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ABSTRACT

This study tested whether an American Sign Language (ASL) MMPI
short form, the Brauer-Gallaudet MMPI-168 (B-G MMPI-168), could
discriminate between groups of deaf adults with and without
psychopathology. B-G MMPI-168 and MMPI-168 profiles were also
compared in deaf adults without a history of psychopathology.
Independent variables were history of mental health treatment,
language of administration and reading ability. Dependent variables
were MMPI-168 and B-G MMPI-168 validity and clinical scale elevations.

Fifty-nine deaf adults from the community and outpatient
counseling services completed demographic information ;n a
questionnaire developed especially for this study. Subjects were
divided into Clinic and Control groups based on history (Clinic) or no
history (Control) of mental health treatment. Reading Comprehension
scores (Advanced Stanford Achievement Test) of Control subjects
determined placement in Control (I) (1lth grade and above) and Control
(II) (6-11 grade) groups. All subjects took the B-G MMPI-168.

Control subjects took the MMPI-168 at home within two weeks. Ten
dollars was earned for participation.

Results indicated that Clinic and Control (II) groups were not
accurately discriminated by B-G MMPI-168 profiles. The "hit rate" for
the Clinic group was 96.5 percent, but only 40.0% of the Control
subjects were correctly classified as Not Disturbed. This version of

the B-G MMPI-168 was judged unacceptable for clinical use until items
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are revised.

Level of reading ability was not a significant factor in the
clinical validity of the MMPI-168. The "hit rates" of correct
classification of Control (I) and Control (II) subjects as Not
Disturbed, 58.8 and 46.2 percent, respectively, were unacceptable.

Language of administration was not a significant factor in the
clinical validity of Control group "168" profiles. B-G MMPI-168
profiles showed more bsychopathology than MMPI-168 profiles, but both
tests had unacceptably high percentages of Control subjects classified
as Disturbed.

Revision of B-G MMPI-168 items was recommended so that profiles
can accurately discriminate between Clinic and Control groups. The
MMPI-168 was recommerded for use as part of a personality assessment
battery for deaf adults having 12th grade equivalent or higher reading

level.
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CHAPTER 1
INTRODUCTION

In this chapter the problem addressed by this research is
conceptualized, and reasons for studying it are given. The purposes
of the study are examined. The research objectives are outlined, and
terms used are operationally defined. Finally, the research
assumptions are presented, and the limitations of the research are

considered.

Statement of the Problem

Because most objective personality tests require moderate to
high skill in the English language, there are no standardized
objective personality tests that are well suited to the needs of most
deaf adults. The deaf population constitutes a unique group. Only
25% complete high school. Reading abiliéies of people in this group
are generally acknowledged to be lower in comparison to their hearing
peers. Average reading comprehension of adults in this population is
estimated to be at the fourth grade level (Moores, 1982). Most
objective personality tests require significantly better English
language skills. In the National Census for the Deaf (Schein & Delk,
1974), individuals reported on their communicatiens skills. More than
60% of these deaf people indicated fluency in American Sigh Language
(ASL), but less than 40% rated themselves "good" in lipreading and

speech (English) skills. Apparently, a large percentage of these
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individuals communicate much more skillfully in sign language than in
English, and prefer to use sign language when communicating (Schein &
Delk, 1974).

There are some instruments which have limited applicability to a
deaf population, but only if the subjects have sufficient reading
proficiency. For example, Hathaway and McKinley's (1951) Minnesota
Multiphasic Personality Inventory (MMPI) has been used with deaf
adults and adolescents who read at approximately the seventh grade
level (Rosen, 1967; Tomko, 1973/1974).

Dr. Brauer of the Gallaudet Research Institute (GRI, 1985)
translated the MMPI into ASL to develop instrumentation for the
objective personality assessment of deaf adults. She recognized the
presence of widespread English reading deficits and the primary use of
ASL for communication among the prevocationally deaf population. She
also recognized the tremendous body of research, approximately 6,000
studies, which has been conducted on the MMPI (Buros, 1978).

Brauer’s (GRI, 1985) translation, the Brauer-Gallaudet MMPI (B-G
MMPI) has a videotape format. Promising reliability data suggests
equivalence with the MMPI. However, there have been no investigations
to date into the clinical validity of this instrument. Specifically,
there has been no research to date supporting the use of this
instrument with prevocationally deaf adults. There is also no data on
how the B-G MMPI could be applied to the psychological service needs

of deaf adults.
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The B-G MMPI-168, comprised of the first 168 items of the B-G
MMPI, was chosen for this research for expected reliability and
validity similar to the MMPI-168 (Faschingbauer & Newmark, 1978;
Overall & Gomez-Mont, 1974) as well as ease of administration and
scoring.

Pursuing data on the validity of the B-G MMPI-168 is an
important follow-up to the reliability study conducted by Brauer
(1987a). A reliable, valid objective test such as the B-G MMPI-168
would be useful to the deaf community and to professionals providing
psychological services to the deaf. This would be especially helpful
in geographic areas with few highly skilled psychological service
providers for the deaf. Deaf individuals could be screened for
psychopathology with more confidence. Diagnosis of psychological
disturbances could be improved, and the chance of mislabeling patients
would be greatly reduced. Treatment of deaf individuals with

psychological conditions could then be more precise.

Need for the Study
Approximately 6.6% of the general population is hearing
impaired. Projecting from the 1974 National Census of the Deaf
Population (Schein & Delk, 1974), there are approximately 16 million
people with hearing impairments in the United States in 1988. Of
these, approximately 2.8 million are deaf.
Recent estimates of the incidence of prevocational deafness

place the number of prevocationally deaf individuals in the United
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States between 350,000-500,000 in 1988 (personal communication, D. k.
Hotchkiss, Center for Assessment and.Demographic Studies, Gallaudet
University, October 11, 1988). Prevocationally deaf individuals are
those who became deaf before 19 years of age. They constitute 25% of
the entire deaf population and approximately 13% of the hearing
impaired population. Of these 350,000-500,000 prevocationally deaf
individuals, approximately 250,000-360,000 became deaf before the age
of three (Schein & Delk, 1974). Clearly, the prelingually and
prevocationally deaf represent a substantially large group within the
hearing impaired population.

State vocational rehabilitation programs, schools and the courts
routinely refer prevocationally deaf individuals for mental health and
psychological services (Stewart, 1986). Requests for psychological
evaluations are common, because the results can be helpful in various
ways. For example, the vocational rehabilitation planning process may
rely on formally assessing the client’s overall intelligence,
emotional stability and coping mechanisms for successfully completing
a difficult course of rehabilitation, such as a job training program
or a college degree program (McCrone & Chambers, 1977).

Psychologists agree that psychological assessment of deaf
individuals shotvld parallel the model for assessment of hearing
individuals. These examinations typically include a clinical
interview, test of language skills, formal cognitive assessment, an

impression of the individual's reasoning and thought processes and an
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evaluation of current emotional functioning and personality
characteristics (Yandell, 1986).

Personality is a style or pattern of behavior that is relatively
stable (Cameron & Rychlak, 1985). Personality is expressed in traits,
which are patterns of viewing, interacting with and thinking about
oneself and the environment. Traits are exhibited in situations such
as family, social and vocational activities and relationships
(American Psychiatric Association, APA, 1980). Disturbed personality,
or psychopathology is characterized by personality traits which are
maladaptive and cause distress, significant disruption or impairment
of social or vocational functioning (APA, 1980). Perf?rming
psychological evaluations which include typical objective or
prsjective personality tests with deaf adults is challenging and
difficult, however. Communicating with deaf clients, who often use
sign language, and understanding the implications of their disability
for emotional functioning requires special skills and experience
(Stewart, 1986). This has been described as the ability to "think
deaf" and "talk deaf" (Levine, 1977, p. 35). Specialists in deaf
services have widely agreed that quality psychological assessment
services are characterized by the provider's knowledge of deaf culture
and the workings of the local deaf community as well as facility with
the client’s preferred mode of communication and the principles of
psychological assessment (Levine, 1977).

Even when evaluators possessed specialized skills and knowledge,

4

assessing deaf adults with standardized objective personality tests
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has yielded controversial results. For example, Rosen’s (1967) deaf
subjects produced deviant MMPI profiles. He concluded that his deaf
subjects did not have personality disorders, and he implicated subtle
reading problems in the cause of these deviant profiles. Tomko
(1973/1974) felt that the MMPI profiles suggesting psychopathology in
his deaf subjects were valid. He attributed the pathological profile
patterns to actual personality disorders in his subjects (Tomko,
1973/1974). Conflicting results such as these have resulted in the
recommendation to avoid using objective personality tests with the
prevocationally deaf population (Yandell, 1986; Zieziula, 1982).

A need exists, therefore, for a reliable and valid method of
assessing the personality of this population. The present study to
‘validate an ASL version of the B-G MMPI-168 contributes to the
research necessary to develop an objective personality test for deaf

adults.

Burpose of the Study

This research was undertaken to gather data on the validity of
two 168-item short forms of the MMPI, the MMPI-168 (Overall & Gomez-
Mont, 1974) and the B-G MMPI-168. The purpose of this study is to
investigate the degree to which the independent variables of reading
ability, language of administration and history of mental health

treatment influence the validity of test profiles.
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Research Questions
The research questions addressed in this study are:

1. Can the B-G MMPI-168 discriminate between a group of deaf
subjects with a history of psychopathology and a group of
deaf subjects without any history of psychopathology?

2. Is level of reading ability related to MMPI-168 profiles
obtained in English from a group of deaf individuals without
a history of psychopathology?

3. Is the language of administration of an 168 item short form
of the MMPI related to the type of profiles obtained from

deaf subjects without a history of psychopatﬁology?

Definition of Terms and Concepts

Definitions of the following terms will apply.

American Sign Language (ASL). Moores (1982) defines ASL or
Ameslan, as ". . . a system in which a minimum of fingerspelling is
employed, the copula [linking verb] is omitted, and word order does
not necessarily follow English. Much information is presented through
context, facial expression, and body posture" (p. 206). American Sign
Language (ASL) is the most commonly preferred form of communication
used by deaf adults in North America. There are various forms of sign
language, from the systems which conform closely to English syntax and

grammar, to ASL, which is a language clearly different from English in
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word order, idioms, and structure. ASL is frequently used by deaf
individuals conversing with skilled sign language communicators, and
may be characterized by the sign language seen in the deaf clubs
across the country. It incorporates signs, gestures, fingerspelling,
and unique idioms. It is usually not accompanied by speech or
mouthing of the words.
ASL Administration Condition. This is the experimental
condition in this study during which the B-G MMPI-168 is administered.
B-G MMPI-168. This is an adaptation of the American Sign
Language (ASL) version of the MMPI. The first 168 items of the B-G
MMPI (GRI, 1985) were used, modeled after the MMPI-168 (Overall &
Gomez-Mont, 1974). A deaf person was videotaped signing each item as
scripted by a translation team. Administration consists of subjects
viewing the videotape and marking answers on a standardized answer
sheet.

Deaf. As defined by Levine (1977), this refers to individuals:

1. whose physical impairment lies in severe, irreversible damage
to the sensory-neural and/or cortical structures necessary
for human hearing, which condition is present since birth or
from the formative years, and is not amenable to current
medical or surgical treatment;

2. whose disability is a loss of functional hearing of such
severity that the ability to hear and understand
conversational speech as well as most irformative messages
conveyed through sound, both vocal and nonvocal, is
drastically impaired even with the use of a hearing aid; and

3. whose major handicaps stem from the resultant break in the
lines of auditory communication with the world such as to:

a. limit the input of information mainly to visual channels;
b. prevent the normal acquisition of all forms of verbal
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language--spoken, written, read;
c. block the auditory acquisition of knowledge;
d. impair the establishment of normal communicative
relations with society; and
e. obstruct the normal processes of enculturation and
maturation (p. 1i).

Moores (1982) defined a deaf person as onme, ". . . whose hearing
is disabled to an extent (usually 70 dB ISO or greater) that precludes
the understanding of speech through the ear alone, with or without the
use of a hearing aid" (p. 6).

English Administration Condition. The experimental condition in
this study during which the MMPI-168 is administered.

Minnesota Multiphasic Persopality Inventory (MMPIY. The
original objective personality inventory from which the B-G MMPI (GRI,
1985) was translated. Test takers read the 566 items from the test
booklet and mark their answers on a standardized answer sheet
(Hathaway & McKinley, 1951).

MMPI-168. A 168-item short form of the Minnesota Multiphasic
Personality Inventory (MMPI). The first 168 items of the MMPI are
administered in their original order, and answers are marked on MMPI
answer sheets (Overall & Gomez-Mont, 1974).

Prelingually Deaf. Those individuals whose onset of deafness
occurred before age 3 (Schein & Delk, 1974); deafness occurring prior
to speech and language development (Moores, 1982).

Prevocationally Deaf. As defined by Schein and Delk (1974),
those persons ". . . who could not hear and understand speech and who

had lost (or never had) that ability prior to 19 vears of age" (p. 2).
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(Underline indicates italics in the original text). It has been
estimated that prelingually deaf individuals comprise 75% of the
prevocationally deaf population (Schein & Delk, 1974). That is, of
thos; who became deaf before age 19, approximately three out of four
became deaf before age three, before English language skills could be
acquired and well developed (Moores, 1982).

Validity. Two validity rules for the "168" profiles in this
study have been adopted. Validity scales [ and K must be less than
70T, and the EF scale must be less than 101l (Vincent et al., 1984).
In addition, the difference of the raw scores of scales F and K must
be less than 16; i.e., (E-K) < 16 (Lachar, 1974).

»168". This term is used in this study in general reference to
two MMPI short forms, the MMPI-168 (Overall & Gomez-Mont, 1974) and

the B-G MMPI-168 (GRI, 1985).

Assumptions

This study is based upon the following assumptions:

1. Subjects who state that they must rely on a visual system of
communication, and appear to do so, will be considered
functionally deaf.

2. Subjects who state that they prefer to use American Sign
Language (ASL) and demonstrate a command of ASL will be
considered fluent in ASL.

3. Subjects in the Clinic group have some form of

psychopathology.
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4. Subjects in the Control groups do not have psychopathology.
5. The Vincent et al. (1984) scoring guidelines for the MMPI-
168 will be valid for both the B-G MMPI-168 and the MMPI-168
profiles used in this study. Vincent et al. (1984) MMPI-168
High-point, Two-point and Three-point code types will be
valid for the MMPI-168 and B-G MMPI-168 profiles of subjects

in this study.

Limi .

This study is limited by the following:

1. The subject pool will be restricted to individuals who are
functionally deaf.

2. Subjects will be limited to those who became deaf before

their nineteenth year of life.

Summary

The problem addressed in this study was the lack of an objective
personality test for the evaluation of most deaf adults. The B-G MMPI
(GRI, 1985) has shown promising reliability, but its validity has not
been tested. The B-G MMPI-168 was chosen for this research because of
expected reliability similar to the MMPI-168 (Overall & Gomez-Mont,
1974) as well as ease of administration and scoring. The validity of
the B-G MMPI-LGB should be tested because there are 350,000-500,000
prevocationally deaf adults in the United States and most of them

communicate with ASL. The main questions addressed in this study were:
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1. Can deaf subjects with a history of mental health treatment
be discriminated from deaf subjects without a history of
mental health treatment on the basis of B-G MMPI-168
profiles?

2. 1Is reading ability a factor in the validity of MMPI-168
profiles of deaf individuals without a history of
psychopathology?

3. 1Is the language of administration of the "168," English or
ASL, related to the type of profiles produced by deaf
subjects without a history of psychopathology?

The terms and concepts used in this study were defined.

Assumptions and limitations underlying this study were presented.
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CHAPTER 2

REVIEW OF THE LITERATURE

Introduction

The research discussed in this chapter concerns personality
assessment of hearing impaired people. The main thesis of this review
is that despite attempts to tailor tests to the needs of the adult
deaf population, there are still no tests that are well suited for
personality assessment of most deaf adults. While many tests have
been used in personality assessment research with deaf adults, this
review of the literature will show that the tests cited are not
suitable for use with most deaf adults for two reasons: (1) the test,
administration, scoring or interpretation of results have unanswered
threats to validity; (2) most examiners working with deaf adults are
unable to fulfill the conditions necessary for valid administration of
the test.

Although personality tests are the focus of this review,
historical factors must be considered because three important changes
have occurred during the 50 years which have elapsed since the
beginning of personality research with deaf subjects. First, the
science of psychology has advanced the techniques of test
construction. The Instrumentation section outlines important test
characteristics. Second, investigators have improved their

understanding of test usage and the conditions necessary for valid



28

personality assessment. The Test Administration section outlines
issues of test usage. Third, perspectives of the relationship between
deafness and personality have changed. This has altered attitudes
about deaf adults and the interpretation of test results. The Scoring
and Interpretation section presents the relevant elements of
interpreting test results. Each of these factors have influenced the

course of research on personality assessment of deaf adults.

Ihreats to Valid Persopmality
Assessment of the Deaf

This review of personality tests is based on the notion that
there are three sources of invalidity in personality assessment:
instrumentation, test administration, and scoring and interpretation.
These three sources encompass a number of threats to valid personality
assessment. Of the three threats, instrumentation is arguably the
most'serious, and thus is the main focus of this review (Levine, 1977,
1981; Levine & Wagner, 1974; Stewart, 1986). However, any
uncontrolled threats pose serious questions about the validity of a
test, or about the validity of interpretations and cci.clusions drawn
from test results. The terms "sources of invalidity" and "threats to
validity" have been adapted from Campbell and Stanley’s (1963) work on
experimental and quasi-experimental research designs. Following is a
discussion of each threat to validity which also includes suggestions

for controlling the threat.
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Instrugentacion

Instrumentation sources of invalidity are those related to
characteristics of the test itself. These include properties such as
consistency of results over repeated test administrations, theoretical
underpinnings, and correlation with other tests or indices designed to
measure the same trait. Reliability and validity are the most vital
components of instrumentation. Besides these two test-specific
characteristics, the test must be generally suitable to the target
population, prevocationally deaf adults. If a test is not generally
suitable for use with most deaf adults, test administration, scoring
and interpretation may also be sources of invalidity in personality
assessment. Controlling instrumentation sources of invalidity is

essential for valid personality assessment.

Reliability

Reliability, or consistency of measurement, is probably the most
important initial consideration in selecting an instrument.
Reliability is influenced by number of test items, clarity of item
content and test instructioms, and consistent administration
procedures. In general, reliability may be improved by increasing the
number of test items, improving the clarity of item content and making
administration procedures more consistent (Kerlinger, 1973). It is
important to note that reliability is necessary but not sufficient for
validity; however, validity does not imply reliability (Kachigan,

1986). If an instrument is not reliable, test results and
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interpretation will not be valid.

Validity

Validity is the "what" of measurement. It is that which the
test measures, and can be best characterized by accuracy of
measurement of a concept or construct, or prediction of a criterion.
For example, if a test purports to correctly classify subjects in
"disturbed" and "not disturbed" personality groups, can it acfually do
that? And, what are the underlying theoretical constructs used for
"disturbed” and "not disturbed" by the test? Validity is indicated by
the statistical properties of test scales or items, such as convergent
and discriminant validity (Campbell & Fiske, 1959), predictive (Brown,
1970), criterion-related and especially construct validity (Cronbach &
Meehl, 1955; Kerlinger, 1973). Validity can be improved by:
increasing the correlation of test scores with a criterion (criterion
validity); improving the correlation of test scores with other indices
of the construct measured (convergence), or with another similar test
(concurrent validity); demonstrating divergence, the demonstrated low
correlation of test scores from dissimilar tests (Campbell, & Fiske,
1959; Cronmbach & Meehl, 1955). If a test is not valid, interpretation

of test results will not be wvalid.

Reading
The reading demands of test administration are an important

consideration with prevocationally deaf subjects. Some tests, such as
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objective tests, require substantial reading skills. However, average
deaf adults read at approximately the fifth grade level (Moores,
1982). There is also evidence that deaf individuals at a given
reading grade level equivalent do not read as proficiently as hearing
individuals having the same reading grade level equivalent (Garrison,
Tesch, & DeCaro, 1978; Rosen, 1967). For example, deaf subjects have
significant problems understanding English idioms (Donoghue, 1968;
Rosen, 1967). 1In addition, Garrison, Tesch, and DeCaro (1978) found
that deaf individuals are often quite unaware that they have misread
test items, and are hesitant to seek assistance, even from a proctor
skilled in ASL. Therefore, reading deficits may threaten the validity
of results and interpretations of tests requiring the subject to do
significant amounts of reading.

The reading threat to validity may be controlled by using tests
which do not require reading. Some investigators have advocated
modifying the reading level of the test, or using tests which require
only basic reading skills to control the reading threat to validity
(Myklebust, 1960; 1964). However, using even basically written
objective tests with deaf subjects is not recommended because of the
reading threat to validity. Jensema (1975a, 1975b) found that even a
test written for low-literate adult- was not sufficiently reliable or
valid to be used with deaf college students. Another idea has been to
insure that deaf subjects have sufficient reading skills to take the
test. Yet, recent evidence suggests that even when deaf adults have

met the recommernded reading grade level equivalent, results are highly
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questionable (Garrison, Tesch, & DeCaro, 1978: Rosen, 1967).

