Lent, 

2007, p. 37). 

Conceptual Framework 

 

The Equity Literacy Approach (ELA) is the conceptual framework for this 

study (Gorski, 2014).  Equity literacy is defined as “the cultivation of the skills and 

consciousness that enable us to recognize, respond to, and redress conditions that deny 

some students access to educational and other opportunities enjoyed by their peers and, 
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in doing so, sustain equitable learning environments for all students and families” (p. 

19).  According to Gorski, equality or sameness did not always result in equity for all 

students. 

The concepts found within the ELA are applied to the rehabilitation counseling 

profession in the present study to include: recognition, responding, redressing, and 

creating and sustaining biases within the rehabilitation process.  First, rehabilitation 

professionals must recognize even subtle biases and inequities within the rehabilitation 

and employment processes.  Next, rehabilitation professionals must possess the ability 

to respond to inequities in the immediate term and then work to prevent (redress) such 

inequities from reemerging in the future. Lastly, rehabilitation professionals create and 

sustain a bias-free and equitable counseling environment for people with disabilities 

who live in poverty.   These abilities are illustrated in Table 2. 
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Counseling Abilities 

Table 2 

Equity Approaches to Literacy (Gorsk, 2013) & Rehabilitation Counseling 

Equity Literacy Abilities  

Abilities Examples of Associated Skills & Dispositions Abilities Examples of Associate d Skills & Dispositions 

Ability to 

Recognize 

biases and 

inequities, 

including 

those that 

are subtle. 

Equity-literate educators: 

• Notice even subtle bias in classroom 

materials, classroom interactions, and 

school policies; 

• Know and teach about how notable 

people in their content disciplines have 

used their knowledge to advocate for 

just or unjust actions or policies; and 

• Reject deficit views that locate the 

sources of outcome inequalities (like 

test score disparities) as existing within 

cultures of, rather than as pressing 

upon, low-income families. 

Ability to Equity-literate rehabilitation professionals: 
Recognize • Recognize even subtle biases in the 
biases and  rehabilitation process; including 
inequities, interactions with service providers and 
including policies 

those that are • Utilize knowledge to advocate for just or 
subtle in the  unjust actions or policies; and 
rehabilitation • Reject deficit views that locate the sources 
and  of outcome inequalities (such as 
employment  employment outcomes, dependence on 
processes.  public assistance) as existing within the 

culture of poverty & disability 

Ability to 

Respond to 

biases and 

inequities in 

the 

immediate 

term. 

Equity literate educators: 

• have the facilitation skills and content 

knowledge necessary to intervene 

effectively when biases or inequities 

arise in a classroom or school; 

• cultivate in students the ability to 

analyze bias in classroom materials, 

classroom interactions, and school 

policies; and 

• foster conversations with colleagues 

about equity concerns at their schools 

Ability to Equity-literate rehabilitation professionals: 
Respond to  • Possess counseling skills and content 
biases and   knowledge necessary to effectively 
inequities in   intervene when confronted with biases or 
the   inequities within the rehabilitation process 
immediate  • Promote advocacy for and foster self- 
term.   advocacy in people with disabilities living 

in poverty 

• Foster conversations with colleagues about 

issues related to equity and access to 

services for people with disabilities living 

in poverty 
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Ability to 

Redress 

biases and 

inequities 

in the long 

term. 

Equity literate educators: 

• advocate against inequitable school 

practices, such as racially or 

economically biased tracking, and 

advocate for equitable school 

practices; 

• never confuse celebrating diversity 

with equity, such as by responding 

to racial conflict with cultural 

celebrations; and 

• teach, in relevant and age-

appropriate ways, about issues like 

sexism, poverty, and homophobia. 

Ability to 

Redress 

biases and 

inequities 

in the long 

term. 

Equity-literate rehabilitation professionals: 

• Advocate against inequitable agency 

practices, such as culturally biased 

policies, and advocate for equitable 

treatment of people with disabilities 

living in poverty 

• Never confuse celebrating diversity with 

equity, such as by responding with 

awards ceremonies and incentives for 

participation in services 

• Teach, in relevant rays about issues 

related to disability and poverty. 

Ability to 

Create and 

Sustain a 

bias-free 

and 

equitable 

learning 

environmen

t. 

Equity literate educators: 

• express high expectations for 

all students through higher-

order pedagogies and 

curricula; 

• consider how they assign 

homework and communicate 

with families, understanding that 

students have different levels of 

access to resources like 

computers and the Internet; and 

• cultivate a classroom 

environment in which students 

feel free to express 

  themselves openly and honestly. 

  

Ability to 

Create and 

Sustain a 

bias-free and 

equitable 

counseling 

environment. 

Equity-literate rehabilitation professionals: 

• Empower people with disabilities living in 

poverty to achieve successful employment 

outcomes 

• Consider accessibility of services, 

understanding that consumers have 

different levels of access to resources, 

and accommodate accordingly 

• Cultivate a counseling environment in 

which consumers feel free to express 

themselves openly and honestly. 

Note: Information taken from Gorski (2013) 
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Definitions 
 

Disability.  The Americans with Disabilities Act (ADA, 2009) defines a person with a 

disability as “a person who has a physical or mental impairment that substantially 

limits one or more major life activities, a person who has a history or record of such 

impairment, or a person who is perceived by others as having such impairment.” 

Multicultural Counseling Competence (MCC). Multicultural counseling competence 

(MCC) and multicultural is an individual counselor’s attitudes and beliefs, knowledge, 

skills, and actions taken when counseling diverse populations (Ratts et al., 2016; Sue 

et al., 1992). MCC is a component of ethical counseling practice (CRCC, 2010; ACA, 

2014). 

Person with a Disability living in Poverty (PWDP).   Any person who has a physical 

or mental impairment that substantially limits one or more major life activities, a 

person who has a history or record of such impairment, or a person who is perceived 

by others as having such an impairment (ADA, 2009) who, individually, or who’s 

family’s total income is less than the 

dollar value of the appropriate threshold, as determined by the U.S. Census Bureau 

(2016) 

 

Poverty. Poverty is defined in three ways: absolute, income-based, or relational 

(UNESCO, 2016; U.S. Census Bureau, 2016). Absolute poverty is ability to meet 

basic needs such as food, clothing, and shelter (UNESCO, 2016). Income-based 

poverty is typically used by governmental agencies to provide an income or dollar-

amount level that indicates if someone does or does not qualify for governmental 

assistance (UNESCO, 2016). Relational poverty is a more commonly understood 
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definition of poverty and describes how persons with financial barriers will have 

limited access to resources (e.g., food, shelter, transportation, healthcare, education) in 

relation to other people with greater financial means (UNESCO, 2016). 

Professional development.  Professional development is the developmental process of 

acquiring, expanding, refining, and sustaining knowledge, proficiency, skill, and 

qualifications for competent professional functioning that result in professionalism. It 

comprises both a) the internal tasks of clarifying professional objectives, crystallizing 

professional identity, increasing self-awareness and confidence, and sharpening 

reasoning, thinking, reflecting, and judgment and 

b) the social/contextual dimension of enhancing interpersonal aspects of professional 

functioning and broadening professional autonomy (Elman et al., 2005). 

Rehabilitation professional. A rehabilitation counselor, supervisor, or administrator 

who assists people with physical, cognitive, and psychiatric disabilities achieve their 

psychological, vocational, and independent living goals through the counseling 

process (Commission on Rehabilitation Counselor Certification (CRCC, 2011). 

Self-efficacy. Self-efficacy is defined as one’s beliefs about their capabilities to 

produce designated levels of performance that exercise influence over events that 

affect their lives. Self- efficacy beliefs determine how people feel, think, motivate 

themselves and behave. Such beliefs produce these diverse effects through four major 

processes. They include cognitive, motivational, affective and selection processes 

(Bandura, 1994). 

Social Justice.  “…full participation of all people in the life of a society, particularly 

those who have been systematically excluded on the basis of race or ethnicity, gender, 
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age, physical or mental disability, education, sexual orientation, socioeconomic status, 

or other characteristics” (Lee & Hipolitio-Delgado, 2007, p. xiv). 

Social Class. Social class combines the components of socioeconomic status (SES) 

such as income, educational level, social standing, career, and social prestige with 

power, privilege, oppression, and access to social resources (Gilbert & Kahl, 1993; 

Lott, 2012). Persons in lower social classes have less access to social resources, less 

power and privilege, and are more often oppressed and victims of classism (Liu, 

2013). 

Socioeconomic Status. Socioeconomic status (SES) is commonly used in research or 

statistics to measure the combination of an individual’s income, social standing, 

educational attainment, career, and social prestige (APA, 2015). SES is stratified with 

higher and lower classes based on the combination of those factors. 
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Chapter 2: Review of Literature 

 

Chapter Two provides a review of literature relevant to this study.  This chapter 

situates the current study in the context of previous research pertaining to poverty, 

disability, multicultural competence, multicultural self-efficacy, multicultural training, 

professional development, and counseling.  Additionally, the aim of this chapter is to 

justify how the current study addresses a dearth in the literature and outline its 

theoretical and conceptual framework.   

This literature review begins with defining poverty inclusive of how poverty is 

measured in both the united states and globally.  Poverty statistics are also provided.  

Then, disability statistics are provided and the correlation between poverty and 

disability is demonstrated.  Additional information on this correlation is also given.  

Afterwards, rehabilitation counseling is discussed within the context of working with 

people with disabilities.  Interventions specific to working with individuals living in 

poverty are also provided.  Followed by a discussion of multicultural competence, and 

multicultural training.  This chapter concludes with defining professional development 

within the context of counseling and other helping professions.   

Introduction 

 

Living in poverty directly correlates with many physical and mental health 

problems (Hudson, 2005; Fiscella & Williams, 2004; Lustig & Strauser, 2004; Seeman 

et al., 2004; Adler et al., 1993; Bruce et al., 1991).  Conversely, socioeconomic status 

(SES) is predictive of health status, rather than the opposite (Lustig & Strauser, 2004; 

Williams & Collins, 1995).   Individuals with a low SES are more widely impacted 

by classism which can lead to negative health outcomes (WHO, 2007).  With the 
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interconnected relationship between poverty and disability well documented in the 

literature (CENSUS, 2016; Lustig & Strauser, 2007; Lustig & Strauser, 2004), there is 

high likelihood that rehabilitation professionals are likely to encounter individuals who 

share aspects of both cultures.  People with disabilities as well as those who live in 

poverty share experiences, beliefs, and attitudes common to membership in these 

groups (Liu et al., 2004; D’Andrea & Daniels, 2001; Liu, 2001) 

According to Myers and Gill (2004), the counseling profession lacks research 

and intervention programs that address the needs of those living in poverty. However, 

to provide culturally competent services, counselors must be aware of the anxiety and 

stressors placed on clients due to social class and assist clients in exploring values and 

expectations related to social class (Liu, et al., 2004).  As disability and poverty are 

closely related, rehabilitation professionals must be prepared to work with differences 

related to ability as well as those related to social class (Liu, et al., 2004; Toporek & 

Pope-Davis). 

Counselors who lack cultural competence risk ineffectiveness or potential harm 

to their clients (Abreu et al., 2000; Hays: Sue, 2001; Sue et al., 1992; Sue et al., 1999; 

Sue & Sue, 2003). Cultural competence requires counselors to be aware of their own 

cultural worldview and assumptions and to understand the worldview of culturally 

different clients without negative judgments. Culturally competent counselors also 

actively develop and practice culturally appropriate interventions, strategies, and skills 

when working with culturally different clients (Sue; Sue et al., 1992). 

Poverty 
 

Both UNESCO (2016) and the U.S. Census Bureau (2016) define poverty as 

economic deprivation and use different terms used to define and explain poverty; most 
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frequently, these terms are either relative or absolute poverty measures, (UNESCO, 

2016; U.S. Census Bureau, 2016).  Absolute poverty measures examine poverty in 

“relation to the amount of money necessary to meet basic needs such as food, clothing, 

and shelter” (UNESCO, 2016, p. 1).  The absolute poverty definition is limited to basic 

needs and resources without taking into context social and cultural implications of 

limited income, such as access to transportation, healthcare, education, and most 

importantly, career opportunities (Lustig & Strauser, 2004). 

Because of the limitations in the definition of absolute poverty, relative poverty 

measures are more commonly used to define impoverished experiences. Relative 

poverty measures define poverty as a comparative disadvantage measured against a 

societal view of a minimal standard of living that changes over time.  (UNESCO, 2016, 

Lustig, 2014). Relative poverty is a more appropriate definition for measuring the 

social and economic impacts of poverty in developed countries such as the United 

States as people experience poverty based on their ability to access resources as 

compared to those with greater access to those resources (Lustig, & Strauser, 2004). 

Relative poverty measures are more appropriate for defining poverty taking into 

consideration both the social and economic impacts.  In this classification, people 

experience poverty based on their ability to access resources when compared with 

people who have greater access to those same resources (e.g., healthcare, food, 

education, etc.). 

Relative poverty defines poverty in relation to the economic status of other 

members of the society: people are poor if they fall below prevailing standards 

of living in a given societal context (UNESCO, 2016, p. 1). 

When a family’s income fails to meet a federally established threshold it is 
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defined as income poverty. Because it is measured with respect to families and not on 

an individual basis it is allowed to be adjusted depending on the number of people in a 

family (UNESCO, 2016). In the United States, federal poverty levels (FPLs) are based 

on the income poverty definition, namely in order to determine eligibility for federal 

assistance including food benefits, childcare benefits, housing assistance, and cash 

benefits (UNESCO, 2016).  The U.S. federal government implements two measures, 

poverty thresholds and poverty guidelines (U.S. Department of Health 

& Human Services [USDHHS], 2014). Poverty thresholds are updated yearly and are 

used to measure population poverty rates and percentages (USDHHS, 2014).  

Represented poverty statistics are measured using poverty thresholds. Poverty 

guidelines are issued yearly, and the guidelines are the measure which establishes 

eligibility for federal social programs such as Temporary Assistance for Needy 

Families (TANF), Special Supplemental Nutrition Program for Women Infants and 

Children (WIC), housing, and childcare assistance (USDHHS, 2014). 

Many poverty definitions in the U.S. ascribe to the income definition of 

poverty, which does not account for the social and contextual experiences of relative 

poverty (UNESCO, 2016). There are often individuals or families in the U. S. that 

may not be defined as poor under these guidelines but may still struggle to meet basic 

needs for living, i.e. relational poverty (UNESCO, 2016). This is of importance to 

rehabilitation counselors as both relational and absolute poverty intersect to impact the 

lives of people with disabilities. 

Relational poverty largely determines the lived experiences of any individual 

(UNESCO, 2016).  A person may not meet federal minimum income levels if they 
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earn just slightly more that the income guideline, but it is likely they will experience 

significant financial hardship distress due to lack of income (UNESCO, 2016).  This 

could manifest in various ways including being: (a) housing poor (inadequate housing 

or experiencing barriers to housing), (b) health poor (lacking access to healthcare or 

having poor health overall due to lack of access to resources), or (c) time poor 

(working significant hours to support themselves financially with limited for any other 

activities outside of working hours) (UNESCO, 2016). People who live in poverty 

often experience a combination of housing, health, and time poverty, or all three, at the 

same time (UNESCO, 2016).   The present study utilized relational poverty as the 

conceptual definition.  

Poverty Statistics and Demographics 

 

In 2015, the official poverty rate in the U.S. was 13.5% with a yearly 

individual income of $12,082 or less (U.S. Census Bureau, 2016).  While 13.5% 

represents the poverty rate of all Americans, poverty is an intersectional issue; this 

number is increased among children, women, people of color, sexual minorities, 

immigrant groups, and people with disabilities. These minority groups all experience 

higher rates of poverty than persons occupying non-marginalized statuses (U.S. 

Census Bureau, 2016). 

Poverty experiences are not equal across cultural groups; marginalized 

populations have higher poverty incidences (CENSUS, 2016).  While it is clear that 

poverty is an intersectional issue; persons who occupy multiple minority statuses are 

more likely to have poverty experiences than those who occupy social positions with 

more power (U.S. Census Bureau, 2016).  In addition to experiences of classism and 

distress associated with poverty (e.g., educational, health care, food, housing and other 
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barriers), a person may experience racism, sexism, homophobia, or ableism. 

