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Abstract

Studies suggest that health disparities occur when people from marginalized communities
receive care that is inadequate based on their cultural needs (USDHHS, 2011). Multicultural
competence (MCC) models have been proposed to provide a framework of the competencies that
therapists should develop to work with multicultural populations (Sue etal., 1992). Researchers
have questioned the validity of measures, which are mostly based on therapist self -report
(Cartwright, 2008). The multicultural case conceptualization ability task hasbeenused in
previous studies as a measure of demonstrated cultural competence using a vignette to assess
case conceptualization abilities (Ladany etal., 1997). However, it has not been determined if
higher scores on the task indicate multicultural competence, or if it is a measure of good case
conceptualization skills in general. The purpose of the current study was to examine the
construct and criterion validity of a measure of demonstrated multicultural competence. |
hypothesized that (1a) demonstrated multicultural competence would be positively correlated
with self-reported competence (evidence of construct validity), (1b) demonstrated multicultural
competence scores would be higher for the vignette depicting the client with multiple
marginalized identities (undocumented Salvadoran woman) than the vignette depicting a White
woman (evidence of construct validity), and (2) demonstrated and perceived multicultural
competence would be predicted by greater hours of multicultural training, more clinical
experiences with diverse clients, if participants were professionals rather than students, if
therapists identified as a person of color, and lower colorblind racial attitudes (evidence of
criterion validity). A sample of 80 psychologists were recruited to participate in a between-
subject study. Participants were randomly assigned to read one of two vignettes portraying a

woman referred to a therapist by her physician. One of the vignettes portrayed a minoritized



client (undocumented Salvadoran woman) while the other depicted a White woman. Participants
were asked to imagine that this person was seeking services and were asked to write a
description of the client’s problems, the origins of those problems, and to generate a potential
treatment plan. Participants answered self-report questionnaires, including demographic
information, a multicultural competence scale, a colorblind racial attitudes scale, questions about
their training and experience with diverse clients, and a social desirability scale. Hypothesis 1a
was not supported, as no association was found between the measures of self-reported
multicultural competence and demonstrated tasks of multicultural competence. This study did
not demonstrate construct validity of the MCCA. Hypothesis 1b was also not supported, as there
were no significant differences between scores for the two vignette conditions and failed to
establish construct validity of the MCCA. Results of hypothesis 2 was partially supported. The
MCCA was not predicted by therapist variables, but other measures of multicultural competence
were predicted by some of the therapist variables. This study suggests the importance of several
forms of learning multicultural competence, through courses, experience with diverse clients, or
other methods of engaging with people from other cultures. It also suggests the value in
measurement of multicultural competence, and the utility of both self-reported measures and

demonstrated tasks.
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Therapists’ Demonstrated Multicultural Competence in Treating Latinx Immigrants
Introduction

Research has demonstrated that there are existing mental health disparities in the United
States by race, ethnicity, gender, sexual orientation, and other sociodemographic characteristics
(USDHHS, 2011). People from systematically marginalized communities, such as those who are
low-income, immigrants and refugees, or people with disabilities, continue to be underserved
despite calls for action (APA, 2017). Individuals from groups that face racism, sexism, and other
forms of discrimination have worse mental and physical health outcomes than their dominant
group counterparts because of these social stressors (Schwartz & Meyer, 2010). Despite a
growing literature on mental health disparities in underserved groups, people from marginalized
communities continue to lack access to appropriate mental health services (Safranetal., 2009).

One group that faces multiple barriers when attempting to accessing care is
undocumented immigrants. As of 2017, about 44.4 million immigrants fromaround the world
live in the United States (Radford, n.d.). Itis estimated that about 10.5 million undocumented
immigrants live in the United States. The term “undocumented immigrant” refers to immigrants
who are in a country without documentation who have overstayed their visas or have entered the
country without inspection (Messias, 1996). Low mental health service utilization rates have
been found for immigrants, and even lower rates for undocumented immigrants (Derr, 2016).
Even when immigrants can access care, they tend to drop out of therapy at faster rates than those
who were born in the U.S. (Perez & Fortuna, 2005).

Barriers to accessing care for undocumented immigrants include lack of health insurance
and language barriers. Lack of health insurance is a major reason that immigrants do not access

mental health care (Chen & Vargas-Bustamante, 2011; Derose etal., 2007). Chen & Vargas-



Bustamante (2011) estimate that if non-citizens had the same access to insurance and services
that U.S. citizens do, mental health care utilization disparities for non-citizens would be reduced
by 20-30 percent. Without insurance, affording therapy is not easy for immigrants (Shattell et al.
2008). A qualitative study looking at the experiences of undocumented immigrants when
accessing healthcare found that many were unable to get services because of language barriers
and experienced hostile environments when they did seek care due to their documentation status
or lack of English fluency (Cleaveland & Ihara, 2012).

Additionally, undocumented immigrants have reported a reduced trust in the healthcare
system, further decreasing their likelihood of accessing services. State-level immigration laws
have spiked since 2007 and appear to negatively impact immigrant and non-immigrant Latinx
health (Philbin etal., 2018). Researchers have found that a decrease in outpatient mental health
service use was associated with the passage of Proposition 187 in 1994, a California policy that
would have made undocumented immigrants ineligible for state-funded services (Berk & Schur,
2001; Fenton etal., 1996). In certain states, laws require documentation when accessing services
(Ayon, 2014). An increase in Immigration and Customs Enforcement (ICE) activity in Everett,
Massachusetts was associated with reduced health and health access according to health
providers in the area (Hacker etal., 2012). Immigrant communities in Everett reported that they
did not trust those in positions of authority, such as police, health care providers, and health
insurers, as they believed authorities could report them to ICE. In a qualitative study of health
concerns and access to care in undocumented youth, mistrust of health and mental health
providers was a theme (Raymond-Flesch etal., 2014).

Studies have found that undocumented immigrants do not feel welcome or understood by

mental health care providers. For example, participants expressed that providers lack knowledge



and sensitivity about their status and reported experiences with discrimination (Raymond-Flesch
etal., 2014). Research has suggested that building trust with mental health providers occurs
when the clientis understood both in terms of their preferred language and their culture (Ruiz et
al., 2013).

