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Abstract 

 

Psychosocial Predictors of Well-Being and Self-Concept Amongst 
Adolescents who are Late-Deafened 

 

Yasmine Ranika Jassal, M.A. 

The University of Texas at Austin, 2017 

 

Supervisor:  Stephanie W. Cawthon 

 

Acquired changes in sensory functioning can have large, lasting, and negative effects on 

one’s subjective and psychological well-being, as well as their self-concept. For 

adolescents who are late-deafened, there are several variables that could contribute to the 

previously reported decreases in well-being and self-concept. This project proposes a 

path analysis to examine potential psychosocial predictors of well-being and self-concept 

within this population. Results from this study may allow mental health professionals 

who work with this population to have a greater understanding of its unique mental health 

needs, therefore informing more nuanced therapeutic or school-based interventions 

tailored to these needs. Future research should extend the population of interest to 

individuals living outside of the United States and incorporate qualitative methodology to 

obtain a more holistic understanding of these individuals’ perspectives.  
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Chapter 1: Introduction 

The onset of an adventitious disability can have lasting, large, and negative effects 

on one’s subjective and psychological well-being (Lucas, 2007; Lucas, 2007-a). 

Psychological well-being is the evaluation that one is fulfilling one’s potential and living 

a meaningful life, whereas subjective well-being describes how people evaluate their 

lives (Zessin, Dickhauser, & Garbade, 2015). There are a few possible reasons for these 

decreases: 1) these individuals may grieve the loss of their previous functioning and how 

they used it to make sense of and interact with the world around them and 2) oftentimes 

adventitious disabilities are permanent (Danermark, 1998).  Furthermore, adventitious 

disabilities can also affect self-concept, which is “the totality of a complex, organized, 

and dynamic system of learned beliefs, attitudes, and opinions that each person holds to 

be true about his or her personal existence” (Purkey, 1988, p. 2). When a life domain is 

central to one’s self-concept, any changes to that domain have greater effects on well-

being than domains that are not closely ingrained within one’s self-concept (Ryff & 

Essex, 1992).  

Individuals who are late-deafened (LD) are more likely to develop symptoms of 

insomnia, depression, helplessness, and social isolation than individuals who are born 

deaf (De Graaf & Bijl, 2002; Werngren-Elgstrom, Dehlin, & Iwarrson, 2003). A study 

that investigated the mental health status of adults who are LD in the Netherlands found 

that 27.7% of postlingually deaf men and 43.2% of postlingually deaf women reported 

mental distress; these rates were higher than those found amongst prelingually deaf adults 

(men: 27.1%, women: 32.4%) (De Graaf & Bijl, 2002). There are a few possible 
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explanations for this difference. First, individuals who are born deaf have early 

opportunities to engage with similar peers through community and identity (De Graaf & 

Bijl, 2002). Second, individuals within the Deaf1 community perceive being deaf as an 

alternative lifestyle and culture, not a disability; those with acquired hearing loss are 

more likely to perceive being deaf as a disability and loss (Luey, Glass, & Elliott, 1995; 

Padden & Humphries, 1988). For individuals who are late-deafened (LD), this perceived 

loss of a previously functional sensory capability may result in changes to their cultural 

identity, which is a part of self-concept that comes from the feeling and acknowledgment 

of belonging to a particular group (Thies & Travers, 2006). 

 In contrast to the hallmarks of Deaf culture and community, mainstream 

American culture (Hearing culture)2 emphasizes that producing and receiving spoken 

language is the primary method of communication amongst individuals within the culture 

(Leigh, Marcus, Dobosh, & Allen, 1998). Because spoken language is a central 

characteristic of Hearing culture, it is likely that shifts in the function of spoken language 

will result in a shift in cultural identity. For individuals who are LD, the degree to which 

they identify as a Hearing person may begin shifting because spoken language may no 

longer be as reliable of a communication modality as it was before the hearing loss. This 

potential change in how one self-identifies may not only affect their self-concept and 

                                                
1 The uppercase Deaf refers to Deaf culture and community, and lowercase deaf refers to the 
audiological hearing loss (Woodward, 1972). The uppercase Hearing refers to the cultural group 
that is in contrast to  
Deaf culture, and lowercase hearing refers to the physical process of hearing (Hoffmeister, 2008).  
2 Mainstream American Culture will hereinafter be referred to as Hearing culture in the 
document. 
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well-being, but how they relate or communicate with their Hearing family members or 

peers (Cohen & Mendez, 2009; Ryff & Essex, 1992; Thies & Travers, 2006).  