Disability 

 

Disability is one of the largest public health problems facing the United States 

and poverty acts as a proxy for many of the variables that increase the risk of 

disability (National Organization on Disability, 2016; Lustig & Strauser, 2007; 

Seelman & Sweeney, 1995).  Any impairment that is cognitive, developmental, 

intellectual, mental, physical, sensory, or some combination of these is a disability 

(ADA, 2009). 

According to Strauser (2004), people with disabilities are less likely to 

participate in the labor force than those without a disability.  The percentage of people 

with disabilities that is actively engaged in working or looking for work is 41.6% 

while that number is nearly double for population without a disability at 80% 

(Strauser, 2004).   Low participation in the workforce may correlate to the higher 

unemployment rate for people with disabilities. 

Poverty and Disability 

 

Lustig & Strauser (2007) found that the relationship between poverty and 

disability that is not only positively correlated but is also causal; disability may cause 

poverty and conversely poverty may cause disability.  People who live in poverty 

experience higher rates of mortality, chronic physical illness, developmental delays, 

violence, incarceration, barriers to health care, and barriers to housing (Kaminski et 

al., 2013; Krieger, Chen, Waterman, Rehkopf, & Subramanian, 2005). In addition, 

the poverty rate among people with disabilities in the U.S. in 2015 was 28.5%; more 

than double of those with no disability (U.S. Census Bureau, 2016). 

The poverty rate among people with disabilities in the U.S. in 2015 was 
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28.5%; more than double of those with no disability (U.S. Census Bureau, 2016).  

Income for adults with disabilities is substantially lower than that of people without a 

disability; and people below the poverty line had a 21.3% rate of disability as 

compared to 13.3 % for those above the poverty line (Seeleman & Sweeney, 1995). 

Adults with disabilities were more likely to be poor and poor families are more 

likely to have children with disabilities (Lustig & Strausser, 2007; National 

Organization on Disability, 2004; Lee et al., 2002; Kruse, 1998).  Due to increased 

expenses associated with having a disability, when a family has a child with a 

disability they are more likely than those without to become poor (Lee et al., 2002).  

As a result of direct out of pocket expenses that families with a child with a disability 

often face; 4 to 12% of families in California between 1992 and 1996 were pushed in 

to extreme poverty (Meyers, Brady & Seto, 2000).  Nearly one half of single mothers 

receiving Temporary Aide for Needy Families (TANF) have a disability or a child 

with a disability and low-income families with incomes below twice the poverty line 

is 50% more likely to have a child with a disability (Lee et al., 2002). 

Rehabilitation Counseling 

 

There are many definitions of rehabilitation counselor. However, in 2005, 

despite of different perspectives on professional identity, various rehabilitation 

organizations that participated in Rehabilitation Counseling Consortium (RCC) 

including CORE, CRCC, ARCA, NRCA, NCRE, CARP, IARP, and ADARA, ratified 

the following definition of rehabilitation counselor: 

A rehabilitation counselor is a counselor who possesses the specialized 

knowledge, skills, and attitudes needed to collaborate in a professional 
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relationship with persons with disabilities to achieve their personal, social, 

psychological, and vocational goals. (RCC, 2005). 

Another definition of rehabilitation counseling articulates more clearly about 

rehabilitation counseling in relation to individuals with disabilities in their surrounding 

environments. 

Rehabilitation counseling is a profession that assists individuals with 

disabilities in adapting to the environment, assists environments in 

accommodating the needs of the individual, and works toward full 

participation of persons with disabilities in all aspects of society, especially in 

work (Szymanski, 1985, p. 3). 

According to Commission on Rehabilitation Counselor Certification (CRCC, 2017), 

rehabilitation counselors are defined as “the only professional counselors educated and 

trained specifically to serve individuals with disabilities.”  In addition, rehabilitation 

counselors 

Assist persons with physical, mental, developmental, cognitive, and emotional 

disabilities to achieve their personal, career, and independent living goals in the 

most integrated setting possible through the application of the counseling 

process. The counseling process involves communication, goal setting, and 

beneficial growth or change through self- advocacy, psychological, vocational, 

social, and behavioral interventions. Rehabilitation counselors utilize many 

different techniques and modalities, including assessment, diagnosis and 

treatment planning, counseling, case management, and advocacy to modify 

environmental and attitudinal barriers, placement-related services, and 
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utilization of rehabilitation technology (CRCC, 2017). 

Rehabilitation counselors are trained to work with individuals with various disabilities 

to achieve their employment goals.  This training includes advocating for people with 

disabilities in their surrounding environments.  Consequently, rehabilitation counselors 

must have knowledge of how to serve individuals with disabilities living in poverty.  

Poverty Interventions in Counseling 

 
 

In the field of rehabilitation counseling, there are no empirically validated 

models or theories aimed at directing best practices when working with individuals 

with disabilities living in poverty.  There have been calls to the counseling and 

helping professions for increased awareness emphasizing poverty and social class in 

rehabilitation counseling and counseling at large, as well as psychology and 

counseling psychology (Liu & Arguello, 2006; Liu, et al., 2007; Lott, 2012; Smith, 

2005; Smith et al., 2008; Lustig & Strauser, 2004). Despite these calls to action, there 

has been little research aimed at increasing the knowledge, skills, and awareness of 

counselors, especially rehabilitation professionals who work with people with 

disabilities living in poverty.  This dearth in the literature had resulted in deficits in 

counselor education and preparation programs (Liu & Arguello, 2006; Liu et al., 

2007), thus translating to less than optimal outcomes at the professional level. 

While there are several studies that suggest different interventions and strategies 

for working with individuals living in poverty (Baggerly, 2006; Cholewa & Smith-

Adcock 2012; Goodman et al., 2012; Myers & Gill, 2004; Tate, Lopez, Fox, Love, & 

McKinney, 2014), there have been only two that are constructed from empirical studies 

involving individuals living in poverty and/or who are experiencing other economic 
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barriers.  In addition to working with individuals with disabilities, rehabilitation 

counselors must also have an awareness and understanding of the experiences, impact 

and consequences of living in poverty (Myers & Gill, 2004).  While these studies 

provide helpful recommendations for poverty interventions, it takes the assumption 

that counselors have an awareness of the implications of poverty. 

 

Social Class Worldview Model.  Perhaps the most recognizable model for 

working with people living in poverty is the Social Class Worldview Model (SCWM) 

(Liu, et al., 2004), which is a schema that people use to make sense of their social class 

perceptions, feelings, economic environments and cultures. The three assumptions of 

this model are that 

 

1. Social class operates at an individual and subjective level in people’s lives. 
 

2. An individual’s perceptions shape his or her reality. Hence social class 

at the individual level is a social constructed phenomenon derived from 

the individual’s perception of the environment. 

3. Individuals work toward homeostasis in their worldview. Individuals will 

see congruency between various domains of the SCWM as a way to cope 

with the demands and expectations of their economic culture and maximize 

their opportunities to accumulate the valued capital within that economic 

culture. (Liu et al., 2004, p. 103-104). 

 

The five interdepended domains that make up the SCWM derived from the literature 

on social class: (a) Consciousness, Attitudes, and Salience; (b) Referent Groups; (c) 

Property Relationships, previously ‘Relationship to Material objects (Liu, 2001); (d) 
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Lifestyle; and (e) Behaviors (Liu et al., 2004).   While this model does a thorough job 

of explaining the individual impact that social class can have on a client, it does not 

offer specific interventions aimed with increasing positive outcomes in counseling for 

people living in poverty. 

 

The CARE Model.  Foss et al. (2011) introduced The CARE model, which 

provided an outline for counseling professionals that proposed concrete interventions.  

In this model, counselors are encouraged to (a) Cultivate relationships with clients, 

(b) Acknowledge the realities of poverty, (c) Remove barriers and (d) Expand 

strengths (Foss et al., 2011).  To cultivate a relationship, Foss et al. (2011) suggests 

that the counselor should work to cultivate a strong therapeutic alliance that is 

indicative of recognizing the challenges that clients face as a result of living in 

poverty all the while not stereotyping.  To cultivate the relationship, it is critical to 

explore any biases towards social class while also acknowledging the racial and 

structural injustices that are related to living in poverty.  This is strengthened by 

acknowledging the realities of living in poverty and the social and economic 

injustices faced by clients. 

Counselors should also work to minimize these injustices by removing the 

barriers clients living in poverty contend with through increased advocacy and actions.  

These barriers may include logistical (lack of transportation or access to transportation, 

affordability and availability of services).  Through advocacy and action, counselors 

are charged with identifying unique client strengths to empower clients.  Utilizing a 

more strengths-based approach to working with clients living in poverty provides a 

sense of empowerment while avoiding placing emphasis on barriers and deficits that 
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clients may be experiencing (Foss et al., 2011).  While this model has yet to be 

empirically tested it does offer a guideline in which to ground specific interventions for 

a specific population. 

Multicultural Competence 
 

In 1980, the Education and Training Committee of Division 17 of the APA 

presented a position paper on cross-cultural counseling competencies to the APA’s 

Division of the Counseling Psychology Executive Committee later published in The 

Counseling Psychologist. In this paper, Derald Wing Sue and colleagues (1982) 

identified minimal cross-cultural competencies for training counselors. The authors 

outlined general guidelines and characteristics of the culturally-skilled clinician that 

included 11 competencies within three domains (a) knowledge, (b) awareness, and (c) 

skills. 

Knowledge. The first dimension of cultural competency is knowledge. 

Sue et al. (1992) stated, "a culturally competent counselor is one who actively 

tries to understand the worldview of his or her culturally different client without 

negative judgments" (p. 481).  Culturally competent counselors have an 

awareness of their own worldview while respecting and appreciating the 

worldview of a person culturally different from his or her self (Ridley & Kleiner, 

2003; Sue et al., 1992). The dimension of knowledge also includes familiarity 

with of the culture of the client, and an awareness of the sociopolitical influences 

that may affect the counseling relationship. 

Awareness.  There are three foundational dimensions of the competencies 

organize as three dimensions of a culturally competent counselor (Sue et al., 1992). Sue 
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et al. stated the beliefs dimension as "First, a culturally competent counselor is one who 

is actively in the process of becoming aware of his or her own assumptions about 

human behavior, values, biases, preconceived notions, personal limitations, and so 

forth" (p. 481). Beliefs and attitudes focus on counselor self-awareness regarding 

assumptions about other cultures as well as the assumptions of his or her own culture. 

According to Ridley and Kleiner (2003), beliefs and attitudes include both "the mind-

set of counselors about ethnic and racial minorities as well as the responsibility 

counselors have to check their biases and stereotypes, develop a positive orientation 

toward multicultural perspectives, and recognize ways in which personal biases and 

values can affect cross-cultural relationships" (p. 6). 

Skills.  Sue et al. (1992) describes the final dimension, the culturally skilled 

counselor, as "one who is in the process of actively developing and practicing 

appropriate, relevant, and sensitive intervention strategies and skills in working with 

his or her culturally different clients" (p. 481). These are the specific skills, 

interventions, strategies, and abilities necessary for work with culturally different 

clients (Ridley & Kleiner, 2003; Holcomb-McCoy & Myers, 1999; Sue et al., 1982). 

Arredondo (1999) described becoming skilled in cross-cultural counseling as an active 

and ongoing process, not merely an academic exercise (Collins & Pieterse, 2007; Sue 

et al., 1992). 

Tripartite Model of Multicultural Competence 

 

The tripartite model of multicultural counseling competencies outlined within 

Sue et al.’s (1982) position paper—comprised of cultural beliefs/attitudes, knowledge 

and skill—suggests that to become culturally competent, counselors must examine 



 

38 
 

their beliefs and attitudes, enhance their knowledge about culturally different client 

populations and have the necessary skills to formulate culturally appropriate 

interventions. This has become the principal model of multicultural counseling 

competence used within the counseling profession (Constantine & Ladany, 2000; 

Holcomb-McCoy, 2000; Worthington, Soth-McNett & Moreno, 2007). 

In the tripartite model Sue (2001) attempted to balance "the sociopolitical forces 

that dilute the importance of race and our need to acknowledge the existence of other 

group identities related to culture, ethnicity, social class, gender, and sexual 

orientation" (p. 792).  Sue conceptualized personal identity as existing in three 

concentric circles. The outermost circle contains the universal level of identity, the 

second circle contains group identity, and the innermost circle contains individual 

identity.  Sue noted that the various aspects of identity such as race, ethnicity, and 

culture affect the counseling relationship. These aspects of identity may influence how 

clients define a helping relationship, the standard of normal behavior, and how the 

European American worldviews of most counseling theories may not reflect client 

values and assumptions (Coleman, 1998; Helms & Carter, 1990; Sue, 2001). Majority 

assumptions the counselor may have, such as not giving advice and limited self-

disclosure by the counselor, may reduce effectiveness with culturally different clients 

(Sue, 2001). 

Multicultural Competence Training  

 

Sue et al. (1982) determined that counselor training should include cultural 

content.  CACREP (2009) now requires multicultural training as a requirement for 

accreditation, making a commitment to ensure its programs set standards addressing the 
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challenges of serving a diverse client population. While all counselors-in-training are 

required to take a single course in multicultural counseling, this may not be sufficient to 

adequately prepare them to work with various cultural minority groups. 

No consensus exists on the most effective manner to provide multicultural 

education to counselor trainees (Cates et al., 2007; Coleman, 2006; Ponterotto et al., 

1994) or the theoretical process involved with developing multicultural counseling 

competence (Weatherford & Spokane, 2013).  D’ Andrea and colleagues’ (1991) 

study found that counseling trainees who received multicultural training through a 

workshop had statistically significant gains in cultural self-awareness, knowledge, 

and skills.  This suggests that receiving multicultural training by means of a 

workshop is an effective way to increase multicultural competence. 

To help determine the effectiveness of multicultural training, Smith et al., 

(2006) conducted two meta-analyses surveying 30 years of multicultural counseling 

research. The first meta-analysis evaluated retrospective studies looking at the 

number of multicultural courses completed. The second evaluated outcomes following 

an intervention such as a multicultural counseling course or workshop. 

Smith et al.’s (2006) first meta-analysis involved 45 studies that largely used a 

group (e.g., mailing lists from professional associations, students in graduate 

programs, and registrants at professional conferences) who were asked to complete a 

survey. In many cases, individuals who completed multicultural training were 

compared against those who had not (often through t or F tests), or the number of 

courses or workshops completed was used as the comparison variable (generally 

through zero-order correlations). Measures of multicultural counseling competence 
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were most frequently utilized as dependent variables. The results yielded an omnibus 

effect size of (d= .49) signaling a moderate effect, indicating that those who had 

completed multicultural training can be assumed to have moderately higher 

multicultural counseling competence than those who did not. 

The second meta-analysis, consisting of 37 studies, evaluated outcomes 

following multicultural training. These studies involved a pretest evaluation, followed 

by multicultural education intervention, and then a posttest evaluation. The results 

yielded an omnibus effect size of (d =.92) signaling a large effect, indicating that 

completing multicultural training largely increases multicultural counseling 

competence. These results highlight the variability in type and quality of multicultural 

counseling training.  A notable finding is that interventions designed explicitly on the 

basis of extant theory and research were found to be nearly twice as effective (d=1.13) 

as those that were not based upon extant theory (d=.61). 

Multicultural Program Developmental Pyramid 
 

Ridley, Mendoza, Kanitz, Angermeier, & Zenk, (1994) constructed the 

Multicultural Program Developmental Pyramid (MPDP), illustrating the process of 

programmatic development in five levels: 1) training philosophy, 2) learning 

objectives, 3) instructional strategies, 4) program designs, and 5) evaluation. The 

authors expanded upon Copeland’s (1982) four to also include the traditional program 

and the workshop design. The traditional program advocates no modification, whereas 

the workshop design allows programs to introduce multicultural concepts to students 

and instructors without requiring financial assistance or buy-in from administrators.  

Social Justice 

Social justice seeks to address marginalization and oppression by 
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recommending economic and cultural remedies (Harley et al., 2007).   Broadly, social 

justice involves promoting access and equity to ensure full participation in the life of a 

society, particularly for those who are systematically excluded due to membership in 

one or more cultural minority groups: race, ethnicity, socioeconomic status, gender, 

age, disability, education, sexual orientation, and religion (Lee, 2007; Miller, 1999; 

Bell, 1997). 

Social assignment for members of minority groups involves marginalization, 

oppression, and disfranchisement (Gordon & Rosenblum, 2001; Harley, Jolivette, 

McCormick, & Tice, 2002). As noted by Vera and Speight (2003) "typically, 

marginalization is the main process by which social injustice is maintained" (p. 260). 

