Abstract  

There are few measures of psychopathology that can be readily understood by signing deaf children and none have been empirically validated. Misunderstandings amongst clinicians about the unique and complex factors that underpin the difficulties experienced by deaf children, and the lack of appropriate assessment instruments, makes their evaluation and treatment very difficult. There is also a dearth of literature on the prevalence and constellation of psychiatric disorder amongst deaf adolescents and no Australian data. This keynote will examine the research and the situation here in Australia and worldwide. This paper will focus on the translation and results elicited from one widely used measure of childhood psychopathology; the Youth Self Report (YSR-Achenbach, 1991) and compare the findings with other studies worldwide.  
Instruments were subject to a thorough translation/back-translation process. Reliability and concurrent validity of the signed, computer-administered YSR in a sample of 54 deaf adolescents (aged 11-18) drawn from schools in the Australian states of New South Wales and Tasmania were as high as those reported for the original written versions in non-deaf samples, who preferred the signed computer-administered versions to the written versions. Using the signed versions, prevalence of both emotional and behavioural problems was found to be higher than that reported for non-deaf populations. Parallel forms completed by parents and teachers for the YSR also indicated a higher rate if psychiatric disturbance in deaf children compared to the rates observed in hearing children.   Using written instruments to assess psychopathology in deaf adolescents may produce invalid results or may underestimate the level of disturbance, particularly emotional problems. This study demonstrates that it is feasible to translate widely used psychiatric screening questionnaires into Auslan in a format that signing deaf children can readily access.
Introduction
I would like to open this talk by saying how honoured I am to be invited to take part in such an exciting and important event. This is a marvellous opportunity for us to make contacts, share our work and experiences and work together to ensure that deaf children, adolescents and adults are given access to the same opportunities as hearing people across their lifespan. Personally speaking, it is wonderful to be back in my second home and after five wet, dark and cold years in England, I need to get some sunshine!
I would like to talk about a number of things this morning, the main emphasis being on deaf children and their families here in Australia. I’ll talk about my own research into the emotional well-being of deaf children in NSW and Tasmania and other studies worldwide which give us insights into the types of problems found with deaf children. After considering the situation here in Australia and worldwide, I’d then like to summarize the key points on assessing emotional and behavioural problems in deaf children and then make some suggestions as to what needs to be done to ameliorate the problems. Hopefully this will stimulate discussion and we can spend the next few days pontificating, planning and getting together an action plan that we can present to the people who have the real power and control the purse strings! 
The first point to make is that the research into mental health and deaf children worldwide is limited and flawed. The second point to make is that it is very hard to measure emotional disturbance in deaf children because the empirically validated measures available are not easily understood by signing deaf children. It has not been shown that contemporary instruments are valid when attempting to assess psychiatric disorder in deaf children. On the contrary, there are data questioning their validity. The dearth of research on the measurement, prevalence and constellation of psychiatric disorder amongst deaf children in Australia reflects the situation worldwide.  In addition, there is a shortage of accredited sign language interpreters who can work in mental health settings and there is a lack of skilled professionals working in mental health services to meet the needs of deaf children. 

My own study, a PhD in Psychological Medicine at the University of Sydney was an attempt to extend knowledge in this area by adapting valid and reliable questionnaires into Auslan that can be used in a computer-administered format with deaf children. The study examined their reliability and comparing the reliability of the translated questionnaires in deaf individuals to that of the original written versions in hearing children. The study demonstrated that the adapted measures were as reliable when used in deaf children as written English questionnaires in hearing children, and that they are more acceptable to deaf children than written English questionnaires and possibly more valid in evaluating psychopathology. The main rationale for the study was that as a clinician working with deaf children, I understood that it was likely that assessment of deaf children by hearing professionals would be wrong and lead to incorrect treatment. I hoped that by developing Auslan instruments, this would facilitate and enhance clinicians’ assessment of deaf children, particularly if clinicians –as is usually the case– do not use sign language, and when paired with information from their parents and teachers, this will lead to a clearer understanding of their needs and facilitate the planning of relevant treatment. 
Background

It has been suggested repeatedly that the application of psychiatric instruments to assess deaf children has limited benefit because of their linguistic and cultural differences and impoverished language abilities (Blennerhassett 2000; Hindley 1997; Steinberg et al. 1998). As a result, a majority of deaf youth do not have English language skills to understand and complete current assessment tools. Thus, the application of oral language tests of personality or intelligence as the primary means to determine psychiatric diagnoses in children who have a deficiency in the language used can be viewed as invalid and unethical (Gutman 2002). Misunderstandings amongst clinicians about the unique and complex factors that underpin the difficulties experienced by deaf children, and the lack of appropriate assessment instruments, makes their evaluation and treatment very difficult (Cornes et al. 2006). 