The communication and language environment of the family is a crucial variable 

that can affect the well-being of deaf children and adolescents. When there is effective 

parent-child communication, adolescents feel listened to and understood, and are more 

likely to feel secure about their position within the family dynamic (Zoltan & Long, 

1997). However, if an adolescent struggles to make themselves understood in the family 

environment, they are four times more likely to have mental health issues than if they 

were in a family that communicates with them effectively (Fellinger, Holzinger, Sattel, 

Laucht, & Goldberg, 2009). Moreover, peer interactions and relatedness are central to an 

individual’s well-being and self-concept, especially during adolescence (Connell & 

Wellborn, 1991; Wentzel, 2009). In fact, positive dimensions of well-being, such as 

optimism or empathy, are very closely linked with peer relations (Oberle et al., 2010). 

Negative interactions with peers often stem from communication breakdowns, which 

occur when a sender has difficulty sending a message or when the receiver has trouble 

understanding the intended message (Fehr, 1996; Furrow & Lewis, 1987). Due to the 

likely shift in perceived communication function, communication breakdowns may be 

more common than they were before the hearing loss. The probable changes in family 

and peer relations due to shifts in communication may negatively affect well-being and 

self-concept (Connell & Wellborn, 1991; Fellinger et al., 2009)  

The purpose of this research proposal is to explore the relationships between these 

variables (onset of hearing loss, perceived communication function, cultural identity, 
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relations with family and peers, well-being, and self-concept) to support the testing of a 

proposed model. While extant literature posits that individuals who are LD report low 

levels of psychological well-being and self-concept, there have been no studies that 

examine why and how the decreases occur (De Graaf & Bijl, 2002; Werngren-Elgstrom, 

Dehlin, & Iwarrson, 2003). To substantiate the rationale, the current proposal will be 

grounded in three theories: Anxiety and Uncertainty Management Theory (AUMT), 

Erikson’s Psychosocial Theory of Development (PToD), and the Hedonic Treadmill 

Model of Adaptation Theory (HTMAT). AUMT suggests that managing one’s 

uncertainty and anxiety is crucial for effective communication when one is interacting 

with members of a different cultural group, PToD explains identity development 

throughout the life-span through a series of designated conflicts, and the HTMAT posits 

that people briefly react to good and bad events, but eventually return to neutrality 

(Brickman & Campbell, 1971; Erikson, 1959; Gudykunst, 1993). Findings from this 

study may help inform the decisions of counselors, school psychologists, or other mental 

health workers and give these professionals a more nuanced understanding of this 

population and its unique challenges, skillsets, and specific mental health needs.  
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Chapter 2: Integrative Analysis and Interpretation 

The following integrative analysis will first inform the reader of the 

characteristics of hearing loss, as well as potential etiologies. It will then discuss 

adolescent identity development within the context of Erikson’s Psychosocial Theory of 

Development (PtOD), discuss the Acculturation Model of Deaf Identity examine the 

interconnectedness of culture and identity, and apply these constructs to the 

characteristics of American Deaf and Hearing cultures. Next, it will discuss the most 

common communication modalities for d/Deaf individuals and demonstrate how 

perceived communication function is important for the development and maintenance of 

relations with family or peers. It will also describe how effective communication within 

interactions with one’s peers and family affects well-being and self-concept. Then, it will 

discuss cross-cultural communication and apply Anxiety and Uncertainty Management 

Theory (AUMT) within the context of individuals who are LD. Lastly, it will discuss 

previous literature on adaptation for individuals who are LD and will discuss how The 

Hedonic Treadmill Model of Adaptation Theory (HTMAT) contributes to an 

understanding of the population’s perspectives and experiences. 

Characteristics of Hearing Loss 

 Degrees of hearing loss can be classified into four categories: mild, moderate, 

severe, and profound (Longmuir, 2001). The most common tool utilized to identify 

hearing loss is a hearing test. These are typically administered by an audiologist and are 

used to determine the individual’s ability to perceive sounds at different frequencies and 

intensities. Results from the hearing test are typically plotted on an audiogram, which 
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allows the audiologist to determine the type, degree, or configuration of the hearing loss 

(“The Audiogram,” 2016). However, it is important to discriminate hearing loss, which 

can be thought of as a physical, detectable difficulty with hearing, from Auditory 

Processing Disorder (APD), which is related to how the Central Nervous System (CNS) 

processes auditory information (Bellis, n.d.). In contrast with hearing loss, individuals 

with APD typically have a normal audiogram, but may have difficulty discriminating 

speech sounds, attending to speech, or detecting temporal differences in speech. 