Similarly, oppression is maintained by taking actions against disadvantaged groups 

and also by increasing privileges for advantaged groups (Goodman, 2001).  For 

cultural minority groups, (i.e. people with disabilities), who frequently encounter acts 

of social injustice and subjugation, social justice is not only important but necessary. 

Bell (1997) identified two overarching tenets of social justice. First, social 

justice is "full and equal participation of all groups in a society that is mutually shaped 

to meet their needs." Second, "Social justice includes a vision of society in which the 

distribution of resources is equitable, and all members are physically and 

psychologically safe and secure" (p. 3).  Additional views of social justice assert that 

liberty and equality are desirable and deserving paradigms for all members of a society 

(Cyrus, 2000; Stevens & Wood, 1992). 

Social Justice & Multicultural Competence 

 

Albeit different constructs, multiculturalism and social justice are related; some 
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scholars consider the former to be a foundation for the latter (Ratts, et al, 2015; 

Kelsey & Smart, 2012). Issues related to discrimination- racism, ableism, gender 

inequity, poverty, anti-Semitism, etc. - continue to present challenges to equity in our 

society (Gordon & Rosenblum, 2001; Martin & Wheeler, 2000).  Given the ongoing 

challenges of these issues and their impact on diverse populations, scholars 

acknowledge the interconnectedness of multiculturalism and social justice 

(Arredondo & Perez, 2003; Fox, 2003; Helms, 2003; Ivey & Collins, 2003; Martin & 

Wheeler, 2000; Ponterotto, Casas, Suzuki, & Alexander, 2001; Pope-Davis & 

Coleman, 2001; Pope- Davis, Coleman, Liu, & Toporek, 2003; Vera & Speight, 

2003).  Vera and Speight (2003) indicated that a commitment in counseling to an 

agenda of multiculturalism must also include a commitment to social justice and 

would require multicultural competence to include advocacy and other forms of 

intervention.  Social justice literature also indicates that any multicultural movement 

that either de-emphasizes, under-emphasizes, or omits social justice is likely to do 

little to eradicate oppression and will maintain the status quo to the detriment of 

historically marginalized people (Gordon & Rosenblum, 2001; Harris, 1995; Vera & 

Speight, 2003). 

There has been limited attention given to social justice within the context of 

rehabilitation counseling (Butler, et al, 2008; Harley, et al, 2007).  Changes in the 

world (e.g., wartime economics, technology, global competition) and sustained social 

conditions of prejudice (e.g., poverty, ableism, etc.) have compounded the complexity 

of the rehabilitation profession.  Consequently, issues pertaining to social justice call for 

rehabilitation professionals to assess traditional approaches to training in rehabilitation 
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counseling and develop new competencies. 

Kelsey & Smart (2012) acknowledge that multiculturalism is an essential 

component of social justice.  The construct of social justice can consider the needs and 

experiences of individuals who identify with more than one disadvantaged status, such 

as a person with a disability who lives in poverty.  While the majority of multicultural 

literature has dealt with only one disadvantaged status, specifically the ethnic and 

racial diversity of an individual, operating from both a social justice and multicultural 

perspective promotes a more inclusive conceptualization of an individual. 

Professional Development 

There are various definitions of professional development in counseling and 

related professions.  Lindley (1997) presented a definition of continuing professional 

development (CPD), which focuses on cultivation of competence.  After surveying 

3,958 psychologists, psychiatrists, and other mental health practitioners, Orlinsky et al. 

(1999) surmised that professional development was a blend of both competence and 

confidence.  In social work, professional development is primarily regarded as 

continuing education (Poste et al., 2002; Mitchell, 2001).  Ducheny et al. (1997) 

regarded professional development as inclusive of intersections between personal and 

professional lives. 

After conducting an extensive literature review, Elman et al. (2005) created a 

definition of professional development in psychology with a more holistic approach, 

encompassing careers from training through retirement: 

Professional development is the developmental process of acquiring, expanding, 

refining, and sustaining knowledge, proficiency, skill, and qualifications for 
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competent professional functioning that result in professionalism. It comprises 

both a) the internal tasks of clarifying professional objectives, crystallizing 

professional identity, increasing self-awareness and confidence, and sharpening 

reasoning, thinking, reflecting, and judgment and b) the social/contextual 

dimension of enhancing interpersonal aspects of professional functioning and 

broadening professional autonomy (p. 368). 

This definition explains the professional development as a process that integrates 

internal and external professional experiences, roles, and functions in order to achieve 

competence, confidence, and professionalism. 

Ronnestad and Skovholt (2003) conducted cross-sectional, longitudinal 

qualitative study that interviewed 100 counselors and therapists.  They presented the 

results as a phase model of professional development that is congruent with the Elman 

et al. (2005) definition.  This model describes developmental processes of trainees to 

retired therapists and yielded fourteen themes that characterize processes that are 

common across phases of development.  Overall, these themes represent self-reflection 

(about personal and professional experiences), interpersonal interactions, openness to 

learning from many sources (including clients), flexibility, and intersections between 

personal and professional experiences (Ronnestad and Skovholt, 2003).   

Summary 

Since the Sue et al. (1992) definition and Arredondo et al.'s (1996) 

operationalization of the multicultural competencies, there have been guidelines that 

can be used to increase multicultural competence in the counseling profession.   

However, adequate attention has not been given to poverty and its intersection with 
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disability to ensure competence.  The nature of disability and poverty is both causal 

and relational and is also ongoing.  Rehabilitation professionals are charged to work 

with people with disabilities.  They receive comprehensive preparation on social and 

cultural aspects of disability; however, it is essential to also receive competent poverty 

training. 
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Chapter 3: Methodology 

 

Chapter Three describes the methodological approach used to determine the 

impact of a training intervention on rehabilitation professional’s multicultural 

competence and multicultural self-efficacy.  Additionally, this chapter provides a 

rationale for the chosen methodology, research setting and sample, and describes data 

collection and analysis methods.  This chapter provides a detailed description of the 

training intervention as well as all aspects of the design and procedures of the study.   

This study investigated the impact of a multicultural training intervention on 

rehabilitation professional’s multicultural competence and multicultural self-efficacy. 

Specifically, this study addressed the effectiveness of using this intervention in 

rehabilitation counseling to significantly impact multicultural competence and 

multicultural self-efficacy. The goal was to compare two treatment groups; an 

intervention group that received the training intervention focused on poverty and a 

control group that received general multicultural competence training, to ascertain if 

there were any significant effects of the training intervention on multicultural 

competence and multicultural self-efficacy within each group and between groups. 

 
Research Questions/Hypotheses 

 

The objective of the research is to evaluate the effectiveness of a training 

intervention that assesses multicultural competency and multicultural self-efficacy in 

rehabilitation professionals who work with people with disabilities living in poverty. 

The literature defines multicultural competency as the quality and ability of the 

counselor to effectively work with diverse clients (Sue et al., 1992; Sue & Sue, 2015).  

Multicultural competence (MCC) is measured in three areas: knowledge, cultural 
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beliefs/attitudes [awareness], and skills (Sue et al., 1982).  Additionally, multicultural 

self-efficacy (MCSE) has been positively correlated with high levels of perceived 

multicultural competence (Constantine, 2002).  As such, the effectiveness of the 

intervention will be determined based on the amount of change from pre- to post 

intervention in each of these three MCC areas as well as MCSE. The research 

questions are articulated as follows: 

RQ 1A. Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? 

(main effect, between group difference) 

RQ 1B: Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) by time (pretest/posttest) among rehabilitation 

professionals who participated in a training intervention focused on poverty? 

(main effect, time variable, within group difference) 

RQ 1C: Is there a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training intervention at posttest? 

(interaction effect, group x time) 

RQ 2A. Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 



 

48 
 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

RQ 2B: Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) by time (pretest/posttest) among rehabilitation professionals 

who participated in a training intervention focused on poverty? (main effect, 

time variable, within group difference) 

RA 2C: Is there a significant increase in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest? (interaction effect, group x 

time) 

To address the research questions, the following hypotheses state: 

 

H0: There will be no significant difference in multicultural competence 

(knowledge, skills, awareness) and multicultural self-efficacy (multicultural 

assessment, multicultural intervention, multicultural session management) by 

group (control, intervention) and by time (pretest/posttest). 

 

H1A: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? (main 
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effect, between group difference) 

H1B: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) at posttest among rehabilitation professionals 

who participated in a training intervention focused on poverty (main effect, 

time variable, within group difference).   

H1C:  There will be a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at posttest 

(interaction effect, group x time) 

H2A: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

H2B: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) at posttest among rehabilitation professionals who participated in 

a training intervention focused on poverty (main effect, time variable, within 

group difference).   

H2C:  There will be a significant increase in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 
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management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest (interaction effect, group x 

time. 

Research Design 

 

This study implemented a quasi-experimental design.  Specifically, it was a 

nonequivalent pre- and posttest design with one control group (CTRL) and one 

intervention group (INT).  The research was quasi-experimental because participants 

were not randomly assigned into treatment conditions and intact groups were used.  

The dependent variables were multicultural competence (knowledge, skills, 

awareness) and multicultural self-efficacy (multicultural assessment, multicultural 

intervention, multicultural session management). There was a between-subjects 

factor of treatment condition (control or intervention) and a within- subjects factor of 

time (pretest or posttest). 

 

Figure 1: Research Design 

 Pretest Intervention Posttest 
INT O X O 

  CTRL   O    O   
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In the Figure 1, the intervention group (INT) received the training intervention 

as denoted by the X before receiving the posttest, while the control group (CTRL) 

did not receive the intervention. 

Participants.  Participants were recruited from a state vocational rehabilitation 

agency located in a large metropolitan city on the East coast.  Participation in monthly 

professional development workshops was mandatory for all rehabilitation 

professionals in this setting.  Participants self- selected into one of two possible 

training intervention times depending on their availability.  Subsequently, they were 

assigned into either the control or intervention group by the researcher; there were no 

criterion for selection to either group.  The intervention group received the training 

intervention focused on working with people with disabilities living in poverty; the 

control group received nonspecific multicultural training; consistent with the agency’s 

training guidelines. 

The researcher facilitated both groups, ensuring treatment fidelity of the 

training intervention. The curriculum content covered during the study was decided by 

the researcher in accordance with agency standards to ensure equivalency in content 

material, curriculum standard, and element(s) presented to participants during training.  

The content for both the control and intervention groups was presented utilizing the 

same instructional design strategies (didactic seminar, cognitive instruction, 

interpretive discussion).  Similarity in content was adhered to control for construct 

validity and crossover effect.   

There were 54 total rehabilitation professionals (counselors, supervisors, 

administrators) who participated in this study, with 31 participants in the control group 
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and 23 in the intervention group.  While professional development was mandatory in 

the treatment setting, participants in each group were provided with information about 

the dissertation study. All participants completed a questionnaire consisting of 

demographic information and an identical pre- and posttest measure of multicultural 

competence and multicultural self-efficacy. 

The demographic section collected data such as age, race, ethnicity, years of 

work experience, gender, and education level.  The portion of the questionnaire that 

assessed multicultural competence consisted of the Multicultural Awareness and 

Knowledge Skills Survey- Counselor Edition Revised (MAKSS-CE-R); and the last 

portion that assessed for multicultural self-efficacy consisted of the Multicultural 

Counseling Self-Efficacy-Racial Diversity (MCSE RD).  Participants provided the 

last 4 digits of their work phone numbers for identification purposes in order to match 

pre- and posttest data and to protect confidentiality. 

 

Sampling.  Convenience sampling was utilized in selecting participants.  The 

non- equivalent group design (NEGD) of this study utilized intact control and 

intervention groups. Due to the lack of random assignment, the NEGD was 

susceptible to the internal validity threat of selection (Tabachnick, 2013). 

Power analysis.  In order to achieve adequate power to detect statistical 

significance in the data, a power analysis was conducted during the planning stages in 

to determine the required sample size needed.  Cohen (1965; 1988) recommends a 

desired power level of .80 as this is commonly used in the social sciences with an 

alpha level of .05.  Using SPSS 22 for Windows, a power analysis was conducted 

using a .80 power level, a .05 Type I error rate, and anticipating an effect size of f = 
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.35.  The power analysis indicated that a minimum sample size of 21 participants per 

group (control and intervention) is needed to detect a large effect size based on the 

intended analysis (ANOVA).  This study had 31 participants in the control group and 

23 participants in the intervention group; achieving adequate statistical power. 

Description of Training Intervention 

The training intervention for this study was conceived based on a review of the 

literature on poverty, disability, multicultural competence, social justice, and 

professional development.  The literature review helped to identify continued 

professional development as a method to enhance rehabilitation professionals’ 

multicultural competence (Ratts, et al., 2015; Kelsey & Smart, 2012; CACREP, 2009; 

Sue et al., 1982).  A review of the literature on multicultural competence training 

identified a training intervention as an effective means of increasing knowledge, skills, 

and awareness (D’Andrea et al., 1999).  A review of the literature on professional 

development yielded core components of professional development to be included in a 

training intervention curriculum (KAPE, 2009; Poste et al., 2002; Mitchell, 2001; 

Orlinsky et al., 1999; Ducheny et al., 1997). 

The training intervention was provided to a group of rehabilitation 

professionals in a single administration occurring in one day. The evaluation 

component of the training intervention was intended to measure the effectiveness of 

the training intervention in providing participants with the knowledge, awareness, and 

skills they could implement in their work with people with disabilities living in 

poverty after the training intervention was completed. 

Program Development.  According to the model of professional development 
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put forth by Orlinsky et al. (1999), professional development should aim to increase 

both competence and confidence.  The training intervention used in the present study 

was developed with those two aims in mind.  More specifically, the intervention 

focused on increasing participants’ multicultural competence (knowledge, skills, and 

awareness) and multicultural self-efficacy related to people with disabilities living in 

poverty.  The development phase of the training intervention proceeded with 5 steps: 

1. Identify domain content from the literature. 

 

2. Translate domain content into competencies (expected learning outcomes). 

 

3. Develop curriculum. 

 

4. Determine evaluation tools. 

 

5. Define evaluation methods. 

 

Domain Content.  A domain is defined as a “sphere of knowledge, influence, 

or activity” (Merriam Webster); therefore, the domain content for this study is the 

critical knowledge and skills rehabilitation professionals need to effectively work 

with people with disabilities living in poverty.  Based on a review of the literature on 

poverty, disability, professional development and social justice, and drawing on 

Gorski’s (2009; 2013) Equity Approach to Literacy in Education, as well as the 

Multicultural Counseling and Social Justice Counseling Competencies (MSJCC) 

(Ratts et al., 2015), the following concepts were gleaned to produce domain content 

and competencies for the training intervention: 

1. Ability to Recognize biases and inequities, including those that are 

subtle in the rehabilitation and employment processes. 

2. Ability to Respond to biases and inequities in the immediate term. 
 

3. Ability to Redress biases and inequities in the long term. 
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4. Ability to Create and Sustain a bias-free and equitable counseling environment. 
 

Competencies.  The competencies were drawn from the domain content and 

were organized around the tripartite model of multicultural competence 

(Constantine & Ladany, 2000; Holcomb-McCoy, 2000; Worthington, Soth-McNett 

& Moreno, 2007): 

• Participants will be able to recognize barriers people with disabilities 

who live in poverty face when participating in the vocational 

rehabilitation process (knowledge/awareness) 

• Participants will understand the systemic barriers, oppression, 

stereotypes, and discrimination that people with disabilities living in 

poverty experience within the vocational rehabilitation process 

(awareness) 

• Participants will understand some of the important skills involved in 

providing effective rehabilitation services to people with disabilities 

living in poverty (Skills) 

• Participants will demonstrate an increase in self-awareness 

regarding implicit attitudes towards people with disabilities living 

in poverty (awareness/skill) 

Curriculum.  The curriculum of the training intervention modeled after the 

Minority Outreach in Education Program (MORE) (KAPE, 2009) and the Culture-

infused Counseling model (Collins & Arthur, 2010).  The MORE curriculum was 

selected due to its emphasis on cultural life skills, cultural sensitivity, and civic 

engagement.  The curriculum (Appendix A) had 3 sections, that lasted approximately 
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2 hours each as this is consistent with standard practice in the agency setting where the 

intervention took place.  Section 1 used an experiential learning activity aimed at 

increasing participants awareness of their own cultural identity, which has been 

identified as an important foundational aspect of increasing multicultural competence 

(Collins & Arthur, 2010).  Building on that awareness, cognitive instruction was used 

to provide knowledge via Power Point presentation to include a historical overview of 

disability and poverty (Lustig & Strauser, 2007; Kaminski et al., 2013; Krieger, Chen, 

Waterman, Rehkopf, & Subramanian, 2005); statistical information on poverty and 

disability rates in the United States (U.S. Census Bureau, 2016); and cultural 

characteristics of people affected by poverty as well as people with disabilities (Lustig 

& Strausser, 2007; National Organization on Disability, 2004; Lee et al., 2002; 

Meyers, Brady & Seto, 2000; Kruse, 1998).  Finally, the researcher led the group in a 

brief discussion to reflect on how the intersection of these aspects of cultural identity 

present barriers to successful rehabilitation. 

