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Abstract
The purpose of this study was to report the initial process
of developing and validating the Perceptions of Disability Scale (PoDS), a scale designed to map a continuum
of sympathy, empathy, and advocacy perspectives on
people with disabilities. We first created a 30-item scale
based on a thorough literature review and the findings
of a previous qualitative study. Then we further refined
and validated the scale through 3-phase approach as well
as internal consistency reliability evidence and validity
evidence based on content, response process, and internal structure. Results suggest that the final 21-item scale
has excellent reliability and validity. Suggestions for how
the scale can be used in recreational therapy practice and
human-service related trainings, and for future research
are provided.
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Introduction
Negative attitudes directed toward people with disabilities often create barriers
to their participation in typical social aspects of life (Hergenrather & Rhodes, 2007).
Changes in attitudes can be complicated because of the complex nature of attitudes
and the challenges associated with a process that occurs over long periods of time
(Malhotra, 2005; Seccombe, 2007). In addition, how and the degree to which attitudes
change can be mediated by many factors such as past experiences people without disabilities have had with people with disabilities (Tervo & Palmer, 2004) and/or having a
member of the family who has a disability (Uysal et al., 2014).
Negative attitudes also align with whether an individual holds a sympathetic perspective toward people with disabilities. Wispé (1986) argued that a person cannot
be sympathetic and simultaneously objective, therefore contributing to the possibility of that person holding distorted beliefs. Consequently, a sympathetic perspective
leads individuals who work in therapeutic environments to make inaccurate assessments that potentially negatively affect therapeutic relationships (Morgan & Lo, 2013).
A person with a positive attitude toward people with disabilities, however, possesses
an emotional sensitivity, internalizes the belief that people with disabilities can live
normal lives, makes personal decisions about themselves, and can be productive members of society (Tervo & Palmer, 2004). These individuals are often characterized as
being empathetic, meaning that they experience insights about other people that help
them in understanding what those individuals might be feeling or experiencing (Segal,
2007). Furthermore, when a person has an empathetic perspective toward people with
disabilities, that person might be inclined to have an advocacy perspective (McKenney,
2018).
The purpose of this study was to report the initial process of developing and validating the Perceptions of Disability Scale (PoDS). The scale was created based on the
qualitative results of a study conducted with 10 students that focused on changes in
their attitudes toward disabilities after participating in disability simulation activities
(McKenney, 2018). More specifically, McKenney (2018) found that the students moved
from primarily a sympathetic response to the disability simulation activities, to one
that involved more of an empathetic response, to ultimately, thinking from an advocacy perspective. The scale was designed to reflect this evolution of responses and a
related, emerging model.
Sympathy, Empathy, and Advocacy
The constructs of sympathy, empathy, and advocacy that emerged from the McKenney (2018) study serve as the main components of the PoDS scale. This section includes a detailed description of the terms. The Greek sympatheia means “together”
(syn) “suffering” (pathos) (Sympathy, n.d.). In A Treatise of Human Nature, David
Hume (1739/1888) defined “sympathy” as the capacity to notice, and be emotionally
affected by, what happens to another person. It was not until after the 1950s that the
word moved away from sympathy to what we presently refer to as “empathy” (Escalas
& Stern, 2003). According to Wispé (1986), the definition of sympathy shifted to describe a feeling of sadness that one experiences as a result of another person’s condition
or emotional state. Gerdes (2011) argued that the devolution of sympathy to a simpler
feeling is partially a result of the parallel, growing sophistication of the definition of
empathy.
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To understand sympathy, it is important to understand its linguistic connection
to the word, pity. The term pity emerged in the late 13th century to describe a feeling
of tenderness for a person who was suffering and a desire to alleviate that person’s
suffering (Wilmer, 1968). Over time, the conventional understanding of the word as a
positive feeling (i.e., tenderness) shifted to one that describes a negative feeling, such as
that of whining or victimization (Gerdes, 2011).
Like pity, the meaning of “sympathy” has been moving away from its original
meaning toward a more direct and less affectively complex definition and has taken
on a similar and somewhat indistinguishable negative connotation. In considering the
terms as they are used in therapeutic relationships, Wispé (1986) argued that sympathy
is not the mode a practitioner should take when facilitating therapeutic interactions.
The author suggested that sympathy does not result in accurate assessments because
one cannot be sympathetic and objective at the same time. Gerdes (2011) suggested
that feeling sympathy toward a person, as opposed to empathy, requires less attention and energy from the practitioner. Furthermore, empathy is more efficacious than
sympathy in helping to develop mutual trust and respect between the practitioner and
client. Consequently, the facilitator’s perspective and attitudes should be informed by
empathy rather than sympathy.