Measurement of psychiatric disturbance & prevalence of disorder in deaf children 

There has been a paucity of research on the assessment of deaf children who may have mental health needs. Presently, there are no specialist psychiatric facilities to treat deaf children in Australia and there is a national shortage of sign language interpreters. Furthermore, there is no specialist training available in the interpretation of psychological assessment tools. The shortage of appropriately qualified sign language interpreters, coupled with a poor knowledge of psychiatric terminology (Cornes & Wiltshire 1999) will make accurate psychiatric assessment very difficult. Mental health services for the Deaf population in Australia are extremely fragmented and provision varies greatly from state to state. Currently, there are no specialized mental health services for deaf children in New South Wales (NSW), and the service here in Queensland is adult-based.
As deaf children with mental health problems are a geographically spread small community, they cannot access specialized mental health workers at a local level (Cornes & Wiltshire 1999). It is not uncommon that deaf children referred to mental health services will be treated, at best, by someone who has limited knowledge of the problems that beset deaf children. Accurate assessment and diagnosis in clinical settings is wholly dependent on the language proficiency of the deaf child, and the fluency of the clinician and interpreter, which can vary (Leigh & Pollard 2003). It is not surprising that misdiagnosis and incorrect treatment of deaf children is common (Human Rights and Equal Opportunity Commission 1993; Cornes & Wiltshire 1999). Inevitably this results in suboptimal treatment and poor outcomes.

Measurement methods
When using questionnaire measures, three main ways have been identified to assess psychological disturbance in this population: (i) asking questions using an interpreter, (ii) modifying the questions into simple English and asking the participant to complete the questionnaire by hand and (iii) translating the questionnaire into sign language and administering it via video or CD-ROM.

Translation of questionnaires should involve a back-translation in order to ensure accuracy of the content of the items. Back-translation allows the identification of errors.  The aim is to examine if the translator (interpreter) has faithfully transmitted the intended meaning of a communicator (author).  Reports of research using translated instruments which have not followed this process (translation/back-translation/re-translation) may be unreliable and are difficult to interpret. Translating written questionnaires into sign language optimally requires instructions and items digitized into video segments and then formatted onto CD or DVD. Intuitively, such adaptations may have advantages over providing deaf children with traditional written tests.  Test reliability and validity may also be improved by the standardization of administration, e.g. each participant is administered the same test in the same way, thus eliminating variation or bias when using interpreters whose fluency in sign language may vary and change from one administration to the next (Leigh & Pollard 2003). 

Another method of adapting written questionnaires for use with deaf children is to modify the original language into semantic and grammatical forms that mirror sign language structure. This process may involve a translation/back-translation in which the instrument is translated into sign language and then back-translated into written English but not corrected into formalized English grammar. The aim of this procedure is two-fold; to make the adapted written versions more acceptable to deaf children whose knowledge of English is limited and to make the adapted versions more transparent to native signers, as the written language will follow the format of their signed language. This procedure has been used in two recent studies which adapted the YSR in Canada (Wallis et al. 2004) and the Netherlands (van Eldik 2005). 
Key points
1. The translation of written questionnaires from English to sign language is not straightforward and requires a process of back-translation.

2. There is a need to develop robust screening tools and generate data on the type of problems experienced by young deaf people in Australia and elsewhere. 

3. There is limited research into developing specific screening tools for deaf children in their native sign language, and a lack of reliability data. 

4. Prevalence of psychological distress and mental disorder appears to be higher in deaf children than in the general population but estimates vary and are unreliable. 

The use of standardized instruments with deaf children to screen for emotional and behavioural problems is likely to be effective only if they are more accessible and user-friendly. They are not effective if administered in English or via interpreters (e.g. Fellinger et al. 2005), therefore instruments have to be translated into sign language. This seems a simple point, yet it is one that has been largely ignored.  Prior translations of standardized instruments have mostly involved adapting adult questionnaires for use with Deaf adults. Little attention has been paid to assessing Deaf adolescents using sign language formats. In fact, studies that have adapted adolescent questionnaires for use by young deaf people have reported psychometric properties of the translated instrument as tested on hearing youth (van Eldik 2005) and by Deaf adults (Brauer 1993; Kirsch 1998). 