Section 2 considered how participants’ might recognize and respond to 

systemic barriers and inequities within the rehabilitation and employment process. 

The researcher utilized both cognitive and inductive elements; specifically, didactic 

instruction, experiential learning activities, and interpretive discussion.  Participants 

were prompted to discuss aspects of their cultural identity from section 1. Afterwards, 

the researcher facilitated a guided discussion with the large group.  This discussion 

had two aims: the first was to encourage self-reflection on their own implicit biases 

surrounding both poverty and disability.  The second was to utilize critical thinking to 

identify skills to address how these attitudes serve to either restrict or broaden their 
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ability to work effectively with people with disabilities living in poverty.  According 

to Sue & Sue (2015), in addition to recognizing their own limitations, culturally 

competent mental health professionals must be able to receive (recognize) both verbal 

and nonverbal message and exercise interventions that are both appropriate and 

accurate (respond and redress). 

Section 3 focused on redressing the biases and inequities and creating and 

sustaining an equitable counseling environment.  Culturally competent mental health 

professionals are aware of how their own identity, values, and biases impact minority 

clients (Sue & Sue, 2015).  The researcher primarily relied on inductive or 

experience-based small group and guided discussion to increase participant’s self-

awareness.  In addition, participants were asked to explore how their identity, values, 

and biases and the expectations of the vocational rehabilitation process might impact 

their ability to work effectively with people with disabilities living in poverty. 

Evaluation tools 

 

The evaluation tools used in this study were two quantitative instruments: 

The Multicultural Awareness and Knowledge Skills Survey- Counselor Edition 

Revised (MAKSS- CE-R) (Kim et al., 2003), and The Multicultural Counseling 

Self-Efficacy-Racial Diversity (MCSE-RD) (Sheu & Lent, 2007).  A demographic 

questionnaire was also administered for descriptive purposes. 

MAKSS-CE-R. The Multicultural Awareness and Knowledge Skills Survey- 

Counselor Edition Revised (MAKSS-CE-R) is a measure of multicultural counseling 

competence based on Sue et al. (1982) model of cross-cultural counseling competence.  

This is a 33-item 4-point Likert-type self-report instrument, organized into three 
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subscales (Awareness-Revised, Knowledge-Revised and Skills-Revised). Normalized 

with a population of 272 female and 66 male graduate counseling students ranging 

from 20 to 53 years of age, the MAKSS-CE-R has a Cronbach’s alpha of .81 (Kim et 

al., 2003). Concurrent validity of the instrument was established through correlation 

analysis with the Multicultural Counseling Knowledge and Awareness Scale 

(MCKAS) (Ponterotto et al., 2002).  The MAKSS-CE-R was reported to have a 

statistically significant positive correlation (r= .51, p< .001) (Kim et al., 2003). 

The MAKSS-CE-R is the revised version of the original MAKSS-CE 

(D’Andrea et al., 1991) and was developed to assess counselors’ level of multicultural 

competence. Additionally, Kim et al. (2003) developed the instrument to enhance the 

measures’ psychometric properties.  Because of an exploratory factor analysis, a self-

administered, 33-item instrument was developed. The MAKSS-CE-R survey consists 

of 10-items labeled Awareness-R, 13-items labeled Knowledge-R, and 10-items 

labeled Skills-R. The responses for the instruments items are based on three different 

4-point Likert type scales. The three subscales included the following 4- point scales: 

(a) awareness subscale (1 = strongly disagree, 4 = strongly agree); (b) knowledge 

subscale (1 = very limited, 4 = very good); and the skills subscale (1 = very limited, 4 = 

very good). For the awareness subscale, items number 1-4, 6, 8 & 9 were reverse 

scored to reduce socially desirable responses (Kim et al., 2003). In describing validity, 

the authors provided correlation coefficients of .19 to .60 that “ensured adequate 

construct validity of the scores on the MAKSS-CE-R and its subscales” (Kim et al., 

2003, p. 175). In describing reliability for the current study, the following coefficient 

alphas were reported: .51 for Awareness-R, .72 for Knowledge-R, .82 for Skills-R, and 
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.82 for the entire instrument. 

 

Table 3 

MAKSS-CE-R Questions Used to Assess Learning Objectives 

 

Objective 
Question 

numbers 

Participants will be able to recognize barriers people with 

disabilities who live in poverty face when participating in the 

vocational rehabilitation process 

 
9-18; 
19-30 

Participants will understand the systemic barriers, oppression, 

stereotypes, and discrimination that people with disabilities 

living in poverty experience within the vocational rehabilitation 

process 

 

 
 

9-18 

To help participants understand some of the important skills 

involved in providing effective rehabilitation services to people 

with disabilities living in poverty 

 
 

31-39 

To increase participants self-awareness regarding implicit 

attitudes towards people with disabilities living in poverty 

9-18; 

31-39 
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MCSE-RD.  The Multicultural Counseling Self-Efficacy-Racial Diversity 

(MCSE-RD) (Sheu & Lent, 2007) scale is a 37-item Likert-type scale designed to 

measure counselors’ self- perceived ability to counsel racially diverse clients.  For 

purposes of the present study, participants were instructed to complete the measure 

with their ability to counsel people with disabilities who are affected by poverty.  

They rated the degree to which they feel confident in their ability to accomplish each 

item (ranging from “0” not confident to “9” very confident). The MCSE-RD is 

comprised of three sub-scales: Multicultural Intervention (MI), Multicultural 

Assessment (MA), and Multicultural Session Management (MSM). The MCSE-RD 

has high internal reliability; Cronbach’s alphas on sub-scales range from 0.92 to 0.98 

and total score reliability of 0.98 (Sheu and Lent 2007). In the current study, the 

Cronbach’s alpha coefficient was 0.94 for full-scale, 0.90 for MI, 0.90 for MA, and 

0.89 for MSM. According to Sheu and Lent (2007), the test-retest reliability scores of 

the sub-scales for the MCSE-RD were between 0.69 and 0.99 and for the total score of 

the MCSE-RD the correlation coefficient was r = 0.77. The three MCSE-RD sub-

scales also correlated with each other, with intercorrelations falling between 0.67 and 

0.85 and all sub-scales having a strong correlation with the full-scale score (r > 0.83). 

In the current study, intercorrelations between sub-scale scores were between 

0.57 and 0.74 and intercorrelations between the full-scale score and the sub-scale 

scores were between 0.78 and 0.95. 
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Table 4 

MCSE-RD Scale Breakdown 

Subscale 
Question 

numbers 

 
Multicultural Intervention (MI) 

40, 41, 43, 52, 54-57, 

59-60, 62-73, 75-76 

Multicultural Assessment (MA) 50-51, 53, 58, 61, 74 

Multicultural Session Management (MSM) 42, 44-49 

 

Demographic questionnaire.  Participants were asked to complete a set of brief 

demographic questions in which they will report their age range, gender, years of 

experience, current role (supervisor, counselor, quality assurance, and administrator), 

racial/ethnic background, and education level. Every participant has a private phone 

and was asked to provide the last 4 digits of their work phone numbers for 

identification purposes from pre- to posttest. This data was used for descriptive 

purposes and to explore potential predictive utility of specific variables found within 

the research literature. 

Evaluation method 

 

Procedure.  All participants were involved in the study in conjunction with 

their professional development. While participation in the training intervention is 

mandatory for all VR counselors and supervisors, they were unaware of the topic of 

each session.  Each intact group was assigned to either the control or intervention 

group. Prior to selecting the day and time slot for training intervention, participants 

had to complete the pretest in Google Forms (an online survey platform).  Participants 

were familiar with this platform as they used it regularly to sign up for professional 
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development sessions.  The pretest included 8 demographic questions followed by the 

questions from the MAKSS-CE-R and MCSE-RD (See Appendix B). 

In each treatment condition, the research was conducted for 6 hours in a single 

administration. Participants received either a routine agency training intervention that 

focused on multicultural competence, or they received the training intervention focused 

on working with people with disabilities living in poverty.  For a detailed description 

of the training intervention see Appendix A. 

Testing procedures.  The present study employed a quasi-experimental design 

to measure its effectiveness.  The research design was selected due to the lack of 

random assignment.  Additionally, the key objective in a quasi-experimental design is 

to determine the cause and effect relationship between an intervention and target 

population. This was completed by exposing one group (intervention group) to a 

manipulation (training intervention) and observing the results of this manipulation on 

the dependent variables (MCC & MCSE). The control group did not receive the same 

training intervention.  Effectiveness was evaluated by comparing pre- and post- 

measures of constructs of knowledge, skills, and awareness towards working with 

people with disabilities living in poverty. 

Data collection.  Prior to the training intervention, the participants in both the 

intervention and control groups were asked to complete online surveys containing the 

MAKSS-CE-R (Kim et al., 2003) and the MCSE-RD (Sheu & Lent, 2007) as well as a 

demographic questionnaire (Appendix B).  Upon completion of the training 

intervention, participants completed an identical post assessment. Participants used the 

last 4 digits of their phone numbers for identification and confidentiality purposes.  
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Both the pretest and posttest surveys were administered electronically via Google 

Forms, as was standard with agency requirements.   

Data analysis.  After the training intervention was completed and the final 

data were collected, data were exported from the online platform Google Forms to a 

Microsoft Excel Spreadsheet.  Individual items from the pre- and posttest measures 

were coded according to the instrument instructions.  All responses were moved to a 

single Microsoft Excel sheet and matched by the last four digits of their work phone 

number to allow for importing to the Statistical Package for the Social Sciences 

(SPSS) for analysis. 

Mixed Analysis of Variance (ANOVAs) were used to analyze the data with 

respect to the sample and the research questions. Descriptive statistics, including 

frequencies and percentages, were used to describe categorical data such as 

participants’ individual demographic characteristics as well as the pretest and posttest 

items. Descriptive statistics for the intervention versus control groups were also 

conducted. In addition, the data analysis included the following with respect to each of 

the study’s research questions. 

RQ 1A. Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? 

(main effect, between group difference) 

RQ 1B: Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) by time (pretest/posttest) among rehabilitation 
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professionals who participated in a training intervention focused on poverty? 

(main effect, time variable, within group difference) 

RQ 1C: Is there a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at 

posttest? (interaction effect, group x time) 

Two, one-within one-between mixed model analyses of variances (ANOVAs), 

or a two- way mixed ANOVA were conducted in relation to this research question to 

analyze the MAKSS-CE-R and each of its 3 subscales (knowledge, skills, awareness).   

A two-way mixed ANOVA is used where there are two or more groups measured 

repeatedly on the same scale (Tabachnick & Fidell, 2013).  The three subscales of the 

MAKSS-CE-R (knowledge, skills, awareness) were converted into t-scores at both 

pre- and posttest conditions for each participant in order to determine differences in 

each item per subscale.  Hypothesis 1A and 1B would be supported by a statistically 

significant interaction within groups over time, with a significant increase in 

multicultural competence as measured by the MAKSS-CE-R for the intervention 

group compared to the control group.  Partial 2 were also reported with all results. 

These ANOVAs facilitated the testing for main effects of time (pre- or posttest) 

and for interaction effects of treatment condition (control, intervention) and time. The 

one within or repeated-measures design was appropriate as all participants in the study 

completed pretest and posttests.  Therefore, each participant served as their own 

control, eliminating variance resulting from individual differences. The between 
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analyses were conducted to examine the impact of the intervention or control groups, 

and to avoid any carryover effects of the repeated measures design. 

RQ 2A. Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

RQ 2B: Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) by time (pretest/posttest) among rehabilitation professionals 

who participated in a training intervention focused on poverty? (main effect, 

time variable, within group difference) 

RA 2C: Is there a significant increase in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest? (interaction effect, group x 

time) 

As with research question 1A, 1B, and 1C, two, one-within one-between mixed 

model analyses of variances (ANOVAs) were conducted in relation to this research 

question. A two-way mixed ANOVA is used where there are two or more groups 

measured repeatedly on the same scale (Tabachnick & Fidell, 2013).  The three 
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subscales of the MCSE-RD (multicultural assessment, multicultural intervention, 

multicultural session management) were converted into t-scores at both pre- and 

posttest conditions for each participant to determine differences in each item per 

subscale.  Hypothesis 2A.  The results of the analysis show an increase in multicultural 

self-efficacy as measured by the MCSE-RD for the intervention group compared to 

the control group.  Partial 2 were also reported with all results. 

Summary 

 

This chapter included the methodology that was used to test the research 

questions and hypotheses outlined in the first chapter.  It included a review of the 

research questions and hypotheses, the rationale for a quasi-experimental design with 

comparative pre- and post-test design, how participants were recruited, what 

measurements were used, and the procedure of the study. The chapter also contained 

a description of data analyses that were performed once the data had been collected, 

which corresponded with the research hypotheses and research design. 
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Chapter 4: Results 

 

Chapter Four organizes and reports the study’s main findings.  These include the 

presentation of relevant data.  This chapter describes the results of data analyzed from 

participants who participated in a training intervention focused on poverty compared to 

those who received general multicultural training.  Included in this chapter is the 

presentation of pertinent statistical data from the MAKSS CE-R, MCSE-RD, and 

demographic questionnaire.   

First, the research questions are presented followed by participant demographics.  

Next, descriptive statistics and scale reliabilities for this study are given.  Data 

preparation and screening methods are provided before the research questions and 

hypotheses are restated.  Lastly, results of statistical analyses are provided.   

Introduction  

The purpose of this study was to investigate the effectiveness of a training 

intervention. This intervention focused on effectively providing rehabilitation services to 

people with disabilities living in poverty.  This study used a quasi-experimental pre-

post-test control group design to determine changes in multicultural competence (MCC) 

and multicultural self-efficacy (MCSE).   

The following sections will cover: (a) descriptive characteristics of study 

participants, (b) data preparation and screening, (c) results of the eight two-way (Group x 

Time) mixed analyses of variance (ANOVAs) for both the Multicultural Awareness 

Knowledge Skill Survey (MAKSS CE-R; Kim et al., 2003), including the three 

subscales of knowledge, skills, and awareness; and the Multicultural Self-Efficacy 

Scale, Racial Diversity form (Sheu & Lent, 2007) as well as each of the three subscales 
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of multicultural assessment, multicultural intervention, and multicultural session 

management.  All data screening and analyses were conducted using the Statistical 

Package for Social Sciences (SPSS), version 22.0. The following questions were 

addressed in the research: 

RQ 1A. Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? 

(main effect, between group difference) 

RQ 1B: Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) by time (pretest/posttest) among rehabilitation 

professionals who participated in a training intervention focused on poverty? 

(main effect, time variable, within group difference) 

RQ 1C: Is there a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at 

posttest? (interaction effect, group x time) 

RQ 2A. Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 
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difference) 

RQ 2B: Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) by time (pretest/posttest) among rehabilitation professionals 

who participated in a training intervention focused on poverty? (main effect, 

time variable, within group difference) 

RA 2C: Is there a significant increase in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest? (interaction effect, group x 

time) 

Participant Demographics 

 

The population of this study consisted of 54 rehabilitation professionals (n=54) 

working at a state vocational rehabilitation agency in a major metropolitan city in the 

Mid-Atlantic region of the United States. The participants included: a control group 

(CTRL) of 31 participants (n=31) who received a general training intervention focused 

on cultural diversity and an intervention group (INT) of 23 participants (n=23) who 

received a training intervention specifically focused on people with disabilities who 

live in poverty.  All participants completed an identical pretest and posttest survey 

consisting of a demographic questionnaire, the Multicultural Knowledge and 

Awareness Skills Survey, Counselor Edition, Revised (MAKSS CE-R), and the 

Multicultural Self-Efficacy Scale, Racial Diversity form (MCSE RD).  Table 5 



 

70 
 

presents the number and percentage of the sample population by group. 