In a study examining perceptions of undocumented immigrants held by providers, Alfaro
and Bui (2018) found that most mental health providers were not in agreement with Arizona SB
1070 (a law requiring that non-citizens carry proof of documentation) and similar bills in other
states. In their study, mental health providers were given a measure of cultural competence.
Higher cultural competence scores and an indication of less negative stereotypes by the providers
were associated with more positive attitudes towards undocumented immigrants.

Because of the unique sociocultural issues that marginalized communities face in
accessing and continuing therapy, it is important to acknowledge these issues in assessment and
treatment. Hernandez and colleagues suggest that disparities in mental health access exist not
only because of how policies and processes for seeking local services are related to availability
of services and their accessibility, but also because of a disconnect between the available
services and the sociocultural context of the communities served (Hernandez etal., 2009).

According to the American Psychological Association’s (APA) Guidelineson
Multicultural Education, Training, Research, Practice, and Organizational Change for
Psychologists, therapists are advised to consider how race and racism can impact clients as well
as the dangers in having color-blind racial beliefs as a therapist (APA, 2003). Colorblindness
racial ideology refers to the denial or minimizing of race and racism (Neville etal, 2000).
According to the APA report, therapists who do not acknowledge the impact of racism on mental

health may also minimize the impact of racism on the therapeutic process. Spanierman &



Heppner (2004) found that higher levels of colorblindness were positively associated with higher
levels of fear of minorities and less negative feelings about racism. Neville etal. (2006)
examined the association between color-blind racial ideology and cultural competency, finding
that therapists who held color-blind racial ideologies were less likely to consider race in a case
conceptualization. Although not explicitly measuring colorblindness ideology, other studies have
found evidence that clients become frustrated when counselors avoid talking about race, and rate
racially conscious therapists more positively than therapists who avoid race (Thompson & Jenal,

1994; Wantetal., 2004).

Multicultural Competence

One method of addressing disparities based on a person’s sociodemographic group
characteristics is through multicultural competence. One of the most prominent models of
multicultural competence was developed by Sue and colleagues (Sue etal., 1992). According to
this tripart model, culture includes race, ethnicity, class, religion, sex, age, and sexual
orientation. This model emphasizes three competencies or tools for working with culturally
diverse populations: (1) beliefs or attitudes, (2) knowledge, and (3) skills. Itis based on a
previous call for cultural competence in mental health services (Sue et al., 1982) and on the
Guidelines for Providers of Psychological Services to Ethnic and Culturally Diverse Populations
(Guzman, 1993). These three competencies apply to the counselor’s awareness of their own
assumptions, values, and biases, their understanding of the client’s worldview, and in the
development of appropriate treatment.

Sue (1998) has outlined characteristics that are important for multicultural competence
including scientific mindfulness, dynamic sizing, and culture-specific skills. Providers who are

scientifically minded can develop multiple hypotheses and rely on data to conceptualize their



clients’ difficulties rather than reaching premature conclusions based on the client’s cultural
background. Similarly, dynamic sizing refers to the clinician’s ability to know when to
generalize and consider larger cultural explanations and when to focus on the client’s
individuality. Culture-specific skills refer to having some knowledge about the client’s culture.
Cross and colleagues (1989) have outlined several states or levels of cultural competence
(see Fig. 1). They state that a culturally competent clinician recognizes the importance of culture,
is attuned to cultural differences, and focuses interventions to attend to relevant cultural needs.
This continuum has been used to describe levels of cultural competence at the individual and
organizational levels. Atthe lower end of the scale is cultural destructiveness (Stage 1), or
intentionally harmful attitudes and practices towards other cultures. The next stage is cultural
incapacity (Stage 2), or a lack of knowledge of the cultural implications of health behavior. At
this stage, the intent to be harmful is not present, but harm through ignorance still occurs.
Cultural blindness is in the middle of the spectrum (Stage 3) and describes a colorblind system
that claims to be equal. A system or individual at this stage believes that there are no differences
among cultures. Cultural pre-competence (Stage 4) occurs when there is awareness of lack of
development in multicultural competence. Systems or individuals at this level are open to
training but may be limited in the knowledge they have already acquired. The last stage (Stage
5), cultural competency and proficiency, occurs when organizations or therapists recognize that
cultural differences exist and need to be considered in assessment, treatment planning, and
therapy. Cultural proficiency occurs when a clinician commits themselvesto the task of

continuous learning and striving for cultural competence.



Figure 1

The Continuum of Cultural Competence
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Note. Reprinted from Improving Cultural Competence, Substance Abuse and Mental Health
Services Administration, 2014.

Importance of Multicultural Competence

Working with clients from diverse backgrounds without suitable training can be harmful
(Sue et al., 1992). According to Sue (2003), health disparities are caused in part when people get
care that is biased, racist, or inadequate. Sue argues that despite the growth in attention to
multiculturalism in mental health care, psychologists continue to need to advocate for the
importance of cultural competence. For example, the field of psychology has historically
developed interventions using primarily middle-class White populations (Sue, 2003), but as
communities of color continue to grow, the need for mental health services for these
communities also grows. Additionally, as the push for evidence-based practice in psychology
grows, it leaves behind communities that are typically excluded from that research.

In a study with counselor-client dyads, clients of color (Black American, Latinx
American, Asian American, and Biracial American) assessed their clinicians (Black, Latinx, and
White) on four major multicultural counseling factors: awareness, knowledge, skills, and the
therapist-client relationship (Constantine, 2001a). Results indicated that Black American and

Latinx American clinicians were rated as more multiculturally competent than White Americans,



and that prior clinician training in multiculturalism was associated with higher multicultural
competence ratings. These findings correspond with what undocumented immigrants have stated
they want in their providers (namely, for their providers to be culturally competent; Hacker et al.,
2011) and point to a potentially important modifiable factor that can increase therapy retention
rates of marginalized groups, thus reducing health disparities (Shattell etal., 2008).