Writing

Deaf adults have difficulty writing, because of poor English
vocabulary and expressive writing skills (Moores, 1982). English is a
second language for most deaf adults, and most are not fluent English
communicators (Bornstein, Woodward, & Tully, 1977). Therefore, tests
which require significant writing skills, for example, writing
complete sentences or paragraphs, may be subject to invalidity because
of writing deficits (Garrison, Tesch, & DeCaro, 1978; Rudner, 1978).

The writing threat to valid personality assessment may be
controlled by using tests which do not require the subject to write
more than short phrases. Or, if the subject appears to have
sufficient writing skills to make adequate written responses, writing
skills should be assessed. Tests requiring written responses should
be used judiciously with deaf subjects, and results should be

interpreted cautiously.

Structure

Structure is the provision of guidance and direction in the test
situation. Tests vary in the amount of structure provided by their
standardized administration procedures. While structure is a concept
that is difficult to define, psychologists agree that objective tests
are relatively structured, and projective tests are relatively

unstructured (Brown, 1970). In taking an objective test, for example,
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the subject may have the clear options of answering every written
statement true/false. When taking a projective test a subject may be
given tasks with little specific directions, such as drawing, or
describing pictures or abstract designs such as ink blots. Deaf
adults require more guidance and specific directions than hearing
adults in the testing situation (Levine, 1981). The structure threat
to validity can be controlled by making standard increases in the
specificity of test administration directions. Because deaf subjects
do not tend to offer complete responses to relatively unstructured
tests, using an unstructured test is a threat to valid personality

assessment of deaf subjects.

Test Administration

Once the intricacies of instrumentation sources of invalidity
have been pondered and an instrument has been chosen, attention must
turn to sources of invalidity which may arise during test
administration. Test administration is the application of an
instrument to an individual or group by a qualified examiner. This
discussion of administration is based on the assumption that
individual personality assessment is preferable to group personality
assessment (Levine & Wagner, 1974; Stewart, 1986; Yandell, 1986).

Test administration is the scurce of five threats to valid personality

assessment.

Empathy and Rapport

Empathy is important in the test situation so that the subject
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feels comfortable, and complies as well as possible with the
examiner’s requests. When testing deaf subjects, knowledge of deaf
culture and the local deaf community are important ingredients in
conveying empathy (Donoghue, 1968; Stewart, 1986). The abilities to
“talk deaf" and "think deaf" are among the most important aspects of
test administration (Levine, 1977, p. 35).

Rapport is important to assure that the subject completely
understands the test situation and gives the best responses possible
(Brenner & Thompson, 1967). Communication is essential during test
administration to develop and maintain rapport with the subject, and
to convey empathy. The examiner must be able to communicate directly
with the subject, or be confident that the interpreter being used to
facilitate this process can both express and perceive the nuances of
communication between examiner and subject.

Recent reviews of psychological services for deaf adults have
indicated that there are few trained examiners fluent in ASL (Levine,
1977; McCrone & Chambers, 1977). However, using an interpreter in the
testing situation is controversial (Stewart, 1986; Yandell, 1986), and
not recommended because empathy and rapport may not be sufficient for
valid personality assessment (Brauer, 1987b; Levine, 1981). The
threat of insufficient empathy and rapport can be controlled by using
an examiner who is highly skilled in ASL. Because most deaf adults
use ASL, insufficient empathy and rapport may threaten the validity of

test administrations when an interpreter or non-fluent examiner used.
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Understanding Subjects’ Responses

Some tests, for example, the Rorschach and the Thematic
Apperception Test, require the examiner to record the subject’s
verbatim responses. The examiner must understand even the subject’s
subtle responses. Although there are several ways that deaf subjects
can communicate during a test situation, most prefer and are most
fluent in ASL (Schein & Delk, 1974; Woodworth, Bornstein, & Tully,
1977). Relying on other modes of response with most deaf subjects may
cause invalid results (Levine, 1981; Moores, 1982). Therefore, only
highly skilled ASL signers, such as native signers, should administer
such tests (Donoghue, 1968; Sachs, 1977; Zieziula, 1982). However,
there are few trained examiners fluent in ASL (Levine, 1977; McCrone &
Chambers, 1977). Using an interpreter in the testing situation is
again generally not recommended because although subjects’ responses
will be better understood, there is still a possibility that
comprehension of the subject’s responses will be insufficient (Brauer,
1987b; Levine, 198l). In addition, an interpreter may reduce the
empathy and rapport between subject and examiner, as noted in the
Empathy and Rapport section. The threat to valid assessment posed by
insufficient understanding of the subjects’ responses can be
controlled by using a qualified examiner who is a native signer, or
the equivalent. Therefore, unless a qualified examiner is also a
native signer, or the equivalent, insufficient understanding of

subjects’ responses may threaten the validity of test administration.
J P y
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Administration Procedures

The threats to validity in test administration procedures must
be considered. Standard administration procedures consonant with
those given in the test manual are preferred (American Psychological
Association, APA; 1974). However, because most tests were not
developed specifically for deaf adults, the examiner may determine
that special administration procedures are warranted. For example,
the examiner must ensure that the deaf subject understands what is
expected, so that responses are valid and representative of typical
behavior for each test item (Brown, 1970). Subtle differences in
directions may cause significant changes in the subject’s frame of
reference, and thus changes in task performance. For example,
directing a subject to, "Draw a house," has different implications
than "Draw your house," "Draw this house," (with a picture presented),
or "Draw a house like this one." Showing a picture of a house may be
perceived by a deaf adult as a direction to copy the picture, even
when other directions accompany the picture. The examiner must feel
confident that the task demands have been conveyed without undue
influence on the subject’s performance.

However, using specialized procedures may reduce the reliability
and validity of results (Kachigan, 1986; Kerlinger, 1973). Therefore,
using nonstandardized test administration procedures of undetermined
reliability and validity may threaten the validity of the test results

and interpretations. The test administration threat to validity may
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be controlled by strictly following standardized procedures, or
keeping careful documentation of nonstandardized procedures, so that
others wishing to use the procedures are aware of the effects on
reliability and validity. This is required by the APA Standards for

Educational and Psychological Tests (1974, 1985).

Scoring and Interpretation

Test scoring and interpretation are the final sources of
threats to validity in personality assessment discussed in this
review. First, the correct score must be determined and compared to
other scores. Then, the scores must be interpreted. Often, test
scores and interpretations are used to answer questions which were
posed initially by the agent who referred the subject for personality
assessment. Referral questions and the psychologist’s answers usually
hold considerable significance for the subject’s future, and thus
answers must be weighed carefully. For example, Vocational
Rehabilitation counselors may ask if the subject has the ability to
persevere in a stressful job training or college program. Therapists
may ask if the subject has significant psychopathology. A defense
attorney may want to determine competence to stand trial to face
pending charges (Stewart, 1986). Scoring and interpretation each
contain potential threats to validity which must be controlled in

personality assessment of deaf adults.

Scoring

Scoring is a threat to valid personality assessment when
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nonstandardized scoring procedures are used. There are several cases
in which nonstandardized scoring occurs. First, the test may not have
standardized scoring rules or procedures. Second, nonstandardized
scoring might be used when the test was not developed for the deaf
population. Either way, nonstandardized scoring may threaten the
validity of the personality assessment. The scoring threat to
validity can be controlled by adhering to stand.rdized scoring rules

and procedures.

Interpretation

After tests are scored, the scores must be interpreted. Since
valid interpretation can only be inferred, using an instrument with
several indicators of validity, as discussed in the Instrumentation
section, is especially important. Test score interpretations often
have serious consequences. The implications of incorrect
interpretations, which are invalid and not congruent with the
subject’s actual personality functioning, are that necessary services
may not be provided. Incorrect job or career plans may be made.
Patients may be misdiagnosed, fail to receive treatment, or receive
inappropriate treatment. Individuals who are misdiagnosed may be
stigmatized in the future, and thus may have difficulty obtaining
housing and employment (Goffman, 1959). The implications of correct
interpretations, which are valid and congruent with the subject’s
actual personality functioning, are that correct decisions may be

made, diagnoses may be correct, treatment may be correct, and planning
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for the future may be more appropriate.

The subject's score must be compared to a standardization group
for interpretation. However, determining which group is appropriate
for comparison poses some difficulty. Comparing a deaf subject'’s
scores to those of other deaf subjects is ideal, but deaf norms are
often not available. In fact, the necessity of separate deaf norms is
controversial. Some researchers have supported the use of hearing
norms with deaf subjects (Vegely & Elliott, 1968). However, others
have rued the lack of appropriate comparison data (Rosen, 1967). The
APA (1974) has recommended the use of appropriate norm groups for the
comparison of test scores. Test validity may be significantly
decreased with deaf subjects if scores are compared to an
inappropriate group (Kerlinger, 1973). Previous comparison of
personality test scores to hearing norms has resulted in erroneous
conclusions, such as deaf adults are similar to hearing
schizophrenics. However, deaf subjects were described as sociable and
outgoing, while schizophrenics are withdrawn (Myklebust, 1964).
However, because deaf norms are not available for most personality
tests, test results may have to be compared to hearing norms. In this
case, caution and clinical judgement must also be used to temper the
interpretation of test results (APA, 1974; Anastasi, 1985). For
example, successful functioning in school or on the job, satisfactory
marital or family relationships and adequate social functioning are

recognized indices of well functioning (APA, 1980). Considering well
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functioning in various life activities can help to put test results
indicating psychopathology into more valid clinical perspective
(Neyhus, 1962/1963; Rosen, 1967; Tomko, 1973/1974). Using multiple
measures of personality may be another way to develop confidence in
test interpretations (APA, 1974).

Deaf adults are a culturally unique subgroup of the general
population (Moses, 1972), and there has been a nationwide trend toward
questioning the standardized test results and interpretations of
culturally different and minority groups (Kratochwill, Alper, &
Cancelli, 1980). The issues of fairness in testing have been widely
discussed, with little consensus about what constitutes test bias
against special groups (APA, 1974). Darlington (1971) has suggested
that test fairness or bias should be conceptualized as fair or biased
test use. Therefore, comparing scores of deaf subjects to hearing
standardization groups, or otherwise using inappropriate comparison
data may be a source of invalidity in personality assessment of deaf
subjects, and should only be done with caution.

To review, the validity of test score interpretations may be
threatened by: the use of single measures; the use of measures with
insufficient validity; the use of inappropriate comparison groups; not
considering alternative explanations for the results (APA, 1974); not
putting the score into perspective by using clinical judgement. The
threats to valid test interpretation may be controlled by: assessing
a trait or characteristic with more than one measure (APA, 1974;

Brenner & Thompson, 1967; Stewart, 1986; Yandell, 1986); using tests
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with several indices of validity (APA, 1974); comparing test scores to
an appropriate standardization group; tempering interpretations with
clinical judgement.

In summary, instrumentation is the source of threats to valid
assessment due to reliability, wvalidity, reading, writing and
structure. Administration is the source of threats to valid
assessment due to empathy and rapport, understanding subjects’
responses and administration procedures. Scoring and interpretation
may also pose threats to valid personality assessment. The model
presented here of sources of threats to valid personality assessment
will be used to frame the review of research on personality assessment

of deaf subjects.
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Early Reseaxch
Objective Testing ’

Early investigators realized the uﬁiqueness of deaf individuals
and tried to tailor research to the needs of deaf adults. For
example, Lyon (1934) studied personality characteristics of deaf high
school students. An interpreter was used in the administration of the
Thurstone Personality Schedule. an objective personality test
(Thurstone, 1929). Students read items from the test book and marked
their answers on an answer sheet. The results were deemed valid, and
17 percent of the students were categorized, "Needs psychiatric
advice," and 13 percent were categorized, "Emotionally maladjusted."
The researchers reported that this was more than twice the percentage
of similarly identified hearing subjects in Thurstone'’s (1929) norming
study.

Lyon’'s (1934) study was among the first of many investigations
into personality characteristics of deaf individuals. See Table 1 for
threats to validity in using the tests reviewed. Notice that the
Thurstone Personality Schedule has threats to validity in
instrumentation (reliability and validity), Administration (reading)
and Scoring and Interpretation (interpretation). For example, the
reading requirements for this test were not specified, but the test
was intended for hearing college students (Buros, 1940). Lyon (1934)
did not assess subjects’ reading skills. Therefore, reading

difficulties may be a threat to validity, since there were no means



Table 1. Sources of invalidity in personality tests used with deaf adults before 19490.
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used to control the reading threat to validity. Similarly, the test
may be invalid when used with deaf subjects, since the percentages of
subjects in the pathological classificaticne "Needs Psychiatric
Advice" and "Emotionally Malad justed" were twice that reported in the
development of the test. In Guilford’s (1940) review of the test,
validity was noted to be agssumed, and the test was criticized because
more analyses of scores were not provided in the manual. Another
indicator of possibly invalid interpretation is the inconsistency of
the score interpretations with the apparent well-functioning of the
students (Lyon, 1934). Finally, using the test with deaf adults,
different from the standardization group, was counter to
recommendations in the manual against overgeneralization of the test
scores (Guilford, 1940). Therefore, because of the numerous
uncontrolled threats to validity posed by the Thurstone (1929) test,
it cannot be recommended for use with deaf adults, and Lyon's (1934)
conclusions based on the test scores may be invalid.

The remaining tests reviewed in this chapter are similarly
classified in Table 1 according to instrumentation, administration, or
scoring and interpretation sources of invalidity in personality
assessment with deaf adults. Children’s tests have been reviewed in
Table 1 because a large percentage of early research was conducted on
children. However, tests used with children after 1940 are not
included in the remainder of this review, as the focus is on
personality assessment of deaf adults. The interested reader is

referred to Appendix E for a review of children's personality tests
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used after 1940.

Another early study (Pintner, Brunschwig, & Fusfeld, 1937)
reported on three objective personality tests designed for deaf
adults, the Bernreuter Personality Inventory (Bernmreuter, 1933), the
Brunschwig Adjustment Inventory (Brunschwig, 1936), and the Strang
Test of Social Usage (Strang, 1942). These three tests required
significant reading, and thus reading deficits may have threatened the
valid use of these three tests.

The Brunschwig test (Brunschwig, 1936) was pretested with deaf
children, and items were revised to improve comprehension (Pintner,
Brunschwig, & Fusfeld, 1937). However, the Brunschwig test (1936) has
not been reviewed in forums such as the Mental Measurements Yearbooks
(Buros, 1938, 1941, 1953). Apparently, no reliability or validity
data has been presented. Therefore, the test score interpretations
may also be invalid. The Brunschwig Adjustment Inventory (1936)
cannot be recommended for use with deaf subjects because of unknown
reliability and validity.

Validity trials of the Bermreuter test (Bernreuter, 1933) to
discriminate patients from control groups of hearing subjects were
reported as unsuccessful (Mosier, 1941). Therefore, the validity of
this test is in question. The Bernreuter test (1933) cannot be
recommended for use with deaf subjects because of insufficient
validity.

Closer scrutiny of the Strang test (Strang, 1942) revealed that it
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was really a test of knowledge of etiquette, not of personality
characteristics. It was adequate as a measure of etiquette and social
skills (Taba, 1953), but not of personality characteristics.
Therefore, it should not be used as a personality assessment test.

Pintner and Brunschwig (1937) concluded in their review of these
three tests that any hearing loss apparently resulted in some
emotional handicap (Pintner, Brunschwig, & Fusfeld, 1937). These
conclusions may be invalid. Little subsequent research was done with
these tests, and they are out of print (Buros, 1970).

The remainder of the objective personality tests noted in Table 1
are subject to many of the same threats to valid use with deaf
subjects as the Thurstone (1929), Bernmreuter (1933) and Brunschwig
(1936) tests. Note that test validity is a threat to use in valid
assessment for every test in Table 1. Therefore, none of these tests
can be recommended for use in persona{ity assessment with deaf
subjects. Because test validity was not sufficient, conclusions based

on scores from these tests may be invalid, and must be questioned.

Nonstandardized Assessment Procedures

Some early researchers used nonstandardized assessment approaches
in an attempt to avoid English language sources of invalidity in
standardized personality testing with deaf individuals. Zeckel (1942)
used tachistoscopic testing and assessment of attentional problems as
part of personality assessment. He believed that diagnoses could be

made on the basis of performances on the procedures. His procedures
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must be criticized due to the lack of demonstrated reliability and
validity. His conclusions may be invalid. Subjects may have been
misdiagnosed, or inappropriately recommended for mental health

treatment.

The Deaf Personality Stereotype

Note in Table 1 that most of the tests used until approximately
1940 were objective tests. There were four objective tests used with
adults, the Bernreuter (1933), the Brunschwig (1936), the Strang
(1942), and the Thurstone (1929). Eight objective tests were used
with children: the Brown (1935), the Brunschwig (1936), the Haggerty-
Olson-Wickman (1930), the Personality Inventory for Deaf Children
(Brunschwig, 1936), the Pintner (Pintner & Brunschwig, 1937a), the
Roger’s, (Gregory, 1938), and the Symond’s (Habbe, 1936). The Fears
and Wishes test (Pintner & Brunschwig, 1937b) was the only projective
test used, and Zeckel’s (1942) procedures were nonstandardized.

Based on early research results, personality deficits identified
in deaf subjects were believed to be inherent in deaf individuals
because of their deafness (Lyon, 1934; Pintner, Brunschwig, & Fusfeld,
1937; Springer, 1938). Early research results indicated that deaf
subjects had the personality deficits of impulsivity, immaturity and
rigidity (Donoghue, 1968; Levine, 1981; Moores, 1982). The phenomenon
of reification occurred: because this pattern was identified and
thought to be valid, it was assumed to be valid (Moores, 1982). Thus

the stereotype of "the deaf personality" was born (Brenmner & Thompson,
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1967; Levine & Wagner, 1974; Meadow, 1976). Because of nominalism,
the identified characteristics became synonymous with the personality
of deaf adults. Deaf people were believed to be impulsive, immature
and rigid (Moores, 1982). The stereotype assumed a life of its own,
without regard to its validity. Yet, inspection of Table 1 indicates
that all of the tests used were inadequate in reliability and/or
validity. Although the results of early research promoted the
personality stereotype of deaf individuals, this retrospective view
suggests that there is little to support continued belief in the
stereotype. However, the stereotype of deaf people as inherently
impulsive, rigid and immature is still widespread (Levine, 1963;

Meadow, 1976; Moores, 1982).

4 Shift in Perspective

Cutler (1941) and Heider and Heider (1941) were among the first to
articulate the view that deaf people were not inherently different
from hearing people. They believed that environment also affected the
personality development of deaf people. These reviewers of research
disagreed on the appropriateness of using standardized objective
personality tests with deaf adults, however. Cutler (1941) supported
the practice, but the Heiders (1941) stated that the negative findings
of many personality studies of the deaf were invalid.

Heider and Heider (1941) believed that the bulk of the

personality research findings were invalid because of the tests used.

Testing deaf subjects with instruments which required reading skills
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was questioned (Heider & Heider, 1941). The use of hearing norms was
deemed inappropriate, as their use led to invalid conclusions about
personality characteristics of deaf adults. The Heiders (1941)
suggested that interview and direct observation were the best way to
study the "psychological environment" of the deaf. Their views
foreshadowed opinions expressed much later about the use of tests
(APA, 1974) and alternative methods of assessment (Bersoff, 1973;
Mischel, 1977).

The significance of the shift in perspective on personality
assessment of the deaf was a shift from the use of objective tests to
the use of projective tests. Investigators recognized the threats to
validity posed by using objective tests which required reading.
Projective tests allowed subjects to use sign language and speech
skills. Thus, investigators hoped to gain a more valid insight into
the personality functioning of deaf subjects by avoiding the
personality tests which contributed to the development of the possibly
invalid stereotype of the deaf personality (Donoghue, 1968; Levine,

1963; Levine & Wagner, 1974).

Table 2 presents the projective personality tests used with deaf
adults since 1940. Note that, with the exception of the Hand Test
(Bricklin, Piotrowski, & Wagner, 1962; Wagner, 1983) problems with
reliability and validity plague most projective tests. Some of them,

such as the Rorschach (1921) and the Thematic Apperception Test (TAT;



Table 2. Sources of invalidity in projective tests used with deaf adults after 1940.
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Murray, 1943) are based on inner drives and psychodynamic constructs
which are difficult to define operationally, and thus test validity is
difficult to measure (Peterson, 1978). There are also problems with
scoring, as tests such as the Draw-A-Person (Machover, 1949) and the
Rotter (Rotter & Rafferty, 1950) do not have standardized scoring.
Others, such as the Rorschach (1921) and the TAT (Murray, 1943) have a
variety of scoring procedures, and the examiner chooses a scoring
system according to preference. Subsequently, the interpretations of
projective test results may be invalid. A number of other threats to
validity are common with projective tests, including lack of
structure, lack of standardized administration procedures, the need
for good empathy and rapport and the need to understand the subject’s
signed responses. These threats to valid personality assessment with
projective tests are outlined in the succeeding paragraphs.