In contrast to the longevity of the term, “sympathy,” the use of the word “empathy”
did not emerge until the beginning of the 20th century (Gerdes, 2011). Empathy is often seen as occurring when a person experiences insight about another person that fosters an understanding of that person’s circumstances (Segal, 2007). Once one observes
and picks up on another person’s signals, that person engages in perspective taking,
self/other-awareness, and emotional regulation (Decety & Moriguchi, 2007). Empathy
is the capacity to be affected by and share, and assess another person’s emotional state
(de Wall, 2009), as well as to be able to act on this perspective in a way that is helpful to
the client (Varcarolis, 2002).
The term empathy captures both cognitive and emotional reactions experienced
by a person as a result of observing experiences of another person (Shamay-Tsoory,
2011). Cognitive empathy is a type of empathy that involves a person’s capacity for
engaging in the cognitive process of adopting another person’s psychological point of
view (Frith & Singer, 2008), and is thought to involve the theory of mind; a theory that
is defined as a person’s ability to imagine how another person is thinking and feeling
(Baron-Cohen, 2009). Emotional empathy is characterized by a person’s capacity to experience affective reactions and/or share similar feelings. When experiencing emotional empathy via observation of another person, that person is engaging in a thoughtful
reflection of related emotions and behaviors (Shamay-Tsoory, 2011).
Although sympathy can lead to action, a person might act because of feelings of
personal distress, a self-oriented emotional reaction which can lead to a self-serving
reason for helping another person (Batson, 1987). In other words, the demonstrated
prosocial behavior is motivated by one’s desire to relieve their uncomfortable personal
state. Although a sympathetic reaction might provide immediate comfort, it also increases anxiety and therefore potentially makes an empathetic response less likely than
if the person approached the situation from an empathetic perspective (de Waal, 2009).
Compared to sympathy, empathy results in diverse decision making and helping choices (Jeffrey, 2016) and a focus on another person’s specific situation (de Waal, 2009).
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Individuals who experience another person’s emotion and situation (i.e., they are feeling empathy) have been found to be motivated to demonstrate prosocial behaviors
that originate from a person-oriented emotional reaction (Eisenberg & Eggum, 2009;
Zahn-Waxler & Radke-Yarrow, 1990). This is because empathy is central to normal
social functioning, therefore, serves as a foundation for learning prosocial behavior
(Charbonneau & Nicol, 2002). Compared to sympathy, which is characterized by a
person being “moved by” another person, empathy causes a person to “reach out” to
another person (Gerdes, 2011).
Prosocial behavior involves interactions or behaviors performed by one person
with the aim of helping another person (Dovidio et al., 2006) and one of such behaviors is advocacy. Advocacy serves as a vehicle for change, meaning that change can be
encouraged on a singular level affecting one person or on multiple levels affecting an
entire country (Peniston, 1998). In other words, any opportunity to educate another
person or persons, even if through a simple conversation, can serve as a form of advocacy, just as participating in a larger, organized event established to assist a person or
population. Furthermore, a person serving as an advocate for people with disabilities
might provide assistance, such as serving to remove barriers, standing against discrimination or disempowerment (Dattilo, 2012), or creating or modifying policies or practices that negatively impact clients, and/or promoting legislation that could potentially
result in the delivery of services or resources (Hepworth & Larson, 1986).
Theoretical Framework
The McKenney (2018) study that served as the impetus for the development of the
PoDS was grounded in the social model of disability, a model that presents a distinction between disability and impairment; in that, the focus is on restrictions created
by society rather than on the impairments people have as a result of injury or illness
(Oliver, 1990). The social model of disability provided the lens for confronting, addressing, and debriefing challenges participants experienced while participating in intensive disability simulation activities. This, in turn, contributed to the responses from
the participants that resulted in the themes of sympathy, empathy, and advocacy that
emerged and ultimately led to the development of the PoDS.
The participants experienced shifts in thinking as they began to internalize that
they are members of society, thus, in part, responsible for the restrictions they were
experiencing. This shift was captured in the evolution of responses that emerged from
participating in the disability simulation activities. Whereas students tended to initially
respond sympathetically, over time they began to better understand the challenges and
difficulties inherent in trying to access sites and buildings. The shift in responses was
then to a more empathetic approach. Moreover, as they engaged in even more extensive debriefings and personal reflections, their desire to effect change became more
apparent, therefore, reflecting more of an advocacy perspective. However, it is important to note that although participants’ responses demonstrated that they possessed an
interest in actively engaging in causes that stand to benefit people with disabilities, such
causes did not serve as catalysts for moving them from serving as an advocate to that
of an activist. Such a change in role is often prompted by more complex interactions
with professionals (Seligman & Darling, 2007) or close relationships with individuals
with disabilities that allow for sharing of stories and/or emotions that serve to educate
or motivate the individual to actively engage in a social movement for change (Ramsey,
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2017). Therefore, the PoDS survey was developed to reflect the changes that participants experienced as a result of participating in the disability simulation activities.