Constantine (2001b) proposes that understanding the cultural variablesin a person’s life
can lead to a more accurate diagnosis and more effective treatment than approaching treatment
without cultural context. Cardemil & Battle (2003) report that although clinicians may have an
appreciation of the importance of race and ethnicity, they may not be comfortable bringing up
issues related to race and ethnicity in therapy and do not know when or how they should be
brought up. They suggest that bringing up these types of issues with clients can serve to enhance
the therapeutic alliance and combat the issue of retention. Therapists should raise cultural
elements related to the client’s concerns first, due to the power differential in the relationship
(Day-Vinesetal., 2018). Day-Vines and colleagues call this process “broaching,” or an ability to
include and address factors such as race, ethnicity, and culture with clients (Day-Vines etal.,
2007). Nevertheless, discussions of these types require skills to navigate them successfully and
avoid creating larger rifts, which is where multicultural competency training becomes important.
Training

The American Psychological Association recently updated their multicultural guidelines,
which for the first-time focus on a broader definition of culture (APA, 2017). These guidelines
include recommendations for working with clients from diverse gender, social class, immigration
status, and ethnic groups; a second set of guidelines focused exclusively on race and ethnicity

(APA, 2019). The guidelines define cultural competence as including cultural humility, focusing



on lifelong learning rather than an end goal of cultural competence. While the last report,
published in 2003 (APA, 2013), focused on Sue and colleagues’ (1982, 1992) multicultural
competence model, the APA guide was based ona new model created by the task force. This
model, called the Layered Ecological Model of the Multicultural Guidelines, is based on
Bronfenbrenner’s ecological model (Bronfenbrenner, 1977). While these guidelines incorporate
a lot of the newer multicultural competency literature, the guidelines are aspirational rather than
articulating concrete training guidelines.

Historically, psychology graduate programs have had limited multicultural training
(Allison etal., 1994; Quintana & Bernal, 1995). Training in professional psychology programs
typically involves courses or workshops focused on multiculturalism. Outcome studies on
trainings are limited. Bardone-Cone and colleagues (2016) found that multicultural training in a
clinical psychology program was evaluated positively by students. However, concrete indicators
of increased multicultural competence were not evaluated.

A recent study found differences in students’ perception of multicultural training and
general climate towards the importance of multiculturalism by student characteristics (Gregus et
al., 2019). Specifically, there was an association between perception of training and student
ethnicity, such that Black students were less likely to perceive their program as having adequate
training compared to White students. Relatedly, Chao (2013) found that student survey
respondents who had prior multicultural training had higher multicultural competence scores
across racial and ethnic backgrounds. However, Chao’s study suggested that at higher levels of
multicultural training, White and non-White students have similar levels of multicultural
competence, while at low levels of training, non-White students have higher levels of

multicultural competence. Chao suggests that students of color might benefit from different



training, since many multicultural competence trainings might be geared towards White

therapists.

Measuring Multicultural Competence

While there are multiple measures of multicultural competency for individuals, most rely
on self-report. Many measures are based on Sue etal.’s (1982) model of cultural competency and
assess knowledge, awareness, and skills therapists must work with individuals from different
cultural backgrounds. These measures are reviewed below.

The Multicultural Awareness-Knowledge-and-Skills Survey (MAKSS) was originally
designed for a cross-cultural course evaluation for use with trainees (D’Andrea etal., 1991). The
60-item self-report measure uses a four-point rating scale and is composed of three subscales
measuring awareness of attitudes towards ethnic minorities, knowledge about ethnic minorities,
and communication skills for working with culturally diverse populations. Item responses on the
MAKSS use a four-point Likert-type scale ranging from “Strongly disagree/very limited to
“strongly agree/ very aware.” The measure shows good internal consistency reliability, with
Cronbach alpha coefficients of .75 for the Awareness scale, .90 for Knowledge, and .96 for the
Skills subscale. Critiques of this scale include the small sample size used for validation (N =90),
and the use of factor analysis by subscale rather than the entire scale (Pope-Davis & Dings,
1995).

The Multicultural Counseling Inventory (MCI; Sodowsky et al., 1994) measures
awareness, knowledge, skills, and the counseling relationship with clients of diverse cultures
with 40 self-report Likert-scale questions. The MCI seeks to measure concrete behavioral aspects
related to cultural competency, with questions such as “When working with minority clients, I

keep in mind research about minority clients.” Responses are on a four-point rating scale from



“very inaccurate” to “very accurate.” This measure was normed with Psychology students,
psychologists, and counselors. Cronbach alpha for the total MClI score is .87, and mean
Cronbach alphasof .78 for the Awareness subscale, .77 for Knowledge, .80 for Skills, and .68
for Counseling Relationship. The Multicultural Counseling Awareness Scale (MCKAS)
(Ponterotto etal., 1996) is a 32-item measure using a 7-point Likert-type scale assessing self-
reported multicultural counseling knowledge and awareness of bias. Item responses range from
notat all true to totally true and assess bias with items such as “I feel all the recent attention
directed toward multicultural issues in counseling is overdone and not really warranted.” and
knowledge with items such as “I am knowledgeable of acculturation models for various ethnic
minority groups.” This measure was normed with students and professionals in counseling
psychology. Cronbach alphafor both scales (Knowledge and Awareness) is .85 (Ponterotto et al.,
2002).

The Multicultural Counseling Self-Efficacy Scale—Racial Diversity Form (MCSE-RD;
Sheu & Lent, 2007) also aims to measure more of the behavioral aspect of cultural competence
and focuses on the skills component. It is based on Bandura’s (1977) social cognitive concept of
self-efficacy. This survey measures perceived abilities, or the therapist’s confidence in providing
services to diverse clients. The MCSE-RD scale correlated more highly with the Multicultural
Counseling Skills subscale of the MCI than the scales of the MCI that did not intend to measure
behavior. Cronbach alpha for the overall scale is .98, and subscale reliability coefficients were
.98 for Intervention, .92 for Assessment, and .94 for Session Management.

The Cross-Cultural Counseling Inventory- Revised (CCCI-R; LaFromboiseetal., 1991)
is one of the only measures of cultural competency that does not rely on self-report. Instead,

supervisors can use this as an assessment tool for measuring trainees’ cultural competence. Itis a
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20-item measure of counselor effectiveness in working with culturally diverse clients, measuring
therapist awareness, knowledge, and skills. Cronbach alpha for the measure is .90. The original
version of this measure (CCCI; Hernandez & LaFromboise, 1985) was one of the first measures

of multicultural competence.