Furthermore, they may behave as though a hearing loss is present (i.e., asking for 

repetition or clarification) (Paul, 2008). Approximately 1 out of 1,000 children are born 

with congenital hearing loss, with genetic links implicated in 75% of cases (Boulet, 

Boyle, & Schieye, 2009; “Hearing Loss,” 2014). Nongenetic factors of congenital 

hearing loss include, but are not limited to: low birth weight, maternal infections, anoxia, 

or birth injuries (2014). 

In contrast, late-onset, post-lingual hearing loss typically occurs after childhood 

(Mason, 1996). Common causes amongst adolescents are prolonged or sudden exposure 

to loud noise, head trauma, or complications from medical complications such as rubella 

or bacterial meningitis (“Hearing loss,” 2014). Around 14 million Americans have 

hearing loss related to dangerous levels of acute or chronic noise exposure, and 1 in 8 

children or adolescents have some degree of hearing loss (NIOSH, 1998; Serra et al., 

2005). Moreover, the prevalence of hearing loss amongst adolescents in the United States 

has increased significantly. The percentage of adolescents in the United States with 

hearing loss between 1988-1994 was 14.9%, compared to 19.5% between 2005-2006, for 
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an overall increase of 4.6%. (Shargorodsky, Curhan, Curhan, & Eavey, 2010). This may 

be due to the increasing number of sources that produce dangerous levels of noise, such 

as portable audio devices (Daniel, 2007; NIOSH, 1998; Serra et al., 2005). In fact, the 

CDC posits that prolonged exposure to noise over 85 decibels (dB; a measure of sound 

intensity) can alter the structure and formation of the ear’s hair cells or severely damage 

the cochlea, resulting in irreversible hearing loss (NIOSH, 1998; Daniel, 2007). To put 

this into perspective, portable music devices typically have a maximum sound intensity 

of 110 dB, while a firecracker has a maximum of 150 dB (Daniel, 2007).  

Another possible cause of hearing loss is medical conditions, namely rubella or 

bacterial meningitis. With the invention and dissemination of vaccines, there has been a 

noticeable plunge in diagnosed rubella and bacterial meningitis cases. (CDC, 2012; 

2015). However, recent events are important to consider before dismissing rubella or 

bacterial meningitis as a potential risk factor for hearing loss. After a falsified study 

linked vaccines to the onset of autism, many parents pledged to abstain from vaccinating 

their children (CDC, 2015a). That said, rubella or bacterial meningitis could potentially 

resurface along with its accompanying complications, one of those being hearing loss.  

Head trauma is a significant life event that can result in not only hearing loss, but 

other adventitious disabilities such as paralysis, cognitive disabilities, or even vision loss. 

Therefore, when considering head trauma as a potential cause for late-onset hearing loss, 

it is important to keep in mind that the hearing loss itself may accompany other acute or 

chronic complications. Head injuries occur in approximately 5% of the population each 

year (Hain, 2015). While severe hearing loss solely from head trauma is relatively 
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uncommon, a more frequently observed side effect is tinnitus, which is a consistent, loud 

ringing in one’s ear or both ears (Grant, Arganbright, & Friedland, 2008; Folmer & 

Griest, 2003). Sounds produced by tinnitus result in a degree hearing loss due to its 

interference with everyday sounds. Tinnitus’ recovery time is typically three to six 

months, although in rare cases, symptoms may persist for more than one year (Hain, 

2015). However, when considering long-lasting, significant changes to one’s hearing, 

traumatic injuries that are in close proximity to the pinna, temporal bone, or the ossicles 

of the middle ear will most likely cause this type of damage (Fitzgerald, 1996; Hain 

2015; Podoshin & Fradis, 1975). Symptoms from these kinds of injuries happen almost 

immediately, and may plateau or improve depending on the severity of the injury. 

Considering head trauma as a cause of hearing loss is important, especially considering 

the proposed study’s population of interest. Many adolescents are involved in high-

contact sports, such as American football or soccer. However, it is important to note that 

these two sports have the highest rates of concussions among high-school athletes 

(Gessel, Fields, Collins, Dick, & Cornstock, 2007). Therefore, adolescents involved in 

high-contact sports are at-risk for complications stemming from significant head trauma, 

which includes hearing loss. Head trauma can also stem from sudden accidents such as 

car wrecks, which are hard to predict. Therefore, it is important to realize that head 

trauma can occur to anybody and anytime, implying that hearing loss from trauma, while 

a rare risk, is relevant.  