The Perceptions of Disability Scale (PoDS) aims to map the continuum of sympathy, empathy, and advocacy that was found by McKenney (2018). It was developed
as an attitude scale, similar to scales, such as the ATDP scale (Yuker et al., 1970) and
the MAS (Findler et al., 2007), and parallels a format commonly used for research that
examines individuals’ attitudes. However, neither the ATDP nor the MAS are identified as tools that measure a progression to the demonstration of advocacy, a prosocial behavior that emerged as a result of an evolution of perceptions from sympathy
to empathy, then advocacy. Consequently, the PoDS was designed to build on tools
measuring sympathy and advocacy perspectives by also measuring potential progression to advocacy in disability related trainings, such as disability simulation activities.
Important to note is that in the process of developing the PoDS, the word perception
was seen as optimal for best capturing the complexity of the feelings that individuals
experience; in that, responses captured how the participants responded to the learning
activities that were part of the study.

Method
The scale was developed and validated based on a general 3-phase approach widely adopted in education and psychology as well as the conceptualization of validity and
reliability stipulated from the most updated 2014 Standards for Educational and Psychological Testing (Standards thereafter, AERA et al., 2014). The three phases included
the development of the items and scale, field test of the scale in small pilot studies,
and further validation of the scale in a larger-scale study. According to 2014 Standards
(AERA et al.), validity is a holistic concept and is defined as the degree to which “evidence and theory support the interpretations of test scores for proposed uses of tests”
(2014, p. 11). Five aspects of validity evidence are identified in the Standards, including
evidence based on content; evidence based on response process; evidence based on
internal structure; evidence based on relations to other variables; and evidence based
on validity and consequences of testing. Because validation is an ongoing process, we
only collected the first three types of validity evidence in this pilot study to establish
initial validity of the scale and the other two types of validity evidence may be collected
in the future. Evidence based on content studies the “relationship between the content
of the test and the constructs it is intended to measure” (2014, p. 14). Experts are used
to review the items and provide feedback to obtain this evidence. Evidence based on
response processes of test takers is about “the fit between the construct and the detailed
nature of the performance or response actually engaged in by test takers” (p. 15). This
evidence is obtained by cognitive interviews with prospective test takers.
Evidence derived from internal structure indicates the relationships between the
constructs and the items on which the suggested test score interpretations are created
and is obtained by using factor analysis, including both Exploratory Factor Analysis
(EFA) and Confirmatory Factor Analysis (CFA) (AERA et al., 2014). EFA is an exploratory approach to search for a smaller number of latent constructs or factors to
represent a larger number of observed variables. By contrast, CFA is a confirmatory
approach to test the theoretical constructs in order to provide sufficient justification
for what observed variables can define which construct (Henson & Roberts, 2006). A
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significant difference between EFA and CFA is that the EFA is used to generate or build
theory; however, the CFA is used to confirm theory. In other words, the EFA rarely
takes theory into account but relies more on statistical methods while the CFA is based
on theory and the structure of the data derived from the theory (Henson & Roberts,
2006). The common practice of factor analysis is to conduct EFA first, followed by CFA.
Both analyses cannot be performed with the same sample due to different purposes of
the analyses. However, a larger sample can be divided into two random smaller samples, with one half sample performing EFA and the other half performing CFA. A minimum of 100 observations is required for both analyses (Kieffer, 1999; Merenda, 1997).
In the Standards, reliability is defined in two ways: one as the reliability coefficient in classical test theory, the other as the consistency of scores. The first definition
was used in this study and internal consistency of the survey was estimated by using
Cronbach’s alpha. Because both quantitative and qualitative data were needed to obtain
validity and reliability evidence, a mixed methods research design that employs quantitative and qualitative methods was used (Creswell & Plano Clark, 2018).
Sampling and Participants
A homogeneous convenience sampling approach, which refers to sampling a
group of participants readily available who are similar in one or more sociodemographic aspects (Jager et al., 2017), was used in different phases of the study (see next
section). In this study, the participants were undergraduate and graduate students who
majored in recreational therapy at a university in southeastern region and a university in eastern region and who were interested in the study. They were chosen because
they were willing to participate in the study were readily available or easily recruited
(Johnson & Christensen, 2020). Jager et al. (2017) argued that, due to wide use of convenience sampling approach in research, it is more practical to “augment” (p.13) its
advantages. They further pointed out that “homogeneous convenience samples have
clearer generalizability relative to conventional convenience samples” (p. 13) because a
more homogeneous sample is more representative of the population. Ten individuals,
including the two authors of this paper, participated in Phase 1. Ten undergraduate
students participated in the cognitive interview of Phase 2, 50 undergraduate students
participated in the second study of Phase 2, and 280 undergraduate and graduate students participated in Phase 3 of the study. Although students were recruited from convenience sampling, they were selected from different grade levels and demographic
backgrounds (e.g., race, gender, ethnicity). More importantly, they were a part of the
target population of the scale and were familiar with people with disabilities. These
characteristics of the participants and sample sizes are in line with the recommendations made in cognitive interviews and validation processes (Beatty & Willis, 2007;
Thorndike & Thorndike-Christ, 2010; Willis, 2005).