Problems with Current Measures

Since most measures of cultural competence are based on self-report, some authors have
questioned their construct validity—do they measure actual multicultural competence, or only
perceived competence? Previous research has shown that self-report is not always associated
with assessed or observed behaviors (Vazire & Mehl, 2008). Cartwright and colleagues (2008)
suggested that self-reported cultural competence scores were higher than observer-rated cultural
competence in role-plays in counseling psychology graduate students. There is also a problem
with social desirability, as people tend to self-report in a manner that appears favorable (Pope-
Davis & Dings, 1994). Some cultural competency measures attempt to account for social
desirability, butitis unclear how effective they are. Constantine and Ladany (2000) found an
association between social desirability and three of four multicultural competence scales (the
MCI, the MAKSS, and the CCCI-R). Most measures are based in Sue etal.’s (1982) model of
cultural competence, but APA has been moving towards a more ecological model of cultural
competence. model lacks empirical support. Additionally, most measures do not accurately
capture the different dimensions that comprise cultural competency, such as skills or actual

behaviors.

Demonstrated Cultural Competence
Despite the development of several self-report measures, there is a need for measures that

can directly assess multicultural competence. Ladany et al. (1997) were the first to empirically
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test therapists’ ability to conceptualize a case from a multicultural perspective. The authors
developed a measure to investigate the relationship between demonstrated multicultural ability,
through a case conceptualization task, self-reported multicultural competence, and racial identity.
The multicultural case conceptualization ability (MCCA) task requires that participants read a
case study discussing a 19-year-old African American female undergraduate student, her
depressive symptomology, and psychosocial issues potentially relevant to the case. Participants
are asked to write about the potential origins of the client’s difficulties and a potential treatment
plan or approach. Responses are coded for use of culture in conceptualization through
differentiation and integration, processes that are similar to Sue’s (1998) dynamic sizing and
scientific mindfulness. Differentiation is defined as the ability to offer a greater number of
interpretations of the client’s difficulties and treatment, and integration is the ability to form
connections between the interpretations. Higher differentiation and integration scores indicate a
higher multicultural case conceptualization ability. In this way, the MCCA focuses more on
cognitive flexibility and integration than on a specific skill or specific knowledge about a culture.
The MCCA has good reliability for both etiology conceptualization and treatment, with
alpha coefficients ranging from .82 to .93 (Constantine, 2001 b; Constantine & Ladany, 2000;
Inman, 2006; Ladany etal., 1997). However, Ladany etal. (1997) did not find a significant
association between scores on the MCCA and self-report measures of multicultural competency,
potentially supporting previous research that shows therapists overestimate their counseling
abilities, as therapist self-reported ratings were higher than their MCCA ratings (Oskamp, 1965).
Since this study, several others have found similar outcomes when comparing self -reported
multicultural competence and demonstration of the competence through a case conceptualization

task.
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Neville etal. (2006) examined the relationship between levels of colorblind ideologies
and self-reported and demonstrated levels of multicultural competency using the MCCA
(demonstrated competence) and the MCKAS (self-reported competence). Additionally, the
authors controlled for multicultural training (hnumber of courses and practica focused on
multicultural education). Neville et al.’s study found an association between higher colorblind
racial ideology and lower scores on both the MCKAS and the MCCA. While the study
contributed to previous research on the association between colorblind racial ideology and
conceptualization of client problems, it did not control for social desirability, it potentially
primed one of their samplesabout the nature of the study by having them complete the
colorblind ideology measure first, and it did not include a racially diverse sample of mental
health providers. Additionally, perceived (MCKAS) and demonstrated (MCCA) cultural
competence were collected separately to reduce participant fatigue, thus preventing comparative
associations between the two MCC measures.

One remaining critique of the MCCA is that it has not been determined if it is assessing
multicultural competence or if is a measure of good case conceptualization skills generally. It is
likely that good therapists would generate multiple explanations for the origin of symptoms and
create more complex treatment recommendations in response to a clinical vignette because they
are good therapists generally, and not necessarily because they are good multicultural therapists
specifically. The ability to determine whether the MCCA can differentiate good multicultural
therapists from good therapists in general is critical to establishing the construct validity of this
measure.

Another measure of demonstrated multicultural competence is the Multicultural

Counseling and Psychotherapy Test (MCPT). This measure is a standardized test in which items

13



reflect content from multicultural therapy guidelinesand including questions related to
knowledge, awareness, and skills (Gillem et al., 2016). The test was validated with 32 experts in
the field of multicultural research and practice and with licensed mental health professionals. The
authors developed this measure as a less subjective way to measure cultural competence than the
MCCA, but to help with the problem with discrepancies between self-report measures and actual

behaviors in therapy.

Purpose

The current study examined variables previously found to be associated with perceived or
self-reported multicultural competence and extends that literature by incorporating a task
requiring therapists to demonstrate multicultural competence in a case conceptualization task.
Previous studies have used generic terms such as “ethnic minorities” in measures to evaluate
multicultural competence. This study used more specific language to describe a clientin a
clinical vignette and incorporated sociodemographic variables other than race/ethnicity
(specifically: immigration/documentation status). The study explored predictors of perceived and
demonstrated cultural competence in therapists. Specifically, this study examined how clinical
experiences with diverse clients, extent of prior multicultural training, prior multicultural
experiences, professional status (student or professional), participants’ race/ethnicity, and
colorblind racial attitudes were associated with perceived and demonstrated multicultural
competence. The study aimed to establish the construct and criterion validity of a measure of
demonstrated multicultural competence (the Multicultural Case Conceptualization Ability task;

MCCA). | hypothesized the following:
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H1a: The Multicultural Case Conceptualization Ability task would show good construct
validity. Specifically, demonstrated multicultural competence (MCCA) would be
positively correlated with self-reported multicultural competence (MCKAS).

H1b: Further supporting the Multicultural Case Conceptualization Ability task’s
construct validity, | hypothesized that ratings of differentiation and integration would be
higher in the vignette depicting a client with multiple marginalized sociodemographic
identities (undocumented Salvadoran woman) than in the vignette depicting a White
woman.