 

Table 5 

Number and Percentage of Population by Group 

 N % 

Control group (CTRL) 31 57.4% 

Intervention group (INT) 23 42.6% 

  Total   54   100.0%   

 

 

Data showed that 85% (n=46) of the participants identified as ‘Black/African-

American’, while 13% (n=7) identified as ‘White’; 1 person chose not to identify 

(n=1). Both the control and intervention groups had a similar distribution of male to 

female participants; 22.58 % identified as male (n=7) in the control group and 26.09% 

identified as male in the intervention group (n=6). The majority of participants in both 

the control and intervention group held a master’s degree or higher; 93.55% of the 

participants in the control group held a master’s degree (n=29) and 78.26% of the 

participants in the intervention group held a master’s degree (n= 18) and 8.70% held a 

doctorate (n=2).  The ages of the participants across both group were similar, with 

41.94% in the control group (n=13), and 34.78% (n=8) in the intervention group being 

aged 40-44. Most of the participants in the control group had between 5 and 9 years of 

work experience (n=19), while the work experience of the participants in the 

intervention was evenly distributed, with 26.09% (n=6) having between 5 and 9 years, 

34.78% (n=8) having 10 to 14 years, and 30.43% (n=7) having 15 years or more of 

work experience.  Overall, participants in the intervention group had more work 

experience when compared to those in the control group.  The remaining 

participant characteristics are displayed in Table 6.  
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Table 6 

Participant characteristics for intervention and control groups 
  Intervention  Control 

Variables n % N % 

Gender 
Male 6 26.09% 7 22.58% 

Female 17 73.91% 24 77.42% 

Ethnicity 

Black/African-American 17 73.91% 30 96.77% 

White 5 21.74% 1 3.23% 

Other 1 4.35% -- -- 

Education Level 

Bachelor’s 3 13.04% 2 6.45% 

Master’s 18 78.26% 29 93.55% 

Doctorate 2 8.70% -- -- 

Age 

25-29 4 17.39% 4 12.90% 

30-34 3 13.04% 5 16.13% 

35-39 3 13.04% 1 3.23% 

40-44 8 34.78% 13 41.94% 

45-49 -- -- -- -- 

50-54 1 4.35% 4 12.90% 

55-59 -- -- -- -- 

60 and above 4 17.39% 4 12.90% 

Race 

Hispanic or Latino/a 1 4.35% -- -- 

Non-Hispanic or Latino/a 22 95.65% 31 100% 

Years of Experience 

1-4 years 2 8.70% -- -- 

5-9 years 6 26.09% 19 61.29% 

10-14 years 8 34.78% 10 32.26% 

15 or more years 7 30.43% 2 6.45% 
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Descriptive Statistics 

 

Table 7 shows the means and standard deviations for the MAKSS-CE R 

and each of its subscales for the control and interventions groups and pretest 

and posttest.  The smallest overall mean was the intervention group at pretest 

(M=92.65, SD= 11.53) for MCC.  The intervention group also displayed the 

largest mean for MCC at posttest (M= 106.35, SD= 5.68). 

 

Table 7 

Means and Standard Deviations for Multicultural Competence (as measured by the 

MAKSS CE-R) 
 Intervention 

 

n= 23 

 Contro

l 
 

n= 31 

  Total 
 

N= 

54 

 

Variable M SD M  SD M  SD 

MCC (MAKSS CE-R) 

Pre 92.65 11.53 95.61 3.81 94.35 8.10 

Post 106.35  5.68 98.61 3.53 101.91 5.94 

Knowledge 

Pre 38.13  5.81 37.97 1.83 38.03 3.99 

Post 44.87  2.05 41.23 1.26 42.78 2.44 

Skills 

Pre 25.65  7.41 27.4194 2.11 26.67 5.11 

Post 33.39  1.70 27.7742 2.06 30.17 3.39 

Awareness 

Pre 28.87  4.47 30.2258 2.43 29.65 3.48 

Post 28.09  4.57 29.6129 2.38 28.96 3.53 
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Table 8 shows the means and standard deviations for the MCSE-RD and each of its 

subscales.  The means for both the control and intervention groups were approximately 

the same (M= 6.35; SD= .36) and (M=6.34; SD= 1.91) respectively at pretest for 

MCSE. The control group displayed a decrease in overall MCSE at posttest (M= 5.77; 

SD= .29). 

 
 

Table 8 

Means and Standard Deviations for Multicultural Self-Efficacy (as measured by 

the MCSE RD) 

 Intervention 
n= 23 

 Contro

l 

n= 31 

  Total 
N= 54 

 

Variable M SD M  S

D 

 M  SD 

 

MCSE (MCSE RD) 

Pre 6.34  1.91 6.35  .36 6.35 1.26 

Post 6.89  .88 5.77  .29 6.25 .82 

Mul

ticul

tural 

Inte

rven

tion 

Pre 6.22  1.80 5.71  .42 5.93 1.23 

Post 7.77  1.01 6.01  .42 6.76 1.14 

Mul

ticul

tural 

Ass

ess

men

t 

Pre 2.84  .53 2.85  .31 2.85 .41 

Post 2.41  .69 2.75  .29 2.60 .52 

Multicultura

l Session 

Managemen

t 
Pre 6.78  2.01 7.15  .45 6.99 1.35 

Post 7.43  1.24 7.18  .44 7.28 .88 

 

 

Hypothesis 

 

The two groups of participants were rehabilitation professionals who worked at 
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a state agency in major metropolitan city located in the Mid-Atlantic region of the 

United States. The intervention group received a training intervention focused on 

people with disabilities who live in poverty, and the control group received a training 

intervention on multicultural competence.  Both groups were measured twice on 

multicultural competence and multicultural self-efficacy, once before their respective 

training interventions were implemented and again immediately after the completion 

of the training intervention. Multicultural competence (MCC) was measured using 

the Multicultural Awareness Knowledge and Skills Survey, Counselor Edition, 

Revised (MAKSS CE-R; Kim et al., 2003).  Multicultural self- efficacy (MCSE) was 

assessed using the Multicultural Self-Efficacy Scale, Racial Diversity form (MCSE 

RD; Sheu and Lent 2007). 

Based on the research questions and the research design, the following 

hypotheses were proposed: 

H0: There will be no significant difference in multicultural competence 

(knowledge, skills, awareness) and multicultural self-efficacy (multicultural 

assessment, multicultural intervention, multicultural session management) by 

group (control, intervention) and by time (pretest/posttest). 

 

H1A: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? (main 

effect, between group difference) 

H1B: There will be a significant difference in multicultural competence 
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(knowledge, awareness, skills) at posttest among rehabilitation professionals 

who participated in a training intervention focused on poverty (main effect, 

time variable, within group difference).   

H1C:  There will; be a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at posttest 

(interaction effect, group x time 

H2A: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

H2B: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) at posttest among rehabilitation professionals who participated in 

a training intervention focused on poverty (main effect, time variable, within 

group difference).   

H2C:  There will; be a significant increase in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 
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not receive the training the intervention at posttest (interaction effect, group x 

time. 

Scale Reliabilities 

 

As discussed in Chapter 3, two assessments were used in this study, the 

MAKSS- CE-R to measure multicultural competence and the MCSE-RD to measure 

multicultural self-efficacy. The MAKSS-CE-R consists of three subscales, all of which 

were used in this study: knowledge, skills, and awareness.  Researchers have found the 

MAKSS-CE-R to be a reliable and valid measure of multicultural competence, in 

terms of the reliability of the MAKSS-CE-R, coefficient alphas of .80, .87, and .85 

were reported for the scores across two separate samples on the Awareness, 

Knowledge, and Skills subscales, respectively, and .81 for the entire 33-item scale (Kim 

et al., 2003).  Using Cronbach’s alpha, previous studies have reported a reliability of 

.912 for the knowledge subscale; .895 for the skills subscale; and .553 for the 

awareness subscale which is acceptable (Megan, 2014; Lee et al., 2014) reported a 

pretest and posttest coefficient alpha of .89 and .91 respectively.  In this study, 

Cronbach’s alpha for the MAKSS-CE-R was good at .82 at pretest and acceptable at 

.74 at posttest; with each scale as follows: Knowledge (.72 at pretest and .53 at 

posttest); Skills (.82 at pretest and .64 at posttest); and awareness (.51 at pretest and .53 

at posttest).  These reliabilities were slightly lower than previously reported; however, 

are still considered adequate for research purposes (Megan, 2014; Lee et al., 2014). 

The Multicultural Counseling Self-Efficacy-Racial Diversity (MCSE-RD) (Sheu 
 

& Lent, 2007) scale is a 37-item Likert-type scale designed to measure counselors’ self- 

perceived ability to counsel racially diverse clients. The MCSE-RD is comprised of three 

sub-scales: Multicultural Intervention (MI), Multicultural Assessment (MA), and 
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Multicultural Session Management (MSM).  The MCSE-RD has high internal reliability; 

Cronbach’s alphas on sub-scales range from 0.92 to 0.98 and total score reliability of 

0.98 (Sheu and Lent 2007). Barden & Greene (2015) found intercorrelations between 

sub-scale scores were between 0.57 and 0.74 and intercorrelations between the full-scale 

score and the sub-scale scores were between 0.78 and 0.95.  Cronbach's alpha was used 

in the current study to calculate the coefficient reliability for the three subscales to 

measure how well the items matched (α ≥ .9 is excellent; .7 ≤ α ≤ 9 is good; .6 ≤ α ≤ .7 is 

acceptable). In the current study, the Cronbach’s alpha coefficient was 0.94 for full-scale 

at pretest, and .90 at posttest.  Additionally, the subscales had alpha levels as follows: 

0.90 at pretest and .86 at posttest for MI; 0.90 at pretest and .87 at posttest for MA, and 
 

0.89 at pretest and .73 at posttest for MSM. 

 

Data Preparation and Screening 

 

All analyses were conducted using the Statistical Packages for the Social 

Sciences (SPSS) Version 22.0. Descriptive statistics were calculated, including 

parametric statistic assumptions of normality, homogeneity of variance, and sphericity.  

Normality was examined via skewness and kurtosis values. Acceptable skew and 

kurtosis are ≤ the absolute values of 3 and 8 respectively. ANOVA is robust to 

violations of this assumption (Leech, Barrett, & Morgan, 2008). Homogeneity of 

variance was tested using Levene’s test for equality of variances, while sphericity was 

tested via Mauchly’s test of sphericity. 

Research Questions and Hypotheses 
 

 

RQ 1A. Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 



 

78 
 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? 

(main effect, between group difference) 

RQ 1B: Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) by time (pretest/posttest) among rehabilitation 

professionals who participated in a training intervention focused on poverty? 

(main effect, time variable, within group difference) 

RQ 1C: Is there a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at 

posttest? (interaction effect, group x time) 

RQ 2A. Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

RQ 2B: Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) by time (pretest/posttest) among rehabilitation professionals 

who participated in a training intervention focused on poverty? (main effect, 

time variable, within group difference) 



 

79 
 

RA 2C: Is there a significant increase in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest? (interaction effect, group x 

time) 

Changes in Multicultural Competence 

 

The first research question was addressed by four two-way (Group x Time) 

mixed analyses of variance (ANOVAs) to analyze the interaction between groups over 

time for MCC and each subscale.  The first research question addressed the interaction 

between group (control/intervention) and by time (pretest/posttest) on the MAKSS 

CE-R and each of its three subscales that make up multicultural competence (MCC): 

Knowledge, Skills, and Awareness, were tested.  The first research hypotheses stated 

that there would be significant differences between the intervention and control groups 

in their multicultural competence with the intervention group having a significant 

increase in MCC compared to the control group at posttest.  A two-way mixed 

ANOVA was conducted with MCC and each subscale as the repeated measures at 

pretest and posttest and treatment condition as the grouping variable. 

Effect size was calculated using the η² (partial eta squared) to determine how 

much the variance in MCC can be attributed to the factors (time, treatment condition). 

Cohen’s d was used to report the difference between two means, or the size of such 

difference with the conventional values of .01, .06, and .14, interpreted as small, 

medium, and large effect sizes, respectively (Green & Salkind, 2011). The p = .05 
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significant level which is the generally accepted social sciences criteria was utilized to 

determine whether the null hypothesis should be rejected (Green & Salkind). 

A two-way mixed ANOVA was conducted with MCC as the repeated measure 

at pretest and posttest and group (control/intervention) as the grouping variable. 

There was a significant main effect of time F(1,52)= 65.21, p < .001. The interaction 

of group over time was significant at p < .001, with a large effect size, partial ƞ2 = .30 

(Table 9). This indicates a significant difference in pretest and posttest scores with 

the interaction of treatment condition and time. 

A visual analysis of the profile plot in Figure 2 shows both the intervention and 

control groups increasing in Multicultural Competence from pretest to posttest. The 

results from the analysis were significant only for the intervention group with a 

moderate effect size.  This suggests that while the training interventions received by 

both the control and intervention groups had a positive effect, the training intervention 

focused on people with disabilities living in poverty received by the intervention group 

yielded a statistically significant increase in overall multicultural competence. 

Further examination of the subscales indicate that there was a significant 

interaction effect of group and time in the knowledge and skills subscales, F(1,52)= 

15.12, p < .001; and F(1,52)= 31.96, p < .001 respectively. There was not a 

significant interaction affect for awareness F(1,52)= .08, p=.784 (Table 9). 
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Table 9 

 

Results of Mixed ANOVA’s for MCC & Subscales  

Source SS df MS F p Partial 

2
 MCC 

Between Subjects 

Group 150.48 1 150.48 2.63 .11 .05 

Error 2975.71 52 57.23    
Within Subjects 

Time 1840.23 1 184
0.23 

65.
21 

.00 .56 

Time x Group 755.2
3 

1 755.2
3 

26.76 .00 .34 

Error 1467.4
4 

52 28.2
2 

   

MCC Knowledge 

Between Subjects 

Group 95.67 1 95.67 7.02 .01 .12 

Error  52     

Within Subjects 

Time 659.82 1 659.82 124.6
8 

.00 .71 

Time x Group 80.00 1 80.00 15.12 .00 .23 

Error 275.19 52 5.29    
MCC Awareness 

Between Subjects 

Group 150.46 1 150.
48 

2.63 .11 .05 

Error 2975.7

1 

52 57.2

3 

   

Within Subjects 

Time 12.86 1 12.86 5.12 .03 .09 

Time x Group .19 1 .19 .08 .78 .01 

Error 130.6
3 

52 2.51    
MCC Skills 

Between Subjects 

Group 97.85 1 97.8
5 

5.37 .02 .09 

Error 947.90 52     
Within Subjects 

Time 432.5
0 

1 432.5
0 

38.39 .00 .43 

Time x Group 359.9
8 

1 359.9
8 

31.9
6 

.00 .38 

Error 585.77 52 11.2
7 
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Figure 2: Profile plot for MCC by group over time Figure 3: Profile plot for MCC Knowledge by group 

over time 
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Figure 4: Profile plot for MCC Skills by group over time Figure 5: Profile plot for MCC Awareness by group over time 
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Changes in Multicultural Self-Efficacy 

Hypothesis 2 addressed the multicultural self-efficacy variable and each of its 

subscales. Prior to analysis, the assumption of normality was evaluated using 

skewness and kurtosis values. Statistical inspection of skewness and kurtosis values 

fell within the acceptable range and approximated a normal distribution.  Therefore, 

the null hypothesis was not rejected, indicating that the dependent variable (MCSE) 

was normally distributed for each of the treatment conditions (control, intervention), 

for within-subject factor groups and between-subjects factor groups (Green & 

Salkind, 2011). 

The assumption of homogeneity of variances was tested using Levene’s Test.  

An independent t-test was conducted on the data with a 95% (α = .05) confidence 

interval to screen for significant differences in pretest scores between the two groups. 

Equal variances were not assumed and the independent t-test was non-significant, 

t(23.132) = -.036, p= .97, t(52), indicating that the groups had equal pretest scores.  

Mauchly’s test of sphericity was not applicable as there existed only two levels of the 

within-subject factor (Green & Salkind, 2011). No post hoc tests were applicable due 

to the existence of only two levels and the test’s design intention to identify main 

effects, not interactions. 