Procedures
Through the combined use of three phases, validity and reliability evidence stipulated in the Standards, this study used the following procedure. Before being conducted, this study was approved by the Institutional Review Boards of both sponsoring
universities.
Phase 1. Scale Development
The first phase of the McKenney (2018) study included the administration of
two attitude scales: The Attitudes Toward Disabled Persons (ATDP) scale (Yuker et
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al., 1970) and the Multidimensional Attitudes Scale (MAS) (Findler et al., 2007), for
baseline data specific to the students’ attitudes. This, however, limited what was found
as a result of the activities conducted as part of the study. Therefore, the qualitative
component that occurred in the second and third phases proved necessary. The second phase occurred abroad and involved the implementation of disability simulation
activities and related debriefings, interviews, and journal entries. The third and final
phase occurred stateside and included the administration of the post-test measures
and follow-up interviews.
Results from the pre- and post-test quantitative measures showed that the students
experienced positive attitude changes in 12 of 16 emotions on the MAS and four on
the ATDP. Four primary themes emerged from the qualitative analysis: a) sympathetic
responses, b) empathetic responses, c) advocacy responses, and d) culminating reactions. One secondary theme, socio-emotional skill development, also emerged from
the data analysis. The author concluded that participants experienced an evolution of
responses that demonstrated how they moved from primarily a sympathetic response
to the disability simulation activities, to one that involved more of an empathetic response, to ultimately, thinking from an advocacy perspective.
Based on a synthesis of the literature and the results of the McKenney (2018)
study, the first author, an expert in disability and recreational therapy, first wrote 35
items that reflected three sub-constructs identified in the 2018 study: sympathy, empathy, and advocacy. These items were revised based on discussions with the second
author, who is an expert in measurement and statistics, before the initial draft of the
scale was finalized. The draft was then sent to eight experts in recreational therapy and
disability, along with a table of specifications, for feedback. The feedback was analyzed
with the use of content analysis (Krippendorff, 2004), a qualitative method widely used
to synthesize the results. The items in the scale were then revised based on the experts’
feedback. This process provided validity evidence based on contents.
Phase 2. Pilot Study
In this phase, the authors tested the scale in two pilot studies. In the first pilot
study, 10 undergraduate students were recruited to participate in think-aloud, semistructured cognitive interviews, a qualitative method used widely in survey methodology (Beatty & Willis, 2007). The interviews were conducted by the first author. During
the interview, the students were asked to read through the scale items, share whether
these items made them think of their experiences with people with disabilities and
provide details about the experiences they shared. In addition, the students were asked
about their understanding of the items and whether there were any confusions or ambiguities about the items. The interviewer asked additional follow-up questions for further probing whenever necessary (Beatty & Willis, 2007). The qualitative data collected
from this phase were analyzed by content analysis (Krippendorff, 2004) and used as
validity evidence based on response to processes.
In the second pilot study, the authors administered the survey to 50 undergraduate students. To avoid order effect, the items were randomly ordered. Of 50 responses,
8 were incomplete and were not included in the analysis, resulting in a total of 42
valid responses. The data collected in this part of the pilot study were used to estimate
reliability and revise the items based on the results of reliability. Cronbach’s alpha was
used to calculate reliability (or internal consistency of the items measuring the same
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sub-construct). Two items (“I don’t know how to interact with people with disabilities”
and “I am uncomfortable around people with disabilities”) were reverse coded in the
analysis because they were negatively worded.
Phase 3. Validation
In this phase, the revised scale was created on Qualtrics and the link was sent to
undergraduate and graduate students who major in recreational therapy in a university in southeastern region and a university in eastern region. Administering surveys
online is an increasingly popular mode in survey methodology. It has many advantages
over traditional paper-and-pencil mode, such as low cost and convenience, especially
for participants who are frequent online users (Fan & Yan, 2010). A total of 280 surveys
were completed online. The data collected from this sample were used for validity evidence based on internal structure. Nearly half of the data randomly generated by SPSS
were used for the Exploratory Factor Analysis (EFA). Results of the EFA were analyzed
and revisions were then made for the scale. Another half of the data were used for the
Confirmatory Factor Analysis (CFA) based on the revised scale.

Results
Phase 1. Survey Development
There was a total of 35 items initially written by the first author. Three items were
removed after several rounds of discussion with the second author. This resulted in
a draft with 11 items for sympathy, 10 items for empathy, and 11 items for advocacy.
This draft and a table of specifications of the survey were then sent to eight experts for
review based on a table of specification. Most of the experts provided a match between
the construct and scale items that was similar to that in the table of specifications.
However, a few of the experts asked for more differentiation between sympathy and
empathy. The two authors reviewed all the items three more times and made changes
to a few items in response to this suggestion. Some of the experts also made suggestions about the directions for completing the scale, and others made suggestions about
the use of select words in the items. For example, they suggested that the authors use
the terms ‘plan’ rather than ‘want’ and ‘more’ rather than ‘fully’ in the items that represented advocacy.