Projective tests generally have little structure, and require
subjects to impose, or project, their own structure on the situation
(Brown, 1970). For example, if simply directed to "make anything you
want," the subject is left to interpret the meaning of the statement
and act accordingly. As noted previously, deaf subjects do not tend
to give all the responses they are capable of in unstructured
situations. Consequently, unstructured administration procedures may
be a source of invalidity to the assessment process. The validity of
most projective procedures is threatened by lack of sufficient
structure.

Another source of invalidity in projective tests is the lack of
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standardized administration procedures. Several of the projective
tests reviewed may be administered by a number of different
procedures. Data from different administration techniques cannot be
compared, as deviation from standardized administration procedures may
reduce reliability and validity of test results (Kerlinger, 1973).
Therefore, the use of modified procedures is not recommended, unless
the effects of these changes have been systematically studied, and
found not to significantly reduce reliability and validity.

Empathy and rapport are also important in the administration of
projective tests. Because subjects are often asked to perform tasks
that are novel or unfamiliar, both empathy and rapport must be
conveyed by the examiner to ensure that the subject understands the
tasks and feels comfortable giving a typical performance of that task
(Brown, 1970).

Note also in Table 2 that personality assessment with most of the
projective tests may be invalid due to inadequate understanding of
subjects’' responses. Most projective tests require the subject to
respond in sign language or voice, and responses are noted verbatim.
Some researchers cited (Levine & Wagner, 1974; Neyhus, 1962/1963),
used examiners who were highly skilled ASL signers. However, due to
the shortage of examiners fluent in ASL, the widespread use of
projective tests is impractical (Donoghue, 1968; Levine, 1977; McCrone
& Chambers, 1977). The use of an interpreter may increase

understanding of responses, but the validity of the administration
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procedure may be threatened by insufficient empathy and rapport in the
test situation (Levine, 1981; Stewart, 1986).

In summary, personality assessment of deaf subjects with
projective tests is subject to invalidity unless several threats to
validity are controlled. These threats are low reliability and
validity, lack of sufficient structure for deaf subjects, inadequate
empathy and rapport, difficulty understanding subjects’ responses, and
nonstandardized administration and scoring procedures. Specific

criticism of each test follow.

Draw-A-Person Test

The Draw-A-Person Test (Machover, 1949) is a projective test
designed to derive personality assessment from drawings of the human
figure. This test has been used with deaf adults in studies by Getz
(1955), Neyhus (1962/1963), and Myklebust (1964). As with other
projective tests which are psychodynamically based, the validity of
this test in personality assessment with deaf adults must be
questioned. Both the reliability and validity of this test are
questionable, and may pose threats to valid personality assessment
(Stewart, 1953). While Brenner and Thompson (1967) reported that
subjects seemed to enjoy doing the test, and that drawing helped to
establish rapport, there is little objective evidence to support the
value of this test in personality assessment of deaf adults.
Interpretations of Draw-A-Person test data are also subject to

invalidity because of the lack of a standardized, validated scoring
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system, and appropriate comparison group. Therefore, the validity of
the conclusions of Getz (1955), Neyhus (1962/1963), and Myklebust
(1964), which were based on results from this test, must also be

questioned.

Hand Test

The Hand Test (Bricklin, Piotrowski, & Wagner, 1962; Wagner, 1983)
consists of nine cards with depictions of hands in ambiguous poses,
and one blank card. Subjects are asked to describe each picture to
the examiner. The Subject is to imagine a hand engaged in an activity
for the tenth response. This test has standardized administration and
scoring procedures. Only hearing subjects over age six were used in
the original standardization. Gleser (1965) noted that further
research was needed to gather conclusive reliability and validity
data. One reviewer stated that the Hand Test was no better or worse
than other projective tests (Roman, 1963/1965).

The potential threats to valid assessment with this test are
reliability and validity, empathy and rapport, understanding subjects’
responses, and interpreting scores without adequate comparison data.
Because of the significant potential threats to valid use, and the
paucity of examiners fluent in ASL, using the Hand Test in personality
assessment of deaf adults is not generally recommended.

However, Levine and Wagner (1974) studied four groups of deaf
subjects with the Hand Test, including those with and without knowm

psychopathology, and with exceptional and average English language
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skills. Examiners signed directly to subjects. Interpreters were
occasionally used with no significant loss of empathy or rapport.
Tperefore, the potential threats to valid assessment seem to have been
adequately controlled in their study. Reliability and validity were
judged to be acceptable for the clinical use of the test. Comparisons
were made between well educated, average, illiterate and psychiatric
groups of deaf subjects, and unique response profiles were found in
each group. Levine and Wagner’s (1974) results could provide
comparison data for clinicians and researchers using the Hand Test to
screen for psychopathology. The Hand Test was recommended for use in
a battery of tests when being used in perscnality assessment (Levine &
Wagner, 1974). However, because of the shortage of examiners
sufficiently skilled in sign language to understand subjects’ signed
responses, it is unlikely that this test could be widely used for
personality assessment with deaf adults. Therefore, this test is
apparently useful in personality assessment and screening for
psychopathology in deaf individuals if the conditions of

administration used by Levine and Wagner (1974) are met.

Lowenfeld Mosaic Test

The Lowenfeld Mosaic Test (Lowenfeld, 1954) is a projective test
which consists of approximately 300 pieces of assorted shapes and
colors. The pieces are given to subjects with the direction to build
anything they want. The procedure is untimed, and scoring consists of

attempting to categorize the resulting "mosaic" according to various



56

classifications given in the manual. The test was designed to provide
insight into psychodynamic aspects of the personality, and to identify
subjects with various persomality or psychological problems. However,
one reviewer rued the complete lack of reliability or validity data in
the manual (Shaffer, 1955/1959). Others have commented on the need
for great experience in attempting to interpret the test results, thus
limiting the usefulness of the test (Collins, 1955/1959).

There are several threats to the valid use of this test in
personality assessment with deaf adults. The lack of reliability,
validity and structure pose serious instrumentation sources of threats
to the valid use of the Mosaic Test. In addition, lack of
standardized scoring, lack of appropriate comparison data, and
interpretation of results are also threats to wvalid assessment with
this test. This test is not recommended for use in personality
assessment with deaf adults, because of the lack of reliability and
validity data for the instrument, as well as the numerous additional
threats to its valid use in assessment.

The Mosaic Test was used by Gelbmann (1952), Healy (1952), and
'Schanberger (1952) to test personality characteristics of deaf adults.
The use of this nonverbal test was thought to control for English
language and communication problems as confownding factors in
personality assessment (Levine, 1963). Each of these three
researchers attributed personality deficits to their subjects.
However, because of the complete lack of reliability and validity data

for the test, the validity of the research results must be questioned.
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Rorschach Test

The Rorschach Test (Rorschach, 1921) consists of a series of ten
cards with inkblots which are shown to the subject one by one. The
subject is directed to tell the examiner everything seen on each card.
The procedure is untimed, and the examiner records responses verbatim.
The Rorschach is possibly the most widely used projective test in
personality assessment (Peterson, 1978). The test purports to provide
insight into personality dymamics, or provide data for personality
diagnosis and treatment decisions. There are a number of different
administration systems and scoring techniques for this test, which
yield scores on a variety of different scales or measures of
personality traits. Dana (1978) noted that some users of the
Rorschach no longer attempt to use it for diagnosis, but for a source
of predictive information. However, despite the test's continued
popularity, predictive validity is seriously lacking (Peterson, 19;8).

The threats to valid use of the Rorschach for personality
assessment with deaf subjects are the lack of test validity, lack of
sufficient structure, possible problems with empathy and rapport,
difficulty understanding subjects’ responses, and scoring and
interpretation of results. Because of the crvcial need for
understanding subjects’ responses, and because there are so many
threats to the valid use of‘this test with deaf subjects, it cannot be
recommended for use in conducting personality assessment with the deaf

population.
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The Rorschach Test has been used in a number of studies of deaf
children and adults (Altable, 1947; Baroff, 1955; Bindon, 1957:;
Goetzinger, Ortiz, Bellerose, & Buchanan, 1966; Levine, 1948, 1956;
McAndrews, 1948; Neyhus, 1962/1963; Zucker, 1947). In virtually every
study, negative personality traits were attributed to deaf children
and adults. Some researchers (Levine, 1948, 1956) used clinical
judgement in concluding that the results were probably typical of
normally functioning deaf subjects, since the population studied
consisted of normally functioning adolescent deaf girls. Reviewers of
Rorschach research with deaf subjects agree that allowing subjects who
prefer sign language to sign their responses, and having an examiner
who is able to understand even the subtle responses is necessary for
the use of the Rorschach (Donoghue, 1968; Sachs, 1977). Even when
these threats to validity are controlled, as in Levine's (1948, 1956)
and Neyhus'’ (1962/1963) studies, the validity of personality
assessment with the Rorschach Test must be questioned. The results of
studies of deaf subjects with the Rorschach Test must be questioned
because many of the threats to valid use cannot be controlled in
assessment with deaf subjects (Brenner & Thompson, 1967; Donoghue,
1968; Levine & Wagner, 1974; Moores, 1982; Rosen, 1967; Zieziula,

1982).

Rotter Incomplete Sentences Blank
The Rotter Incomplete Sentences Blank (Rotter & Rafferty, 1950)

is one of a number of projective personality assessment procedures
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which utilize the incomplete sentence approach to assessment. There
are Adult, College, and High School forms. The test forms have the
beginnings of sentences, which subjects are directed to complete in
writing. The purpose of the test is to assist in screening for
psychological problems. Scoring is not standardized, but guidelines
for scoring are provided in the manual. Reliability is reported in
the manual as adequate, and some validity data is presented. However,
Schofield (1953/1970) criticized this instrument because of the lack
of test-retest reliability data, and the inadequacy of validity data.
Also, the original norm group was college students, and comparisons
from non-college subjects using the cutting scores from the manual are
not recommended (Coffer, 1953,/1970).

There are several threats to the valid use of this test with deaf
subjects. First, the lack of demonstrated reliability and validity of
the. test pose a serious threat to valid use in assessment. Second,
the test requires significant English writing skills, which have been
noted to be a problém for most deaf adults. Third, the lack of
adequate comparison data suggests that interpretation of resultg may
be invalid. These threats pose serious questions regarding the valid
use of this test with deaf adults. This test is not recommended for
personality assessment or psychopathology screenings of deaf subjects.

The Rotter Incomplete Sentences Blank was used by Neyhus
(1962/1963) in conjunction with several other personality tests to

assess deaf subjects. The results were interpreted cautiously, as
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there were correlations between low English language abilities and
psychopathology. Further study was encouraged to determine whether
results reflected true personality functioning or language deficits

(Neyhus, 1962/1963).

Thematic Apperception Test (TAT)

The TAT (Murray, 1943) comnsists of 19 sketches of people in
ambiguous situations, and one blank card. There are several different
forms of the test targeting different populations or specific traits
such as motivation (Brown, 1970). Subjects are presented a selection
of cards according to examiner preference and appropriateness to the
subject’s age and sex. Subjects are asked to tell a story about the
depiction on the card. Responses are taken verbatim, and scored
according to one of several standardized scoring systems. Scoring
primarily relies on analysis of story content themes. and produces
general indications about the subject's personality and behavioral
motivations. Brown (1970) cited the lack of acceptable reliability
and validity, especially construct and criterion validity, as a threat
to the valid use of the TAT in personality assessment.

There are several sources of possible invalidity in the use of the
TAT with deaf subjects. Instrumentation threats to valid assessment
with this test include reliability, wvalidity, and structure.
Administration threats include possibly inadequate empathy and rapport
and the need for verbatim understanding of subjects’ responses.

Interpretation of results may be invalid if results from different
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scoring systems are compared, and because of the lack of test
reliability and validity. Given the serious instrumentation threats
to the valid use of the TAT, it is not recommended for personality
assessment of deaf subjects.

The TAT has been cited in discussions of personality assessment of
deaf subjects (Brenner & Thompson, 1967; Levine, 1981).
Recommendations for its use are mixed; Brenner and Thompsop (1967)
recommend it if the examiner is fluent in the subject’s preferred mode
of communication. Levine (1981l) recommends the TAT be used only with
subjects who are comfortable with unstructured test situations, and
will give complete responses.

In summary, all of the.projective tests reviewed except the Hand
Test (Bricklin, Piotrowski, & Wagner, 1962; Wagner, 1983) are plagued
by a number of sources of threats to valid use in personality
assessment with deaf adults. Projective tests remain popular with
examiners, however, and deaf subjects will no doubt continue to be
assessed with projective personality tests. When using projective
personality tests, the current recommendations for test usage (APA,
1974; Standards for Educational and Psychological Testing, 1985)
suggest that multiple measures of personality be used, and
interpretations be tempered with clinical judgement and concurrent
measures of well functioning, such as involvement in social or

vocational activities (APA, 1980; Stewart, 1986).
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Qbjective Persopality Iests

Recently, personality researchers assessing deaf subjects have
utilized several objective personality tests (Garrison, Tesch, &
DeCaro, 1978; Jensema, 1975a, 1975b; Myklebust, 1964; Rosen, 1967;
Tomko, 1973/1974; Trybus, 1973). Test items contain written English
statements to which the subject must respond in a structured form,
such as true/?/false or yes/?/no. Contemporary objective personality
tests have been constructed with attention to statistical properties
of reliability and validity with reference to a standardization group,
usually hearing adolescents or adults. In the case of the MMPI,
actuarially derived data from many groups is used to generate
hypotheses about personality characteristics, diagnoses and prognosis
for treatment (Lachar, 1974). Objective personality tests used with
deaf adults after 1940 are presented in Table 3.

The most significant general difficulty with the use of objective
tests with deaf adults is the need for good English reading skills.
The threat to validity due to reading skills is not as straightforward
to control as may be apparent at first glance. For example, early
research with the MMPI (Myklebust, 1960, 1964) may be criticized
because there was little data about the English reading skills of the
subjects, who may not have had the requisite reading skills to take
the test. The MMPI requires a sixth grade equivalent reading level
(Lachar, 1974). Jensema (1975a, 1975b) found that deaf subjects had

difficulty with the language demands of Form E of the Sixteen
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Personality Factor Questionnaire (16PF), despite the need for only
3rd-6th grade equivalent reading skill (Eber & Cattell, 1967). In an
investigation of reading mistakes made by deaf subjects, Rudner (1978)
identified several common linguistic structures, such as idioms;
conditionals, comparatives and negations, which proved troublesome to
deaf readers. Research with the Tennessee Self Concept Scale
indicated that subjects had difficulty understanding test items
despite their seemingly adequate standardized reading test scores
(Garrison, Tesch, & DeCaro, 1978). Apparently, standardized reading
tests are not valid indicators of deaf subjects comprehension of test
items. Subsequently, objective personality tests should be used
judiciously with deaf adults, and scores should be interpreted
cautiously.

Another difficulty in interpreting test scores from deaf adults is
the lack of an appropriate comparison group. The attainment of
pathological scores or profiles by deaf subjects has resulted in
differing opinions about interpretation of these scores, especially
when the scores are at variance with other measures of functioning.
For example, Myklebust (1964) and Tomko (1973/1974) tested general
samples of deaf subjects, and concluded that MMPI profiles indicating
psychopathology were valid. Rosen (1967) and Jensema (1973a, 1975b)
cautioned against using any objective personality tests with deaf
adults because of the English reading deficits usually seen with the
deaf population. Therefore, existing objective personality tests for

personality assessment with most deaf adults should used with caution,



because the threats to valid use cannot be easily controlled by
examiners. Specific criticisms of each test follow.

Sixteen Personality

Factor Questionnaire (16PF)

The 16PF (Eber & Cattell, 1967) is typical of objective
personality tests, in that there are several versions of the
instrument consisting of items in a highly structured format. The
test purports to measure various personality factors, 16 in this case.
Scoring is standardized. Form E has been used extensively with deaf
subjects at Gallaudet University (Jensema, 1975a, 1975b; Trybus,
1973), and thus is the subject of this review.

Form E contains 128 items and was designed to be used with adults
whose reading skills are between the 3rd and 6th grade level
equivalent. However, Walsh (1978) advised caution when using Form E
with low literate adults. Good reliability and validity of the test
with the standardization group was reported by the developers of the
test (Eber & Cattell, 1967). However, reviewers have criticized the
16PF for low reliability coefficients, and incomplete and confusing
validity data (Bloxom, 1978; Bolton, 1978; Walsh, 1978).

Trybus (1973) conducted a norming study with deaf subjects, thus
providing appropriate comparison data for deaf subjects. The threats
to the valid use of this test with deaf adults are the validity of the
test, the need for good reading skills and the need for cautious

interpretation of test results of deaf subjects. Therefore, based on
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the model of threats to valid use in this review, this test cannot be
recommended for use with deaf adults.

Jensema (1975a, 1975b) attempted to broaden the data base of the
adult deaf norm data from Trybué’ (1973) study. However, reliability
coefficients wereé unacceptably low, resulting in the admonition for
extreme caution when using this test with deaf subjects (Jensema,
1975a, 1975b). Because the subject group consisted of deaf college
students, the lack of reliability was especially disturbing, since
most of these subjects had reading skills above the sixth grade level.
While the 16PF Form E could still be used with deaf college students,
using Form E with low literate deaf adults may be invalid due to low
reliability, and the need for good English reading skills. Jensema
(1975a, 1975b) recommended the revision of test items before the 16PF

is used with the general deaf population.

Tennessee Self-Concept Scale (TSCS)

The Tennessee Self-Concept Scale (TSCS; Fitts, 1965) is available
in counseling, clinical and research forms. The counseling form
provides a profile of scores on 14 variables. The TSCS contains 100
items, which are answered on a five part continuum from "completely
false" to "completely true." Subjects must have a 6th grade
equivalent reading level to take the test. The TSCS has been designed
and used to screen for psychopathology, as well as to describe self-
concept. Reliability and concurrent validity with other personélity

instruments, such as the MMPI, are good (Bentler, 1972; Suinn, 1972).
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However, Bentler (1972) noted the lack of information in the manual on
the internal comnsistency of the TSCS, and Suinn (1972) cited the
inadequate manual descriptions of the norming group. Threats to the
valid use of the TSCS with deaf adults include incomplete validity
data, lack of a deaf norm group for comparison of test results, and
the need for 6th grade equivalent reading skills. Therefore, the TSCS
may be invalid in screening deaf adults for psychopathology.

Garrison, Tesch, and DeCaro (1978) found that deaf college
students tended to have poor self-concept as measured by the TSCS.
Analysis of profiles and interviews with test takers indicated that
subjects unwittingly misunderstood a substantial number of items.
Garrison, Tesch, & DeCaro (1978) cautioned against the use of the TSCS
with deaf adults, even those who apparently have sufficient reading
skills to take the test.

Minnesota Multiphasic Personality
Inventory (MMPI)

The MMPI (Hathaway & McKinley, 1951) is the most widely researched
personality test in the world, as the subject of over 6,000 research
investigations (Alker, 1978). The original test consisted of 566
written items in a true/?/false format. Form R consists of 399 items.
Subjects must read English at or above the 6th grade level to take the
written version of the test, although audiotaped versions have proven
equally reliable for illiterate subjects (Lachar, 1974). Standardized
scoring yields a profile with data on profile validity for that

particular subject, and 10 clinical scales. In addition, scale 'scores
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can be obtained for comparisons with a large diversity of subject
groups, such as minorities, adolescents, psychiatric and non-
psychiatric populations (Dahlstrom, Lachar, & Dahlstrom, 1986).

Several sources of invalidity threaten the valid use of the MMPI
when used for personality assessment in deaf subjects. First, the
validity of the test for the deaf population has not been established.
Existing MMPI data for deaf subjects is controversial, and not yet
accepted as appropriate for comparisons for personality assessment
(Rosen, 1967; Zieziula, 1982). Second, the possibility exists that
the test has English language requirements beyond the skills of most
deaf subjects. Deaf individuals may have difficulty understanding
items despite apparently adequate reading ability to take objective
tests (Rosen, 1967; Garrison, Tesch, & DeCaro, 1978).

The MMPI has been used in several investigations of personality
characteristics of deaf individuals. Myklebust (1964) tested deaf and
hearing impaired adults. Rosen (1967) tested deaf first year college
students. Tomko (1973/1974) tested hearing impaired and deaf
adolescents. In all three studies, extreme levels of psychopathology
were suggested by subject profiles.