Prior to analysis, the assumption of normality was evaluated using skewness 

and kurtosis values; both fell within the acceptable range of normality for all variables.  

Overall MCSE had a skewness of -2.0 (SE= .33) and a kurtosis of 10.125 (SE= .64); 

sub-variables multicultural intervention had a skewness of -1.33 (SE =.33), and kurtosis 

of 7.29 (SE= .64); multicultural assessment had a skewness of -.33 (SE= .33), and 
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kurtosis of -1.76 (SE= .64); and multicultural session management had a skewness of -

3.13 (SE= .33) and kurtosis of 14.03 (SE= .64). Therefore, the null hypothesis was not 

rejected, indicating that the dependent variable (MCSE) was normally distributed for 

each of the treatment conditions (control, intervention), for within-subject factor 

groups and between-subjects factor groups (Green & Salkind, 2011).  The assumption 

of homogeneity of variances was tested using Levene’s Test.  An independent samples 

t-test was run on the data with a 95% confidence (α = .05) for the mean difference.  

Equal variances were not assumed, and the independent t-test was non- significant, 

t(25.46) = -3.78, p= .709, indicating that the assumption of homogeneity of variances 

has been met.  Mauchly’s test of sphericity was not applicable as there existed only 

two levels of the within-subject factor (Green & Salkind). No post hoc tests were 

applicable due to the existence of only two levels and the test’s design intention to 

identify main effects, not interactions. 

An additional two-way mixed ANOA was conducted with MCSE as the 

repeated measure at pretest and posttest and group (control/intervention) as the 

grouping variable. The results of the mixed ANOVA are available in Table 10, which 

show that the interaction effect of group over time was significant at p < .001, with a 

large effect size, partial ƞ2 = .32 (Table 10). This effect tells us that the effect of time 

(pretest, posttest) was significantly different for the control and intervention groups, 

with multicultural self-efficacy increasing in the intervention group from pretest to 

posttest but decreasing in the control group from pretest to posttest. 

Figure 6 illustrates this interaction. 

 

Further examination of the subscales indicate that there was both a significant 
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main effect and significant interaction effect of group and time in multicultural 

assessment F(1,52)= 28.17, p< .001; and F(1,52)= 10.89, p=.002 respectively.  There 

was not a significant difference between the control and intervention groups on this 

variable.  There were significant differences in the control and intervention groups for 

multicultural intervention F(1,52)= 19.53, p< .001.  This variable also yielded 

significant main and interaction effects, F(1,52)= 88.60, p< .001; F(1,52)= 39.92, p< 

.001.  There was not a significant difference multicultural session management 

F(1,52)=.064, p= .80 between the control and intervention groups (Table 10).  There 

were significant main and interaction effects for this variable at F(1,52)= 10.03, 

p=.003; F(1,52)=8.70, p=.005 respectively. 
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Table 10 

Results of Mixed ANOVA’s for MCSE & Subscales  

Source SS df MS F p Partial 

2
 MCSE 

Between Subjects 

Group 8.05 1 8.05 4.91 .03 .09 

Error 85.29 52 1.64    

Within Subjects 

Time .01 1 .01 .02 .90 .00 
Time x Group 8.47 1 8.47 24.24 .00 .32 

Error 18.18 52 .35    
MC Intervention 

Between Subjects 

Group 34.05 1 34.05 19.53 .00 .27 

Error 90.67 52 1.74    

Within Subjects 

Time 22.74 1 22.74 88.60 .00 .63 
Time x Group 10.24 1 10.24 39.92 .00 .43 
Error 13.34 52 .26    

MC Assessment 

Between Subjects 

Group .76 1 .76 2.16 .14 .04 

Error 18.37 52 .35    

Within Subjects 

Time 1.90 1 1.90 28.17 .00 .35 

Time x Group .73 1 .73 10.89 .00 .17 

Error 3.50 52 .07    
MC Session Management 

Between Subjects 
Group .16 1 .16 .064 .80 .00 
Error 128.05 52 2.46    

Within Subjects 
Time 3.01 1 3.01 10.03 .00 .16 
Time x Group 2. 61 1 2.61 8.70 .00 .14 

Error 15.61 52 .30    
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Figure 6: Profile plot of MCSE by group over time Figure 7: Profile plot of Multicultural Assessment by group over 

time 
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Figure 8: Profile plot of 

Multicultural Intervention by group 

over time 

 

Figure 9: Profile plot of Multicultural 

Session Management by group over 

time 
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Conclusion 

 

In summary, the statistical analyses to address the research questions yielded 

results as follows: 

H1A: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? (main 

effect, between group difference) 

Results from a two-way mixed ANOVA did not support this hypothesis; there 

was no significant increase in overall MCC in the intervention group when compared 

to the control group, p=.111. Figure 2 illustrates an increase in MCC from pretest to 

posttest for both the control and intervention groups.   

H1B: There will be a significant difference in multicultural competence 

(knowledge, awareness, skills) at posttest among rehabilitation professionals 

who participated in a training intervention focused on poverty (main effect, 

time variable, within group difference).   

Results from a two-way mixed ANOVA supported this hypothesis; there was a 

significant difference in MCC, p<.001, at posttest for the intervention group.  Analysis 

of the profile plot in Figure 2 also illustrates an increase in the control group from 

pretest to posttest. 

H2A: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 
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management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

Results from a two-way mixed ANOVA supported this hypothesis; there was a 

significant increase in overall MCSE between the control and intervention group, p= 

.031.  Analysis of the profile plot in Figure 6 illustrates an increase in MCSE from 

pretest to posttest in the intervention group; however, it shows a decrease in MCSE 

from pretest to posttest in the control group. 

H2B: There will be a significant difference in in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) at posttest among rehabilitation professionals who participated in 

a training intervention focused on poverty (main effect, time variable, within 

group difference).   

Results from a two-way mixed ANOVA supported this hypothesis; the 

interaction effect was significantly different for the intervention group, p< .001, with 

an increase in MCSE from pretest to posttest.  Analysis of the profile plot in Figure 6 

illustrates an increase in the intervention group from pretest to posttest. 
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Chapter 5: Discussion 

Chapter Five discusses and synthesizes the results considering the study’s 

research questions, literature review, and conceptual framework.  Presentation of the 

major findings of the study as it relates to the existing literature on poverty, disability, 

multicultural competence, and training is provided.  Based on study findings, 

conclusions and recommendations are also offered.  

This chapter begins with a review of the study followed by a discussion of the 

major findings.  Limitations of all aspects of the study are outlined including limitations 

in study design, limitations of the sample, limitations of the instruments, and source of 

bias.  Lastly, implications for future research, training, and practice are presented.   

Review of study 

The purpose of this study was to develop, implement, and evaluate the 

effectiveness of a training intervention for rehabilitation professionals. More 

specifically, this study focused on pretest to posttest changes in participant’s MCC and 

MCSE when working with people with disabilities living in poverty.  A training 

intervention was developed based on a review of the literature on poverty, 

disability, multicultural competence, multicultural training, and professional 

development.  Chan et al., (2013) noted that rehabilitation counselors receive limited 

training for working with consumer populations with unique needs.  There is also a 

need for additional training in the state-federal rehabilitation counseling system 

(Beveridge et al, 2015).  

A review of the literature suggests that people with disabilities are more than 

twice as likely to live in poverty than people without disabilities and be unemployed or 
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underemployed (CENSUS, 2016).  Both the ACA and CRCC Code of Ethics 

encourage counselors to seek out training in areas in which they are at risk of imposing 

their values onto clients, especially when the counselor’s values are inconsistent with 

the client’s goals or are discriminatory in nature (CRCC, 2017; ACA, 2014).  No 

studies have examined changes in MCC and MCSE following an intervention, 

therefore there were no findings to serve as a baseline for comparison.  

Discussion of Findings 

 

This study utilized a quasi-experimental pre-post control group design to test 

the effectiveness of a training intervention aimed at working with people with 

disabilities living in poverty on rehabilitation professionals’ multicultural competence 

and multicultural self-efficacy. The study took place at a public rehabilitation agency 

located in a major metropolitan city in the mid-Atlantic region of the United States and 

included pre- and post-test assessments of a control group (n=31) and an intervention 

group (n=23). Participants in both groups were assessed at before the beginning of the 

training intervention and after the training intervention in order to test for changes in 

multicultural competence and multicultural self-efficacy. The following sections will 

discuss these findings in the context of current literature in rehabilitation counseling 

and counselor education.  The research questions were: 

RQ 1A. Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) among rehabilitation professionals who 

participated in a training intervention focused on poverty (intervention group) 

when compared to those who do not receive this training (control group)? 

(main effect, between group difference) 
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RQ 1B: Is there a significant difference in multicultural competence 

(knowledge, awareness, skills) by time (pretest/posttest) among rehabilitation 

professionals who participated in a training intervention focused on poverty? 

(main effect, time variable, within group difference) 

RQ 1C: Is there a significant increase in multicultural competence 

(knowledge, skills, awareness) among rehabilitation professionals who 

participated in a training intervention focused on poverty at posttest when 

comparted to those who did not receive the training the intervention at 

posttest? (interaction effect, group x time) 

RQ 2A. Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 

intervention focused on poverty (intervention group) when compared to those 

who do not receive this training (control group)? (main effect, between group 

difference) 

RQ 2B: Is there a significant difference in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) by time (pretest/posttest) among rehabilitation professionals 

who participated in a training intervention focused on poverty? (main effect, 

time variable, within group difference) 

RA 2C: Is there a significant increase in multicultural self-efficacy 

(multicultural assessment, multicultural intervention, multicultural session 

management) among rehabilitation professionals who participated in a training 



 

95 
 

intervention focused on poverty at posttest when comparted to those who did 

not receive the training the intervention at posttest? (interaction effect, group x 

time) 

Changes in Multicultural Competence 
 

Research Question 1 explored the changes in multicultural competence based 

on participation in a training intervention focused on people with disabilities living in 

poverty.  The study hypothesized that participation in the training intervention would 

result in a significant increase in multicultural competence at posttest for participants in 

the intervention group when compared to the control group.  The results of these 

analyses were mixed; hypothesis 1A was not supported in that there was no significant 

difference between the control and intervention group.  Both the control and 

intervention groups displayed an increase in overall MCC (within group). One of the 

limitations of this study was the nature and scope of the instrument used to evaluate 

MCC. At the time of this study, there were no empirically validated measures of MCC 

specific to working with a population living in poverty.  To rectify this, the researcher 

instructed all participants to complete the pre and posttest measures specifically with 

this population in mind.  

Hypothesis 1B and 1C was supported as there was both a main effect for time as 

well as an interaction effect for group and time.  This indicates that there was a 

significant increase in multicultural competence over time for the intervention group 

when compared to the control group.  While there was an increase in multicultural 

competence for both treatment conditions, the intervention group showed more of an 

increase when compared to the control group.  Further analysis of the subvariables for 

multicultural competence (knowledge, skills, awareness) indicated increases in both 
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knowledge and skills as well as for the main effect of time and the interaction of group 

and time. However, the a w a r e n e s s  sub variable did not indicate any significance 

between the two treatment conditions or in the interaction of group and time.  

The training intervention was designed from a strengths-based, humanistic 

approach to counseling and built upon Gorski’s (2013) Equity Approach to Literacy 

in Education. The literature identified strengths-based approaches were best when 

working with people living in poverty (Gill, Minton & Myers, 2010; Sheely-Moore & 

Bratton, 2010).  The intervention was delivered in workshop format as workshop 

interventions have been demonstrated to display an overall increase in MCC 

(D’Andrea et al., 1999).  However, MCC training has also been shown to produce 

greatest results when delivered over a more extended period (Foss et al., 2011; Liu et 

al., 2004) Due to the nature of the agency and limitations of participants and training 

environment, this workshop was truncated and took place over one day. 

The intervention included elements that were aimed specifically at increasing 

awareness of implicit biases and perceptions of individuals with disabilities living in 

poverty.  Ridley & Kleiner (2003) found that beliefs and attitudes focused on self- 

awareness regarding assumptions about other cultures as well as the assumptions of his 

or her own culture.   To this end, the intervention utilized inductive learning strategies, 

specifically experiential activities and interpretive questioning and discussion.  With 

this in mind, the researcher expected an increase in the awareness domain of MCC 

from pretest to posttest. However, the results indicated that there was no significant 

difference in those who received the training intervention compared to those who did 

not. Not only was there not an increase, both groups displayed a decrease in awareness 
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from pretest to posttest. 

Awareness is pervasive construct to measure (Smith et al., 2006).  When 

interpreting these results, consideration must be given to the MAKSS-CE-R. At the 

time of this study, there were no empirically validated instruments that specifically 

measure MCC as it pertains to poverty.  Additionally, the instrument did not have a 

high reliability to measure awareness in this study.  While the measure of reliability 

was within the acceptable range, the knowledge and skills subscales both yielded 

excellent reliability.  This indicates that these subscales more accurately measure the 

variables they intended. 

Changes in Multicultural Self-Efficacy 

 

Research question 2 explored changes in multicultural self-efficacy based on 

participation in a training intervention pertaining to people with disabilities living in 

poverty.  The study hypothesized that participation in the training intervention would 

result in a significant increase in multicultural self-efficacy at posttest for participants in 

the intervention group when compared to the control group. The results of these 

analyses were mixed; the participants in the intervention group showed an increase in 

overall MCSE when compared to the control group, yet there was no significant change 

in MCSE within groups.  High levels of self-efficacy have been associated with 

counselor persistence when working with clients from diverse backgrounds 

(Constantine 2001; Holcomb-McCoy and Myers 1999).  This would suggest that the 

intervention does achieve the anticipated outcome. 

Both the control and intervention group displayed similar levels of MCSE at 

pretest.  The control group decreased in overall MCSE from pretest to posttest whereas 

compared to the intervention group increased in MCSE from pretest to posttest.  Closer 
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examination of the subscales of the MCSE-RD indicate an increase in multicultural 

intervention (MI) in both treatment conditions.  The participants who received the 

training intervention felt that their flexibility as well as their ability to encourage 

people with disabilities living in poverty to take a more active role in the rehabilitation 

process increased.  Participants in both the control and intervention group 

demonstrated a decrease in multicultural assessment from pretest to posttest. 

While MCSE did not increase within each group from pretest to posttest, there 

was a significant increase in the intervention group when compared to the control 

group. When this effect is present, it is referred to as a crossover interaction (Garcia-

Marques et al., 2014).  In the context of this study, there was no significant increase in 

overall MCSE within each treatment group.  The intervention group showed an 

increase in MCSE from pretest to posttest while the control group displayed a decrease 

in MCSE from pretest to posttest, which may account for the significance between the 

two groups. At pretest, both groups displayed similar MCSE scores.  After receiving 

the training intervention, the increase in MCSE could directly correlate to the increase 

in knowledge and skills (D’Andrea et al., 1991).  The control group did not receive the 

intervention and was also asked to complete the posttest assessment keeping the target 

population in mind. Additionally, the control group did not display a significant 

increase in knowledge and skills, which may have affected their perception of MCSE 

(D’Andrea et al., 1991).  Based on self-efficacy research, this correlation would 

translate to counselors with high MCSE.   While current research on MCSE is limited 

in comparison to self- efficacy, Sheu & Lent (2007) found that students who reported 

higher levels of MCSE who received more multicultural training when compared with 
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students who had not received additional multicultural training (Holcomb-McCoy et 

al. 2008).   The increase in overall MCSE for the intervention group infers an increase 

in perceived ability to be successful when working with the target population. 

Limitations 
 

Results from the current study found that rehabilitation professionals 

demonstrated an increase in overall multicultural competence and multicultural self- 

efficacy.  These findings should be interpreted within the context of the certain study 

limitations.  In this study, the intervention had its share of limitations.  There was a 

lack of randomization within the sampling procedures; instead this study utilized 

intact groups. This study was limited both geographically as well as 

demographically; the sample had limited diversity making for a more homogenous 

study population.  Additionally, time limitations of the state rehabilitation agency 

limited the structure and format of the intervention. 