H2: The Multicultural Case Conceptualization Ability task would show good criterion
validity. I hypothesized that Multicultural Case Conceptualization Ability task scores
would be predicted by greater hours of multicultural training, more clinical experiences
with diverse clients, more multicultural experiences, professional (vs. student) status,

identifying as a person of color, and lower colorblind racial attitudes.

Method

Participants

Participants included psychologists or psychologists-in-training from APA-accredited

programs who had at least one current client. All participants had to reside in and have received
their graduate training in the United States. A total of 80 participants were recruited online
through social media (Twitter, Facebook) and professional listservs (ABCT, NLPA, APA
division listservs). Participants mostly identified as female (86%) and ranged between 21 to 67
years of age (M = 30.30, SD =7.62). Regarding race/ethnicity, 40% of participants identified as
non-Hispanic White, 30% as Latinx, 17% as Asian, 6% as Black, and 6% as biracial/multiracial.

Most participants were born in the United States (78%), 50% had at least one parent that was

15



born outside of the U.S., and 51% spoke at least one other language. Additional participant

demographic data can be found in Table 1.
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Table 1

Participant demographics

Variable M (SD) %
Age 30.30 (7.62)

Years livingin US (n = 14.89 (8.27)

18)

Years in practice 5.06 (5.94)

Profession
Graduate trainee
Professional

Gender
Female
Male
Other

Country of birth
U.S.

Other

Language
Other language
Only English

Parents country of birth
Both in US
Onein US
Neither in US

Education completed
Bachelors
Masters
PhD
PsyD

Type of program

Counseling psychology

Clinical psychology

Other
Race/Ethnicity

Latinx

Black
Asian

Biracial/Multiracial
White, non-Hispanic

66
34

86
10
78
22

51
49

50
11
39
10

60
25

34

61

30

17

40

17



Measures

Demographic information. Participants completed a demographic questionnaire.
Questions included age, gender, ethnicity, country of birth, generational status in the US, current
geographical location, and highest level of education completed. Participants were also asked
about the type of facility they work in, length of time practicing, and primary theoretical
orientation.

Colorblind attitudes. The Colorblind Racial Attitudes Scale (CoBRAS) is a 20-item
self-report scale (Neville etal., 2000). The scale was developed to assess the extent to which
respondents minimize or deny the existence of institutional racism. Items are responded to on a
6-point Likert type scale ranging from 1 (strongly disagree) to 6 (strongly agree). Total scores
are calculated by summing all items and can range from 20 to 120; higher scores indicate higher
levels of colorblindness or unawareness of institutional racism. The scale is comprised of three
factors: Unawareness of Racial Privilege, Unawareness of Institutional Discrimination, and
Unawareness of Blatant Racial Issues. Internal reliability coefficients for all three factors in the
original sample ranged from .70 to .86 (Neville et al., 2000). Correlations between the
CoBRAS’s three factors and two scales measuring belief in a just world ranged from .39t0 .61,
suggesting good concurrent validity. In this study, an overall score was used, for which internal
consistency was .83.

Multicultural training. Level of clinician multicultural training was assessed by asking
participants to estimate the total number of hours spentin courses, practica, workshops, and
research projects that had a multicultural focus. Higher scores indicated more hours of
multicultural training. Similar estimates of multicultural training have been used in prior studies.

However, previous studies have primarily measured training by number of courses and practica
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(e.g., Constantine & Ladany, 2006; Neville & Spanierman, 2006), or as a dichotomous (yes/no)
measure (e.g., Ladany etal., 1997). Hourswas determined to be a preferred measure of prior
multicultural training and was thus what was used in this study.

Experience with diverse clients. Clinicians were asked to estimate the number of hours
they had spent working with diverse clients. Categories of diverse clients included clients of non-
White background, members of the lesbian, gay, bisexual, and transgender community (LGBTH),
and immigrants and refugees. Higher scores indicated greater time spent working with diverse
clients.

Multicultural experiences. The Bidimensional Multicultural Experience Scale was used
to measure experiences participants had with cultures other than their own (Sparkman &
Eidelman, 2018). This scale consists of 10 items rated on a 5-point scale and is comprised of two
components: 1) experiences with other cultures, and 2) experiences with people from other
cultures. Items on this scale included: “How many times have you been in a situation where you
must behave in a way that is different from yourown culture?”” and “I eat at restaurants
specializing in cuisine from different cultures.” This measure has been found to correlate
negatively with a measure of ethnic and immigrant prejudice, and positively with an
identification with humanity, a measure of how connected participants felt to others in the world.
Internal consistency for this measure is adequate (.80 for culture, and .70 for cultural members).
Internal consistency for this study was .70 for experiences with other cultures and .73 for contact
with members from other cultures. These two scales were positively correlated (r =.55).

Perceived cultural competence. Perceived cultural competence was assessed using the
revised version of the Multicultural Counseling Knowledge and Awareness Scale (MCKAYS)

(Ponterotto etal., 1996). The MCKAS is a 32-item self-report scale assessing two domains of
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cultural competence: knowledge (20 items) and awareness (12 items). Each item is answered
usinga 7-pointscale ranging from 1 (notat all true) to 7 (totally true). A sample knowledge
domain question is: “I understand the impact and operations of oppression and the racist
concepts that have permeated the mental health professions.” A higher score in the knowledge
domain indicates more knowledge about multicultural counseling. A sample awareness domain
question is: “l am aware that being born a White person in this society carries with it certain
advantages. A higher score in the awareness domain indicates more multicultural awareness.
Total scores for each subscale are obtained by reverse coding 10 items in the awareness scale and
summing the total items in each scale. Internal reliability coefficients in the original sample for
both subscales were .85 (Ponterotto et al., 2002). The MCKAS correlates with other self-report
measures of multicultural competence, such as the Cross-Cultural Counseling Inventory-
Revised (r = .61), the Multicultural Awareness-Knowledge-and-Skills Survey (r =.76), and the
Multicultural Counseling Inventory (r =.61) (Constantine & Ladany, 2000). In this study,
internal consistency was .93 for Knowledge and .87 for Awareness.