Prevalence of psychological disturbance in deaf children
Research suggests that deaf children are at greater risk of developing mental health problems (Hindley 1997). Estimates for the prevalence of psychiatric disorder vary widely and are largely unreliable. 
For deaf children and adolescents, the increased risk of developing mental health problems may arise from both organic (e.g. risk factors associated with hearing impairment and central nervous system abnormalities) and environmental factors (e.g. a lack of developmental experience associated with communication problems) (Hindley 1997). Organic and environmental factors may interfere with parent-child attachment and social interactions. 

Of the published studies, only four conducted clinical interviews with the child (Chess et al. 1971; Hindley 1993; Rutter et al. 1970; van Gent et al. 1997). Although studies (van Eldik 2005; Wallis et al. 2004) have used modifications of written questionnaires; to date my own study of deaf children is the first to use reliable sign language adaptations of empirically validated instruments. 
In order to address current problems experienced by clinicians when attempting to assess deaf children, I developed a range of Auslan instruments to assess emotional and behavioural disturbance in deaf youth, these being;
1. produce an Auslan version of three widely used  instruments: (i) the Youth Self Report (YSR) (Achenbach 1991c); (ii) the Strengths and Difficulties Questionnaire (SDQ) (Goodman 1997); and (iii) the Center for Epidemiological Studies Depression Scale for Children (CES-DC) (Fendrich et al. 1990). 

2. examine the acceptability, reliability and validity of the translated Auslan versions.
3. examine the impact of the instrument used (written English versus Auslan version) on the prevalence of psychiatric disturbance among deaf adolescents.
The instruments were adapted for administration in interactive CD-ROM format to facilitate their use. These instruments were chosen because of their widespread use in clinical work and research, the availability of reliability and validity data, and ease of use. 

Children completed the written YSR (n = 28) and 1 week later completed an Auslan translation of this questionnaire on two occasions, one day apart; (Time 1, n = 54; Time 2, n = 53); 29 parents completed the CBCL and 46 teachers completed the TRF. 
Internal consistency and test-retest reliability 
Internal consistency data (Cronbach’s α) and test-retest reliability (r) for the signed and written YSR scales are presented in Table 1.1 which can be summarized as follows: 
(a) 
Internal consistency (α) is acceptable (range 0.68-0.96) for the written version, and comparable to that reported for the non-deaf normative sample. For all but the Aggressive Behaviour Scale (written: ( = 0.89; signed: ( = 0.88), internal consistency was either slightly or somewhat higher when the participants responded to signed rather than written items.
(b)
Internal consistency (α) is acceptable (range 0.77-0.97) for the Auslan (signed) version and is comparable to that reported for the non-deaf normative sample.

 (c)
Test-retest correlations for the Auslan version are also acceptable (r ranging from 0.49 to 0.78) and similar to those obtained in the non-deaf normative sample, with the exception of Attention Problems, which was lower for the Auslan version (0.49 vs. 0.87). 
(d) 
Correlation between the responses of deaf children to the written and Auslan administration (computed using the first Auslan administration) were mainly low (range 0.29-0.71).  

Table 1.1 Reliability of signed and written parallel measures with deaf adolescents 

Internal consistency (Cronbach’s α) and test-retest reliabilities (r) of the Auslan (signed) and written versions of the Youth Self Report for deaf sample with comparative data from a hearing normative sample 
	
	Deaf Sample
	Normative Sample (Achenbach & Rescorla 2001)

	Syndrome Scale
	Written internal consistency 

(n†)
	Signed internal consistency

n = 54
	Correlation between written and signed versions

n = 28
	Signed YSR

test-retest correlation

n = 53
	Internal consistency

N = 1,938
	Test-retest 

correlation

N = 89

	Anxious/Depressed
	.77 (24)
	.82
	.29 ns
	.73
	.84 
	.74

	Withdrawn/Depressed
	.68 (24)
	.77
	.29 ns
	.71
	.71 
	.67

	Somatic Complaints
	.82 (23)
	.91
	.35 ns
	.77
	.80 
	.76

	Social Problems
	.75 (25)
	.78
	          .46*
	.71
	.74 
	.74

	Thought Problems
	.74 (20)
	.84
	          .39*
	.60
	.78 
	.78

	Attention Problems
	.75 (25)
	.80
	 .37 ns
	.49
	.79 
	.87

	Rule-Breaking Behaviour
	.74 (27)
	.85
	  .71***
	.78
	.81 
	.83

	Aggressive Behaviour
	.89 (23)
	.88
	 .64***
	.68
	.86 
	.88

	        Broad-Band Scales
	
	
	