Myklebust (1960) concluded that profiles of his hearing impaired
and deaf adults subjects were valid, despite the presence of
elevations on clinical scales suggesting pathology. The profile
patterns were similar to those produced by hearing schizdphrenics,

except that subjects were extroverted, and schizophrenics tend to be
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introverted and withdrawn. The conclusion drawn was that deaf
individuals had "restricted" personalities (Myklebust, 1960, p. 158).
Item analyses on Scale § were done to determine whether items were
misread or interpreted in a unique way. Compared to hearing college
students, deaf college students had many more unexpected responses on
Scale 8 than hearing students. The deaf students seem to have made
idiosyncratic interpretations of the test items (Myklebust, 1960,
1964). 1In other words, the high frequency of unexpected responses was
greater than would be expected if subjects were guessing. Evidently,
they assigned meanings to items which were sensible to them, but which
are usually suggestive of psychopathology in hearing subjects.
However, Myklebust (1960, 1964) did not assess the reading skills
of his subjects. He also stated that the MMPI required 3rd-6th grade
reading skills. This is erroneous (Hathaway & McKinley, 1951; Lachar,
1974). Because of the problems noted with Myklebust’'s (1960, 1964)
research, his conclusion that deaf adults are similar to hearing
schizophrenics must be questioned as this conclusion may be invalid.
Rosen (1967) administered the MMPI to deaf college students. The
findings suggested extreme psychopathology, which did not fit the
known well-functioning of the subjects. Analyses were made of
comprehension of troublesome items and English idioms, which are found
in 20 percent of MMPI test items (Rosen, 1967). Subjects were found
to have great difficulty understanding selected MMPI items, and tended
to answer in the pathological direction when guessing. Subjects also

had significant problems understanding English idioms. Rosen (1967)
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concluded that all the profiles were invalid, and that no conclusions
about personality characteristics of deaf adolescents could be made
from the data. The MMPI was recommended only for research with deaf
subjects, or for clinical use with deaf subjects having excellent
English reading skills and late onset of deafness (Rosen, 1967).

Tomko (1973/1974) tested deaf and hearing impaired adolescents
from around the United States. Profiles were assumed to be valid, and
schizophrenia was suggested by the composite profile, except that
schizophrenics tend to be withdrawn and introverted, while deaf
subjects were extroverted. Tomko (1973/1974) concluded that his
subjects were not schizophrenic because of their extroversion. The 89
Two-point code was proposed as normal for future comparison of
profiles of hearing impaired and deaf adolescents. The MMPI was
recommended for adolescents between the ages of 15 and 21, who had 7th
grade equivalent reading abilities (Tomko, 1973/1974).

Because Tomko (1973/1974) éid not attempt to analyze the influence
of reading skills on profile types, reading problems may have been a
cause of significant profile elevations (i.e., T>69), as proposed for
the Myklebust'’s (1960) study. Therefore, Tomko's (1973/1974)
interpretations may be invalid due to reading problems. Because of
the threats tc the valid use of the MMPI with deaf adults, widespread
use in personality assessment by standard booklet administration may
be invalid.

In summary, significant threats to the valid use of all of the

objective personality tests reviewed warrant the recommendation that
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they not be used for personality assessment of deaf adults, or that
examiners use them with caution. Multiple measures of personality and
assessment of reading skills may help examiners to determine whether
objective personality tests can be used with specific deaf adults

(APA, 1974; Stewart, 1986).

Recent Developments in MMPI Research

MMPI research with deaf subjects was reviewed and criticized, and
the MMPI was not recommended for personality assessment of deaf adults
using the standard booklet administration. However, there have been
recent developments in MMPI research which have resulted in the use of
the B-G MMPI-168 in the present study. Following is a brief review of
research on MMPI translations into foreign languages, and the
development of the Brauer-Gallaudet MMPI (GRI, 1985), an ASL
translation of the MMPI. Short forms of the MMPI are discussed,
especially the MMPI-168 (Overall & Gomez-Mont, 1974). Finally, the

B-G MMPI-168, a short form of the B-G MMPI, is discussed.

MMPI Translations

The MMPI has been translated into many foreign languages, with
mixed success. For example, a Hebrew MMPI translation appeared to be
reliable and valid, and profiles of disturbed subjects could be
discriminated from those of controls (Butcher & Gur, 1974; Gur, 1974).
Glatt (1969) reviewed the equivalences of French, Spanish, and German

translations of the MMPI, and found the equivalency of the French
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version questionable, but equivalence for the Spanish and German
versions was acceptable.

Butcher and Pancheri (1976) reported on the state of cross-
cultural MMPI research, and described the back translation method,
which was used in the translation of the MMPI into ASL (Brauer,
1987a). Each MMPI item was scripted in ASL, and a videotape made of
an adult deaf native signer, signing each item according to the
script. The B-G MMPI eliminates the need for subjects to read items
in English, and thus controls reading difficulty as a source of
invalidity in personality assessment of deaf adults. The videotaped
format allows for standardized administration, as well -as review of
items if necessary, similar to rereading items in the MMPI test book.
Initial reliability data for the B-G MMPI are reported in Chapter 3.
The reliability correlations for this first ASL translation of the

MMPI are encouraging (Brauer, 1987a).

An MMPI Short Form: The MMPI-168

There has been a great deal of interest in the development of
valid short forms of the MMPI. Alker (1978) and King (1978) noted in
their reviews of MMPI research for the Eighth Mental Measurements
Yearbook (Buros, 1978), that the MMPI-168 (Overall & Gomez-Mont, 1974)
is just one of several different short forms being researched, with
some success being attained in reliability, but less success in
replication of MMPI code types with the short forms. King (1978)

recommended the validation of actuarial and interpretive systems for
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short forms before comparing their predictive accuracy with the MMPI.
Vincent, et al. (1984) did just that, with the development of a
codebook for the MMPI-168. Both diagnostic screening and personality
assessment correlations for the MMPI-168 were reported to be close to
those obtained with the MMPI and the Brief Psychiatric Rating Scale
(Vincent et al., 1984).

While none of the short forms has been officially recognized by
the publishers of the MMPI (Lachar, 1978), there is now enough
significant data, approximately 100 studies, that the instrument is
coming into its own as a major, but brief diagnostic instrument
(Vincent et al., 1984).

The MMPI-168 consists of the first 168 items of the MMPI Form R,
and is scored with the MMPI scoring keys and the raw score conversion
tables developed by Overall and Gomez-Mont (1974).

A Short Form of the B-G MMPI:
The B-G MMPI-168

The B-G MMPI-168 was chosen for this research because of ease of
administration and scoring, and because this test may have utility in
personality assessment and screening for psychopathology of deaf
adults. Much of the personality assessment of deaf adults is done to
screen for psychopathology (McCrone & Chambers, 1977: Stewart, 1986).
The usefulness of the MMPI-168 for screening has been well established

(Faschingbauer & Newmark, 1978; Lachar, 1978; Vincent et al., 1984).
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Summary

For half a century, researchers have struggled with the threats to
the valid use of personality tests with deaf adults. The early
research primarily used written, objective tests. Initially, results
were considered valid, and the stereotype of the deaf personality was
formed. Two factors contributed to the development of the stereotype.
First, personality assessment and test construction were in the early
stages of development before 1940. Second, early researchers believed
that the observed personality characteristics of deaf adults were
inherent, not environmentally determined.

Beginning with Heider and Heider (1941) and Cutler (1941), the
role of environment was considered in the shaping of personality of
deaf individuals. The validity of using objective personality tests
with deaf subjects was also questioned due to the lack of sufficient
reading skills of most deaf adults. Projective tests were used to
avoid reading during personality assessment. However, extensive
research has been disappointing because most projective instruments
lack reliability and validity, and most researchers did not have the
skill to understand ASL responses from deaf adults.

Since approximately 1960, researchers have resumed using objective
personality tests with deaf adults. Contemporary objective
personality tests tend to be reliable and valid with the established
norm group, but subjects must have good English reading skills for

valid assessment. Results of some recent research with objective



75

personality tests (Jensema, 1975a, 1975b; Rosen, 1967) suggested
psychopathology in well functioning deaf subjects. These results were
similar to the results of early objective personality assessment with
deaf adults (Brunschwig, 1936; Lyon, 1934; Pintner, Brunschwig, &
Fusfeld, 1937). The difference is that the implications of the
results have changed. Early researchers accepted their results as
valid, and tests were recommended for use in personality assessment
with deaf adults. Yet, the results of many early studies have been
questioned by reviewers of personality research of deaf individuals
(Bolton, Cull, & Hardy, 1974; Donoghue, 1968; Levine, 1981; Levine &
Wagner, 1974; Rosen, 1967; Tomko, 1973/1974). Contemporary
researchers have been skeptical and have not accepted results de
facto. Conclusions have been weighed in light of alternative
explanations for the results (e.g., reading problems), clinical
judgement, and concurrent measures of functioning. Contemporary
research suggests that when specific conditions are met, only the Hand
Test (Bricklin, Piotrowski, & Wagner, 1962; Wagner, 1983) may be valid
for personality assessment of deaf adults. This test cannot be widely
used, however, because of the shortage of examiners able to fulfill
the conditions necessary for valid testing.

With the development of the B-G MMPI ASL translation of the MMPI,
a new chapter has begun in the research of personality assessment of
deaf adults. Hepefully, the present study will add to the substantial

body of research about personality assessment of deaf adults by
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addressing the significant problems identified in this review of the
literature. That is, the B-G MMPI-168 allows personality assessment
research of deaf adults while controlling the major threats to valid
personality assessment in deaf adults: insufficient reliability and
validity of tests (e.g., projective tests); the need for good English
reading skills; shortage of examiners qualified to understand ASL
responses of deaf adults; deaf normative data. Subjects can view
items on videotape in ASL, the preferred language of most deaf adults.
Also, the shortage of examiners skilled in ASL need not impede

research of personality assessment in deaf adults.
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CHAPTER 3

RESEARCH METHODOLOGY

This chapter restates the primary research questions and
enumerates hypotheses of the study. General characteristics of the
sample are described, and the composition of the subject groups is
discussed. The instruments, research design, procedures, and data

analyses are then described.

Research Questions

The research questions addressed in this study were:

1. Can the B-G MMPI-168 discriminate between a group of deaf
subjects with a history of psychopathology and a group of deaf
subjects without any history of psychopathology?

2. Is level of reading ability related to MMPI-168 profiles
obtained in English from a group of deaf individuals without a
history of psychopathology?

3. Is the language of administration of an 168 item short form of
the MMPI related to the type of profiles obtained from deaf

subjects without a history of psychopathology?
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Research ﬂypothg§e§

The following hypotheses were tested:

Hla:

Hlb:

Hlc:

H2a:

H2b:

There will be no differences in the number of significant
elevations of the validity scales L, E, and X (i.e., L,

K > 69T, F > 100T), or significant raw score differences,
(E - K> 16), obtained by the Clinic and Control groups on
the B-G MMPI-168 validity scales under the ASL
administration condition.

The Clinic group will have a greater number of significant
elevations than will the Control groups on the B-G MMPI-168
clinical scales (i.e., scores greater than 69T on scales

1l - 4, 6 - 0) under the ASL administration condition.

The Clinic group will obtain a greater number of significant
High-point, Two-point or Three-point codes than will the
Control groups on the B-G MMPI-168 profile (i.e., one, two,
or three clinical scales, 1 - 4, 6 - O, elevated above 69T)
under the ASL administration condition.

The Control (II) group will obtain a greater number of
significant elevations (i.e., L, K > 69I, E > 100T), or raw
score differences, (E - K> 16) than will the Control (I)
group on the validity scales of the MMPI-168 under the
English administration condition.

The Control (II) group will obtain a greater number of

significant elevations than will the Control (I) group on
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the MMPI-168 clinical scales (i.e., clinical scales 1 - &,
& - 0, elevated above 69I) under the English administration
condition.

The Control (II) group will obtain a greater number of
significant High-point, Two-point or Three-point code types
than will the Control (I) group on the clinical scales of
the MMPI-168 (i.e., one, two, or three clinical scales ] -
4, 6 - Q, elevated above 69I), under the English
administration condition.

There will be no differences in the number of significant
High-point, Two-point or Three-point code types (i.e., one,
two, or three clinical scales, 1 - 4, 6 - Q, elevated above
69T) obtained by the Control (I) group on the B-G MMPI-168
under the ASL administration and on the MMPI-168 under the
English administration condition.

There will be no differences in the number of significant
High-point, Two-point, or Three-point code types (i.e.,
clinical scales, 1 - 4, 6 - Q, elevated above 69T) obtained
by the Control (II) group on the B-G MMPI-168 under the ASL
administration and on the MMPI-168 under the English

administration condition.
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Description of Subjects

Subject Selection

Deaf people who were listed in a local public telephone directory
were solicited for their participation by telephone via a
Telecommuniications Device for the Deaf (TDD). Advertisements were
also placed in a local newspaper for the deaf. Clinic group subjects
were identified by the treatment staff of their mental health
outpatient clinic and participated voluntarily. Subjects were first
screened to insure adherence to the Selection Criteria outlined below.
Subject Consent Forms were signed after a briefing about the study
(see Appendices A and B for samples of the Subject Consent Form and

the Subject Data Sheets).

Selection Criteria

The subject pool consisted of 63 deaf individuals. Data from four
Control subjects could not be used because they scored below the
minimum reading grade level equivalent required for inclusion in the
Control groups.

Data was used from 59 prevocationally deaf individuals living in
the southwest who agreed to participate in the study and met the
following criteria:

1. Had lost their hearing before their 19th birthday;

2. Had a hearing loss of sufficient severity to require

dependence on a visual mode of communication even with best

amplification;
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3. Were between 18-65 years of age;

4. Were fluent in American Sign Language;

5. Control subjects scored at or above the 6th grade equivalent
level on the Reading Comprehension subtest of the Advanced
battery of the Stanford Achievement Test (SAT) (Gardner,
Rudman, Karlson, & Merwin, 1983) and had no prior history of
treatment for mental health problems;

6. Clinic subjects were in treatment or had been treated

previously in an in- or out-patient mental health center.

Sample Characteristics

All groups were judged fluent in their ASL skills on the basis of
the screening interview. The Subject Data Sheet designed for this
study assessed age, sex, educational background, hearing impairment,
and other demographic data (see Appendices A and B). See Table 4 for
demographic and other descriptive data for each group. The total
sample of 59 deaf individuals was evenly divided by sex, with 28
females (47.5%), and 31 males (52.5%). Age ranged from 18-64 years,
with 95% of the sample ranging from 18-48 years of age. The mean age
was 34. A check of marital status revealed that 28 (47.5%)
individuals were married; 22 people (37.3%) were single; eight
subjects (13.6%) were divorced; and one person (1.7%) was separated.
The grade level equivalent reading scores for subjects ranged from the
second to the 13th grade, which was the maximum score of the SAT. The

overall mean reading grade level equivalent was 7.2. However, the
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distribution was bimodal. For example, one cluster of 30 subjects
(52.5%) had a grade level equivalent mean score of 3.0, while 29
subjects (47.5%) had a grade level equivalent mean score of 11.4.
Similarities and Differences

Among the Groups

The three experimental groups in this study were the Clinic,
Control (I) and Control (II) groups. The Control (Combined) group
was formed by combining data from the Control (I) and Control (II)
groups for more general comparisons between the Control and the Clinic
groups. Group composition by age and sex of subjects was relatively
similar. The groups were also remarkably similar in age of onset of
deafness and severity of hearing loss. Groups were noé significantly
different in their preference for ASL over Signed English, but a
greater number of the Control subjects expressed a willingness to use
either form of sign language.

Regarding educational background, there were no significant
differences in predominant educational setting (residential schools)
for elementary and secondary education, or in the likelihood of
graduating (most did) from a residential high school program for the
deaf.

There were several differences between the groups. One notable
difference among the groups was their preference for sign language
during conversation. The Clinic group had a significantly.greater

preference than did the Control groups, x2 (6) = 13.05, p<.05. .That
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Table 4. Demographic and descriptive data for the

Control (I), Control (II), and Clinic groups.

Groups
Control (I) Control (II) Controla Qlinic Statistically
(Combined) Significant
Characteristic Value
na= 17 13 30 29
Sex
Male 41.2% 53.8% 47 .5% 55.2%
Female 58.8% 42.2% 50.5% 41.0%
b
Age 36 37 36.5 n
(26-58)¢c (18-50) (18-58) (19-64)
Aga of Onset 1.4 .7 1.1 1.1
(0-9) (0-6) (0-9) {0=6)
Functional 100% 84.6% 92.3% 100% n.s.
Deafness .
Marital Status
Single 29.48% 46.2% 36.6% 51.7%
. Married 52.9% 38.5% 46 .6% 31.0%
Divorced/Separated 17.6% 15.48 16.6% 13.8%
Sign During 64.7% 69.2% - 67.0% 96.6% 13,05
Conversation
Sign Language
Preference
ASL 58.3% 53.8% 56.1% 72.4% n.s.
SEg 11.8% 38.5% 13.6% 10.3%
No Preference 29.4% 15.4% 30.1% 17.2%
Primarily 64.7% 76.9% 70.8% 72.48 ‘n.s.
Residentially
Educated
Residential School 88.2% 92.3% 90.3% 72.4% n.s.
Graduate
Years of Education 15.6 13.7 14.7 11.9
(12-18) (12-18) (12-18) (10-16)
d
Reading Level 12.4 8.4 10.5 3.7 143.808e*
{12-13)e (6-10) (6-13) (2.8-11.0) 154.737**¢f

This was an "on paper®” comparison group. Values for this group equal the sum of
the Control (I) and the Control (II) group values.

Mean age in years.

Range of years

Values are mean reading grade levels from the Reading Comprehension subtest of
the Advanced SAT, Maximum score was 13,

Range of reading grade level equivalents.

This was a comparison of the Clinic and the Control (combined) groups.

signcd English.

*Chi X (6) = 13,05, p<.0S, two-tailed.

sap

{2,56) = 143.808, p<.001, 2-tailed); F{1,57)e154.737,

p<.001, (2-tailed).
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is, the Control group was more willing to use other modes of
communication, such as writing or lip reading, than was the Clinic
group. Another gignificant difference was the higher reading level of
the Control groups. The Control groups also had more years of

education than the Clinic group.

Instxumencation

The Minnesota Multiphasic Personality Inventory (MMPI) (Hathaway &
McKinley, 1951) is perhaps the best objective personality test
available for diagnosis of psychopathology (King, 1978). As the focus
of over 6,000 research studies, it is undoubtedly the most thoroughly
researched objective personality test (Alker, 1978). The MMPI
consists of 566 True/False items which comprise three validity scales
and ten clinical scales. Table 5 presents scale names and
descriptions. Note that the 2 (Cannot say) scale is simply a
frequency count of the number of items omitted by test respondents.
Also, note that clinical scales are commonly referred to by their
scale numbers rather than their original names (Lachar, 1974).

Raw test scores are converted to T scores with a mean of 50 and a
standard deviation of 10, and plotted on a Male or Female profile
form. While individual validity and clinical scale elevations can be
clinically significant, modern interpretation primarily analyzes
patterns of scale elevations, the two (Two-point codes) or three

(Three-point codes) clinical scales with greatest elevation above 69T.
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Table 5. MMPI scales and descriptions.

Scale Name and Description

Number

2 Cannot say. Count of the number of unanswered items.

L Lie (11).b Opinions and behaviors highly valued, but not often
found in most individuals.

E Frequency (29). Items answered by normals in the scored
direction no mure than 10% of the time.

K Correction (12). Answered in the scored direction, items

reflect denial of self, family, or circumstantial inadequacy;
hesitance to criticize others. Various fractions of this scale
are added to the raw scores of five clinical scales (1, &, Z, 8,
and 9) in an effort to improve their validity.
Hs/Hypochondriasis (23). Bodily complaints characteristic of
psychiatric patients diagnosed as hypochondriacs.

D/Depression (39). Reflects variance in mood, especially
depression, moodiness, apathy, denial of personal worth and
physical symptoms.

Hy/Hysteria (36). Items target tendencies to use conversion
symptomatology to solve conflicts or avoid responsibilities when

stressed.



86

Table 5.--continyed
MMPI scales and descriptors.

Scale Name and Description
Number
4 Pd/Psychopathic deviate (28). Measures a primary trait, ranging

from deviate impulsive antisocial action to unquestioning
conformity.

3 Mf/Masculinity-femininity (30). Designed to measure
masculinity-femininity, but is not a pure measure of this
dimension.

< Pa/Paranoia (17). Taps dynamics of the defense mechanism of
projection, such as blaming others for one’s troubles.

z Pt/Psychasthenia (19). Reflects an underlying personality
trait, tending toward anxiety and dread, moodiness and general
inefficiency, excessive sensitivity, low self-confidence, and
self-esteen.

8 Sc/Schizophrenia (18). Many items reflect unusual thought
processes, apathy, feelings of alienation and peculiarities of

perception.

o

Ma/Hypomania (23). This heterogeneous scale reflects
expansiveness, activity level, excitement, moral attitudes,

family relations, and somatic concerns.



Table 5.--¢ontinued.

Q Si/Social (16). This scale is a fairly stable measure of

comfort in interpersonal relatioms.

Notes,

a. This is not an actual scale. Excessive refusal to respond can
indicate subject defensiveness (Lachar, 1974).

b. Number of items for each MMPI-168 and the B-G MMPI-168 scale are
given in parentheses.

87
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These patterns are compared with actuarially derived code types from

known subject groups (Lachar, 1974).

MMPI-168

The MMPI-168 was first described as a short form of the MMPI by
Overall and Gomez-Mont (1974). This instrument consists of the first
168 items of the MMPI Form R. Subjects read the items from a standard
MMPI Form R booklet and recorded their answers on standard MMPI answer
sheets.