Whether it is damage to the ear’s hair cells from attending a loud rock concert to 

complications stemming from a severe concussion, the damage invoked by the previously 
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discussed causes of late-onset hearing loss is likely permanent (Daniel, 2007; Hain, 

2015). It is important to consider that the adolescent phase of development is renowned 

for the numerous psychological and physical changes that occur. The onset and 

steadfastness of another significant change, late-onset hearing loss, may lead to 

significant, long-lasting transformations in many domains of an adolescent’s life, namely 

identity.   

Culture and Identity 

Adolescent Identity Development  

One of the most prominent theories in psychology, Erik Erikson’s Psychosocial 

Theory of Development (PToD), examines identity from a life-span perspective and 

characterizes each successive phase of the life-span with an inherent crisis that the 

individual must addresses to navigate to the next phase (Erikson, 1959). For the 

adolescent phase, Erikson believed the primary developmental task was to achieve 

identity formation; therefore, this phase is associated with the conflict Identity vs. Role 

Confusion. Adolescent identity is developed through increased autonomy, expectations of 

adult responsibilities, and the active consideration of their eventual role in society 

(Erikson, 1968; Sokol, 2009).  Erikson believed that identity is formed when the 

individual’s personal traits align with areas in the environment in which they can be 

expressed (Erikson, 1963). However, when an adolescent is unable to solidify their 

identity, role confusion occurs. Adolescents may begin to question their personal 

characteristics or self-concept, as well as experience doubt regarding their purpose in 

society (Bosma et al., 1994; Sokol, 2009). For adolescents who are LD, it is possible that 
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the onset of their hearing loss may disrupt their identity formation process, leading to role 

confusion. For example, they may be unsure how this sensory change will affect their 

role or functioning in society. This difficulty in forming an identity can lead to decreases 

in well-being, self-concept, a sense of being at home in one’s body, and a sense of 

direction in one’s life (Bosma et al., 1994; Erikson, 1968).  However, Erikson’s PToD 

does not consider the unique identity formation process that Deaf individuals undergo 

within the context of belonging to or identifying with Deaf culture. 

 Deaf Culture and Deaf Identity Development 

Culture is defined as “the sum of attitudes, customs, and beliefs that distinguishes 

one group of people from another...it is transmitted through language, material objects, 

ritual, institutions, and art, from one generation to the next” (Hirsch, Kett, & Trefil, 2002, 

p. 431). Some examples of culture are the Jewish celebration of Hanukkah or how 

residents of Quebec embrace their unique French dialect. Culture is linked to identity in 

that people associated with a particular culture may establish it as part of themselves (i.e., 

“I am Jewish, I am French-Canadian”, etc.). In fact, “culture generally gives people their 

sense of identity” (Fitzgerald, 1993, p. 59). Identity is described as the “totality of one’s 

perception of self, or how we as individuals view ourselves as unique from others” 

(Bhugra & Becker, 2005, p. 21). Cultural identity is at the crossroads of culture and 

identity; it includes self-identification (how one describes themselves), attitudes towards 

and involvement with one’s cultural group, and a sense of belonging (how close one feels 

to others in his or her cultural group). (Thies & Travers, 2006). The Acculturation Model 

of Deaf Identity Development (AMoDID) seeks to explain how deaf individuals become 
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involved in Deaf culture, and to what extent. AMoDID is based on the immigrant 

experience of moving to a different country and the act of reconciling beliefs and 

behaviors associated with their home country and their new country (McCaw, 2001). 

Acculturation, which refers to changes that occur as a result of contact with culturally 

dissimilar people or groups, can happen on a spectrum (i.e., individuals may latch on to 

the beliefs and behaviors of their home country, or heavily acculturate into their new 

country) (Gibson, 2001; McCaw, 2001). 

The Deaf culture in America draws on its identity as a cultural and linguistic 

community. Members of this culture embrace the fact that they are deaf, and do not view 

themselves as possessing a loss or a disability (Grushkin, 2003). The Deaf culture also 

possesses its own social norms, views, values, and historical figures. (Fantasia, 1998; 

Christiansen, 2009; Ladd, 2005; Padden & Humphries, 1988). The shared history and 

values helps shape one of the most prevalent characteristics of the Deaf community – 

collectivism (“Deaf Culture,” 2003). Deaf individuals perceive themselves as belonging 

to a group that consists of all Deaf people. The community also encourages open 

communication amongst its members; keeping secrets or information private is 

interpreted as working against the collective (2003). As a culture, those in the Deaf 

community rely on the use of vision in order to communicate, most commonly, but not 

exclusively, through the use of Sign Language (SL) (Andrews, 2006). When considering 

how one’s cultural identity contributes to how individuals perceive themselves, it is 

important to recall that cultural identity and self-concept are intertwined (Ryff & Essex, 

1992; Thies & Travers, 2006). For example, within the Deaf community, one may 
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identify themselves to others as “I am Deaf,” which suggests that part of their identity 

stems from belonging to, and identifying with, the beliefs and attitudes of the individuals 

within the collective Deaf culture.  