Phase 2. Pilot Study
The authors conducted cognitive interviews with 10 undergraduate students in the
recreational therapy program and analyzed the results with the use of content analysis.
The results indicated that the items allowed students to reflect on their experiences
with people with disabilities and describe their attitudes towards people with disabilities in different scenarios. Based on the analysis of students’ cognitive interviews, the
authors also made a few changes to the items. For instance, the word “empathy” was
removed and replaced with descriptions of empathetic reactions. The item “I am glad
that I don’t have a disability” was removed because a few students believed this item
may have negative connotations, which could cause respondents to either skip the item
or not respond honestly. Some students indicated that not all respondents would know
the definition of empathy or understand the difference between sympathy and empathy. This comment was consistent with experts’ feedback and was considered when we
reviewed the items again. Although the scale was further revised, the authors kept a
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total of 32 items because most of the feedback was about the content and wording of
the items rather than the structure of the scale.
The scale was then administered to 42 participants. Reliability evidence that focused on internal consistency of the items was obtained from Cronbach’s alpha. The
alphas of 11 items measuring sympathy, 10 items measuring empathy, and 11 items
measuring advocacy were 0.61, 0.73, and 0.88, respectively. Although the Cronbach’s
alpha of 11 items measuring advocacy was excellent, the alpha of the items measuring
sympathy was less than adequate and the alpha of the items measuring empathy was
just adequate. The authors also checked all the alphas with the deletion of the items and
found that deletion of any item did not increase the alpha coefficients.
To further understand the reason for the low alphas in the items measuring sympathy and empathy, the authors re-examined the sub-constructs, their operational definitions, and wordings of the items and decided to either remove some items or rewrite
others. For instance, the item “I feel ok around people with disabilities” that originally
measured sympathy was removed because it appeared to measure both sympathy and
empathy. Two negatively worded items “I don’t know how to interact with people with
disabilities” and “I am uncomfortable around people with disabilities” were changed
to “I feel nervous interacting with people with disabilities” and “I feel nervous around
people with disabilities” because feeling nervous was identified in previous studies as
one characteristic of feeling sympathy. The item “I want it to be easier for people with
disabilities go to different places” was also removed because it was found to measure
both empathy and advocacy. After changes were completed, the final scale had a total
of 29 items, with 10 items measuring sympathy and advocacy and 9 items measuring
empathy.
Phase 3. Validation
The sample of 280 participants used in this phase included predominantly female
(90%), undergraduate students (86%) who were majoring in recreational therapy (89%).
In addition, 60% of the participants were working in therapy-related fields, mostly in
recreational therapy. Seventy percent reported enrolling in courses that focused on disabilities, 50% either currently worked or have worked with people with disabilities, and
40% had taken a workshop, seminar, or course that focused on disabilities.
The exploratory and confirmatory analyses were conducted with the data collected
from 280 participants to provide validity evidence based on internal structure. The
dataset was randomly split into two roughly similar samples, with one sample having a
total of 132 participants and the other having a total of 148 participants. The first half
was used to conduct the EFA and the second half was used for the CFA. Both analyses
were performed in Mplus (Version 8.1) because it is a powerful latent variable modeling program, and all the variables were treated as categorical (Asparouhov & Muthén,
2010).
The EFA results showed that the three-factor model was significantly better than
two-factor model (χ2(348) = 616.43, p <.001). According to Hu and Bentler (1999),
the fit was considered adequate when CFI and TLI are 0.90 and higher and SRMR and
RMSEA are 1.0 and lower. Therefore, the fit indices of the EFA were close to adequate:
CFI (Comparative Fit Index) = 0.85, TLI (Tucker-Lewis Index) = 0.82, RMSEA (Root
Mean Square Error of Approximation) = 0.076, and SRMR (Standardized Root Mean
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Square Residual) = 0.13. Based on Henson and Roberts (2006), items with factor loadings lower than .35 should be removed. A further investigation of the factor structure
indicated that sympathy and advocacy had much better structure and better factor
loadings of the items than empathy (see Table 1). More specifically, two out of the 10
items measuring sympathy had weak loadings on the construct (statements 2 and 10).
Although item 10 had a stronger loading on the construct of advocacy, the value was
only .25. This was the same with items 12 and 13 measuring empathy. These four statements were removed from the scale. Two more items measuring empathy (statements
14 and 18) had very weak loadings on empathy but had acceptable loadings on advocacy. In addition, items 22 and 25 measuring the construct of advocacy, which are both
focused on accessibility, had comparable factor loadings on empathy and advocacy.
The authors examined the four statements and concluded that statements 14 and 18
were not consistent with the conceptualization of advocacy construct and that items
22 and 25 were closer to items measuring empathy. Therefore, items 14 and 18 were
removed and items 22 and 25 were moved to measure empathy. These changes resulted
in a 23-item scale, with 8 items measuring sympathy, 7 items measuring empathy, and
8 items measuring advocacy (see Table 2).