The MMPI-168 has been the subject of approximately 100
investigations since its development, making it the third most
researched clinical assessment instrument (Vincent et al., 1984). It
is developing the status of an independent, brief assessment
instrument, similar to other relatively brief major assessment
instruments (Vincent et al., 1984). The MMPI-168 also has an
actuarially-based codebook (Vincent et al., 1984). Use of the MMPI-
168 for psychiatric screening has been well documented (Hedlund, Cho,
& Wood, 1977: Hedlund, Cho, & Powell, 1975; Newmark, Newmark, & Cook,
1975; Overall, Hunter, & Butcher, 1973). Table 6 presents reliability
coefficients for MMPI and MMPI-168 scales in a psychiatric sample
(Faschingbauer & Newmark, 1978). The MMPI-168 was chosen for this
study for ease of administration and scoring, and for reliability and

validity similar to the full scale MMPI.
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Table 6. Intercorrelations among conventional MMPI (lower

triangle) and MMPI-168 (upper triangle) Scales in a sample
of 339 psychiatric patients.*

L F K ! 2 ] 4 5 é 7 8 14 0

L -0.21 0357 Q.07 =0.16 -0.12 -0.22 0.0 =0.17 -0.24 -0.2t -0.33 -0.26
F -0.14 -0.40 0.42 0.59 0.26 K} 0.30 0.68 0.73 0.78 0.51 Q.57
X 0.56 -0.42 -0.05 =0.31 0.11 -0.18 -0.16 -0.32 -0 -0.32 ~0.51 =0.47
1 013 0.46 -0.0 0.66 0.77 Q.36 0.28 045 Q.59 0.55 0.23 0.37
2 -0.0) 0.57 -0.20 0.62 0.64 047 Q.40 0.53 0.82 0.70 0.31 0.66
3 Q.19 0.33 0.1e 0.31 0.63 a0.l8 C.40 0.48 0.60 0.52 0.10 1]
4 -0.09 0.46 -0.02 032 043 0.42 0.17 0.59 0.58 0.54 Q.40 0.38
H ~0.0) Q.26 -0.10 0.20 0.]8 Q.34 0.13 041 0.3s 0.39 0.2t 0.20
[ -0.06 0.64 =-0.21 043 0.47 0.42 0.50 Q.36 Q.70 0.71 0.50 0.44
7 =03 0.69 -0.26 0.53 0.77 0.57 0.47 0.41 0.62 0.82 0.47 0.70
8 -0.u8 0.81 -0.22 0.59 0.63 Q.51 0.51 0.40 0.70 0.8s 0.55 0.62
9 -0.23 048 -0.38 Q.18 0.02 0.07 Q.27 0.09 0.40 0.20 0.47 0.30
0 -0.23 0.53 -0.53 0.]1 0.58 0.15 a2 0.23 0.30 0.60 0.51 0.03

*T. R. Faschingbauer & C. S. Newmark, Short Forms of the MMPIL, 1978,
p. l11. Reprinted with permission (originally published by J. E.
Overall and F. Gomez-Mont, The MMPI-168 for psychiatric screening,

Educational and Psychological Measurements, 1974, 34, 315-319.
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Brauer-Gallaudet MMPI-168
(B-G MMPI-168)

The B-G MMPI-168 consists of the first 168 items of the B-G MMPI.
The B-G MMPI was produced by using the "back translation" method
(Butcher & Pancheri, 1976). A multidisciplinary team including four
bilingual, native-signing deaf individuals, several psychologists and
an ASL linguist developed an ASL script for the translation of each
MMPI item. A deaf model was videotaped signing each item as scripted.
The B-G MMPI contained 566 items and required approximately four hours
for administration (personal communication, B. A. Brauer, May 21,
1985). The B-G MMPI-168 required approximately 75 minutes for
administration.

B-G MMPI reliability data is presented in Table 7. The two B-G
MMPI reliability coefficients shown indicate impressive interscale
correlations and test-retest reliability over a one week period.
Interclass correlation coefficients examine chance correlations
between the scales. Correlations > .40 are considered moderately to

substantially significant, while those > .75 are excellent (personal

communication, B. A. Brauer, September 27, 1987).
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Table 7. Reliability data for the B-G MMPI.

Intraclass
Pearson-Product
Scale Moment Correlations#* Correlations**
L .85 .85
F 77 .69
K .60 .56
1 .75 .73
2 .60 .58
3 .62 .59
4 .62 .61
5 .54 .54
6 .40 .39
7 .86 .85
8 .88 .87
9 .49 .50
0 .55 .51

Note: Non-K correlated scale scores were used for these correlations
(personal communication, B. A. Brauer, September 27, 1987).
*Test-retest reliability over a one week period (personal
communication, B. A. Brauer, September 27, 1987).

**Internal consistency coefficients greater than .40 are considered
moderately good; coefficients greater than .75 are excelleut (personal
communication, B. A. Brauer, September 27, 1987).
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Stanford Achievement Test (SAT)
Reading Comprehension

The Reading Comprehension subtest of the Advanced SAT (Gardner,
Rudman, Karlsen, & Merwin, 1983) was administered as a measure of
ability to read and understand written material. Alternate forms E
and F were used. Subjects were allowed 30 minutes to read short prose
passages, answer 60 multiple choice questions and record their answers
on a standardized answer sheet. Scores were compared to the standard
norm group of hearing students tested in the Spring of the 9th grade

year (Gardner, Rudman, Karlsen, & Merwin, 1983).

Research Design

The experimental design used for this study was developed in
consultation with Dr. Lachar (D. Lachar, personal communication,
February 11, 1986), who is nationally known for his many contributions
to MMPI usage and research including his MMPI codebook (Lachar, 1974).
This was an ex-post facto design with two comparison groups (Campbell
& Stanley, 1963), Control (I) and Control (II).

The independent variables in this study were: two subject
variables, history of treatment and reading level; one "168" variable,
language of administration.

History of treatment referred to history of treatment for mental
health problems, and served as the criteria for the Clinic (history of
treatment) group and the Control (no history of treatment) groups.

Reading level was used as a criteria for placement of Control
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subjects into the Control (I) or Control (II) group. Those who scored
above the llth grade level on the Reading Comprehension subtest of the
Advanced battery of the SAT (Gardmer, Rudman, Karlsen, & Merwin, 1983)
were placed into the Control (I) group. Subjects who scored between
the 6th-11th grade level were placed into the Control (II) group.

Language of administration was an "168" variable. The 168 item
short form of the B-G MMPI ASL translation was the B-G MMPI-168. The
B-G MMPI-168 was used in the ASL administration condition. The
standard MMPI-168 was the English version of the "168". The MMPI-168
was used in the English administration condition.

The dependent variables in this study were the number of
significantly elevated validity and clinical scales, a;d High-point,

Two-point, and Three-point code type configurations on B-G MMPI-168

and MMPI-168 profiles.

PBrocedure
Subjects were given the Reading Comprehension subtest from the
Advanced battery of the SAT (Gardner, Rudman, Karlsen, & Merwin,

1983). This test was administered individually or in small groups.

ASL Administration Condition

All subjects rested briefly before they viewed the B-G MMPI-168
* videotape in the ASL administration condition. A proctor, fluent in
ASL, was present to help clarify the procedure and reassure subjects.
This was recommended'because completing a personality profile is a new

experience for most deaf adults (personal communication, B. A. Brauer,
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August 29, 1985).

After subjects were seated comfortably, directions for test-takers
were played on the videotape. The proctor repeated or further
explained the directions to ensure that all subjects understood them.
Subjects were instructed to circle items they had difficulty
understanding. They were encouraged to answer all items, but were
also instructed to leave an item blank if they preferred not to answer
or did not understand it, even after seeing the item again. Subjects
viewed the first 168 items on the B-G MMPI videotape. Answers were
recorded on standard MMPI answer sheets. Subjects were given the
opportunity to review selected items as needed. When necessary, the
proctor rephrased or clarified items. Extra help elicited from the
proctor was noted on the individual'’s answer sheet.

At the conclusion of the administration of the B-G MMPI-168,
Clinic group subjects were paid $10.00 and thanked for their
participation. Subjects who met selection criteria for the Control
groups were placed into the Control (I) and Control (II) groups on the
basis of their Advanced SAT Reading Comprehension scores (Gardner,

Rudman, Karlsen, & Merwin, 1983).

English Administration Condition

All Control group subjects were given MMPI-168 booklets, answer
sheets and printed instructions for the administration of the MMPI-168
in the English administration condition. They were also told the test

directions in sign language, and reminded that the directions for the
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MMPI-168 were identical to the directions for the B-G MMPI-168.
Subjects were directed to take the test at home within the next two
weeks, during a comfortable, quiet period. They were instructed to
call the primary investigator if they had any questions or difficulty
with the MMPI-168. None of the control subjects called for assistance
with the MMPI-168. Stamped, self-addressed return envelopes were
provided for the return of testing materials and answer sheets. These

subjects were paid upon receipt of all materials.

Data Analysis
Statistical analysis of the data were performed with the SPSS
statistical software package (Statistical Package for the Social
Science, 2nd Ed., 1975).
The following analyses were recommended by D. Lachar (personal
communication, February 11, 1986):

1. To compare the profiles produced by each group in the ASL
administration condition, a Multiple Analysis of Variance
(MANOVA) for three groups over l4 scales with one-way [s was
calculated. Post hoc comparisons were performed on resultant
mean T scores of each group which were significant.

2. The ASL and English administration conditions were coupared
within each Control group by using a MANOVA with repeated
measures over 14 scales, for each group. One-way Es were

computed.
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3. The ASL and English administration conditions were compared
between the two Control groups. Two Analysis of Variance
(ANOVAs) were performed over 14 scales, one for each condition
of administration, and the subsequent F-tests were calculated.
The number of clinically elevated scales (I>69) were coded as a
variable, since a greater number of significantly elevated
clinical scales has been associated with increased

psychopathology (Lachar, 1974).

In addition, the following comparisons were made to provide

further clinical descriptive data:

1. High-point, Two-point, and Three-point code-type profile
patterns for each group were described. The frequency of
clinical scale elevations as well as patterns of elevations
found in each group were described.

2. An item analysis was conducted for selected scales.

"Expected" and "obtained" responses were compared. Examination
of this data provided descriptive data regarding the validity

of MMPI-168 and B-G MMPI-168 profiles from deaf adults.

Sugmary

This chapter reiterated the three research questions addressed in
this study, and stated the independent variables: history of mental
health treatment, reading level and language of administration of the

"168." The main research hypotheses were: the Clinic group will
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produce more psychopathological profiles than the Control groups on
the B-G MMPI-168; the Control (II) group will produce more
psychopathological profiles than the Control (I) group on the MMPI-
168; there will be no differences in the B-G MMPI-168 and the MMPI-168

profiles produced by either of the Control groups. The 59

participants in this study were primarily prelingually deaf; preferred

sign language during conversation but stated no strong preference for
ASL over Signed English; were educated in and graduated from
residential schools for the deaf. The Clinic group had slightly fewer
years of education but much lower reading ability than the Control
groups. The MMPI-168 and B-G MMPI-168 were noted to have reliability
similar to the full scale MMPI. The research design used in this
study consisted of one Clinic group and two Control groups, with
repeated measures by administration of the MMPI-168 to the Control
groups. Finally, the procedures used to conduct the study, perform

statistics and analyze profile code types were described.
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CHAPTER 4

RESULTS AND DISCUSSION

The purpose of this study was to examine the relationship between
the independent variables of reading level, language of administration
and history of mental health, and the dependent variables of the
number of significantly elevated validity and clinical scales, and
High-, Two- and Three-point code type configurations on B-G MMPI-168
and MMPI-168 profiles.

The purpose of this chapter is to describe and discuss the results
of the study. First, the results of hypothesis testing will be
presented. Composite MMPI-168 and B-G MMPI-168 profiles for each of
the three experimental groups will be shown. Scale F will be
analyzed. Finally, reliability and validity data for the B-G MMPI-168

and the MMPI-168 will be discussed.

Hypothesis Testing Results
The results of hypotheses testing are presented below in the order
in which the hypotheses were originally stated. Statistical analyses
were conducted with the SPSS (Nie, 1975) statistical software package

and other procedures as noted (Kachigan, 1986; Kerlinger, 1973).

Hypothesis 1
Hla: There will be no differences in the number of significant

elevations of the validity scales L, E, and K (i.e., L, K>
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69T, F > 100T), or significant raw score differences, (E, -
K>16), obtained by the Clinic and Control groups on the B-G
MMPI-168 validity scales under the ASL administration
condition.

The critical values used for the elevations of the validity scales
in this hypotheses are those which define profile validity in terms of
the L, F, and K scales, and are actuarially derived validity
predictions (Lachar, 1974; Vincent et al., 1984). This hypothesis was
tested using two Chi-Square comparisons with validity frequencies of
93.75% valid and 6.25% invalid profiles for the "expected" values in
the computation (Vincent et al., 1984). The results are summarized in
Table 8. When compared with both Control groups, the Clinic group was
found to have a significantly greater frequency than the Control
groups of significant validity scale evaluations and (E - K) raw score
differences. Therefore, this hypothesis was not retained.

Hlb: The Clinic group will have a greater number of significant
elevations than will the Control groups on the B-G MMPI-168
clinical scales (i.e., scores greater than 69T on scales ] -
4, 6 - Q) under the ASL administration condition.

Table 9 summarizes the One-Way ANOVA and post-hoc test results.

When compared simultaneously with the Control (I) and Control (II)
groups, the Clinic group was found to have a significantly greater

number of significantly elevated clinical scales. Scheffe's post-
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Table 8. Chi-square comparisons of obtained and expected B-G MMPI-168
profile validity frequencies in the Clinic, Control (I) and
Control (II) groups.

Clinic X Control (I) X Control (II)

L R R il I T I e I e e e e T U e

Group Row
Valid Not Valid Frequency
Control (I) 16 1 17
Control (II) 11 2 13
Clinie 19 10 23
Column Frequency 46 13 59

Chi-Square = 33.4847
Degrees of Freedom = 2
p<.001

Clinic X Control (Combined)

Group Row
Valid Not Valid Frequency
Control 27 3 30
Clinic 19 10 29
Column Frequency 46 13 59

Chi-Square = 32.854
df = 1
p<.001
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hoc comparisons were conducted to compare the Clinic group
individually with the Control (I), Control (II), and Control
(Combined) group (Kerlinger, 1973). In each case, the Clinic group
was found to have a greater number of significantly elevated clinical
scales on the B-G MMPI-168. Therefore, this hypothesis was retained.
Hlc: The clinic group will obtain a greater number of significant
High-gpint, Two-point, or Three-point codes than will the
Control groups on the B-G MMPI-168 profile (i.e., one, two,
or three clinical scales, 1 - &4, 6 - 0, elevated above 69T)

under the ASL administration condition.
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Table 9. One-way ANOVA comparison of the frequency of the B-G MMPI-
168 significant clinical scale elevations of the Clinic,
Control (I) and Control (II) groups.

------------------------------------------------------------------------

Source df ss ms F
Between groups 2 75.4335 37.7167 9.2581%*
Within groups 56 228.1386 4.0739

Total 58 303.5721

Scheffe’s Post Hoc Comparison

Control Control Control
(Combined): Clinic (I): Clinic (II): Clinic
n= 30 n =29 n=17 n=29 n=13 n=39
Obtained
Value? 1.9985 2.5120 1.4850
Critical
Valueb 1.3192 1.5475 .8378
Result * * *

4The values in this row are the difference between the Clinic group
and Control group in each column.

beritical cutoff for significance.

*The Clinic group mean group is significantly greater than the Control
Group.
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Table 10 presents the results of two Chi-Square comparisons used
to test this hypothesis. Note that in the first frequency table, the
Clinic group had significantly more High-, Two- and Three-point code
types than either the Control (I) or the Control (II) groups. In the
second frequency table, the Clinic group had significantly more code
types than the Control (Combined) group. Therefore, this hypothesis
was not rejected.

Table 10. Chi-Square comparisons of the frequency of High-, Two-, and
Three-point codes found and not found in B-G MMPI-168
profiles of the Clinic, Control (I), Control (II), and

Control (Combined) groups.

Comparison of Clinic, Control (I), and Control (II) Groups

Code Types
Groups Found Not Found Total
Control (I) 10 7 17
Control (II) 9 4 13
Clinic 28 1 29
Total 47 12 59
X2 = 27.594, df = 2, p<.001
Comparison of Clinic and Control (Combined) Groups
Code Types
Groups Found Not Found Total
Control (Combined) 19 11 30
Clinic 28 1 29
Total 47 12 59

x2 = 27.2713, df = 1, p<.001

e e I T I I I I I A I e JE I e I i el
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Hypothesis 2
H2a: The Conérol (I1) group will obtain a greater number of sig-
nificant elevationé (i.e., L, K> 69T, F > 100L, or signifi-
cant raw score differences, F - K > 16) than will the Con-
trol (I) group on the validity scales of the MMPI-168 under
the English administration condition.

The results of the Chi-Square comparison used to test this
hypothesis are presented in Table 11. The Control (II) group did not
have a significantly greater number of validity scale elevations or (F
- K) raw score differences (invalid profiles) than the Control (I)
group. Therefore, this hypothesis was not retained.

Table 11. Chi-square comparison of frequency of significant MMPI-168
validity scale elevations and (F - K) raw score

differences (invalid profiles) in the Control (I) and
Control (II) groups.

Groups Valid Not Valid Column
Total
Control (I) 16 1 17
Control (II) 11 2 13
Total 27 3 30

X2 = .8217, df = 1, p>.05
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H2b: The Control (II) group will obtain a greater number of

significant elevations than will the Control (I) group on the
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H2c: The Control (II) group will obtain a greater number of
significant High-point, Two-point, or Three-point code types
than will the Control (I) group on the Clinical scales of
the MMPI-168 (i.e., one, two, or three clinical scales 1 -
4, 6 - 0, elevated above 69T), under the English

administration condition.

Table 13 presents results of the Chi-Square comparisons used to
test this hypothesis. Note that the first Chi-Square was not
significant for group effects. The Control (II) group was not
significantly different than the Control (I) group in frequency of
significant code types on the MMPI-168. However, note that in the
analyses by sex shown in the second and third comparisons, the Control
(I1) Females were not significantly different from the Control (I)

Females, but the Control (II) Males were significantly different from

the Control (I) Males. Therefore, this hypothesis was not retained.
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Table 13. Chi-Square comparisons of the frequency of High-, Two-, and
Three-point codes found and not found in MMPI-168 profiles
in the Control (I) and Control (II) groups.

Code Types
Groups Found Not Found Total
Control (II) 7 6 13
Control (I) 7 10 17
Total 14 16 30
X2 =~ .6063, df = 1, p>.05
Females
Control (II) 4 2 6
Control (I) 6 4 16
Total 10 6 16
X2 = .2767, df = 1, p>.05
Males
Control (II) 3 4 7
Control (I) 1 6 7
Total 4 10 14

X2 = 5.8598, df = 1, p<.05
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Hypothesis 3

H3a: There will be no differences in the number of significant
High-point, Two-point, or Three-point code types (i.e., one,
two, or three clinical scales, 1 - 4, § - Q, elevated above
69T) obtained by the Control (I) group on the B-G MMPI-168
under the ASL administration and on the MMPI-168 under the
English administration condition.

The results of three Chi-Square comparisons used to test this
hypothesis are presented in Table 14. Note that the frequency of code
types is nét significantly different in the first and third
comparisons for the entire Control (I) group or Control (I) group
Males. However, the B-G MMPI-168 had more significant code types than
the MMPI-168 for Control (I) Females, as shown in the second
comparison. Therefore, this hypothesis was retained.

H3b: There will be no d?fferences in the number of significant
High-point, Two-point, or Three-point code types :(i.e.,
clinical scales, 1 - 4, 6 - Q, elevated above 69T) obtained
by the Control (II) group on the B-G MMPI-168 under the ASL
administration and on the MMPI-168 under the English

administration condition.
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Table 14. Chi-Square comparisons of the frequency of High-, Two-, and
Three-point codes found and not found in B-G MMPI-168 and
MMPI-168 profiles of the Control (I) group.

I T T T I I I T I T T T T T VU Ul Vi gy

Code Types
Groups Found Not Found Total
Control (I)
B-G MMPI-168 10 7 17
MMPI-168 7 10 17
Total 17 17 34

X2 = 1.0588, df = 1, p>.05

Females
Control (I)
B-G MMPI-168 8 2 10
MMPI-168 6 4 10
Total 14 6 20
X2 = 4.000, df = 1, p<.0S
Males
Control (I)
B-G MMPI-168 2 5 7
MMPI-168 1 6 7
Total 3 11 14

X% = 2.8571, df = 1, p>.05
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The results of the three Chi-Square comparisons used to test this
hypothesis are presented in Table 15. Note that the frequency of code
types is not significantly different in any of these Control (II)
group comparisons of the B-G MMPI-168 with the MMPI-168. Therefore,
this hypothesis was retained.

Table 15. Chi-Square comparisons of the frequency of High-, Two-, and

Three-point codes found and not found in B-G MMPI-168 and
MMPI-168 profiles of the Control (II) group.