While understanding Deaf culture provides greater understanding of the 

individuals who identify themselves as belonging to the community, it also helps to 

provide information about the perspective and beliefs of those outside the community - 

Hearing culture. This cultural group, though the majority, is significantly understudied 

and is rarely considered or acknowledged as part of discussions related to access or 

culture. Individuals in this culture typically communicate via producing and listening to 

spoken language (Leigh et. al, 1998). In fact, “from the Deaf culture perspective, it is the 

act of talking the clearly separates the two groups,” not the group’s ability to hear (“Deaf 

Culture,” 2003, p.1). For communication purposes, vision is not as emphasized within 

Hearing culture when compared to Deaf culture. For example, two Hearing people can 

communicate without seeing each other due to their reliance on auditory input and output.  

In contrast to the Deaf culture’s pattern of collectivism, Hearing culture, 

particularly in America, emphasizes individualism. Most Hearing Americans are raised to 

believe they are separate individuals and are responsible for their own lives. Keeping 

secrets or withholding information is seen as the norm, as Hearing Americans believe in 

personal space or personal thoughts (“Deaf Culture,” 2003). Moreover, Hearing culture 

posits hearing norms as the reference point for normality and health. This said, Hearing 

culture’s stance on being deaf typically aligns with the medical model perspective on 

disability, wherein the loss of hearing is usually seen as a medical condition, defect, or 
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sickness which must be cured through medical interventions (Kaplan, 2000; Padden, 

1980). This is in stark contrast to the beliefs of individuals within the Deaf community 

who do not view themselves as possessing a loss or a disability; instead, they embrace the 

fact that they are Deaf (Grushkin, 2003).  

It is clear that both Hearing and Deaf cultures have different sets of values, 

beliefs, and norms. An individual who is LD likely identified previously as Hearing, and 

the fact that they became deaf after the acquisition of spoken language suggests a 

potential shift in cultural identity. Recall that the AMoDID is based on the immigration 

experience. This theory can extend to the cultural identity changes experienced by 

individuals who are LD by drawing the parallel to immigrants and cultural bereavement. 

The loss of one’s culture is generally expected to cause a loss of self-identity and a grief 

reaction (Eisenbruch, 1990, 1991). The person who experienced the loss of culture is 

likely to live in the past and feel stricken by anxiety, thoughts, and anger; these feelings 

may affect how they live daily life (1991). Cultural bereavement has also been associated 

with anxiety and mood disorders, and the cultural changes in identity can be stressful and 

result in problems with self-esteem and mental health (Bhugra & Becker, 2005). This 

deculturation can also lead to culture shock, feelings of alienation, and depression 

(Bhugra & Ayonrinde, 2004). As evinced by the literature, loss of cultural identity can 

have profound negative effects on one’s well-being and self-concept.  

Because spoken language is the primary method of communication between 

individuals associated with Hearing culture, individuals who are LD may grieve the loss 

of their hearing and their ability to give and receive information reliably with spoken 
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language, which may lead to increased depression and loneliness (Weeks, Michaela, 

Peplau, & Bragg, 1980; Westefeld & Furr, 1987). Furthermore, because spoken language 

is no longer as reliable of a communication modality to the same degree as it was before 

the hearing loss, they may not feel the same relatedness to their cultural group – hearing 

peers – as they did before the hearing loss. Recall that individuals in the Deaf community 

mostly rely on vision for communication purposes, but their method of communication in 

not restricted to SL. It is important to note the other communication strategies commonly 

used by families to optimize communication with their deaf child in order to understand 

the implications, advantages, and disadvantages of each option and to capture the 

spectrum by which communication is facilitated outside of spoken language, the hallmark 

of Hearing culture.  