A CFA was conducted with the other half of the responses based on the 23-item
scale derived from the EFA. The fit indices of the analysis were as follows: CFI = 0.92,
TLI = 0.91, RMSEA = 0.075, and SRMR = 1.21. These numbers indicated an overall
adequate fit (Hu & Bentler, 1999) and an improved fit between the data and the model,
compared with the fit indices resulting from the EFA. The modification indices in Mplus, which flag issues in the model fit and suggest changes in the model, provided very
few changes in the model. Factor loadings of all the items were examined. Only item
6 (“I feel sympathetic toward people with disabilities”) and item 16 (“I understand
how people with disabilities feel”) had factor loadings lower than 0.40 (see Table 2);
therefore, both were removed from the scale. This resulted in a 21-item scale, with 7
items measuring sympathy, 6 items measuring empathy, and 8 items measuring advocacy (see Table 2). Another CFA was conducted with the 21 items and yielded better
fit indices: CFI = 0.94, TLI = 0.93, RMSEA = 0.072, and SRMR = 1.13. These indices
suggested that the fit of the final 21-item model was close to excellent fit. Based on Hu
and Bentler (1999), model fit was considered excellent when CFI and TLI are 0.95 and
higher and SRMR and RMSEA are 0.80 and lower.
The Cronbach’s alphas of the final statements measuring the three constructs were
0.80, 0.68, and 0.87, respectively. Further analyses of item-total statistics showed that
any removal of the item from the scale did not increase the reliability. Compared with
the Cronbach’s alphas of the three constructs in the pilot study, the alpha of sympathy
was much improved (0.61 in pilot study) and the alpha of advocacy was comparable
to the value in the pilot study (i.e., .88). However, the alpha of empathy was decreased
(0.73 in pilot), which may be due to reduced number of items. Furthermore, the first
factor, sympathy, was found to be negatively correlated with the other two factors, empathy (r = -.34) and advocacy (r = -.24) but empathy and advocacy were strongly, positively correlated (r = .82). This suggests a better discriminant validity between sympathy and the other two constructs than that between empathy and advocacy.
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Table 1

Discussion

Items, Factor Loadings, Estimated Residual Variances of Exploratory Factor Analysis
Results
Table
1 Items, factor loadings, estimated residual variances of Exploratory Factor Analysis Results
Items
Factor 1
Factor 2
Factor 3
Sympathy
1. I feel sad for people with disabilities.
.77
2. I am glad that I don’t have to worry about places being accessible for
.32
me.
3. I feel bad about people with disabilities because they cannot do things I
.68
can do.
4. I feel nervous interacting with people with disabilities.
.56
5. I feel nervous being around people with disabilities.
.58
6. I feel sympathetic toward people with disabilities.
.45
7. I feel sorry for people with disabilities.
.75
8. I feel fortunate that I don’t have a disability.
.50
9. I feel sorry when I see people with disabilities having difficulties doing
.47
things.
10. I feel upset when I see people with disabilities being treated poorly.
-.11
.25
Empathy
11. I see the world through the eyes of people with disabilities.
.57
12. I understand that people with disabilities can lead a normal life.
.03
.10
13. I understand why people with disabilities get frustrated by people
.02
.34
without disabilities.
14. I understand why people with disabilities get annoyed with how
.08
.48
people look at them.
15. I can put myself in the position of the person with a disability.
.76
16. I understand how people with disabilities feel.
.71
17. I see people with disabilities as people like me.
.22
.39
18. I think people with disabilities are regular people.
-.04
.44
19. I understand that people with disabilities can do all of the same things I
.27
.36
can do.
Advocacy
20. I want to do something for people with disabilities.
.62
21. I plan to stand up for people with disabilities.
.60
22. I think about ways to make the world more accessible.
.37
.43
23. I want to help make it easier for people with disabilities go to different
.56
places.
24. In general, I think a lot of improvements should be made to help people
.56
with disabilities.
25. I think about ways that places could be made more accessible for
.46
.43
people with disabilities.
26. I want to help the world become more inclusive.
.57
27. I think everyone is responsible for making the world more accessible.
.41
28. I think it’s important to better understand challenges people with
.54
disabilities face.
29. I want to help create more opportunities for people with disabilities to
.72
do what they enjoy.
Note. Items in bold were removed from the scale due to extremely low factor loadings in one or two factors (i.e.,
lower than .35). Italicized items in bold were the ones moved from advocacy to measure empathy.

Recommendations for Research
This study reported the iterative process of initially developing and validating the
PoDS scale on individuals’ perspectives about people with disabilities. The process followed the most recent psychometrics standards in educational and psychological testing and resulted in an improved instrument. More specifically, the Cronbach’s alphas
of the final items measuring sympathy increased from .61 to .80 and the alpha of the
items measuring advocacy remained at the same excellent level (.87). Although the
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Table 2

Items,2Factor
Loading,
Standard
Error
ofofConfirmatory
FactorAnalysis
Analysis
Results
Table
Items, factor
loading,
Standard
Error
Confirmatory Factor
Results
Items
Loading S. E.