Limitations of the intervention.  In developing the training intervention, 

considerations were made due to the nature of the environment as well as the study 

participants.  The researcher tailored the intervention to fit within agency professional 

development norms, which dictated the format and structure of the intervention.  While 

workshop interventions have demonstrated effectiveness in MCC training, interventions 

delivered over a longer period have produced more significant outcomes (Burke et al., 

2014; Patton & Day-Vines, 2009). The truncated nature of this training intervention 

also necessitated that the content of the intervention be truncated as well.  A longer 

intervention delivered over a week may have encouraged more introspection among 

participants, which also may have translated to significant increases in variables such 

as awareness and multicultural assessment.  Additionally, a longer training intervention 
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provides opportunities to observe any integration of new knowledge. 

Agency culture also influenced the development and delivery of the training 

intervention.  All participants in this study were culturally similar.  They shared 

similar educational backgrounds, ethnicities; but the intervention group demonstrated 

more work experience when compared to the control group. All study participants 

lived in the metropolitan area on the East coast where the study took place and many 

of them were natives of the area. 

By design, there are inherent limitations to teaching competence in a training 

intervention.  Often, the domains of knowledge, skills, and awareness have been 

oversimplified within the context of a training setting (Arredondo et al., 1996).  There 

are two types of knowledge: cognitive and behavioral; cognitive is amenable to 

didactic instructional methods while behavioral can only be learned experientially 

(Weatherford & Spokane, 2013).  The nature of the intervention only allowed for 

knowledge to be observed in a cognitive sense. Although there were increases in 

overall MCC, an extended intervention may have allowed for a more truthful measure 

of knowledge, awareness, skill development and proficiency. 

Limitations of the sample.  Participants were chosen based on convenience 

sampling of rehabilitation professionals who had already self-selected into treatment 

condition (control or intervention group); therefore, there was no random sampling or 

random assignment of participants into research groups. Because there was no random 

assignment, the groups were not identical in demographic characteristics such as years 

of work experience and education level.  Although professional development was 

mandatory in the treatment setting, self-selection into treatment condition may have 
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been due to convenience in scheduling for the participants, creating self-selection bias. 

Convenience sampling may have also created a threat to external validity. 

Demographically, the study participants were a very homogenous group in terms of 

ethnicity and education level.  Moreover, the study setting was in a large metropolitan 

area, meaning the results may not translate into different settings. 

Limitations in design.  Limitations should also be considered regarding the 

study design.  The lack of random assignment in this study led to non-equivalent 

treatment groups, which limited the generalizability of the results of this study to a 

larger population and reduced the internal validity.  Definitive conclusions about 

causality cannot be determined.  Pre-existing factors and outside influences are not 

able to be considered in a quasi-experimental research design.  Without the presence 

of random assignment there was no way to control for factors such as years of work 

experience, education level, or experience with the subject matter of the training 

intervention. Due to the lack of control for other conditions, the conclusions cannot be 

certain that the intervention was the sole factor in determining the outcome. 

At the time of this study, the Workforce Innovation & Opportunities Act 

(WIOA) was implemented in public rehabilitation.  This new mandate meant several 

administrative and operational changes for the agency where the study took place.  In 

addition to complying with WIOA, there were also changes in leadership within the 

agency.   Due to these demands the agency’s new administrator was primarily focused 

on compliance.  While the training intervention was still supported and able to be 

implemented, the federal rollout of WIOA impacted the time of delivery as well as the 

length of time allocated for all agency professional development.  Because public 
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vocational rehabilitation is a state-federal program, it was imperative that proper 

mechanisms were developed and put in place in order to fulfill the requirements of 

WIOA.   

The limitations of the study setting also necessitated a more truncated training 

intervention when compared to other professional development training interventions. 

Other training interventions used in government agencies that are designed to increase 

multicultural competence are much more extensive in nature and are delivered over 

several weeks or months (Burke et al., 2014; Patton & Day-Vines, 2009). 

Limitations of instruments.  The current assessments of multicultural 

competence and multicultural self-efficacy are self-report measures.  Because of this, 

the participants may have answered in a more socially desirable manner.  While study 

participants shared a similar education level, the researcher cannot be sure that 

each participant had the same understanding of all items on the instruments.   

At the time of this study, there were no instruments that measure multicultural 

competence or multicultural self-efficacy specifically within the context of poverty.  

The survey instruments use in this study were deemed the best available at the time, 

despite this limitation.  Although the reliability of both the MAKSS-CE-R and MCSE-

RD were within the acceptable range, they were not as high for the present study.  At 

posttest, there was a notable decline in the reliability for both instruments.  This may 

also be attributed to the nature of the instruments; they were not developed measure 

MCC and MCSE specifically related to poverty.   

Sources of bias.  The study also involved participants’ self-report data, which 

may have been biased based on the questions or perceived expectations.  While self-
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report measures are frequently used in social sciences this type of reporting may not be 

an accurate assessment of participant’s strengths or abilities. 

Despite the limitations noted above, this study has notable strengths. The study 

attempted to address a need in the rehabilitation counselor training literature on poverty 

and disability on rehabilitation professionals’ multicultural competence and 

multicultural self-efficacy. This study’s use of a quasi-experimental pre- and post-test 

control group design, operational definitions, and a manualized experiential activity 

were attempts to overcome numerous challenges and limitations of the current 

research on this topic in rehabilitation counselor education. Based on the review of the 

current research in this area, this study is the first to utilize a quantitative design with a 

control group and pre-test assessment. It is a needed addition to the previous research 

on rehabilitation counselor education and professional development, and it contributes 

to the literature in rehabilitation counselor education and training. 

Finally, since the researcher was also the instructor, there may have been bias in 

how the information was presented to obtain a more desirable outcome. The 

researcher/instructor may have “taught to the test” to ensure that participants improved 

in MCC and MCSE.   

Implications 

A theoretical implication of this study includes the use of Gorski’s (2013) Equity 

Literacy Approach in counselor training and professional development.  As previously 

discussed, equity literacy is defined as “the cultivation of the skills and consciousness 

that enable us to recognize, respond to, and redress conditions that deny some students 

access to educational and other opportunities enjoyed by their peers and, in doing so, 
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sustain equitable learning environments for all students and families” (Gorski, 2014, pg. 

19).   

When applied to the rehabilitation counseling profession, the concepts found in 

the ELA have great potential to enhance rehabilitation professionals’ MCC and MCSE 

when working with individuals with disabilities living in poverty.  While the limitations 

of this study dictate repetition and further development of the training intervention, the 

results of the study demonstrate that the ELA tenets have promising potential to 

positively change rehabilitation professionals’ MCC and MCSE specific to working with 

individuals living in poverty.  

While the learning objectives of this study were conceptualized using the ELA, 

this was not as clearly defined within the implementation of the training.  Due to the 

agency conditions surrounding its delivery, the intervention was not able to be delivered 

as originally conceptualized.  Competing priorities and changes in administration 

necessitated a more condensed delivery than originally intended.  An extended delivery 

would allow for further assessment of the intended learning outcomes, as developed 

using the ELA.  

Future research should consider an extension and replication of the current 

study, including a more diverse sample group. While rehabilitation counseling 

literature has addressed various aspects of culture, i.e. race, ethnicity, sexual 

orientation, and gender, the issue of poverty has yet to be given adequate attention 

(Worthington, Soth-McNett, & Moreno, 2007; Arredondo, et al, 2005; Arredondo & 

Toporek, 2004; Atkinson, Bui, & Mori, 2001; Atkinson & Israel, 2003; Constantine, 

2002; Constantine & Ladany, 2001; Ponterotto, Fuertes, & Chen, 2000; Sodowsky, et 
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al, 1998; Sue, et al, 1998; Sue, et al, 1982). 

Future research should also recruit from a significantly larger population of 

rehabilitation professionals; a larger sample size would ensure greater statistical power 

and the ability to detect a practical difference when one truly exists.   This study 

yielded significant increases in overall multicultural competence and multicultural 

self-efficacy.  However, there were also some results that necessitate additional 

research.  While participants in this study saw increases in overall multicultural 

competence, multicultural awareness did not exhibit significant increases from pre- to 

posttest. 

Study participants also exhibited significant increases in overall multicultural 

self-efficacy but did not show increases in multicultural assessment or session 

management.  Further research to address these aspects of multicultural self-efficacy is 

warranted. Future research would benefit from comparing differences between self-

reported and observed competence.  With efficacy measures being amenable to self-

report, future researchers may also consider replacing existing self-report competency 

measures and focusing more on efficacy measures.  Building on Bandura’s self-

efficacy theory, including empirical testing of participants mastery experiences and 

relative influence on their level of professional development would be useful in 

continuing to address the lack of knowledge in these areas when working with people 

with disabilities living in poverty. 

Ethnicity has been shown as a strong predictor of self-reported MCC and 

MCSE (Sheu & Lent, 2007; Holcomb-McCoy et al., 2008; Sheu & Lent, 2007; 

Constantine and Gushue, 2003), with ethnic minorities reporting higher levels of MCC 

and MCSE when compared to their white counterparts.  Future research should also 
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include a more diverse sample as well as setting to produce more generalizable study 

results. 

While qualitative analysis was beyond the scope of the current study, the 

information obtained from such analysis might provide valuable insight into the 

experiences of rehabilitation professionals’ work with people with disabilities living in 

poverty.  These data could be useful in reworking the current study’s intervention 

protocol for future research, as well as related research in this area. For example, such 

a qualitative analysis might shed light on the practical implications of such 

experiences, as well as practical implications and areas for development within the 

public rehabilitation system.  Qualitative interviews would enhance potency and 

relevance of constructs included in the study’s training intervention protocol. 

The results of this study have potentially significant implications for 

rehabilitation education, practice, and training.  The overall results were that 

rehabilitation professionals’ self-reported multicultural competence and multicultural 

self-efficacy increased at posttest.  While curricula in rehabilitation education heavily 

emphasizes social, cultural, medical, and psychological aspects of disability, 

implications of disability on socioeconomic status and vice-versa should also be 

adequately addressed. Rehabilitation educators can utilize this information to structure 

curriculum to better prepare master’s level rehabilitation counselors for entering the 

workforce. 

Previous studies have shown the importance of continued professional 

development in rehabilitation (Leahy et al, 2009; Chan et al, 2003) and the Commission 

on Rehabilitation Counselor Certification (CRCC) includes this as an ethical standard. 

Lustig & Strausser (2007) also reported a high correlation in the relationship between 
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poverty and disability.  Professional development activities inclusive of clinical 

supervision should also include the integration of both poverty and disability. 

Furthermore, rather than solely focusing on social justice, a more equitable approach 

should be taken to the rehabilitation process to adequately address the intersection 

of disability and poverty. 

Conclusion 
 

The public vocational rehabilitation program is the result of legislation designed 

to respond to the personal and social needs of individuals with disabilities in the US.  

The rehabilitation counseling discipline began nearly a century ago with the Smith-

Fess Act of 1920, which set forth the establishment of the State-Federal Vocational 

Rehabilitation (VR) program.  Later, the Vocational Rehabilitation Amendments of 

1954 allocated federal funds to universities for graduate level rehabilitation counselor 

training. 

The current state of the rehabilitation counseling profession has undergone 

several changes.  The implementation of WIOA cause a noted change in the way 

public vocational rehabilitation agencies serve consumers.  Specifically, WIOA 

mandates public vocational rehabilitation agencies to strengthen their capacity to focus 

on employer engagement, labor market analysis, job-driven training, postsecondary 

education, and competitive integrated employment for transition-aged youth that will 

lead to meaningful careers and economic security to facilitate entry to the middle class 

(U.S. Department of Education, 2014).  

WIOA also necessitates the need for rehabilitation professionals who are well-

trained to meet the requirements of the law.   Rehabilitation counseling educators must 

be committed to a curriculum that not only trains students in medical and psychosocial 
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aspects of disability, but also addresses social and cultural implications of disability, 

specifically poverty.  This is imperative to in order to maintain the distinctiveness in 

the professional identity and to continue to meet the needs of individuals with 

disability living in poverty who seek out rehabilitation services.  

The rehabilitation counseling profession is rooted in counseling and related 

supports for individuals with disabilities. In addition to the medical and psychosocial 

implications of disability, vocational rehabilitation consumers are often affected by 

implications of poverty (i.e. housing instability or homelessness, lack of adequate 

healthcare, histories of unemployment).  Rehabilitation counseling has always focused 

on employment, the environment and society on the human condition (Chan, Cardoso, 

& Chronister, 2009).  

Unemployment is associated with living in poverty, which, in turn results in 

inequality and is specifically linked to higher levels of stress, deteriorating health and 

high rates of mortality, whereas employment, education and higher income are 

associated with considerable health and social benefits (UNESCO, 2016).  Poverty 

results in inequality and is specifically linked to higher levels of stress, deteriorating 

health and high rates of mortality, whereas employment, education and higher income 

are associated with considerable health and social benefits (UNESCO, 2016).  

Despite this study’s limitations it is essential to continue research and develop 

evidence-based practices on working with individuals living in poverty.  Rehabilitation 

professionals are not only uniquely qualified to work with people with disabilities, but 

they must also be equipped with appropriate knowledge and skills to be effective.  

Further research will help to lessen the dearth in the literature as well as the gap 
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between research and practice.   

This study found that participation in a training intervention focused on 

poverty increased rehabilitation professionals’ overall MCC and MCSE.  

Rehabilitation professionals are tasked with assisting people with disabilities achieve 

and maintain their employment goals, maximizing their independence. Despite 

receiving specialized education and training on the social and cultural aspects of 

disability, there is a dearth in empirical knowledge on working effectively with people 

with disabilities living in poverty. More specifically, there is limited research on 

professional development as a means of increasing rehabilitation professional’s 

multicultural competence and multicultural self-efficacy.  Practical implications of this 

study’s findings include tailoring training interventions to effectively increase 

multicultural knowledge, skills, awareness, and efficacy when working with this 

population.  This would include a focus on training intervention strategies with a focus 

on poverty that would increase competence in the tripartite areas of MCC and the 

related area MCSE.  

This study is unique in the field of rehabilitation counseling research and training 

for conducting a quasi-experimental pre-posttest control group design.  This research 

fills a gap in the literature by applying concepts of the ELA to rehabilitation counseling.  

It has implications for the future of rehabilitation counseling training and research.  

Taking into consideration the need for more rehabilitation professionals who are 

culturally competent and efficacious to work with individuals with disabilities living in 

poverty, the importance of MCC specific to poverty must be emphasized with students.  

This study shows promise to increase both MCC and MCSE.  However, further 
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research is needed to strengthen the training intervention.  More research is also needed 

to focus on specific social and cultural aspects that result at the intersection of 

disability and poverty to advance the preparation of developing culturally competent 

and efficacious rehabilitation professionals. 
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Appendix A: Training Intervention Outline and Description 
 

Drawing from the social justice premises of Gorski’s (2009) equity approach to 

literacy in education as well as the Multicultural Counseling and Social Justice 

Counseling Competencies (MSJCC) (Ratts, et. al, 2015), the trainer developed a 

multidimensional training intervention. The training intervention was divided into 

three parts focusing on knowledge, awareness, and skills.  The learning objectives for 

the training intervention reflect the three components and are as follows: 

Expected Learning Outcomes: 
 

• Participants will be able to recognize barriers people with disabilities who live 

in poverty face when participating in the vocational rehabilitation process 

(knowledge/awareness) 

• Participants will understand the systemic barriers, oppression, stereotypes, and 

discrimination that people with disabilities living in poverty experience within 

the vocational rehabilitation process (awareness) 

• To help participants understand some of the important skills involved in 

providing effective rehabilitation services to people with disabilities living in 

poverty (Skills) 
 

• To increase participant’s self-awareness regarding implicit attitudes towards 

people with disabilities living in poverty (awareness/skill) 

Assessment of Learning Outcomes: 
 

After the training intervention, participants should be able to: 
 

• Describe at least two additional barriers to successful rehabilitation that people 

with disabilities who live in poverty face. 

• Name at least two barriers that have prevented people with disabilities who live 

in poverty from participating in the vocational rehabilitation process. 

• Describe two skills important to have when working with people with disabilities 

who live in poverty. 

• Describe why it is important for rehabilitation professionals to engage in self- 

reflection regarding their own biases towards people with disabilities who live 

in poverty. 
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Guidelines for Participation 
 

On a large piece or paper, display the following guidelines on the wall or 

somewhere that is clearly visible.  Ask the participants if they agree to each item and 

throughout the training intervention, remind the participants to adhere to these 

guidelines: 

• Listen! 
 

o respect others when they are talking. 

o We don’t have to agree, but rather to listen to each other’s perspectives 

o Refrain from personal attacks 

o Focus on ideas and not individuals 

• Participate! 
 

o Speak from your own experience instead of generalizing (use “I” 

instead of “they,” “we,” and “you”). 
 

o Do not be afraid to respectfully engage in challenging discussions 

with each other by asking questions. 
 

o Instead of invalidating somebody else's story with your own spin on 

their experience, share your own story and experience. 
 