Communication Modalities For D/deaf Individuals 

Communication is defined as the “transmission of verbal and nonverbal messages 

[and] consists of a sender, receiver, and a channel of communication” (Munodawafa, 

2008, p. 369). In order for communication to be effective, it requires that the “listener 

fully understands the message the speaker intended to send” (“Mentoring Resources,” 

n.d., p.1). However, perfect clarity in each communication transmission is unreasonable 

to expect. Sometimes, “in the process of transmitting messages, the clarity of the message 

may be interfered or distorted by...barriers” (Menodawafa, 2008, p. 369). Examples of 

communication barriers include different languages, unfamiliar customs or practices, or 

differences in emotional expressivity (Spencer-Rodgers & McGovern, 2002; Dodd, 1995; 

Gudykunst & Hammer, 1998). Thus, consider this statistic: 5-10% of deaf children are 
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born to parents who are also deaf (Marschark, 2007; Mitchell, 2004a). This implies that a 

communication barrier exists for the majority of deaf children, as most hearing parents 

lack sufficient skill in SL to optimize interaction (Vaccari & Marschark, 1997). This 

statistic is also important because it conveys that not all deaf individuals exclusively use 

SL to communicate, which is a relatively common misconception (Dugan, 2003). 

Another possible communication approach is Simultaneous Communication 

(SimCom), in which signing systems represent syntactic structures of spoken language 

(Lederberg et. al, 2013). In theory, these signing systems could be produced with speech 

simultaneously. However, this is challenging for a number of reasons. The duration of the 

signs is longer than that of spoken words, and it is difficult to maintain prosody when 

utilizing both methods simultaneously (Wilbur, 2011). Moreover, because the skills of 

most hearing adults are variable, omissions and mis-signings are quite frequent. Thus, 

research supports that SimCom should instead be described as Sign Supported Speech 

(SSS) since the most complete, accurate model is typically presented audibly (Johnson et. 

al, 1989).  

Another model, whose goal is for deaf children to be as similar as possible to their 

hearing peers in language and literacy behavior, is the spoken language model 

(Lederberg, Schick, & Spencer, 2013). In this model, deaf children are only exposed to 

spoken language with degrees of speechreading encouraged (2013). That is, children are 

encouraged to understand spoken speech based on an oral speaker’s lip movements. 

However, speechreading is hardly a perfect strategy. Typically, one can ascertain 

approximately 10% of words, and even the most experienced speechreaders reach 
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accuracy around 80% (Aliteri, 2011; Auer, 2011). As evidenced by the statistics, the 

accuracy of speechreading is not 100%, which implies that individuals who rely on 

speechreading may not be receiving all of the information within the communication 

exchange. This is not to say that lipreading is a strategy that one should expect another to 

master, but rather, it may not be a sustainable strategy for one to rely on due to many 

complicating factors. For example, when removing auditory input, the enunciation of “p” 

and “b” are visually similar (Auer, 2011). Moreover, speechreading accuracy may be 

impacted by characteristics of the speaker, such as facial hair, turning away from 

individual who is speechreading, or quickly shifting the context of a discussion (Kitano, 

Siegenthaler, & Stoker, 1985; Kaplan, Garretson, & Bally, 1985). While recent 

technological advances such as cochlear implants (CIs) and hearing aids have increased 

deaf children’s access to spoken language, it is important to note that the spoken 

language model is based on an empirically unsupported assumption that exposure to any 

form of signing will interfere with spoken language development (Harkins & Bakke, 

2011; Lederberg et al., 2013; Spencer & Marschark, 2010).  

Communication Function Within Families 

Because more than one established model or strategy for communication function 

exists, preferences can vary between individuals and families.  Recall that 5-10% of deaf 

children are born to deaf parents (Marschark, 2007; Mitchell, 2004a). This statistic 

suggests that an overwhelming 90-95% of deaf children have at least one hearing parent. 

Conversely, 90% of Deaf adults have hearing children (Singleton & Tittle, 2000). As 

evidenced by the statistics, different communication modalities may be more efficacious 
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for different families. For example, the spoken model may not be appropriate for deaf 

children of Deaf parents; instead, it is likely that SL will be the primary communication 

modality, assuming the parents are proficient. For individuals who are LD, as children 

who were born Hearing, it is likely that they were only exposed to spoken language to 

facilitate communication within their nuclear family and peers, assuming all individuals 

are also hearing. Due to the shift in spoken language being an accurate and reliable 

communication channel for these individuals, one may subsequently see changes in how 

the individual who is LD relates to and interacts with their family.  

The importance of parental presence has been robustly established in previous 

literature; positive parental role-modeling, close relationships, and participation in family 

activities all positively impact adolescent health and development (Hair et al, 2005; 

Parker & Benson, 2004; Resnick, Ireland, & Borowsky, 2004). At the crux of these 

aforementioned positive contributions of parents is effective communication. The 

presence of healthy, open, and effective communication between an adolescent and their 

parents helps facilitate a positive relationship, which in turn decreases the adolescent’s 

likelihood of engaging in various risk behaviors (Guilamo-Ramos et al., 2005). 