Demonstrated cultural competence: Multicultural Case Conceptualization Ability.
A modified version of the vignette used in the Multicultural Case Conceptualization Ability
(Ladany etal., 1997, modified by Constantine, 2001, and Inman, 2006) was used to assess
demonstrated multicultural competence. In this between-subjects study design, participants were
presented with one of two vignettes portraying a woman referred to a therapist by her physician.
After participants read the vignette, they were asked to describe the etiology of the client’s
psychological difficulties and potential treatment strategies.

The modified procedure by Inman (2006) was used for scoring vignette case

conceptualization responses. Ladany et al. (1997) define multicultural case conceptualization
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ability as the extent to which salient race/ethnicity factors are integrated into the source of and
treatment for the client’s presenting concerns. Coding incorporated two cognitive processes:
differentiation and integration. Differentiation refersto the ability to offer culturally-based
interpretations, measured as the number of different ideas or interpretations of the client’s
problems and treatment strategies. The more culturally-based interpretations offered that are
relevant to the case, the higher the differentiation score. Integration refers to the ability to form
connections between the differentiation responses. This coding system has been found to have
high interrater reliability for both etiology (r = .82) and treatment (r =.88) (Inman, 2006).

In the current study, two coders were trained on the coding system until they reached at
least 85% interrater agreement. Consistent with scoring developed by Inman (2006), total scores
for each participant’s vignette responses ranged from 0 to 6, where 0 = no differentiation, no
integration (no indication of race/ethnicity or other cultural considerations in case
conceptualization and treatment planning); 3 = moderate differentiation, low integration (two or
more indications of potential cultural issues in the conceptualization of the client's problems,
with one integration, i.e., one connection made between the two or more differentiated concepts);
and 6 = high differentiation, high integration, (six or more mentions of potential cultural issues in
the conceptualization of the client's problems, with three or more connections made between
differentiated concepts). Participants had two scores, one for their conceptualization of
treatment, and one for their conceptualization of the etiology.

Demonstrated Cultural Competence: Multicultural Counseling and Psychotherapy
Test. Demonstrated cultural competence was also measured using the Multicultural Counseling
and Psychotherapy Test. This test is a 50-item multiple choice test that assesses knowledge,

awareness, and skills (Gillem et al., 2016). Questions were developed from multicultural
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counseling guidelines and include both true/false and multiple-choice formats. Internal
consistency for this measure was .83 (Gillem et al., 2016); in the current study, internal
consistency reliability was .88.

Professional status. Participants were asked about levels of education. If participants
were students, they were coded as a “0” and participants who were working professionals were
codedasa“l.”

Person of color. Participants who identified as only White, non-Hispanic were coded as
a “0” and participants that identified as Latinx, Black, Asian, Biracial, or Multiracial were coded
as “1.”

Social desirability. Because many psychologists and psychologists-in-training are
familiar with the most used measure of social desirability (the Marlowe-Crowne Social
Desirability Scale; Crowne & Marlowe, 1960), the Balanced Inventory of Desirable Responding
(BIDR) Version 6 Impression Management (IM) subscale was used to measure social desirability
(Paulhus, 1991). The BIDR IM subscale is a 20-item scale. Items are scoredon a 1 (nottrue) to 7
(very true) Likert-type scale. A sample item is “I never cover up my mistakes.” Higher scores
indicate higher impression management. The BIDR demonstrated high concurrent validity with
the Multidimensional Social Desirability Inventory (r =.80; Paulhus, 1991). Internal consistency
reliability for this subscale is .78 (Paulhus, 1991); in the current study, internal consistency
reliability was .82.

Procedure

Participants were recruited nationally through academic contacts and professional

listservs, such as the American Psychological Association (APA) divisions, National Latinx

Psychological Association (NLPA), American Psychological Association of Graduate Students
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(APAGS), and the Association for Behavioral and Cognitive Therapies (ABCT). Interested
participants were directed to an online screening survey on Qualtrics. Once participants indicated
that they met criteria, they were emailed an individual link to the study survey through Qualtrics.

Participants read about the study and any risks and benefits associated with their
participation and were given the option to continue only if they consented to participation.
Participants were told that the researchers were interested in studying how different training
experiences are associated with case conceptualization but were not informed about the
multicultural competence focus of the study.

Participants read one of two vignettes portraying a woman who was referred by her
primary care physicianto a therapist. The vignettes were randomly assigned to each participant
and were identical except that one version of the vignette described the woman as an
undocumented Salvadoran woman, while the second version described her as a White woman.

Following the vignette presentation, participants were asked to imagine that this person
was seeking services from them and were asked to write a description of the client’s problems,
the origins of those problems, and a potential treatment plan. Participants were instructed to write
at least three sentences for their conceptualization of the problem, and at least three sentences for
their proposed treatment plan. The vignette and case conceptualization components were
completed before participants could move on to the self-report measures. Participants answered
self-report questionnaires (described above, including demographic information, a multicultural
competence scale, a colorblind racial attitudes scale, questions about their training and
experience with diverse clients, and a social desirability scale). Finally, participants were

debriefed at the end of the study and compensated with a $10 Amazon e-gift card. They were
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also given the opportunity to share their contact information if they wanted to learn of the results

of the study.

Power Analysis

An a priori power analysis for multiple regression was conducted using G * Power (Faul,
etal.,2007). An anticipated effect size of f2=.237 was used in the calculation based on previous
research on applied integration of conceptual material (Ladany etal., 1997). With an alpha =.05,
power =0.80, and three predictors, the projected sample size needed with this effect size was
approximately 51 participants per vignette condition (102 participants total). A total of 131
participants started the survey. Out of those who began the survey, 102 completed the survey
and, of these 102, 22 were identified as bots. Bots were identified by the time it took to complete
the survey (under 30 minutes), as well as those who did not answer the qualitative questions
correctly. Therefore, the study was slightly underpowered (final N =80 vs. planned N =102).