	
	
	

	Internalizing Behaviour
	.92 (18)
	.94
	.35 ns
	.77
	.90 
	.80

	Externalizing Behaviour
	.90 (23)
	.93
	 .68***
	.75
	.90 
	.89

	Total Problems 
	.96 (7)
	.97
	.54**
	.73
	.95 
	.87


*p < 0.05   **p < 0.01 ***p < 0.001 †Number of observations included in each correlation vary due to missing data and are presented between parenthesis.

Reliability and acceptability of the Auslan YSR
As we can see the Auslan YSR is of similar reliability to that reported for the English version in hearing individuals
When deaf children had completed the computer-administered questionnaires, they commented that they felt less “threatened” than being interviewed, and that they had responded more “honestly” to questions asked using this format. Some said that if they were interviewed through a sign language interpreter, they would be less truthful due to concerns about interpreter confidentiality. Generally, they felt that the prompts used in the computer program were unnecessary. Other comments included that the CD was “easier to complete (than written forms)”, the “signing style and facial expressions were easy to understand”, “Auslan is perfect for me, much better than English”, “great to have a questionnaire in our own language (Auslan)”, and that “the signer had enough clear English lip patterns to make it easier to understand for (kids) who were not 100% fluent in Auslan”. Other comments included that the prompts appeared too often, e.g. they should appear every 10 or 20 questions rather than every 5 or 10 questions. 

Key points
1. The YSR translated into Auslan is as reliable (internal consistency, test-retest) among deaf children as the original written questionnaire in a normal population.

2. Results support the hypothesis that the interactive version of the YSR demonstrates greater reliability than the standard written questionnaire. 

If both versions (English and Auslan) of the questionnaires were equally valid, then it could be expected that the correlation between the written and Auslan versions would be similar to the test-retest correlation. This was not so, suggesting that answers given by deaf children to the written and signed forms of the YSR varied considerably, with the exception of responses to the Externalizing Behaviour, Aggressive, and Rule-Breaking subscales (in which correlations are not dissimilar from the test-retest agreement). It should be noted that the questions in these three subscales concern frequency of actual behaviour, and therefore may have been easier for participants to understand. 

Generally, students did not find difficulty using the interactive CD-ROM based Auslan YSR, and were able to work on the task of completing the measure without interruption or help from the test administrator. According to their teachers, those students who completed the written YSR often needed to ask assistance; the extent to which this assistance influenced their answering could be the subject of a future study.
Deaf children and mental health 

Hearing impairment per se is not the sole predisposing risk factor for mental health problems (Hindley et al. 1994). Rather the context, in which deafness exists, seems to influence psychological outcomes. For example, how a family is affected by their child’s deafness is likely to impact upon how they relate to the child, and affect how children view themselves. Communication between deaf children and their families is influenced by familial adaptation to deafness. 

Society largely regards Deaf people as disabled. In contrast, many Deaf people perceive themselves as culturally different rather than disabled. Johnston (2004) estimates that there are currently between 5,000 and 10,000 deaf sign language-using people in Australia.  
Key points
1. The unique patterns of social and emotional development seen in deaf children (e.g. lack of effective parent-child communication, social isolation, academic placement, etc.) may pre-dispose them to increased psychological distress. 

2. The use of sign language interpreters in mental health assessments is a useful resource but given the limitations in their training and variations in their skills, results may be compromised. 

3. Misunderstandings amongst clinicians about the unique and complex factors that underpin difficulties experienced by deaf children, and the lack of appropriate assessment instruments available, makes assessment and treatment very difficult.  
4. Generally, deaf children’s lack of fluency in written English will render the application of standard written English questionnaires obsolete.