Moreover, when there is effective parent-child communication, adolescents feel they are 

heard and understood, which suggests they are more likely to feel secure about their 

position within the family dynamic (Zoltan & Long, 1997). Because parental influence is 

one of the most proximal variables in an adolescent’s life, strong parental influence 

typically extends beyond the context of the home. Children and adolescents gain 

important social competencies, decision-making skills, and other formative abilities from 
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communicating with their parents that they can utilize in other relationships they 

encounter (Ennett, Bauman, Foshe, Pemberton, & Hicks, 2001). However, ineffective 

parent-child communication can result in negative consequences (Zoltan & Long, 1997; 

US DHHS, 2003). 

If open and healthy communication is linked with positive relationships, then it is 

likely that reduced and ineffective communication is linked with negative relationships 

(Guilamo-Ramos, Jaccard, Turrisi, & Johansson, 2005). Ineffective communication 

between an adolescent and their parents may make an adolescent feel as though they are 

unimportant or misunderstood. Furthermore, parents may not be aware of the 

adolescent’s needs or wants due to increased frustration that stems from the perceived 

inability to communicate with their children (Harris, 1978; Kusche & Greenberg, 1983; 

Hadadian & Rose, 1991). This may affect the adolescent’s perception of their parents; 

adolescents may see them an unhelpful or untrustworthy instead of a constant source of 

support or understanding (Zoltan & Long, 1997). For individuals who are LD, the use of 

spoken language may no longer be a reliable channel for effective communication. While 

it is possible that individuals possess differing degrees of residual hearing, the use of 

spoken language may not be as dependable or intact as it was before the hearing loss. 

And, assuming that the individual who is LD comes from a family of hearing individuals, 

spoken language was likely the primary language modality. This suggests there will 

likely be a shift in communication function within a family; it may be more difficult for 

the adolescent to be understood by their parents or vice versa. This is concerning, as 

adolescents who report difficulty communicating with their parents are more likely to feel 
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depressed or engage in risky behaviors than adolescents who communicate with their 

parents effectively (US DHHS, 2003). This shift in communication may also negatively 

impact other relationships the adolescent possesses, namely those fostered amongst their 

peers. 

Communication Function in Peer Relations 

While families undoubtedly impact their child’s life in multiple ways, it is also 

important to focus on the unique contributions provided by relationships with peers. 

During adolescence, the influence of peers takes on greater importance than one’s 

relationship with their parents (Borkowsky, Ramey, & Bristol-Power, 2002). This may be 

due to, according to one of Piaget’s earliest theories on peer relationships, children’s 

relationships with peers are more egalitarian than their relationships with adults (Piaget, 

1932). Moreover, Piaget posited that exclusively within this balanced power dynamic, 

children learn perspective-taking, which was heavily thought to provide groundwork for 

later social competence and subsequent development of healthy relationships (1932; 

Hubbard, Dodge, Cillessen, Coie, & Schwartz, 2001). Therefore, it can be inferred that 

peer relationships are cyclical. When one enters a peer relationship, it is implied that 

everyone involved learns important social skills to benefit the friendships they will foster 

at a later time. One of the important social skills used throughout peer relationships is 

effective communication, which can impact the initiation, maintenance, and sometimes, 

the cessation, of peer relations.  

When considering how one begins a peer relationship, it is important to 

understand the context in which these interactions are being fostered. Schools are widely 
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considered to be one of the most rife contexts for socialization amongst peers (Ladd, 

1990). Within a school setting, children and adolescents are required to navigate 

academic, personal, and physical environments without the supervision of parental 

figures. Thus, peers serve as the support system for individuals as they maneuver the 

school’s complex milieu (1990). When considering the components that preface how 

these relationships are formed, those with more familiarity and similarities with each 

other are more likely to initiate peer connections and feel more related to each other 

(Bornstein & D’Agostino, 1992; Zajonc, 1968). These familiarities are numerous; some 

examples include: growing up in the same city, similar tastes in music, or even ethnic or 

religious backgrounds. These preliminary peer relations can develop into friendships, 

which are characterized by mutual liking and well-doing out of concern for another 

(Cooper, 1980).  