Results

A total of 80 participants were used in analyses. Skewness and kurtosis values were
within normal range for most variables. For the CoBRAS scale, these values were not within
normal range but made sense for the population being studied (i.e., therapists being less likely to
hold colorblind attitudes). A total of 41 participants received the vignette with the undocumented
Salvadoran woman and 39 received the vignette describing the White woman.
Hypothesis 1a

Hypothesis 1a (demonstrated multicultural competence would be positively correlated
with self-reported multicultural competence) was examined with a bivariate correlation between
MCCA scores and MCKAS scores for participants who received the Salvadoran woman vignette

(i.e., excluding participants who received the White woman vignette).
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The MCKAS is comprised of two individual scales: knowledge and awareness. Because

these scales were not strongly correlated (.37), they were kept as individual scales. The MCCA

also comprises two scores: etiology and treatment. Correlation coefficients for all measures of

cultural competence can be found in Table 2.

Correlations were run between etiology and knowledge, etiology and awareness,

treatment and knowledge, and treatment and awareness (See Table 2). None of the four

correlations were significant. The hypothesis was not supported. No association was found

between measures of self-reported multicultural competence and demonstrated tasks of

multicultural competence, which suggests that the Multicultural Case Conceptualization Ability

(MCCA) did not demonstrate construct validity in this study.
Table 2

Correlations between cultural competence measures

Measure 1 2 3 4 5
1. Self-report 1.00

(Knowledge)

2. Self-report 37 1.00 -

(Awareness)

3. Demonstrated 19 .18 1.00 -

(Etiology)

4. Demonstrated .04 .07 .35 1.00 -
(Treatment)

5. Multicultural 42 .56 .30 31 1.00
Counselingand

Psychotherapy Test
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Hypothesis 1b

Hypothesis 1b (ratings of differentiation and integration would be highest in the vignette
depicting a client with multiple marginalized sociodemographic identities than in the vignette
with fewer marginalized identities) was evaluated using an independent sample t-test comparing
MCCA scores in participants who got the White woman vs. the Salvadoran woman vignettes.

Although mean scores were in the expected direction (Figure 2), results of the
independent samplest-tests indicated that there were not significant differences in differentiation
and integration scores between the two vignette conditions for etiology (t(77.26) =-1.34,p =
.184) and for treatment (1(69.02) =- 1.70, p =.093. The second hypothesis was also not
supported. The lack of significant differences in scores between these two vignettes further
demonstrates a lack of construct validity of the Multicultural Case Conceptualization Ability.
Had this measure accurately measured demonstrated multicultural competence, scores should
have been higher when the vignette presented a case with a woman with multiple marginalized
identities compared to a vignette where the woman was only described as White.
Figure 2

Average Vignette Scores

0.9
0.8
0.7
0.6
05 0.54
04 Undocumented

0.3 !
Salvadoran
02 0.31

_
0

Etiology Treatment

0.8

0.61 ® White

Vignette Score
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Hypothesis 2

To examine H2 (multicultural competence would be predicted by greater hours of
multicultural training, more clinical experiences with diverse clients, more multicultural
experiences, if participants were professionals, identification as a person of color, and lower
colorblind racial attitudes), | used multiple regressions.

Results of the first regression indicated that the model as a whole significantly predicted
multicultural knowledge scores, (F(8, 71) =9.466,p <.001, R2=.52). CoBRAS, multicultural
training hours, and more exposure to cultural elements (Multicultural Experiences measure) were
found to be significant predictors of perceived multicultural knowledge. (See Table 3 below.)
When predicting perceived multicultural awareness, the model was found to be significant, (F(8,
71)=8.11,p <.001, R?=.47). CoBRAS scores and being a person of color were foundto be
significant predictors of perceived multicultural awareness. For the model predicting
demonstrated multicultural skills through the MCCA for etiology of the vignette, the overall
model was not significant, (F(8, 32) =1.39, p =.167). When demonstrated multicultural skills
through the MCCA for treatment was evaluated, the model was also not significant, (F(8, 32) =
0.81 p =.268). When predicting demonstrated multicultural skills with the MCPT, the model
was significant (F(8, 71) =7.03, p <.001). Experience with diverse clients, and CoBRAS scores
were significant predictors in the model.

These results fail to establish concurrent validity for the MCCA, as predictors of
multicultural competence did not significantly predict scores on the MCCA.. The results
demonstrate that common predictors of higher scores on other multicultural competence
measures such as more experience with diverse populations and lower colorblind attitudes, were

not predictive of scoreson the MCCA.
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Table 3

Predictors of Multicultural Competence

Predictors Self-report Self-report Demonstrated Demonstrated Multicultural
(Knowledge) (Awareness) (Etiology) (Treatment) Counseling and

Psychotherapy
Test

1. Diverse clients ns ns ns ns p=.003

2. CoBRAS p<.001 p<.001 ns ns p<.001

3. Multicultural p=.004 ns p=.013 p=.051 ns

training

4. Cultural elements p=.006 ns p=.031 ns ns

5. Cultural members ns ns ns ns ns

6. Professional ns ns ns ns ns

7. Therapist of color ns p=.007 ns ns ns

8. Social desirability ns ns ns ns ns




Discussion

This study sought to build on the literature assessing the usefulness of measures of
multicultural competence. First, | sought to establish construct validity for the MCCA, a measure
of demonstrated multicultural competence with the MCKAS, a more commonly used
multicultural competence measure. The vignette-based measure of demonstrated competence in
case conceptualization skills (the MCCA,; Ladany etal., 1997) did not correlate with a self-report
measure of cultural competence (MCKAS; Ponterotto etal., 1996)) in this study. This finding
was consistent with previous studies using the MCCA. Research studies in multicultural
psychology have found that people are not good at accurately assessing their level of
multicultural competence (Ladany etal., 1997). Additionally, studies find that self-report and
behavioral measures tend to have weak correlations both due to methodology and measurement
of different abilities (Dangetal., 2020). Participants may have the knowledge, awareness, and
skills, but may not be putting these to use. Reading a vignette does not replicate the experience
of meeting with a client in person. Itis more difficult to apply some of the approaches to
multicultural competence discussed in this paper such as Sue’s dynamic sizing and scientific
mindedness, or Day-Vines broaching approach.

It could also be due to the measure itself. In this study, participants were instructed to
write at least three sentences for explaining the origins of the client’s problems and treatment
goals or approaches. This did not necessarily give people much roomto elaborate. Perhaps
participants needed to write more than three sentences to get into specifics. Responses on this
measure were rated on a scale of 0-6, where higher scores meant participants included more
differentiations and integrations. As seen in Figure 2, mean scores for both etiology and

treatment were under 1 point for both the vignette with the White woman and the vignette with
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the undocumented Salvadoran woman. Mean scores were very low for both vignettes and did not
demonstrate significant score differences between the two vignettes.