Sympathy
1. I feel sad for people with disabilities.
.76
.04
3. I feel bad about people with disabilities because they cannot do things I can
.73
.04
do.
4. I feel nervous interacting with people with disabilities.
.84
.04
5. I feel nervous around people with disabilities.
.86
.04
6. I feel sympathetic toward people with disabilities.
.26
.08
7. I feel sorry for people with disabilities.
.83
.04
8. I feel fortunate that I don’t have a disability.
.54
.07
9. I feel sorry when I see people with disabilities having difficulties doing
.41
.07
things.
Empathy
11. I see the world through the eyes of people with disabilities.
.54
.07
15. I can put myself in the position of the person with a disability.
.41
.07
16. I understand how people with disabilities feel.
.21
.08
17. I see people with disabilities as people just like me.
.51
.08
19. I understand that people with disabilities can do all of the same things I can .55
.07
do.
22. I think about ways to make the world more accessible.
.78
.05
25. I think about ways that places could be made more accessible for people
.88
.04
with disabilities.
Advocacy
20. I want to do something for people with disabilities.
.88
.05
21. I plan to stand up for people with disabilities.
.94
.04
23. I want to help make it easier for people with disabilities go to different
.88
.04
places.
24. In general, I think a lot of improvements should be made to help people
.67
.06
with disabilities.
26. I want to help the world become more inclusive.
.87
.06
27. I think everyone is responsible for making the world more accessible.
.68
.06
28. I think it’s important to better understand challenges people with
.80
.07
disabilities face.
29. I want to help create more opportunities for people with disabilities to do
.99
.03
what they enjoy.
Note. Items in bold were removed from final scale due to low factor loadings (i.e., lower than .35).
The order of the items were kept the same in order to compare with the EFA model. Future use of
the scale does not have to follow this order.

Cronbach’s alpha of the items measuring empathy slightly decreased (.68), it was still
very close to the adequate level. The reduced reliability of final empathy statements
may be mainly because there were four fewer items. Lower reliability is not uncommon for the construct measured by fewer items. This may be worthwhile when aiming
for a better validity. However, this may require adding a few more items to measure
empathy. It may also require re-examining items removed from the final instrument to
identify possible ambiguities and vagueness between empathy and advocacy by using
cognitive interviews and think-aloud methods. The same process can also be applied
for items measuring sympathy because there is also room for adding a few more items
to improve its reliability.
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This study showed that the scale had sufficient validity evidence based on content,
response process, and internal structure. It also found that the factor loadings of most
items in the final instrument were between .70 and .90, which further supports the
validity of the instrument. However, the factor loadings of advocacy items were higher
than those of empathy and sympathy items. A few empathy and sympathy items had
factor loadings that were just above .40, such as item 9 “I feel sorry when I see people
with disabilities having difficulties doing things” and item 15 “I can put myself in the
position of the person with a disability.” These two items may need more scrutiny when
the instrument is validated with other populations in the future. If they continue to
have low factor loadings in future studies, revisiting the literature about empathy and
sympathy and conducting cognitive interviews about these items may be warranted to
identify possible issues. Once all constructs are at least adequate future validation studies with a larger sample are also needed. Although a sample size of 100-200 is usually
recommended for a CFA study (Kline, 2005), a larger sample size usually leads to better
results, particularly when conducting a CFA based on structural modeling.
Two negatively worded items in the original scale, “I don’t know how to interact
with people with disabilities” and “I am uncomfortable around people with disabilities,” were revised to positive items due to their initial inconsistency with other items.
This change resulted in better items and better internal consistency. This process is in
line with previous findings. Negatively worded items in the instrument have been a
controversy in survey methodology (Barnette, 2000; DiStefano & Motl, 2006; Roszkowski & Soven, 2010). Previous studies have found method effects that were associated with negatively worded items in self-reported surveys (DiStefano & Motl, 2006).
They have also demonstrated that the inclusion of negatively worded items in a direct
negative mode decreased the internal consistency of the instrument and that changing
these items to direct positive mode substantially improved the internal consistency
(Roszkowski & Soven, 2010). However, further investigation is needed to determine
whether these revised items still function well in the scale with other populations.
Another interesting finding of this study is related to the negative correlation between the sub-construct of sympathy and the other two sub-constructs. Theoretically,
the three sub-constructs should be consistent with each other and differentiated from
the term, pity. Whereas pity was once used to describe feelings of tenderness toward,
and a desire to lessen, a person’s suffering (Wilmer, 1968), it eventually shifted to a
way of describing a negative feeling (e.g., whining or victimization) (Gerdes, 2011).