5. If deaf children require mental health services, the use of a sign language interpreter should not be regarded as the only way to elicit information. Rather the assessment process should be complemented by other means to gather clinically useful information, such as instruments in the deaf child’s primary language, i.e. Auslan.
Prevalence of emotional & behavioural disturbance in deaf children rated by written & signed versions of the YSR, the CBCL & TRF
By developing an interactive Auslan version of the YSR and testing it on a sample of signing deaf children, it was possible to compare the prevalence of clinically significant psychopathology in deaf adolescents when using the Auslan questionnaire versus the standard written version. This would allow an examination of the impact of using written vs. Auslan questionnaires in the detection of clinical disorders in this population. The following three Tables summarize the data on the number of children who meet and don’t meet criteria for each disorder and prevalence on the eight broad-band and three narrow-band scales according to informant/instrument.
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Table 1.2 Mean scores and prevalence (%) of clinical syndromes according to the signed and written versions of the YSR in deaf adolescents and in the Australian National Survey
	                                 Deaf Adolescent Sample
	Australian National Survey (Sawyer et al. 2001)
	Comparison between results of deaf sample and National Survey 

	Syndrome Scales
	YSR written

n = 28
	YSR signed 

n = 54
	YSR written

N = 1273
	Odds Ratio (95% Confidence Interval)

	
	Mean (SD)
	Prevalence*
	Mean (SD)
	Prevalence
	Prevalence**
	Written YSR deaf vs. 
National Survey
	Signed YSR deaf  vs. National Survey

	Anxious/Depressed
	5.21 (4.31)
	7.1% 
	7.11 (5.12)
	14.8% 
	6.7%
	1.1 (.25-4.61)
	2.4 (1.11-5.32)

	Withdrawn/Depressed
	4.39 (2.95)
	3.6% 
	5.17 (3.62)
	16.7% 
	3.0%
	1.2 (.16-9.09)
	6.5 (2.96-14.25)

	Somatic Complaints
	4.11 (3.67)
	3.6% 
	6.15 (5.64)
	25.9% 
	6.8%
	.5 (.07-3.81)
	4.8 (2.53-9.22)

	Social Problems
	6.00 (4.46)
	21.4% 
	6.98 (4.38)
	24.1% 
	3.7%
	7.1 (2.76-18.37)
	8.3 (4.16-16.47)

	Thought Problems
	3.79 (3.35)
	0%
	7.09 (4.90)
	14.8% 
	3.0%
	---
	5.7 (2.50-12.80)

	Attention Problems
	5.54 (3.75)
	10.7% 
	6.30 (4.07)
	7.4%  
	6.7%
	1.7 (.50-5.67)
	1.1 (.39-3.17)

	Rule-Breaking Behaviour
	4.75 (3.80)
	3.6% 
	7.59 (5.79)
	16.7%
	11.6%
	0.3 (.04-2.09)
	1.5 (.73-3.17)

	Aggressive Behaviour
	8.14 (6.85)
	10.7% 
	10.85 (7.31)
	16.7%
	7.5%
	1.5 (.44-5.02)
	2.5 (1.18-5.23)

	Broad-Band Scales
	
	
	
	
	
	
	

	Total Problems
	47.25 (29.25)
	  21.4%
	63.37 (39.83)
	42.6% 
	18.9%
	1.2 (.47-2.93)
	3.2 (1.83-5.58)

	Externalizing Behaviour
	12.89 (10.04)
	17.9% 
	19.96 (16.17)
	40.7%
	19.6%
	0.9 (.34-2.38)
	2.8 (1.62-4.95)

	Internalizing Behaviour
	13.71 (9.93)
	25.0% 
	19.94 (18.38)
	40.7%
	16.4%
	1.7 (.71-4.04)
	3.5 (1.99-6.14) 


*About half of the participants had data missing in the written version.

**Prevalence figures are unweighted and differ slightly from those published in the main report.

Prevalence of self-reported clinical syndromes: conclusions
Prevalence of clinically significant syndromes that are likely to require mental health treatment according to the English and Auslan versions are shown in the above Table 1.2 and can be summarized as follows: 

(a) Scores for the written English version of the YSR in deaf children are consistently lower than those obtained with the Auslan version (i.e. the written version results in lower levels of disturbance). However, differences were only statistically significant for Thought Problems (t(27) = 3.169, p = 0.004), and Rule-Breaking (t(52) = 2.428, p = 0.022), and Externalizing Behaviour (t(27) = 2.312, p = 0.029). 

(b) Prevalence of disorder in the deaf sample when using the Auslan instrument was about twice higher than when using the written instrument but difference was not statistically significant for most problem scales.