R . I L I e e I I I

Code Types
Groups Found Not Found Total
Control (II)
B-G MMPI-168 9 4 13
MMPI-168 7 6 13
Total 16 10 26
X2 = 2.267, df = 1, p>.05
Control (II) Females
B-G MMPI-168 5 1 6
MMPI-168 4 2 6
Total 9 3 12
x2 = 1.667, df = 1, p>.05
Control (II) Males
B-G MMPI-168 4 3 7
MMPI-168 3 4 7
Total 7 7 14

x2 = 0.000, df = 1, p>.05
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Discriminatjon Between
Clinic and Control Groups
Hit Rate
Discrimination between control and clinic groups on the basis of
profiles is a measure of the usefulness of the B-G MMPI-168 in
screening for psychopathology. One way to assess usefulness in
screening is to determine the test’s "hit rate," or correct
classification of subjects on the basis of the B-G MMPI-168 profiles
into Disturbed (Clinic) or Not Disturbed (Control) groups (Vincent et
al., 1984). Table 16 presents the classification by group comparisons
of the mean percentages of correct classification of all subjects on
the basis of B-G MMPI-168 profiles. This data is based on the
assumption that disturbed profiles contain at least one scale, 1 - 4,
6 - 9, elevated above 69T, and Not Disturbed profiles have no
elevations of these scales above 69T. Note that 96.5 percent of the
Clinic group subjects were correctly classified, while the false
positive rate, or incorrect classification of Clinic subjects as
normals, was 3.4 percent. This compared favorably with MMPI-168 "hit
rates" reported for psychiatric patient populations (Newmark, Woody,
Finch, & Ziff, 1980). However, note that the false negative rate, or

incorrect classification of Controls, as indicated in the Control

(Combined) column was 60.6 percent. The correct classification
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Table 16. Mean percentages of "correct® and "not correct" subject
classifications from B-G MMPI-168 profiles.

Control Control Control Clinic Total
(I) (II) (Combined)
Classification (n=17) (n=13) (n=30) (n=29) (n=59)
Correct
Male 54 3 8 18 26
(29.4)b (23.1) (26.7) (62.0) (44.1)
Female ‘3 1 4 10 14
(17.6) 7.7 (13.3) (34.5) (23.7)
Total 8 4 12 28 40
(47.0) (30.8) (40.0) (96.5) (67.8)
Not Correct -
Male 2 4 6 0 6
(41.2) (30.8) (20.0) ( 0.0) (24.3)
Female 7 5 12 1 13
(41.2) (69.3) (60.6) ( 3.4) (32.2)
Total 9 9 18 1 19
(53.0) (69.3) (60.6) ( 3.4) (32.2)
Male (n=7) (n=7) (n=14) (n=18) (n=32)
Correct 5 3 8 18 26
(71.4) (42.9) (57.1) (100.0) (81.3)
Not correct 2 4 6 0 6
(28.6) (57.1) (42.9) (0.0) (18.7)
Total 7 7 14 18 32

(100.0) (100.0) (100.0) (100.0) (100.0)
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Table 16--Continued

Control Control Control Clinic Total
Sex (I) (II) (Combined)
Female (n=10) (n=6) (n=16) (n=11) (n=27)
Correct 3 1 4 10 14
(30.0) (16.7) (25.0) (90.9) (51.8)
Not correct 7 5 12 1 13
(70.0) ( 83.3) (75.0) (9.1) (49.2)
Total 10 6 16 11 59

(100.0) (100.0) (100.0) (100.0) (100.0)

aNumber of subjects
Percentage of subjects
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of Control subjects as Not Disturbed was 40 percent. However, there
were differential "hit rates" by group. The Control (II) was more
prone to misclassification as Disturbed than the Control (I) group,
with the false negative rates being 6%.3 and 53.0 percent,

respectively.

Clinical Profiles

Figure 1 presents the B-G MMPI-168 composite group profiles. Note
that the Control (I) group had no significant scale elevations. The
Control (II) group had the 48 Two-point code, which is associated with
psychopathology in hearing populations. The Clinic group had the 468
Three-point code, with significant elevations on E, é,lﬁ, and 8. The
Clinic group composite profile is also indicative of significant
psychopathology.

Figure 2 presents the B-G MMPI-168 profiles for males and females
in the Clinic, Control (I) and Control (II) groups. Notice that scale
F is significantly elevated for the Clinic group in both profiles.
Note also that the Clinic and Control (II) females had similar code
types, 468 and 48, respectively, which are suggestive of

psychopathology. The Control (I) female profile contained no

significant scale elevations.
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Figure 1. B-G MMPI-168 Composite Profiles for the Clinic,
Control (I) and Control (II) Groups.
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B-G MMPI-168 Male and Female Profiles for the Clinic,
Control (I) and Control (II) Groups.
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In the Clinic group, males evidenced greater psychopathology than
females, as six of eight clinical scales were elevated above 697T.
This was consistent with previous findings of greater psychopathology
in MMPI profiles of males with normal hearing (Lachar, 1974). Only
scale 8 was significantly elevated in Control (II) male profiles, in
contrast to no significant clinical scale elevations in Control (I)
male profiles. However, the low "hit rate” among Control subjects
must be recalled. Composite profiles notwithstanding, 28.6 and 57.1
percent, respectively, of the Control (I) and Control (II) group males

were misclassified, respectively.

Scale by Scale Analysis

The B-G MMPI-168 did discriminate between the three subject groups
on the basis of significant differences in some scale elevations. See
Table 17 for the presentation of means, standard deviations, and the
results of One-Way ANOVAs computed for the Clinic, Control (I), and
Control (II) group for each B-G MMPI-168 scale. The source tables for
the significant ANOVAs and post-hoc comparison are presented in
Appendix C. Note that scales F, 1, 2, &, Z, 8, and 9 were
significantly different between the three groups. Post-hoc
comparisons were performed on the significantly different means to
determine which means in each set of three were significantly

different.
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Table 17. B-G MMPI-168 scale means and standard deviations for the
Clinic, Control (I), and Control (II) groups.

Scale Control (I) Control (II) Clinic Fa
L 5.5294b 5.9231 5.9310 n.s
(2.7865)¢ (3.2265) (2.8402)
F 10.1176 12.0769 22.0690 23.530%
(4.4142) (8.1595) (6.2274)
K 14,000 14.4615 14 .4483 n.s
(4.7434) (4.5573) (11.5869)
1 16.000 16.3846 20.1034 3.395%%
(6.8374) (5.8100) (5.1433)
2 18.4118 19.8462 24,8621 6.601%
(7.6163) (7.2209) (4.7639)
3 21.0588 23.3077 25.8966 n.s
(9.4569) (5.7646) (4.7685)
4 26.000 27.3846 28.9310 n.s
(5.3033) (5.6636) (3.7314)
5 30.5882 31.0769 32.6207 n.s.
(7.6327) (5.6636) (4.8138)
6 12.0588 15.4615 17.7586 4.528%%
(6.2697) (8.1303) (5.1176)
7 26.8824 29.9231 33.4138 3.789%%
(6.2037) (11.8072) (6.4836)
8 28.8235 35.9231 42 .5172 12.713%
(8.4279) (10.9808) (8.2272)
9 20.1176 23.1538 23.6552 3.267%*
(4.3428) (4.9974) (4.6466)
0 24.7059 26.0769 30.3103 n.s.
(10.4269) (9.3047) (7.4215)

*p<.01l, two-tailed
**p<.05, two-tailed
a. ANOVA source tables presented in Appendix C; b. Mean raw scores; c. S5.D.
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On scale E, the Control (I), Control (II), and Clinic group raw

score means were 10.1176, 12.0769, and 22.0690, respectively,
E(2, 56) = 23.530, p - .000, two-tailed; Tukey'’s and Scheffe’s post-
hoc comparisons indicated that the Control (I) group was significantly
different from the Clinic group, p<.05.

On scale ], the Control (I), Control (II), and Clinic group raw
score means were 16.000, 16.3846 and 20.1034, respectively,
E(2, 56) = 3.395, p = .0406, two-tailed; Tukey’s and Scheffe’s post-
hoc comparisons indicated that no groups were significantly different
at the .05 level of significance. |

On scale 2, the Control (I), Control (II), and Clinic group raw
score means were 18.4118, 19.8462 and 24.8621, respectively,
F(2, 56) = 6.601, p = .0027, two-tailed; Tukey’'s and Scheffe'’s post-
hoc comparisons indicated that the Control (I) group was significantly
different from the Clinic group, p<.0S.

On scale §, the Control (I), Control (II), and Clinic group raw
score means were 12.0588, 15.4615, and 17.7586, F(2,56) = 4,528,
R = .0150, two-tailed; Tukey's and Scheffe's post-hoc comparisons
indicated that the Control (I) group was significantly different from

the Clinic group, p<.05.
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On scale 7, the Control (I), Control (II), and Clinic group raw
score means were 26.8824, 29.9231, and 33.4138, respectively,

E(2, 56) = 3.789, p = .0286, two-tailed; Tukey’s and Scheffe's post-
hoc comparisons indicated that the Control (I) group was significantly
different from the Clinic group, p<.05.

On scale 8, the Control (I), Control (II), and Clinic group raw
score means were 28.8235, 35.9231, and 42.5172, respectively,

E(2, 56) = 12.713, p = .0000, two-tailed; Tukey’'s and Scheffe’s post-
hoc comparisons indicated that the Control (I) group was significantly
different from the Clinic group, p<.05.

On scale 9, the Control (I), Control (II), and Clinic group raw
score means were 20.1176, 23.1538, and 23.6552, respectively,

E(2, 56) = 3.267, p = .0455, two-tailed; Tukey's and Scheffe's post-
hoc comparisons indicated that no groups were significantly different
at the .05 level of significance.

Note that scale F was the only scale in which the Control (I) and
Control (II) groups were determined by post-hoc comparisons to be
significantly different from the Clinic group. Despite this
statistically significant difference, both the Control (II) and the
Clinic groups had F scale elevations above 69T. The lack of
discrimination between the Control and Clinic groups by some scales on
the clinical profile suggests that changes in translations of items
loading on these scales should be made, so that discrimination of
Control from Clinic groups on the basis of the B-G MMPI-168 clinical

profile is achieved.



121

Comparison of B-G MMPI-168
With Previous Research

Previous MMPI research with deaf subjects has included deaf
adolescents and adults. Myklebust’s (1960, 1964) deaf adults achieved
a mean I score of 70 on scale 8, but had no other significant clinical
scale elevations. His sample was similar to the Control (II) group.
In general, his subjects showed less psychopathology on the MMPI than
the Control (II) group on the B-G MMPI-168. The present findings were
also similar to Tomko'’'s (1973/1974) study of deaf adolescents. Males
had more psychopathology than females, but both had elevations of
scales F and 8 above 69T, as did the Control (II) group in the present
study. Brauer (1986b) reported that personality assessment in the
native language of bilingual subjects tended to express more
psychopathology than in the second language of the subjects. In this
case, ASL is considered the native language, and English is considered
the second language. However, the findings of psychopathology in a
presumed normal sample on MMPI and B-G MMPI-168 profiles suggest that
both of tﬁese tests are subject to an unacceptably high false negative
"hit rate" with typical deaf subjects, similar to those in the Control

(II) group. Neither the B-G MMPI-168 nor the MMPI-168 discriminate

well clinically between Clinic and Control groups.



Level of Reading Ability

One of the research questions raised by this study was whether
reading ability was a factor in MMPI-168 profiles of deaf adults
without a history of psychopathology. Recall that the Contrel (I) and
Control (II) groups had mean reading grade level equivalents of 12.0
and 8.4, respectively. The following discussion addresses this
question on the basis of "hit rates," clinical profiles, scale by
scale analysis, and comparison of the present MMPI-168 results with

previous research.

Hit Rate

Table 18 presents the "hit rate" percentages of Correct and Not
Correct classification of Control (I), Control (II), and Control
(Combined) groups on the basis of MMPI-168 profiles. Note that the
Control (I) group had a slightly better "hit rate" than the Control
(II) group, with 58.8 and 46.2 percent of the subjects Correct,
respectively. There was also a group differential "hit rate" by sex.
In Table 18, note that 85.7 percent of the Control (I) males, but only
40.0 percent of the females were classified Correct. In the Control
(II) group, the "hit rate" was slightly better for females than for
males, with 67.7 and 57.1 percent classified Correct, respectively.
Better reading ability in the Control (I) group did not improve the

MMPI-168 "hit rate" to an acceptable level.
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Table 18. Mean percentages of "correct" and "not correct"
subject classification from MMPI-168 profiles.

Classification Control (I) Control (II) Row
Total
(n=17) (n=13) (n=30)
Gorrect
Male 3‘5.3a (5.9)P 30.8 (23.1) 33.3 (13)
Female 23.5 (35.3) 15.4 (30.8) 20.0 (35)
Row Total 58.8 (41.2) 46.2 (53.9) 53.3 (48)
Sex
Male (n=7) (n=7) (n=14)
Correct 85.7 57.1 71.4
Not Correct 14.3 42.9 28.6
Female (n=10) (n=6) (n=16)
Correct 40.0 67.7 50.0
Not Correct 60.0 33.3 50.0
Male (n=7) (n=7) (n=14)
Correct 6¢ 4 10
(85.7)9 (57.1) (71.4)
Not correct 1 3 4
(14.3) (42.9) (28.6)
Column Total 7 7 14
(100.0) (100.0) (100.0)
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Table 18--Continued

Total
Female (n=10) (n=8) (n=16)
Correct 4 4 8
(40.0) (67.7) (50.0)
Not Correct 6 2 8
(60.0) (33.3) (50.0)
Column Total 10 8 16
(100.0) (100.0) (100.0)

3percent Correct: PPercent Not Correct; CNumber of subjects;

dPercentage of subjects
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Clinical Profiles

Figure 3 presents the MMPI-168 Control (I) and Control (II) MMPI-
168 profiles for males and females. Notice that the females had no
significant clinical scale elevations. While the Control (II) group
had more statistically significant elevated clinical scales than the
Control (I) group, the magnitude of scale elevations was not
clinically significant, except for scale 5 in the Control (II) group
profile. There is no clinical difference in the profiles presented in
Figure 3. Interpretation according to the hearing norms in the
Vincent et al. (1984) code book suggests no psychopathology. On the
basis of composite profiles, level of reading ability was not a
clinically significant factor in the Control (i) and Control (II)

MMPI-168 profiles in this study.

Scale by Scale Analysis

Table 19 presents the results of MMPI-168 scale by scale
comparisons for the Control (II), Control (I) and composite groups.
Comparisons were made for males, females, and combined groups. Notice
that Control (II) and Control (I) females did not differ significantly
on any of the MMPI-168 scales. Control (II) and Control (I) males
differed significantly on: scale 2, mean raw scores were 19.429 and
14.571, respectively, £(13) = 1.969, p<.05, one-tailed; scale 3, mean
raw scores were 31.429 and 27.000, respectively, £(13) = 2.141, p<.05,

one-tailed; scale 6, mean raw scores were 13.143 and 9.858,

respectively, t(13) = 1.815, p<.05, one-tailed. In the Composite
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Table 19. T-test comparisons of MMPI-168 scale means for females, males,

composite Control (I) and Composite Control (II) groups.

Groups n L F K 1 2 3 4 5 6 7 8 9 0
Female 16
Oontrol 6 6.500‘b 8.000 15.83 18.500 23.330 26.330 26.330 34.833 11.667 32.833 34.333 22.500 33.167
(11) (3.332) (2.530) (3.9711) (6.535) (6.976) (4.590) (5.193) (4.708) (2.338) (10.147) (7.501) (5.089) (12.481)
Control 10 5.800 10.100 14.200 14.700 20.300 22,600 25.000 34.600 14.000 26.900 27.300 22,800 29.100
(1) 2.741) (3.479) (4.686) (6.881) (5.658) (5.554) (7.424) (6.381) (4.578) (9.758) (8.832) (5.554) (72.651)
t n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s.’ n.s.
Male 14
Control 7 5.571 1*.000 13.714 12.429 19.429 21.714 24.571 31.429 13.143 22.429 30.571 22.000 20.000
(11) (3.9949) (8.104) (6.370) (5.940) (4.928) (4.821) (7.413) (5.381) (4.018) (5.533) (7.764) (3.823) (7.703)
Control 7 6.000 5.429 17.000 13.857 14.571 21.571 22.571 27.000 9.85 ' 22.000 24.000 19.143  20.857
(1) (2.381) (2.699) (3.109) (2.673) (4.276) (6.024) (2.225) (1.000) (2.610) (3.266) (6.925) (2.340) (6.283)
t n.s. n.s. n.s. n.s. 1.969* n.s. n.s. 2.141* 1.815* n.s. n.s. n.s n.s.
Camposite 30 . :
Control 13 6.00 9.615 14.692 15.231 21.231 23.846 24.846 33.000 12.462 28.308 32.308 22.231 26.0M
(11) (3.442) (4.889) (5.119) (6.735) (6.044) (5.113) (6.230) (5.180) (3.307) (8.788) (7.576) (4.285) (11.885)
Control 17 © 5.882 8.176 15.353 14.353 - 17.941 22.294 24.000 31.471 12.294 24.882 25.941 20.118 25.703
(1) (2.447) (4.242) (4.242) (5.431) (5.599) (5.599) (5.863) (6.176) (4.327) (7.983) (8.019) (4.485) (8.076)
t n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. 2.207*+ n.s. n.s. n.s.

a
Scores given are mean raw socores

bStandard deviations are in parentheses

SKachigan's (1986) formula for small n's was used in t-test computations in this table
*p (,05, one-tailed

**p (.01, one-tailed

L1
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group comparisons, mean raw scores on scale ] were significantly
greater in the Control (II) group than the Control (I) group. Means
were 28.308 and 24.882, respectively, £(29) = 2.207, p<.0l, one-

tailed.

Comparison With Previous Research

Control (I) and Control (II) males indicated less psychopathology
on the MMPI-168 than the deaf males in Myklebust‘s (1960, 1964) MMPI
research. Control (I) males did not have any MMPI-168 clinical scales
elevated above 69]. Control (II) males had significant elevations of
scales F and 3, but no clinically significant code types were evident
on the profile. The deaf females in Myklebust's (1960, 1964) study
had £>691 and a High-point code type of 8 on the MMPI, which is
different than the B-G MMPI-168 Control (II) females, and is
suggestive of psychopathology. Because no measure of reading ability
was made in Myklebust's (1960, 1964) study, the possibility exists
that scale elevations may be a result of subjects’ reading
difficulties. Tomko'’s (1973/1974) deaf male adolescents had a Two-
point code type of 89, which is similar to a trend in B-G MMPI-168
Control (II) males, and is suggestive of psychopathology. The 89 Two-
point code is typical of young deaf college students, and may indicate
an identity crisis which is normal in adolescents (personal
communication, B. A. Brauer, September 21, 1987). Therefore, the
differences in clinical scale elevations of the present study and

Tomko’s (1973/1974) study may be due to sample differences, as his
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subjects were adolescents, while those in the present study were not.
However, Tomko (1973/1974) concluded that the MMPI was valid for deaf
adolescents and could be used for screening for psychopathology. His
conclusions should be viewed cautiously in light of the lack of "hit

rate" data.

Control (I) MMPI-168 female profiles in the present study were
similar to Myklebust’s (1960, 1964) MMPI female profiles, and neither
group profile indicated clinical scale elevations above 69T.
Unfortunately, mean scores for validity scales L, E, or K were not
reported, so comparisons of these scale means cannot be made.

The MMPI-168 "hit rate" was not acceptable, with 41.2 and 53.9
percent, respectively, of the Control (I) and Control (II) subject
classified Not Correct. Level of reading ability was not related to
"hit rate." There is one previous report of the MMPI-168 having a
much better "hit rate." Faschingbauer and Newmark (1978) reported no
false positives in MMPI-168 profiles of normally hearing medical
outpatients.

Comparison of B-G MMPI-168"
And MMPI-168 Profiles

Language of Administration

One of the research questions addressed by this study was whether
language of administration was a factor in "168" profiles of Control
subjects, deaf adults without a history of psychopathology. This
question is discussed by comparing B-G MMPI-168 and MMPI-168 profiles

in the Control (I) group, Control (II) group, and the Control
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(Combined) group. The current "168" profiles are then compared with

the results of previous research.

Control (I) Group

Table 20 presents Control (I) group means and standard deviations
of B-G MMPI-168 and MMPI-168 scales, and results of One-Way ANOVA
t-test comparisons. Notice that there were significant differences
found on scales F and 4. On scale F, the MMPI-168 and B-G MMPI-168
mean raw scores were 8.353 and 10.118, respectively, £(33) = 2.56,
p<.05, two-tailed. On scale 4, the MMPI-168 and B-G MMPI-168 mean raw
scores were 24.668 and 26.000, respectively, t(33) = -2.33, p<.05,
two-tailed.

Figure 4 presents the B-G MMPI-168 female and male profiles for
the Control (I) groups. Note that although scale 4 was significantly
greater in the statistical analysis on the B-G MMPI-168 than the MMPI-
168, the difference was not clinically significant for females or
males. The profiles show no indication of psychopathology for females
or males on either test. Therefore, there is no language of

administration effect for the "168’s" when used with the Control (I)

group.

Control (II) Group
Table 21 presents the results of f-test comparisons of MMPI-168
and B-G MMPI-168 scale means for the Control (II) group. Note that

none of the MMPI-168 scales were significantly different from their



Table 20. T-test comparisons of MMPI-168 and B-G MMPI-168 scale means for the Control (I) group.