To illustrate, a higher sympathy response may indicate higher empathy and advocacy
responses. However, this study demonstrates the opposite. This may suggest that possible competing relationships exist between sympathy and empathy as well as between
sympathy and advocacy. It may also show that higher sympathy response does not necessarily lead to a higher empathy or advocacy responses. More specifically, sympathy,
which is the first level of how individuals perceive or feel about people with disabilities,
may evolve into two different, or even opposite, higher levels of feelings: one is empathy, which eventually leads to being willing to advocate for people with disabilities,
the other is pity, which indicates unwillingness to be more engaged with people with
disabilities. However, these claims may need further examination by using additional
qualitative studies that focus on individuals’ experiences with people with disabilities.
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Implications for Practice
People with disabilities seek to be treated as equals in any relationship (Morrison
et al., 2008). People with positive attitudes toward people with disabilities believe that
people with disabilities are capable of making decisions about themselves and being
productive members of society (Tervo & Palmer, 2004). Practitioners with an empathetic perspective are more likely to facilitate a healthy helping relationship through
mutual trust and shared understanding than those who do not (Mearns & Thorne,
2007). Disability trainings, such as those that include the use of disability simulation
activities, have the potential to increase levels of empathy and improve individuals’
attitudes toward people with disabilities (Geçkil et al., 2017) when facilitated and debriefed correctly (McGowan, 1999). More intensive experiences serve to move participants from an empathetic perspective to an advocacy perspective (McKenney, 2018).
This perspective is one that involves an increase in desire to do more to improve the
lives of people with disabilities whether on a micro (e.g., explaining to someone else the
importance of using sensitive terminology) or macro level (e.g., advocating for a policy
change at an organization). The PoDS can be used to better measure the continuum of
the evolving perspectives of participants who attended disability trainings or students
who enrolled in similar courses or entered similar programs.
Recreational therapists are expected to advocate on the behalf of people who have
been oppressed or denied needed services (Dattilo, 2012). Understanding where a person falls on a continuum of perspectives on disability can serve to assist recreational
therapists in determining how to individualize educational services to best assist in
promoting advocacy. The PoDS, for example, could be administered before students
begin learning activities (e.g., disability simulation and debriefing activities) as part
of their course requirements in any human or health care service-related academic
programs. The PoDS could be, similarly, administered before and after the delivery
of programs, such as the several special education advocacy training programs that,
according to Burke et al. (2016), have surfaced in recent years across the United States
and Europe.
The PoDS emerged from qualitative interviews with students who participated
in extensive disability simulation activities as part of an inclusive recreation services
course that is offered as part of a recreational therapy program. Their responses demonstrated an evolution of thinking that resulted in many of students making comments
indicating that they wanted to advocate for people with disabilities. Dattilo (2012) argued that advocacy is necessary “…when ordinary actions have been unsuccessful in
ensuring that a person’s rights are being met” (p. 330). This statement also closely aligns
with the concept of activism. When one becomes an activist, it is because that person became part of a new social movement (Searle-Chatterjee, 1999). Such individuals
self-describe themselves as activists, assume a leadership role in a change campaign,
and expend a considerable amount of time on a campaign. The course used in the
McKenney (2018) study did not focus on activism, per se, and the PoDS did not result
in participants identifying campaigns of interest. However, the results obtained from
the PoDS can provide insights for designing future courses that could identify ways
participants could move from advocate to activist. Although the intent of most disability-related trainings and courses are to increase knowledge about disability, improve
attitudes, and increase empathy, recent research has demonstrated that when afforded
277

McKenney and Long

opportunities for more intensive trainings and debriefings, participants might develop
an advocacy perspective, as well. Perhaps, some will use this perspective to also serve
as an activist. With that, a study could be designed that includes an examination of the
effects of academic instruction on advocacy and activism.
Limitations of the Study
Although this study provides researchers and practitioners with a reliable and valid
scale measuring individuals’ perspectives about people with disabilities, it is not without limitations. First, the sample of this study consisted of undergraduate and graduate students who were majoring in recreational therapy. Due to more interaction with
people with disabilities, they may show patterns in sympathy, empathy, and advocacy
that are different from those of other populations. Future validation studies should
be conducted with other populations, such as students in other health-related professions, and people with limited to no experience working with people with disabilities.
Second, only three types of validity evidence were examined for the PoDS scale in this
study. Future research will involve examining other aspects of validity evidence, such
as validity evidence based on relations, including convergent validity for this scale and
other scales measuring the same construct and discriminant validity for this and other
scales measuring different constructs. These future studies are in line with the principle
that instrument validation is always an ongoing process that can be conducted for different aspects of validity with different populations (AERA et al., 2014).

Conclusion
The literature on negative attitudes directed toward people with disabilities consistently reveals barriers to their participation in all aspects of life. Recent research demonstrates that intensive trainings and extensive debriefings can result in participants
moving from a sympathetic perspective to an empathetic perspective, and ultimately
an advocacy perspective (McKenney, 2018). The PoDS emerged from this research and
provides a tool for measuring participants’ responses to disability trainings or similar
trainings and courses on a continuum of sympathy, empathy, and advocacy. This study
summarizes the initial process of developing and validating the PoDS scale. It also
provides suggestions for how it can measure participants’ changes on a continuum of
responses.
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