(c) Prevalence of disorder in the deaf sample obtained with the standard written version is comparable to that reported with the same instrument in the National Survey (with the exception of Social Problems, which were seven times more prevalent among deaf children). For example, 21.4% of children in the deaf sample had Total Problems scores within the clinical range compared with 18.9% in the National Survey.

(d) When assessed with the Auslan version of the YSR, the prevalence of disorder among deaf children was higher than that reported in the National Survey. For example, 42.6% of children in the deaf sample had Total Problems scores within the clinical range compared with 18.9% in the National Survey (OR = 3.2; 95% CI = 1.83, 5.58). 
The main findings of administering the YSR can be summarized as follows:

1. Results support the hypothesis that using standard English questionnaires results in a lower prevalence of psychological problems among deaf adolescents than when using an Auslan version 
2. The prevalence of emotional and behavioural problems obtained using the signed YSR was over double the rate seen in the non-deaf population. This contrasts with the finding that using written English questionnaires results in a prevalence that is similar to that reported for the general population.
There are several possible explanations for these findings. Firstly, it is possible the Auslan version, being more intelligible and acceptable, may reflect more accurately the actual level of deviance of deaf children than the written English version. Secondly, it is possible that the computer-administered Auslan version, which results in higher completion rates, might force deaf children to inaccurately report positive answers more often. Thirdly, it is possible that norms (e.g. cut-offs) obtained with the non-deaf population, and used in this study as the only ones available, are not applicable to deaf children. Finally, it is possible that differences are an error resulting from the small sample size and the number of tests performed. Replication by other studies will be required to further elucidate the reasons for these results, although the finding that parent reports, not subject to the potential biases mentioned, result in a higher rate of clinically significant disorders than in the general population, supports the view of increased prevalence of disorder among deaf children.
The high prevalence of externalizing problems found using the signed YSR is consistent with previous results of behavioural disturbance seen in deaf and hearing impaired children (e.g. van Gent & Hendriks 1994; Wallis et al. 2004). Further, although the high rates of emotional problems found using the signed YSR (40.7%), the written YSR (25.0%), and the CBCL (22.6%) are consistent with previous research of deaf and hearing impaired children (e.g. Hindley 1993; van Gent et al. 1997), these problems do not seem to be identified or treated in deaf children; if identification can be viewed in terms of referrals to specialist clinics. The phenomenon of under-detection and unmet need applies to mental health problems in young people in the general population (most are not diagnosed or treated). It remains to be seen whether this under-identification and under-treatment is greater among young deaf persons.

The Auslan version of the YSR also resulted in a higher rate of clinically significant syndromes than those obtained with the written version or when parents or teachers were the informants, with the exception of Social Problems, Thought Problems and Attention Problems which tended to be slightly higher according to parent’s reports. 
I’d like to comment on some recent studies form other countries looking at prevalence rates of psychopathology reported by deaf youths, their parents and teachers. First, let’s look at self-reports from the following studies, as stated my own use of the Auslan YSR yielded a rate of 42.6%. The study by Wallis et al. (2004) investigated whether communication mismatch between mothers and their deaf children in Canada was a risk factor in developing mental health problems. They divided deaf adolescents in three groups reflecting the communication they used since childhood with their parents: those who used spoken language were put in the auditory/oral (A/O, n = 15) group, those who used sign language were put in the sign match (SM, n = 15) group and those who used sign language in adolescence but not in early childhood were put in the sign mismatch group (SMM, n = 27) group. Using a simplified English version of the YSR, they found that the SMM had the highest rate for total problems (AO = 13.3%, SM = 33.3% and SMM = 59.3%). Musselman et al’s 1996 study of deaf children in the USA using the YSR yielded a total problem rate of 36% and finally van Eldik’s 1998 study of 202 Dutch children using a modified YSR yielded a prevalence rate of 37%. 
Let’s look at the rates of problems reported by parents. Again, citing my own study of deaf children in Australia, we have a prevalence rate of 27.6%. In the USA, Mitchell & Quittner 1996 study found a rate of 48% using the CBCL. In Holland, the rate in van Eldik’s 1998 study using the CBCL was 41% and finally Hintermair’s 2006 study in Germany using the SDQ found that mothers reported a rate of 36% and fathers reported a rate of 39%. 
Let’s look at what rates teachers are reporting. Here in Australia, using the SDQ, and this data is unpublished, teachers report a total problem rate of 25%, in the U.K., Vostanis et al’s 1997 study of severe to profoundly deaf children (n = 46) found a rate of 50% using the TRF. Mitchell & Quittner’s 1996 study in the USA using the TRF found a rate of 35% and finally van Gent et al’s 2007 study in Holland using the TRF found a rate of 32%.
Discussion, Conclusions & Implications
The fact that emotional and behavioural difficulties experienced by deaf youth are often overlooked or not treated effectively has already been discussed at length in the literature (Cornes & Wiltshire 1999; Hindley 1997; Hindley & van Gent 2002; Tong et al. 1999; Marschark 1993; van Gent & Hendriks 1994; Hindley et al. 1994). Misunderstandings amongst clinicians about the unique and complex factors that underpin the difficulties experienced by deaf children, and the lack of appropriate assessment instruments available, makes assessment and treatment very difficult.  
In view of the lack of deaf-specialist services and problems inherent in deaf children trying to access generic service without the requisite skill-base to effectively assess and treat them (Cornes & Napier 2005; Cornes & Wiltshire 1999; Napier & Cornes 2004), there is a need to develop reliable psychiatric assessment instruments which are suitable for deaf children who use Auslan as their primary means of communication. 