Control (I) Group (n=17)

Scales
Tast L P K 1 2 3 4 S 6 7 . 8 9 0
MMPI-168 S.BOZ.b 8.353 14.529 14.824 17.706 20.294 24.668 30.882 13.1727 25.941 26.29¢ 20.294 24.353
(2.522) 7 (4.182) (4.810) (4.572) (6.440) (7.042) (5.171) (7.043) (5.604) (6.108 (7.498) (4.620) (10.025)
B-G MMPI-168 5.529 10.118 14,000 16.000 18.412 21.059 26.000 30.588 12.059 26.882 28.824 20.118 24.706
(2.787) (4.4124 (4.743) (6.837) (7.616) (9.457) (5.303) (7.633) (6.270) (6.204) (2.044) (4.343)(10.427)
t n.s.% -2.56* n.s. n.s. n.s. n.s. ~2.33* n.s. n.s. n.s. n.s. n.s. n.s.
®Maan raw scores
bs:nndaxd Deviations are in parentheses
“Not significant
*df = 16, p .05, two-tailed. f

1€1
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Table 21.

T-test comparisons of MMPI-168 and B-G MMPI-168 scale means for the Control (II) group.

Control (I1) Group {(n=13)

Scales
Test L F K 1 2 3 4 5 6 ? 8 9 0
MMPI-168 G.OOO.b 9.462 14.154 15.615 19.846 23.846 25.077 31.692 14.692 28.308 32,539 22.23) 25.692
(3.916) " (6.463) (5.505) (5.665) (7.290) (5.014) (6.563) (5.663) (7.983) (8.788) (8.058) (4.285)(12.037)
B-G MMPI-168 5.923 12.077 14.462 16.385 19.846 23.308 27.385 3¥.077 15.462 29.92) 35.923 23.154 26.077
(3.226) (8.159) (4.557) (5.810) (7.221) (5.765) (6.172) (5.664) {8.130) (11.807) (10.981) (4.997) (9.305)
Ec n.l.d n.s. N.s.

n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s. n.s.

.Hean raw scores

bs:-ndard Deviations are in parenthesis

€at = 12, p> .05, two-tailed
duot significant

€el
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none of the MMPI-168 scales were significantly different from their
respective B-G MMPI-168 and MMPI-168 scales. Figure 5 presents B-G
MMPI-168 male and female profiles for the Control (II) group. Notice
that the female B-G MMPI-168 profile has the 48 Two-point code, which
is suggestive of psychopathology, while the MMPI-168 has no
significant code types. The male B-G MMPI-168 profile has the 8 High-
point code, which is also suggestive of psychopathology. The MMPI-168
has only scale 3 elevated above 69T, which is not suggestive of
psychopathology.

The Control (II) group profile indicated elevations above 69T on
F, 4, and 8, while the Control (I) group had no significant scale
elevations on the B-G MMPI-168. The findings of significant scale
elevations in the Control (II) group, which was comprised of well-
functioning deaf adults, cannot be accounted for on the basis of sign
language fluency, since the Control (I) group which was equally fluent
did not have elevations of clinical scales over 69T.

There are two possible explanations for the present findings of
psychopathology in the Control (II) group. One explanation is that
these subjects may be attributing idiosyncratic meanings to
standardized test items. These subjects may have feelings and
personality traits which are viewed as abnormal in the hearing
population, but are common among the deaf population. This proposed
explanation has been suggested by Levine (1981) and Tomko (1973/1974)
to account for results suggesting psychopathology in well functioning

deaf subjects. An alternate explanation of these findings is that the
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B-G MMPI-168 profiles suggesting psychopathology in Control (II)
subjects are really artifacts of invalidity in the assessment. The
B-G MMPI-168 elevations may be due to inadequate translations of the
items. This suggests that some items are not equivalent translations
of original MMPI items.

The MMPI-168 is clinically different from the B-G MMPI-168 when
used with the Control (II) population. The B-G MMPI-168 profiles are
suggestive of psychopathology in a group which has no history of
psychopathology. Therefore, using the B-G MMPI-168 for screening with
groups similar to the Control (II) group may be of questionable
validity. Apparently, language of administration is a factor in using
the "168's" with the Coptrol (II) group. Recall that the B-G MMPI-168
is in ASL, and the MMPI-168 is in English. Using the ASL test may
indicate psychopathology in the typical deaf population, which is
similar to the Control (II) group. However, both of the "168's" were
subject to high rates of false negative classification of Control (II)
subjects, and therefore, from a clinical perspective, language of
administration is not a significant factor in the use of either the

B-G MMPI-168 or the MMPI-168.

Control (Combined) Group

Table 22 presents the results of One-way ANOVA t-test comparisons
of MMPI-168 and B-G MMPI-168 scale means for the Control (Combined)
group. Three scale means were significantly higher on the B-G MMPI-

168 than on the MMPI-168. Scale F MMPI-168 and B-G MMPI-168 raw score



138

means were 8.833 and 10.967, respectively, £(59) = -2.38, p<.05, two-
tailed. Scale 4 MMPI-168 and B-G MMPI-168 raw score means were 24.667
and 26.600, respectively, £(59) = 2.53, p<.05, two-tailed. Scale 8
MMPI-168 and B-G MMPI-168 raw score means were 29.000 and 31.900,
respectively, £(29) = -2.45, p<.05, two-tailed.

Figure 6 presents the B-G MMPI-168 and MMPI-168 composite profiles
for the Control (Combined) group. Note that scales EF, 4, and 8 are
all less than 70I. Therefore, although these scale means were
significantly different when analyzed statistically, the differences
are not clinically relevant on the profile. Neither the B-G MMPI-168
nor the MMPI-168 profile indicate psychopathology. There are no
clinical scales which are significantly elevated above'69I. These
results suggest that, within the limitations of this study, both the
B-G MMPI-168 and the MMPI-168 scale elevations were reduced by the
combination of the Control (I) and Control (II) group data. Because
the Control (II) group is more representative than the Control
(Combined) group of the vocationally deaf population, the data from
the Control (Combined) group should not be generalized to the deaf
population. These findings suggest that when forming composite
profiles of deaf subjects, samples should be representative of the
deaf population. The Control (Combined) group was not originally
selected to be representative of the general prevocationally deaf
population, therefore, the Control (Combined) group results should not

be generalized beyond this study. .



139

120
110
100
90
80

70
60

ad 2 ledslsiai,

A M = B-G MMPI.168
o MMPI-168

S0
40

30
20:
10

Figure 6.

&~
o 4
O -
~ -
0 .
O
Q ~

B-G MMPI-168 and MMPI-168 Composite Profiles for the
Control (Combined) Group.



140
Comparison of “168" Profiles
with Previous Research

The present findings generally support the findings of previous
MMPI research with deaf subjects. Myklebust (1960, 1964), Rosen
(1967), and Tomko (1973/1974) have reported profiles suggesting
psychopathology in well functioning deaf adolescents and adults.
Elevations above 691 have been consistently noted on scale §
(Myklebust, 1960, 1964; Tomko, 1973/1974), and this was found in the
present Control (II) B-G MMPI-168 and MMPI-168 profiles except for the
Control (II) female MMPI-168 profile. Elevations on scale F for all
but the Control (II) female MMPI-168 profile support Tomko's
(1973/1974) findings of scale F elevations in MMPI profiles of deaf
subjects.

The present findings are also similar to previous research
results suggesting disturbed personality in typical deaf subjects
(Levine & Wagner, 1974; Neyhus, 1962/1963). Both studies found that
well-functioning, typical adult deaf subjects evidenced some
disturbance in personality functioning. Projective tests were used in
both of these studies, however, therefore results cannot be compared
directly with MMPI-168 profiles.

The Clinic group had more clinical scale elevations than Control
group profiles. The Clinic group also had more clinical scale
elevations than those reported in Myklebust'’s (1960, 1964) and Tomko's
(1973/1974) studies.

The B-G MMPI-168 "hit rate" for Correct classification of élinic
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subjects as Disturbed was high. However, the MMPI "hit rate" for
correct classification of subjects was not reported by Myklebust
(1960, 1964) or Tomko (1973/1974), and can only be surmised. Previous
research has indicated, however, that the MMPI-168 is similar in-
effectiveness to the MMPI in screening normally hearing individuals
for psychopathology (Faschingbauer & Newmark, 1978; Lachar, 1979;
Vincent et al., 1984). The "hit rate" of the MMPI-168 may thus be
assumed to be the best estimate of the "168" "hit rate" for deaf
subjects. This is a reasonable assumption because the MMPI-168 and
the B-G MMPI-168 profiles in this study were similar, and the profiles
in the present study were similar to profiles reported by Myklebust
(1960, 1964) and Tomko (1973/1974). Using this assumption, the
conclusion follows that the MMPI "hit rate" may be subject to
excessive false identification of well-functioning deaf subjects as
disturbed. This conclusion is further supported by Rosen's (1967)
findings of extreme psychopathology in MMPI profiles in his sample of

well -functioning deaf college students.

Scale F Item Analysis
Scale F was chosen for item analysis because elevations were found
on MMPI-168 and B-G MMPI-168 Control (II) profiles. This was
consistent with previous MMPI research of another minority group,
black subjects, who have been found to have unusually high endorsement
rates of scale F items (Gynther, Dahlstrom, & Lachar, 1978). Recall

that scale [ contains items endorsed by normal subjects less than 10
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percent of the time (Lachar, 1974). Scale E was also a good choice
for item analysis because of the high face-validity of many of the
items. 1In analysis of several other MMPI scales, face-valid items
were found to be more related to the scale criterion than subtle
items, which do not have face wvalidity (Gynther, Burkhart, & Hovanitz,
1979; Wrobel & Lachar, 1982).

The finding of scale E elevations on MMPI-168 and B-G MMPI-168
Control (II) profiles was consistent with previous reports of MMPI
scale [ elevations in well-functioning deaf subjects (Myklebust,1964;
Tomko, 1973/1974). Elevations of scale E in both ASL and English
versions of the MMPI and the "168's" decrease the likelihood that
language of administration or level of reading ability‘are the only
factors affecting elevations on this scale. Control (II) subjects
seem‘to be making idiosyncratic interpretations of item content.

Table 23 presents the [ scale items discriminating between the
Clinic and Control groups on the B-G MMPI-168. Appendix E presents
the entire scale F item analysis for the B-G MMPI-168 and the MMPI-
168. The "168" scale [ contains 31 items. HNote éhat the Control (I)
and Control (II) groups had a much greater percentage on the B-G MMPI-
168 than on the MMPI-168 of endorsement of items in the infrequent
direction. Only nine B-G MMPI-168 F scale items discriminated the
Clinic group from the Control (II) and the Control (Combined) groups.
This analysis suggests that significant revision of B-G MMPI-168 scale
E items must be done so that the scale discriminates clinic subjects

from normals as it does in the MMPI and the MMPI-168.
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Table 23. Scale [ items discriminating between the Control
(I), Control (II), and Clinic Groups on the B-G

MMPI-168.
""""""""""""""""" crowps 7
F Clinic Control Control (II)
(Combined)

Item Strong Discriminators

34T 56.67P 13.79 15.38

56T 56.67 10.34 15.38

123T 56.67 6.89 15.38
Weak Discriminators

49T 33.33 6.89 15.38

121T 46.67 3.45 C7.69

151T 46.67 0.0 0.0

168T 33.33 6.89 15.38

Discrimination Groups®©

Control Clinic
"Strong discrimination" <20% _ >50%
"Weak discrimination” <20% 30-50%

4T=True, the scored direction for each iteim. bpercent of subjects
endorsing items in the expected direction: frequent (unscored) for
Control, and infrequent (scored) for Clinic groups. CEndorsement in
infrequent (scored) direction.
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The Gallaudet Research Institute has already completed a scale by
scale item analysis based on an initial reliability study, and changes
will be made in 20 percent or more of the items on scales F, 4, 6, 8,
and 9 of the full B-G MMPI. These changes should help improve the
discrimination of Clinic from Control groups of the basis of
individual scales, as well as by profiles. This should also improve
the "hit rate" of the B-G MMPI and the B-G MMPI-168 (personal
communication, B. A..Brauer, September 7, 1988).

The equivalence of the MMPI-168 and the B-G MMPI-168 is further
addressed in the following section on reliability and validity.

Reliability and Validi
of the *168's" )
Reliability

Brauer’s (1987) reliability data for the B-G MMPI was presented in
Table 7 in Chapter 3. Table 24 presents a scale by scale comparison
of Brauer's (1987a) B-G MMPI reliability coefficients with the B-G
MMPI-168 reliability coefficients from this study. Note that with the
exception of scales 6 and 8, the B-G MMPI-168 scales showed greater
reliability in this study than in Brauer’s (1987a) initial reliability
study. The reliability of the B-G MMPI-168 appears to compare

favorably to the reliability of the B-G MMPI.
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Table 24. Comparison of reliability data for the B-G MMPI
and B-G MMPI-168.

Brauer Present Study
(1987a)@
B-G MMPI-168 B-G MMPI-168
Pearson Product Intra-class Alpha
Moment Correlation Correlation
L s .8 . 86
F 77 .69 88
K 60 .56 91
1 .75 .73 .91
2 ' .60 .58 .92
3 .62 .59 .92
4 .62 .61 .92
5 .54 .54 .94
6 .40 .39 -.17
7 .86 .85 .91
8 .88 .87 .58
9 .49 .50 .89
0 .55 .51 .87

4 This data is from Brauer (B. A. Brauer, personal communication,
September 27, 1987).

® The Alpha coefficient is a measure of internal consistency. High
positive or negative correlations
indicate greater consistency (Crombach, 1951).
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Sample differences in Brauer'’s (1987a) and the present study may
account for the possible difference in reliability coefficients.
Brauer’s (1987a) sample was homogeneous, as it consisted of deaf
college students without a history of psychopathology. The present
sample was heterogeneous, as it included subjects with and without a
history of psychopathology. Greater variance in the present sample
may have increased the B-G MMPI-168 reliability coefficients in the

present study (Kerlinger, 1973).

Validity

Table 25 presents a comparison of validity data for the B-G MMPI-
168 and MMPI-168. The figures in the table are Pearson Product-Moment
correlation coefficients. Scales that have low positive or low
negative coefficients are homogeneous, and are theoretically measuring
traits different from those measured by other scales (Crombach, 1951).
For example, scale 2 is a measure of the subject’s prevailing mood at
the time of testing (Lachar, 1974). Becauée mood is so variable
between individuals, correlation of mood with more stable traits
should be low. As expected, the coefficients of scale 2 are low for
both the B-G MMPI-168 and the MMPI-168. High positive correlations
with other scales suggest that the scale is measuring traits similar
to other scales, and indicate convergent validity. Strong negative
correlations suggest that dissimilar traits are being measured, and
indicate discriminant validity (Campbell & Fiske, 1959). Comparison

of the present B-G MMPI-168 and MMPI-168 reliability data with
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.9564
.9400
-8918

.5409
.5679
.4078
.4371
.2070
.4732
.6706

.9493
.8805

~25.13

.4547
.1096

.3317
.3013
21744
4434
.1083
L3714
.4489
.5053

.8658

.2875

-3912
.2788

4554
.5871
.5741
.4481
.1567
.0112
.4701
.3652

.2167

91
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Faschingbauer and Newmark’s (1978) data in Chapter 3 (Table 3, upper
triangle) indicates that the "168’s" in the present study were similar
in statistical validity to previous administrations with psychiatric
populations.

However, the clinical wvalidity or "hit rates” of both the B-G
MMPI-168 and MMPI-168 were not satisfactory. The false negative "hit
rate," or misidentification of Controls as disturbed, was too high to
warrant the recommendation that either of these tests be used solely
when screening for psychopathology or conducting personality

assessment with deaf adults.

Summary -

The results of hypothesis testing indicated that:

1. The Clinic group had a significantly greater number of invalid
profiles than the Control groups on the B-G MMPI-168.

2. The Clinic group had a significantly greater number of
clinical scale elevations than the Control groups on the B-G
MMPI-168.

3. The Clinic group obtained a greater number of significant
High-point, Two-point, and Three-point codes than the Control
groups on the B-G-MMPI-168.

4., The Control (I) and Control (II) groups did not differ in the
number of valid MMPI-168 profiles.

5. The Control (II) group had a greater number of significant
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clinical scale elevations than the Control (I) group on the
MMPI-168.

The Control (II) females did not have a greater number of
significant High-point, Two-point or Three-point codes than the
Control (I) females on the MMPI-168.

The Control (II) males did have a greater number of

significant High-point, Two-point or Three-point codes than the
Control (I) males on the MMPI-168.

The Control (I) males did not have a greater number of High-
point, Two-point or Three-point codes on the B-G MMPI-168 than
the MMPI-168.

The Control (I) females did have a greater numéer of High-
peint, Two-point or Three-point codes on the B-G MMPI-168 than
the MMPI-168. .

Neither the Control (II) males nor females had a greater
number of High-point, Two-point or Three-point codes on the B-G

MMPI-168 than the MMPI-168.

The results of hypothesis testing were discussed in light of the

three research questions posed in this study. The discussion
addressed these questions in relation to "hit rate," clinical
profiles, scale by scale analysis and comparison of B-G MMPI-168
results with MMPI-168 results. The results of the present study were

compared with previous research.

The first research question posed by this study was whether. the

"168's" could discriminate between Clinic and Control groups. The
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B-G MMPI-168 and MMPI-168 were not found to be clinically acceptable
for the discrimination of Clinic and Control groups for screening for
psychopathology. There were statistically significant differences in
scale elevations between the two tests, but these differences were not
significant clinically. Also, the "hit rates," or correct
classification of subjects on the basis of "168" profiles was not
acceptable. Overall, there was misclassification of Control subjects
on the B-G MMPI-168 and MMPI-168 as Disturbed, 60.6 and 53.3 percent,
respectively. Therefore, neither of these instruments should be used
alone in personality assessment of deaf adults.

The second research question regarded the role of level of reading
ability in MMPI-168 profiles of Control subjects, deaf adults without
a history of psychopathology. Reading ability was not a clinically
significant factor in the "168" profiles of Control subjects. The
"hit rates" of both the B-G MMPI-168 and the MMPI-168 had unacceptably
high false negative classification of Control subjects as Disturbed.
Differences between scale elevations on the clinical profiles were not
significant. In statistical comparisons of the means of each group on
each scale, the females in the Control (I) and Control (II) groups did
not differ significantly on any of the validity or clinical scales.
Control (II) males had significantly greater means than Control (I)
males on scales 2, 5, and 6.

The third research question regarded the role of language of

administration in the "168" profiles of Control subjects, deaf édults
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without a history of psychopathology. Language of administration was
not a factor in the profiles produced by the Control (I) group.
Neither the B-G MMPI-168 nor the MMPI-168 profiles indicated
significant psychopathology. However, the "hit rates™ of both tests
with the Control (I) group were unacceptable, in that an excessive
number of Control (I) subjects, who were well-functioning, could be
incorrectly classified as Disturbed. In the Control (II) group,
language of administration was a factor in the "168" profiles. B-G
MMPI-168 profiles suggested psychopathology, but MMPI-168 profiles did
not. In other words, profiles taken from the ASL Administration
Condition suggested more psychopathology than profiles taken from the
English Administration Condition. However, the "hit rétes" for both
the ASL and the English versions of the "168" were not acceptable, as
an excessive number of Control (II) subjects, who were well-
functioning, were incorrectly classified as Disturbed.

An item analysis of scale F indicated that Control (II) subjects
endorsed an excessive number of items in the infrequent direction on
the B-G MMPI-168. Control (I) subjects had much fewer endorsements
than Control (II) subjects. Only nine items discriminated reliably
between the Clinic and Control (II) groups. Revisions of selected B-G
MMPI-168 items by the Gallaudet Research Institute are underway, and
should improve the discrimination of Clinic and Control groups on
several scales, including the E scale (B. A. Brauer, personal
communication, September 7, 1988).

Reliability and validity coefficients indicated that the
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performance of the "168’'s"™ in the present study was similar to
performance reports in previous B-G MMPI-168, MMPI-168, and MMPI

research.
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CHAPTER 5

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS

Summary

The problem addressed in this study was the lack of an objective
personality test for the evaluation of most deaf adults. Most of the
350,000-500,000 prevocationally deaf adults in the United States
communicate with ASL. The B-G MMPI, an ASL translation of the MMPI,
has shown promising reliability, but its validity has not been tested.
The B-G MMPI-168 was chosen for this research because of expected
reliability similar to the MMPI-168 (Overall & Gomez-Mont, 1974) as
well as ease of administration and scoring. The MMPI-168 was also
administered to gather data for comparison with the B-G MMPI-168, and
to test whether level of reading ability or language of administration
were factors in "168" profiles of deaf adults without a history of
psychopathology.