Previous studies using the MCCA have typically only used one vignette and primed
participants that their studies were about multicultural competence. This study sought to identify
if participant responses would differ if we had a control group (White-woman vignette) in
addition to a vignette that described a client with multiple marginalized identities. This would
help determine if the MCCA was a measure of multicultural competence, or if it was only
measuring good therapy, or the ability to make differentiations and integrations regardless of
cultural and contextual factors. This study suggested that the MCCA did not measure
competence to multicultural factors specifically, as there were no significant differences in score
means between the two vignettes (Figure 2). The study failed to demonstrate construct validity.
This could have been due to participants not being primed about the focus on multicultural
competence, meaning participants may have the ability to attend to these issues but did not do so
in this study.

This study also sought to examine if certain training and demographic variables predicted
both perceived and demonstrated measures of multicultural competence. The models predicting
perceived (MCKAS) multicultural competence were significant, as were the models predicting
demonstrated multicultural competence using the MCPT. However, the models predicting
demonstrated multicultural competence using the MCCA were not significant. This finding
demonstrated that the MCCA failed to establish criterion validity. Again, this could be dueto
measurement error, as the MCCA could have not been a good measure for this study. For

example, there can be variance in how coders from one study to another code qualitative data.
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The regression analyses suggested a few interesting results that can be learned about
training and measurement of multicultural competence. For example, this study suggests the
importance of not having colorblind ideologies as a therapist. Lower COBRAS scoreswere a
significant predictor of both measures of self-reported multicultural competence (MCKAS) and
the demonstrated test of multicultural competence (MCPT). Perhaps if therapists do not hold on
to colorblind ideologies, they may be more likely to approach topics related to their client’s
culture and racial background.

This study demonstrated that social desirability did not predict any of the scales used,
including self-report multicultural competence scales. This suggests that therapists are not
responding to these scales to look good, despite previous criticism about these types of scales for
multicultural competence.

Findings in this study also indicated that being a therapist of color was not a predictor for
most multicultural competence scales, except for the Knowledge scale of the MCKAS. This
finding suggests a couple of things: 1) you do not have to be a therapist of color to be culturally
competent, 2) therapists of color may have experiences that have given them more awareness of
multiculturalism, racism, discrimination, and other issues that their clients may go through as
members of a marginalized group.

More experience with diverse clients was predictive of higher scores on the Multicultural
Counseling and Psychotherapy Test. Although variablessuch as experience with other cultures
(Cultural Elements on Table 3) predicted self-reported knowledge, more multicultural training
and lower colorblind attitudes predicted higher cultural competence scores across several

measures of multicultural competence. This emphasizes the importance of not only learning
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about multicultural competence, but the importance of learning to apply it directly to clients,
where a lot of learning usually takes place.

The best predictor of higher scores on the demonstrated cultural competence vignette task
was hours of multicultural training. This could demonstrate the utility of these trainings and
experiences in helping therapists translate knowledge into application.

Implications

There were several implications to this study. This study was the first to compare two
vignettes when using the MCCA. This study demonstrated that scores did not differ between the
two vignettes, thus failing to demonstrate that this measure is measuring multicultural
competence, specifically. Future studies should use multiple vignettes to determine if the same
effectis found.

This study did not find other measures of cultural competence, such as lower colorblind
attitudes or experience with working with diverse populations, predicted MCCA scores. It could
be due to the lack of applicability. A vignette does not replicate the experience of seeing a person
in the therapy room and having the time to process and create a treatment plan and case
conceptualization.

Low scores for the MCCA could indicate that participants were not attending to cultural
and sociodemographic identities in determining case conceptualization and best course for
treatment. This study suggests that since cultural competence is composed of knowledge,
awareness, and skills, as well as ability for scientific mindfulness, dynamic sizing, and culture-
specific skills (Sue, 1998), trainees need plenty of opportunity to gain and practice these abilities.
This suggests that things such as having lower colorblind attitudes, more experience with diverse

clients, and higher number of hours spent learning about these communities are related to
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multicultural competence and should be considered when developing curriculum for students.
Programs should focus on expanding not only courses for students, but also include more
learning opportunities in research, class, and clinical settings.

Limitations and Future Directions

This study used the MCCA to assess applied cultural competence skills through requiring
participants to write three sentences describing the etiology of the client’s problem and three
sentences describing their treatment plan. Participants were not told to pay attention to
multicultural factors to mimic whether they take those factors into consideration regularly.
Perhaps these questions were not enough to elicit more detail and were not a valid measure of
behavior in session. Future studies may ask for more detail on the participants case
conceptualization. Additionally, future studies may validate this measure with observation of
tape, or with an experimental design where participants can present their case conceptualization
as they would to a supervisor or client.

Additionally, the MCCA is open ended and requires trained coders to score. Although
coders were trained until they reached 85% interrater reliability, there is a possibility that there
were errors in coding. This measure requires resources and time to use and would be difficult to
implement in training programs.

Conclusion

This study sought to explore measurement of multicultural competence when working
with diverse populations. Previous studies have found that there is a disconnect between the self -
report measures typically used and actual behavior. This study sought to address this using two
demonstrated skill measures, the MCCA and MCPT, as well as to explore predictors of

multicultural competence scores. The results of the study suggested that the MCAA did not
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capture multicultural competence in this sample, as scores between identical vignettes (one
describing a White woman and one describing an undocumented Salvadoran woman) did not
differ. Additionally, this study suggests that lower colorblind attitudes, higher training
experiences with diverse populations, and more hours learning about diverse populations were
predictive of multicultural competence scores. Overall, there was no large overlap between what
the different measures were capturing and suggested that they capture different aspects of what it
takes to be multiculturally attentive. Previous research has shown evidence of health disparities,
and disparities in access to culturally attentive treatment. This research highlighted the
importance of training therapists that have the knowledge, awareness, and skills to work with

diverse clients through multiple avenues, such as through courses and direct experience.
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