• There is no right or wrong answer; participation is the key to this workshop, not 

finding the answers. 
 

Method 
 

The method combines cognitive (knowledge-based) and inductive (experience-

based) elements. The program is constructed as much as possible as an interactive 

workshop, where all participants have the opportunity to contribute to the session. 

Description of Training Intervention Curriculum.  The curriculum of the training 

intervention adapted from the Minority Outreach in Education Program (MORE) 

(KAPE, 2009) and the Culture-infused Counseling model (Collins & Arthur, 2010). 

The MORE curriculum was selected due to its emphasis on cultural life skills, cultural 

sensitivity, and civic engagement. The curriculum was also informed by a review of 

the current literature on poverty, disability, and rehabilitation. The workshop was 

delivered over the course of one work day; consisting of three sessions, lasting for 

approximately two hours each. Prior to the beginning of the workshop, participants 

will be asked to complete a survey comprised of the MAKSS-CE and the MCSE-RD. 
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Table 1: Scale Breakdown 

Items Objective Scale Page 

1-8 Demographic Questions N/A 1-2 

 

 
9-18; 

19-30 

Participants will be able to recognize barriers people 

with disabilities who live in poverty face when 

participating in the vocational rehabilitation process 

(knowledge/awareness) 

 

 

MAKSS- 

CE R 

 

 
1-2 

3-6 

 

 

 

 

 
9-18 

Participants will have an understanding of the systemic 

barriers, oppression, stereotypes, and discrimination 

that people with disabilities living in poverty 

experience within the vocational rehabilitation process 

(awareness) 

 

 

 

 

MAKSS- 

CE R 

 

 

 

 

 
3-4 

 To help participants understand some of the important 

skills involved in providing effective rehabilitation 

services to people with disabilities living in poverty 

(Skills) 

 

 

MAKSS- 

CE R 

 

 

 
6-8 

 

 

9-18; 
31-39 

To increase participants self-awareness in regard to 

implicit attitudes towards people with disabilities 

living in poverty (awareness/skill) 

 

 

MAKSS- 

CE R 

 

 

3-6 
6-8 

40, 41, 

43, 52, 

54-57; 

59-60; 

62-73; 

75-76 

 

 

 

 

 
MULTICULTURAL INTERVENTION 

 

 

 

 

MCSE 

RD 

 

50-51; 

53, 58, 

61, 74 

 

 
MULTICULTURAL ASSESSMENT 

 

MCSE 

RD 

 

42, 44- 

49 
MULTICULTURAL COUNSELING SESSION 

MANAGEMENT 

MCSE 

RD 
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The first section is designed to increase knowledge and awareness of people 

with disabilities as well as poverty (see Table 2a).  This session will begin with an 

introduction and icebreaker designed to increase participants’ awareness of their own 

cultural identity, as this has been identified as an important foundational aspect of 

increasing multicultural competence (Collins & Arthur, 2010).  Building upon this 

awareness, knowledge will be provided via power point presentation to include a 

historical overview of disability and poverty (Lustig & Strauser, 2007; Kaminski et al., 

2013; Krieger, Chen, Waterman, Rehkopf, & Subramanian, 2005); statistical 

information on poverty and disability rates in the United States (U.S. Census Bureau, 

2016); and cultural characteristics of people affected by poverty as well as people with 

disabilities (Lustig & Strausser, 2007; National Organization on Disability, 2004; Lee 

et al., 2002; Meyers, Brady & Seto, 2000; Kruse, 1998; ).  Specific attention will be 

given to how the intersection of these aspects of cultural identity present barriers to 

successful rehabilitation. 

 

Table 2a: Description of Training Intervention Curriculum 

First Hour: Psychoeducation on disability and poverty (Knowledge/ Awareness) (60 

minutes total) 

Aim: Participants will be able to recognize barriers people with disabilities 

who live in poverty face when participating in the vocational 

rehabilitation process. 
Duration: 60 mins 

Materials: Blank copy paper (30+ sheets depending on number of participants); 

pens (2 per participant); projector for showing power point presentation; 
Modality: Didactic seminar; Cognitive Instruction 
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Objectives: 1. To increase the participants’ understanding of the additional barriers 

to successful rehabilitation that people with disabilities living in 

poverty face (knowledge) 

2. Recognize barriers people with disabilities who live in poverty face 

when participating in the vocational rehabilitation process 

(knowledge/awareness) 

3. Provide an understanding of the systemic barriers, oppression, 

stereotypes, and discrimination that people with disabilities living in 

poverty experience (awareness) 
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Part I: Introduction and Ice Breaker (20 mins) 

Aim of 

Icebreaker: 

Participants will feel comfortable in the workshop through introductions 

and the icebreaker activity. They will understand the guidelines of the 

workshop and discuss their expectations 

Objectives: By the end of this icebreaker, participants will be able to: 

• Recognize culture as multidimensional in nature, and 

• Recognize themselves as cultural beings. 

 

Note: Allow for additional time for welcome remarks 

Procedure: 

Activity 1: Welcome by trainer & icebreaker (20 mins) 

The trainer will introduce herself and welcome everyone to the training intervention. 

Read or paraphrase the following: 

This training intervention is centered on multicultural competence; specifically, the 

intersection of poverty and disability.  But before we get to this connection, we will 

first talk about culture as it relates to both poverty and disability. Both are important 

aspects of multicultural competence. Many of the activities we will be doing today are 

not only suited to this workshop, but are also meant to provoke introspection and 

enhance your work with your clients. 

Icebreaker: RESPECTFUL Counseling (D’Andrea & Daniels, 2001) 

Participants will be asked to define themselves culturally, utilizing the RESPECTFUL 

model of counseling and development.  These are: 

R- religious/spiritual identity 

E- economic class background 

S- sexual identity 

P- psychological maturity 

E- ethnic/racial identity 

C- chronological/developmental challenges (age) 

T- trauma/threats to well-being 
F- family background and history 

U- unique physical characteristics (ability) 

L- location of residence and language differences 

They will write a brief description of themselves for each domain using the blank copy 

paper and pens provided. At the end of 10 minutes, participants will be asked to 

introduce themselves culturally and share what they’ve written.  The trainer will also 

be able to share her cultural identity.  This will last approximately 5-10 minutes.   More 

or less time may be given if needed. 
Part II: What is poverty? (approx. 40 mins) 

Aim: The participants will have a better understanding of poverty & disability 

through critical thinking activities. They will begin to consider how a 

cultural understanding of poverty can facilitate more culturally 

competent interaction. 
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Objectives: By the end of the presentation, participants will be able to: 

1. Define poverty; recognize how poverty is defined situationally 

and in absolute measures 

2. Recognize the prevalence of poverty among people with 

disabilities. 
3. Understand the interconnected nature of poverty and disability. 

Procedure: The trainer will show a power point presentation outlining the 

following: 

• Prevalence of poverty in the disability community 

o Poverty and disability are intersectional in nature; 
o Statistics on poverty and disability in the country as well 

as in DC; 
o Literature on the biases experienced by people in poverty 

as well as people with disabilities 

• Understanding the effects of poverty for people with disabilities 

• Understanding intersectionality of multiple minority identities 

At the end of the power point, time will be allowed for 

questions/reflection.  A 5-10 minute break will be given before moving 

  on to the next section of the workshop.   

 

 

The second section of the training intervention focuses on increasing 

participant’s awareness of systemic barriers, oppression, stereotypes and 

discriminations that people with disabilities living in poverty experience.  

Additionally, the trainer will discuss the importance of developing skills that 

rehabilitation professionals should be aware of when working with people with 

disabilities living in poverty. Culturally competent mental health professionals must 

be able to receive both verbal and nonverbal messages and exercise interventions that 

are both appropriate and accurate. Also, they must be able to recognize their own 

limitations (Sue & Sue, 2015, p. 22).  Therefore, this section of the workshop will 

include an exploration of their own cultural identity as well as the limits of their 

multicultural competence when it comes to working effectively with people with 

disabilities who live in poverty. 
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Table 2b: Description of Training Intervention Curriculum cont’d 

Second Hour: Skill building (Awareness/Skills) (60 minutes) 

Aim: Participants will start thinking about their own multiple minority 

identities (as identified in the icebreaker from part one) and the multiple 

groups to which they belong and how these may impact the ways in 

which they interact with the consumers they serve; people with 

disabilities living in poverty. 

Objectives: By the end of this session, participants will be able to: 

1. Acknowledge both positive and negative aspects of their own 

cultural identities 

2. Assess their level of multicultural competence when it comes to 

working with people with disabilities who live in poverty 

3. Identify the limits of their own multicultural competence and the 

potential impact when working with people with disabilities who 

live in poverty. 

Duration: 60 mins 

Materials: Large flip charts (10), flip chart markers (3 per chart) 

Modality: Didactic, Experiential, Interpretive discussion 

Part I: Small Group Discussion (40 minutes) 
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 Participants will be asked to form small groups of 4-5 people. They will 

be given a discussion prompt asking them to share what they believe 

other people think about one of their identities (specifically, their 

Economic class background and Unique physical characteristics) and 

how this makes them feel. 
 

***Remind participants to follow the guidelines and speak from their 

own experience and not evaluate the experiences of others. *** 

The trainer will provide an example if needed (Ex: I grew up in poverty; 

although they were not visible, my mother had severe physical 

disabilities that prevented her from working. Many people thought that 

because they could not physically see her impairments, and that she had 

three children- one of which was born with a disability, that she was lazy 

and did not want to work.  This is not true and still upsets me when I hear 

people say that.) 
 

Small groups will be given 20 minutes for this discussion. The trainer 

will monitor each group to see how the conversations are going; 

facilitating difficult conversations and reminding the groups of the 

guidelines for this activity if needed. More or less time can be given if 

needed. 
 

At the end of the allotted time, the trainer will announce the end of this 

portion of the session. 
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 Next, participants will be given a flip chart and markers and asked to 

write down their perceptions of people with disabilities who live in 

poverty.  Participants will then be asked to respond to the following 

questions specifically: 
1. What are the perceptions? 

2. Where or how did you acquire these perceptions? 

3. How do these perceptions inform or influence how people think 

of this group? 

 

Small groups will be given an additional 20 mins to discuss.  The trainer 

will monitor each group to see how the conversations are going; 

facilitating difficult conversations and reminding the groups of the 

guidelines for this activity if needed. More or less time can be given if 

needed. 
 

At the end of the allotted time, the trainer will announce the end of this 

portion of the session. 

Part II:  Guided Discussion (20 minutes) 

 The trainer will facilitate a guided discussion with the participants 

utilizing the following questions: 
 A. Reflection/discussion (What happened?) 

1. What are your reactions to this discussion? 

B. Generalization/hypothesis (So what?) 

1. What, if anything, bothers you most about stereotypes? 

2. What do these responses suggest to you about yourself or the 

group? 

3. Does this information help to explain anything you’ve 

encountered in working with people with disabilities living in 

poverty? 
C. Applications (Now what?) 

1. What can we, as rehabilitation professionals, try to do differently 

in the future in order to work more successfully with people with 

disabilities who live in poverty? 

 The trainer will monitor the discussion and facilitate difficult 

conversations and remind the participants of the guidelines for this 

activity if needed. 
 

At the end of the allotted time, the trainer will announce the end of this 

portion of the session. 
 
 

The third section of this workshop will focus on self-awareness; participants 

will be able to explore their own implicit attitudes towards people with disabilities who 



 

139 
 

live in poverty.   According to Sue and Sue (2015), the culturally competent mental 

health professional is one that is aware of how one’s own identity, values, and bias 

impacts minority clients (p. 19).  Participants will re-form in small groups to examine 

how factors such as their own socioeconomic background, physical ability, and 

personal values might influence how they would work with people with disabilities 

living in poverty. 

Additionally, they will be asked to explore how their personal values coupled 

with the expectations of the vocational rehabilitation process can impact their work 

with people with disabilities living in poverty. 

 

Table 2c: Description of the Training Intervention Curriculum cont’d 

Third hour: Self-Reflection/Evaluation (Awareness/Skills) (60 mins) 

Aim: Participants will gain a better understanding of the impact that systemic 

oppression and stereotypes can have on people with disabilities who live 

in poverty; they will also obtain tangible skills for providing culturally- 

sensitive approaches to the vocational rehabilitation process for this 

population. 

Objectives: By the end of this session, participants should be able to: 

1. Assess the difference in values of a person with a disability living 

in poverty when contrasted with their own. 

2. identify barriers to rehabilitation services for people with 

disabilities living in poverty at the personal, familial, 

institutional, and social levels. 

3. Describe the social, economic, and political oppression of people 

with disabilities living in poverty. 
4. Demonstrate non-classist and non-ableist language. 

Duration: 60 mins 

Materials: Flip chart, flip chart markers; 

Part I: Small group discussion (15 minutes) 
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 Participants will be asked to re-form small groups from the second 

section of the training intervention of 4-5 people. They will be given a 

discussion prompt asking them to list adjectives used to describe their 

own identity under the following domains: socioeconomic background 

(specifically education, employment status, and income), physical 

ability, and personal values as they pertain to work and/or career 

(characteristics of what the group members may believe a working-

class person’s identity and values may be used here as well). 
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 Participants will draw a vertical line down the middle of the flip chart 

and list these words on the left side of the line.  Using the same domains, 

participants will be asked to list words they believe describe consumers 

of vocational rehabilitation services; specifically, those who live in 

poverty, on the right side of the paper. 
 

The trainer will provide an example if needed: a working-class 

individual with a college degree who is employed full-time at a local 

government agency may use the following words: comfortable, graduate 

school, CEU’s, able, vacation, career, important, meaningful work, 

retirement, etc. Whereas, a consumer of vocational rehabilitation 

services who is living in poverty may list the following: unemployed, 

hungry, bills, no car, need money, daycare, clothing, shoes, rent, shelter, 

etc. 
 

Small groups will be given 15 minutes for this activity. The trainer will 

monitor each group to see how the conversations are going; facilitating 

difficult conversations and reminding the groups of the guidelines for 

this activity if needed.  More or less time can be given if needed. 
 

At the end of the allotted time, the trainer will announce the end of this 

portion of the session. 

Part II:  Guided Discussion (15 minutes) 

 The trainer will facilitate a guided discussion with the participants 

utilizing the lists they made during the small group discussion. 

Participants will be asked to list the traits in both columns and to discuss 

the differences in the respective lists (i.e. identifying on the positive or 

more favorable traits as contrasted with the negative or less favorable 

traits).  This is intended to promote reflection on how differing values 

can impact work with people with disabilities living in poverty. 
Participants will examine how 

factors such as their own personal values might influence how they 

would work with people with disabilities living in poverty. Additionally, 

the trainer will also ask the participants to explore how their personal 

values coupled with the expectations of the vocational rehabilitation 

process impacts their understanding of poverty and disability as well as 

their views of people with disabilities living in poverty. 
 

All participants will be given 15 minutes for this activity. The trainer 

will moderate the discussion; facilitating difficult conversations and 

reminding the participants of the guidelines for this activity if needed. 

More or less time can be given if needed. 
 

At the end of the allotted time, the trainer will announce the end of this 

portion of the session. 
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Part III: Closing (30 minutes) 

Aim Participants will reflect on the workshop.  Participants will evaluate the 

workshop. 

Procedure Activity I: Reflection (15 minutes) 

 The trainer will ask participants, as individuals, to think about the 

workshop. They will then be asked to re-form into their small groups and 

share their favorite thing about the workshop with each other.  Possible 

questions to promote discussion can include: 

• What activity did you most enjoy? 

What did you learn? 
 Activity II: Evaluation (15 minutes) 

 • The trainer will distribute the post-evaluation forms to consist of 

the MAKSS-CE R & the MCSES-R.  Participants will be asked 

to complete this evaluation honestly and on their own. More or 

less time can be given to complete the posttest. 

 After the allotted time has passed, or all participants have completed the 

post-evaluation, the trainer will thank everyone for their attendance and 

participation in the training intervention. 
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Appendix B: IRB Memo 
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Appendix C: Data Use Agreement 
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Appendix D: Pretest/Posttest Survey 
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