A review of the literature indicated that instrumentation, test
administration and scoring and interpretation may be sources of
threats to validity to personality assessment. Early research
primarily used written, objective personality tests. Initially,
personality deficits were noted in deaf subjects. Results were
considered valid, and the stereotype of the deaf personality was
formed. Early researchers believed that the observed personality of

deaf adults were inherent, not environmentally determined. Beginning
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in the 1940's, the role of the environment was considered in the
shaping of personality of deaf individuals. The validity of using
objective personality tests with deaf subjects was also questioned due
to the lack of sufficient reading skills of most deaf adults.
Projective tests were used to avoid reading during personality
assessment. However, most projective instruments lack reliability and
validity, and most researchers do not have the skill to understand ASL
responses from deaf adults. The Hand Test may be the only valid
projective test for personality assessment of deaf adults. This test
has not been widely used, however, because of the shortage of
examiners skilled in ASL.

Since approximately 1960, researchers have used objective
personality tests with deaf adults because of demonstrated reliability
and validity with hearing subjects. However, recent studies with
objective tests, including the MMPI, have suggested psychopathology in
well-functioning deaf subjects. Interpretations of the MMPI results
have varied. Some researchers have attributed disturbed personality
functioning to well-functioning deaf adults. Others deemed the MMPI
invalid for use with deaf adults. Some concluded that deaf adults may
have been interpreting test items in idiosyncratic ways.

The B-G MMPI-168 is a "168" §hort form of the B-G MMPI, an ASL
translation of the MMPI. The present study controlled four major
threats to valid personality assessment in deaf adults: the B-G MMPI-
168 was sufficiently reliable; subjects were not required to have good

English reading skills for administration; subjects responded on a
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English reading skills for administration; subjects responded on a
standard answer sheet, not in ASL; deaf normative data was available.
Subjects viewed a videotape of the B-G MMPI-168 test items in ASL, the
preferred language of most deaf adults. The examiners used in this
study were skilled in ASL, although this was not required for test
administration.

The 59 participants in this study: were primarily prelingually
deaf; preferred sign language during conversation; did not state a
preference for ASL over Signed English; attended and graduated from
residential schools for the deaf. The Clinic group had slightly fewer
years of education and had much lower reading ability than the Control
groups. Reading ability was measured with the Reading Comprehension
subtest of the Stanford Achievement Test. The B-G MMPI-168 and the
MMPI-168 were administered to gather data on the reliability and

validity of these tests.

Conclusjons
Within the limitations acknowledged in Chapter 1, the following
conclusions can be tentatively drawn from the results to the questions
posed in the study:

1. Can the B-G MMPI-168 discviminate between a group of deaf
subjects with a history of psychopathology and a group of deaf
subjects without any history of psychopathology?

B-G MMPI-168 profiles did not reliably discriminate Clinic and

Control groups. The "hit rates," or correct classification of
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subjects on the basis of "168" profiles was not acceptable. Overall,
there was a 60.6 percent misclassification of Control squects on the
B-G MMPI-168.

2. 1Is level of reading ability related to MMPI-168 profiles
obtained in English from a group of deaf individuals without a
history of psychopathology?

Reading ability was not a clinically significant factor in the
"168" profiles of Control subjects. The MMPI-168 had a "hit rate" of
53.3 percent false negative classification of Control subjects as
Disturbed.

3. 1Is the language of administration of an 168 item short form of
the MMPI related to the type of profiles obtained from deaf
subjects without a history of psychopathology?

Language of administration was not a clinically significant factor
in "168" profiles, as the "hit rates" for both the ASL and the English
versions of the "168" were not acceptable. An excessive number of
Control (I) and Control (II) subjects, who were well functioning, were
incorrectly classified as Disturbed. However, in the Control (I)
group, neither the B-G MMPI-168 (ASL) nor the MMPI-168 (English)
composite profiles indicated significant psychopathology. In the
Control (II) group, ASL administration resulted in significant scale
elevations, but English administration did not. Scales E, &, and 8
were elevated above 69T in B-G MMPI-168 profiles, but not in MMPI-168

profiles. These results could not be accounted for on the basis of
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sign language skills, however, because Control (II) males demonstrated

ASL fluency similar to other subjects.

[ endati

The results of the research from this study, taken within the

constraints of the acknowledged limitations, support the following

suggestions for personality assessment and future research:

1.

The present edition of the B-G MMPI-168 should not be used for
screening for psychopathology. This study has indicated that
the "hit rate," or correct identification of subjects with a
history of psychopathology was good. However, the "hit rate"
for the classification of subjects without a history of
psychopathology had a high false negative rate in this edition
of the B-G MMPI-168.

The current edition of the B-G MMPI should be revised so that
validity and clinical scales will perform as they do on the
MMPI, which the B-G MMPI-168 was translated from. An item
analysis of scale F indicated that Control (II) subjects
endorsed an excessive number of items in the infrequent
direction on the B-G MMPI-168. Only nine of the thirty-one
items discriminated reliably between the Clinic and Control
(II) groups. Revisions of selected B-G MMPI-168 items by the
Gallaudet Research Institute are underway, and should improve
the discrimination of Clinic and Control groups on several

scales, including the F scale.
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The present study should be replicated with the second edition
of the B-G MMPI to determine whether the revision has improved
the "hit rate" of the test in screening deaf adults for
psychopathology. Reliability and validity coefficients
indicated that the performance of the B-G MMPI-168 in the
present study was similar to performance reports in previous
B-G MMPI, MMPI-168 and MMPI research.

The MMPI-168 may be used as one of several tests in
personality assessment of deaf adults who have no history of
psychopathology and have a reading level of 12th gradé
equivalent or above on the Reading comprehension subtest of the
Stanford Achievement Test. The research found that the groups
of subjects with this level of reading ability did not produce
composite profiles indicating psychopathology. Using more than
one measure of a variable is "Essential," according to APA
Standards (1974, p. 61).

A data base of B-G MMPI-168 and MMPI-168 profiles should be
established, so that more data from deaf adults can be
analyzed. Research efforts in personality assessment can be
coordinated, and compared to existing research with hearing
subjects.

When the "hit rates" of the B-G MMPI and B-G MMPI-168 are
improved to acceptable levels, code-type analysis of profiles
from deaf subjects can be undertaken. B-G MMPI code types can

be compared with standard MMPI code types, and B-G MMPI-168
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code-types can be compared with MMPI-168 code types, such as
those found in Vincent et al. (1984) code book. In the present
study, code type analysis could not be pursued because of the
excessive false negative classification of Control subjects as
Disturbed. Lachar (1978) has recaommended the study of code-
type classifications as an important step in the development of
the clinical utility of the MMPI-168 for differential diagnosis
of psychopathology. A similar argument could be made for the

development of the clinical utility of the B-G MMPI-168.

sSummary

Chapter 5 briefly summarized the preceding four chapters of the
study. The primary purpose of the study was to determine whether the
B-G MMPI-168 could be used to discriminate between deaf adults with
and without a history of psychopathology. The second purpose of the
study was to determine whether language of administration or level of
reading_ability were factors in the "168" profiles of deaf adults.
The B-G MMPI-168 did not reliably discriminate between those with and
without a history of psychopathology. Neither language of
administration nor level of reading ability had appreciable clinic;l
effects on the clinical profiles of those without a history of
psychopathology, as there was an excessive percentage of Control
subjects incorrectly classified as Disturbed. Recommendations
included revising the B-G MMPI-168, replicating this study after the

revision is complete, and using the MMPI-168 only with those who have
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a reading level of 12th grade equivalent or above on the Reading

Comprehension subtest of the Stanford Achievement Test.
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APPENDIX A

SUBJECT CONSENT FORM
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Subject Consent Form

The purpose of this research is to determine whether the Minnesota
Multiphasic Personality Inventory (MMPI), in a shortened form (MMPI-
168), will be useful for screening deaf people for mental health
problems.

If successful, this would help deaf people who have mental health
problems because they would get help that is more appropriate for
their problems. Other deaf people would benefit also, such as those
who get assistance from the state Vocational Rehabilitation agency,
school, marriage, and family counselors.

You will first complete a brief questionnaire which requests basic
information about you, including facts related to your hearing loss,
use of sign lanéuage and present or previous treatment at a mental
health clinic or hospital. Then you will take a 30-minute reading
test. Afterward, you will view a videotape of items from the MMPI
which have been translated into sign language. Your participation
will take two to three hours. When you're finished, you may be asked
to bring an MMPI booklet home to complete the MMPI-168 again at home.

All personal information given as well as your test results will
be kept confidential. Only the Principal Investigator or his designee
will have access to the data. You will be paid $10 for your

assistance with this study.
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I agree to participate in the research study described above. My
participation is voluntary and I understand that I may quit or
withdraw my participation at any time. I also understand that all
information gathered about me during the course of this study will be

confidential.

Name Date
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APPENDIX B

SUBJECT DATA FORM
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subject Data Form
Introduction

The purpose of this project is to test the MMPI for use in
screening deaf adults for mental health problems. 1If this study is
successful, the MMPI short form could be very helpful to deaf
individuals and professionals who work with them. The answers to the
following questions will determine whether you may participate in this
research. If you are picked as a subject you will take a reading
test, then view the videotape of the MMPI, a personality test. You
may be asked to complete another MMPI at home. Your participation
will require two or three hours. After you're finished you will be
paid $10 for your help. Your name will not be used in any of the
reports prepared by the researcher.

By completing the Subject Data Form and signing it, you are giving
your consent to participate. However, you are under no obligations to

complete this study, and you may withdraw of quit at any time.

1. Name TTY#

2. Age Sex

3. When did you become deaf?

4, If you were talking with someone, but could not see their
face, could you understand their voice?

Yes No
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Do you need other people to use sign language when you are
talking with them?

Yes .No

When vou are conversing with other deaf people, which do you
prefer them to sign to you?

ASL Signed English

Did you attend a residential school for the deaf for your
entire education?

Yes No

Have you ever had inpatient or outpatient treatment for and
emotional or mental health problem?

Yes No



APPENDIX C

RESULTS OF SIGNIFICANT ONE-WAY ANOVAS FOR
B-G MMPI-168 SCALE BY SCALE COMPARISONS
BETWEEN THE CLINIC, CONTROL (I)

AND CONTROL (II) GROUPS
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Results of Significant One-way ANOVAs for
B-G MMPI-168 Scale by Scale Comparisons
Between the Clinic, Contrel (1)
and Contyol (I1) Groups

Scale E

Source df SS MS F
Between Groups 2 1845.8569  922.9285 23.530%
Within Groups 56 2196.5499 39.3224

Total 58 4042.4068

*F(2, 56) = 23.530, p = .0000, two-tailed

1. Control (I) = 10.1176
2. Control (II) = 12.0769
3. M Clinic Group = 22.0690

K=

Post hoc comparisons with Scheffe'’s and Tukev's Tests:
Groups 1, 2, different from group 3, p<.05.

Scale 1

Source df SS MS F
Between Groups 2 229.6233 114.8116 3.395%
Within Groups 56 1893 .7666 33.8173

Total 58 2123.3808

*F(2, 56) = 3.395, p = .0406, two-tailed.

1. M Control (I) = 16.000
2. M Control (II) = 16.3846
3. M Clinic Group = 20.1034

Post hoc comparisomns: Scheffe’s and Tukey's Tests:
No groups were significant different, p<.05.
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Scale 2

Source daf
Between Groups 2
Within Groups 56
Total 58

169

SS MS F
516.1316 258.0658 6.601%
2189.2582 39.0939
2705.3898

*F(2, 56) = 6.601, p = .0027, two-tailed

1. M Control (I) = 18.4118
2. M Control (II) = 19.8462
3. M Clinic Group = 24.8621

Post hoc comparisons with Scheffe’s and Tukey's Tests:
Group 1 is different from group 3, p<.05.

Scale 6

Source df
Between Groups 2
Within Groups 56
Total 58

Ss Ms F
348.5516 174.2758 4.528%
2155.4823 38.4908
2504.0339

*F(2, 56) = 4.528, p = .0150, two-tailed.

1. M Control (I) = 12.0588
2. M Control (II) = 15.4615
3. M Clinic Group = 17.7586

Post hoc comparisons with Scheffe’s and Tukey’s Tests:
Group 1 is different from group 3, p<.05.
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Scale 7

Source df SS MS F
Between Groups 2 468.9557 234.4779 3.789%
Within Groups 56 3465.7223 61.8879

Total 58 3934.6780

*F(2, 56) = 3.789, p = .0286, two-tailed.

1. M Control (I) = 26.8824
2. M Control (II) = 29.9231
3. M Clinic Group = 33.4138

Post hoc comparisons with Scheffe’s and Tukey'’s Tests:
Group 1 is different from group 3, p<.05.

Scale §

Source df SS MS F
Between Groups 2 2033.5344 16.7672 12.713%
Within Groups 56 4478.6350 79.9756

Total 58 6512.1695

*F(2, 56) = 12.713,. p = .0000, two-tailed.

1. M Control (I) = 28.8235
2. M Control (II) = 35.9231
3. M Clinic Group = 42.5172

Post hoc comparisons with Scheffe’s and Tukey’s Tests:
Group 1 is different from group 3, p<.0S.
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Scale 9

Source df SS MS F
Between Groups 2 140.7031 70.3516 3.267*
Within Groups 56 1206.0087 21.5359

Total 58 1346.7119

*F(2, 56) = 3.267, p = .0455, two-tailed.

1. M Control (I) = 20.1176
2. M Control (II) = 23.1538
3. M Clinic Group = 23.6552

Post hoc comparisons with Scheffe’s and Tukey'’s Tests:
Tukey’'s HSD: Group 1 is different from group 3, p<.05.
Scheffe’'s test: no groups are significantly different at .05.
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27T

31T

34T

35T

40T

42T

48T

49T

50T

53T

54F

56T

65F

66T

75F

83F

Scale F Item Analvsis For The
B-G MMPI-168 And The MMPI-168

Control (I) Group

B-G MMPI-168
Percent
.00 31.25%
.00 6.25
.00 18.75%*
.00 12.50%*
.00 31.25%
.00 12.50%*
.00 50.00%*
.00 25.00*
.00 18.75%
.00 0.00
.00 0.00
.00 12.50%
.00 6.25
.00 6.25
.00 6.25
.00 1.00
.00 12.50%
.00 6.25
.00 12.50%

MMPI-168
Frequency Percent
8.00 47 .06%*
1.00 5.88
4.00 23.53%*
2.00 11.76%
2.00 11.76%
1.00 5.88
5.00 29.41
1.00 5.88
2.00 11.76%*
1.00 5.88
0.00 11.76%
1.00 5.88
2.00 11.76%
1.00 5.88
2.00 11.76%
2.00 11.76%*
0.00 0.00
1.00 5.88
1.00 .88

173



112F

113F

115F

121T

1237

139T

146T

1351T

156T

164F

168T

Control (I)--continued

B-G MMPI-168
Fluency Percent
1.00 6.25
14.00 87.50%
3.00 18.75%
4.00 25.00
0.00 0.00
0.00 0.00
2.00 12.50
8.00 50.00
0.00 0.00
3.00 18.75%*
1.00 6.25
0.00 0.00

MMPI-168
Frequency Percent
0.00 0.00
5.00 29.41%*
0.00 0.00
4.00 23.53%*
0.00 0.00
0.00 0.00
1.00 5.88
7.00 41.80%*
2.00 11.76%*
2.00 11.76%
1.00 5.88
0.00 0.00

*Items endorsed by more than 10% of the Control subjects
or more than 50% of the Clinic subjects.
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Control (II) Group

B-G MMPI-168

Item Frequency Percent
14T 3.00 23.08*
17F 1.00 30.77%*
20F 1.00 7.69

27T 4.00 30.77%
31T 4.00 30,77
34T 2.00 15.38%
35T 12.00 92.31%
40T 3.00 23.08*
42T 4.00 30.77%
48T 3.00 23.08%
49T 2.00 15.38%
50T 1.00 7.69

53T 1.00 7.69

54F 2.00 15.38%*
56T 2.00 15.38*
65F 2.00 15.38%
66T 3.00 23.08%
715F 0.00 0.00

83F 0.00 0.00

85T 2.00 15.38%*
112F 6.00 46.15%

113F 4.00 30.77%

MMPI-168
Frequency Percent
3.00 23.08%*
3.00 23.08%
2.00 15,38
2.00 15.38%
3.00 23.08*
1.00 7.69
3.00 23.08*
2.00 15.38
3.00 23.08*
2.00 15.38%*
0.00 Q.00
2.00 15.38%
2.00 15.38«
2.00 15.38%
2.00 15.38%
1.00 7.69
3.00 23.08*
1.00 7.69
0.00 0.00
2.00 15.38%
3.00 23.08%
1.00 7.69
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Control (II) Group--g¢ontinued

B-G MMPI-168 MMPI-168
Item Frequency Percent Frequency Percent
115F 4.00 30.77% 2.00 15.38*
121T 1.00 7.69 1.00 7.69
123T 2.00 15.38%* 1.00 7.69
139T 5.00 38.46% 2.00 15.38*
146T 5.00 38.46% 1.00 7.69
151T 0.00 0.00 1.00 7.69
156T 8.00 61.54%* 2.00 15.38%
l64F 0.00 0.00 0.00 0.00
168T 2.00 15.38% 0.00 0.00

*Items endorsed by less than 10% of the Control subjects
or more than 50% of the Clinic subjects.



Clinic Group

Percent

B-G MMPI-168
Item Frequency
14T 12.00
17F 10.00
20F 6.00
27T 15.00
31T 19.00
34T 17.00
35T 19.00
40T 7.00
42T 7.00
48T 12.00
49T 10.00
50T 8.00
53T 6.00
S54F 6.00
56T 17.00
65F 4.00
66T 11.00
75F 7.00
83F 5.00
85T 8.00
112F 9.00
113F 7.00

50.

63.

56.

63.

23.

23.

40.

33.

26.

20.

20.

13.

36.

23.

16.

30.

33

67

33

33+

33

00

67

00

00

.67

33%

67%

33*

78%

.67%

00+

23.33%
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123T
139T
146T
151T
156T
164F

168T

#Items endorsed by less than 10% of the Control subjects
or more than 50% of the Clinic subjects.

Clinic Group--cogtipued

B-G MMPI-168

Frequency

12.00

14.00

17.00

17.00

17.00

14.00

16.00

4.00

Percent

40.

46

56.

56.

46,

53.

13.

33.

67

67

.67

67%

33

33%

33
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APPENDIX E
SOURCES OF INVALIDITY IN PERSONALITY TESTS

USED WITH DEAF CHILDREN SINCE 19402
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Buhler's World Test X X X X X X
California Test of Personality X X X X
Doll Play X X X X X X X
House-Tree-Person X X X X X X
id, Ego, Superego X XX X X X X
Make-A-Picture-Story X X X : X X X
Missouri Children's Picture Series X X X X X
Pictorial Semantic Differential X X X X
Rohde-Hildreth Sentence

Completion X XX X X X
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8Children's tests reviewed in Table 1 were not included in this Appendix.’

bSee suggested readings for references.
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Personality Assessment of Deaf Children:
Suggested Reading

Buck, J. N. (1947). The H-T-P, a projective device. American Journal
of Mental Deficiency, 351, 606-610. (House-Tree-Person test).

Buhler, C., & Manson, M. P. (1956). The Picture World Test (manual).
Los Angeles: Western Psychological Services.

Coffer, C. N. (1970). [Review of the (Rohde-Hildreth) Sentence

Completions Test]. In O.K. Buros (ed.), Personality Tests and Reviews,
658-659. Highland Park, N.J.: Grvphon Press.

Dombrose, L. A., & Slobin, M. S. (1958). The IES Test (manual). NY
Psychological Test Specialists. (Id Ego, Superego Test).

Fiedler, M. F. (1958). Integrative ability of deaf children. Apnual
Report, Clark School for the Deaf. (Buhler World Test).

French, S. L. Doll play: A sociometric device for young deaf children.

Volta Review, 62, 331-334.

Gilfillan, M. (1978). The Pictorial Semantic Differential: Concepts of
self and group identity in deaf and hearing children, compared by a

new test. In G. Montgomery (ed.), 0f §oug§ and Mind: Papers og

deafness . pexsomnality. and mental health, 136-151. Edinburgh:
Scottish Workshop Publlcatlons
Hess, D. W. (1960). Ihe evaluatjon of personality and adjustment in

deaf and hearing childxen using a non-verbal modification of the Make-
A-Picture-Story (MAPS) Test. Unpublished doctoral dissertation,

University of Rochester.

Rohde, A. R., & Hildreth, G. (1947). Sentence Completions Test
(manual). San Antonio: Psychological Corporation.

Shneidman, E. S. (1948). Make-A-Picture-Story Test (manual). San

Antonio: Psychological Corporation.

Sines, J. 0., Pauker, J. D., & Sines, L. K. The Missouri Children’s

Ricture §§ng§* An QDJEQLLX§+ non-verbal personality test for
children, unpublished progress report, University of Missouri, 1968.

Thorpe, L. P., Clark, W. W., & Tiegs, E. W. (1953). California Test of
Personality (manual). NY: McGraw Hill.

Vegely, A. B. (1971). Performance of hearing-impaired children on a
non-verbal personality test. American Annals of the Deaf, 116, 427-
434,



ST T

Zivkovic, M. (1971). Influences of deafness on the structure of

personality. Perceptual and Motor Skills, 33, 863-866. (Id, Ego,
Superego Test).
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