I have only discussed one part of my research today; the YSR.  I translated it into Auslan in an effort to enable more accurate investigations of the emotional and behavioural problems in deaf children, so their needs and their families’ needs can be appropriately addressed. My research suggests that the standard way of assessing deaf children for emotional and behavioural problems in Australia may be invalid, and provides a simple, reliable and cost-effective alternative. The aim of this study was to develop and test a new format using modern technology to assess deaf children for emotional and behavioural disturbance. In summary, the results are as follows:
1. It is possible to develop computer-administered Auslan versions of psychiatric questionnaires.
2. The study provides evidence that these psychiatric measures are as reliable and valid (concurrent validity) as the original written English instruments. 
3. The interactive, computer-based administration is easy, minimizes missing data and is liked by deaf adolescents.
4. When compared with general population estimates, there appears to be a disproportionately high rate of emotional and behavioural problems experienced by Australian deaf youth when these instruments are used. 

The major strength of the study is that it is the first attempt to systematically assess and describe psychological difficulties experienced by signing deaf children in Australia using multiple screening tools in their original and translated forms and eliciting and comparing  information from multiple sources (self, parent and teacher).  The importance of using multiple informants to assess children’s mental health problems is of paramount importance (e.g. Achenbach et al. 1987; Rutter & Sroufe 2000; Sawyer et al. 2001), but has previously been neglected in the research into deaf children’s problems. 

This study provides preliminary information on the prevalence of mental health problems among deaf children in Australia. The results indicate a high rate of mental health problems when reported by the children themselves. Generally, the rates are higher when using self-reports in sign language than written self-reports or reports from parents and teachers. While this requires further study, it may suggest that Auslan-based instruments are more sensitive in detecting disturbance. The findings are consistent with prior studies that have reported comparably high rates of emotional and behavioural problems in deaf children (Hindley 1993; Mitchell & Quittner 1996; Musselman et al. 1996; van Eldik 1998, 2005; van Eldik et al. 2004; van Gent et al. 1997; Vostanis et al. 1997a, 1997b).  I believe that there are two key areas that require further investigation; 1. the link between communication and mental health problems and 2. the development of new measures specifically for use with deaf youth. 
This study highlights the value of translating instruments into sign language. Further, it makes reliable instruments available for further investigation of emotional and behavioural problems in Australian deaf children. Replication by other studies is required to assess whether the high prevalence rates of disorder among deaf children are a methodological artefact or accurately reflect the level of disturbance. However, I would like to leave you with something to think about over the next few days and it is already an idea being given serious thought in the UK. Whilst sign language versions of empirically validated measures of psychopathology are very useful and more preferable to using the original written versions with or without an interpreter, they may still not be the optimal way to screen for disturbance.  Replication by other studies is required to assess whether the high prevalence rates of disorder among deaf children found in this study are a methodological artefact or accurately reflect the level of disturbance. I’d like to finish this morning with a question – some food for thought over the next few days. The question is this. Would a new measure developed specifically for signing deaf children in Auslan version be more useful and yield more accurate results? Once again, I would like to thank the Organisers for the opportunity to share my work and ideas and I look forward to a wonderful opportunity to work collaboratively to break down the barriers and create services that are meaningful to the Deaf community. 
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