At the crux of successful (and even unsuccessful) friendships is communication. It 

is the activity in which friends engage in most frequently and is central to the definition 

of what it means to be a friend (Crawford, 1977; Tesch, 1983). Affectively oriented skills 

among friends, such as an ability to comfort or listen, are more valued in friendships than 

instrumentally oriented skills, such as informing or persuading (Burleson, Kunkel, & 

Birch, 1994; Burleson & Samter, 1990; Finn & Powers, 2002; Samter & Burleson, 1990). 

Thus, providing a communication channel for an individual who needs support is seen as 

an invaluable asset in a friend. However, it is also important to understand how 

communication, or a lack thereof, can impact friendships. Failed friendships often stem 

from communication breakdowns (Fehr, 1996). These occur when a sender has difficulty 
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sending a message or when the receiver has trouble understanding the intended message 

(Furrow & Lewis, 1987). Examples of communication breakdowns may include language 

differences or misinterpreting one’s intent. Recall that individuals with more familiarity 

and similarities (i.e., similar ethnic or religious background) with each other are more 

likely to feel more related to each other (Bornstein & D’Agostino, 1992; Zajonc, 1968). 

Individuals who are LD experience the loss of spoken language as a primary means of 

communication with their hearing peers, the cultural group by which they identified 

themselves. This may result in a loss of relatedness and familiarity amongst those peers, 

which may put them at risk for feelings of loneliness (Asher & Paquette, 2003). 

Therefore, considering cross-cultural communication and its associated difficulties is 

important, as one of the defining characteristics of hearing culture, the use of spoken 

language to communicate, is no longer as reliable.  

Communication Across Cultures 

In order to understand the cultural loss experienced by individuals who are LD 

and its possible influence on peer and familial relations, it is helpful to consider facets of 

intercultural communication. Factors such as cultural knowledge, tolerance for 

ambiguity, and communication skills are crucial for establishing effective communication 

across cultures (Giles & Johnson, 1981; Gudykunst, 1986; Lustig & Koester, 1996). This 

suggests that strengths in these categories will result in favorable interactions between the 

cultural groups. However, there may be certain barriers erected due to the differences in 

communication function. In fact, on the surface, problems in social interaction between 

deaf children and their hearing peers appear to be limited to communication mode 
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problems (Hallahan & Kauffman, 1994). As described earlier, deaf individuals rely on 

visual input to communicate whereas hearing individuals rely on auditory input. Despite 

recent research proposing alternative strategies to successfully overcome communication 

barriers, few relationships between individuals within these groups exist (Antia, 1982; 

Farrugia & Austin, 1980). Individuals who share similarities and familiarity are more 

likely to initiate peer connections than those who share none (Bornstein & D’Agostino, 

1992; Zajonc, 1968). Because deaf children and their hearing peers may not feel related 

to each other, it is possible that this experience of unrelatedness prefaces a number of 

concerns. Namely, hearing individuals may be concerned that they will not behave 

appropriately or that they will cause offense (Stephan, Stephan, & Gudykunst, 1999). 

This may cause hearing individuals to feel awkward, anxious, or be overly solicitous 

when interacting with those who are culturally different due to communication obstacles 

(Stephan & Stephan, 1985). These feelings may pose a barrier to interaction or decrease 

one’s motivation to interact with a member of a different cultural group, which may 

explain the low prevalence of relationships between deaf and hearing peers. 

 Because of these potential feelings of anxiety, it is helpful to understand how 

Anxiety and Uncertainty Management Theory (AUMT) relates to intercultural 

communication (Gudykunst, 1993). AUMT posits that effective intercultural 

communication requires the management of anxiety or uncertainty when interacting with 

members of a different culture (Gao & Gudykunst, 1990). Anxiety within the context of 

AUMT is the affective equivalent of uncertainty and is defined as “a generalized or 

unspecified sense of disequilibrium” that stems from feeling uneasy, tense, or 
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apprehensive about what might happen (Stephan et al, 1999; Turner, 1988, p. 61). 

According to AUMT, if anxiety is too elevated, communication becomes less effective 

and people tend to process information in a more simplistic fashion (e.g., depending on 

stereotypes) (Gudykunst, 1993).  

Uncertainty within the context of AUMT is a cognitive phenomenon that 

influences the way people think about others (Stephen et al., 1999). Four different kinds 

of uncertainty - predictive, explanatory, cognitive, and behavioral - are demarcated within 

the context of AUMT (Berger & Calabrese, 1975; Berger, 1979). Predictive uncertainty 

is the uncertainty individuals have about predicting others’ feelings, behaviors, or 

attitudes. Explanatory uncertainty is the uncertainty individuals have about explaining 

others’ attitudes, feelings, or behaviors. Cognitive uncertainty involves knowledge about 

others, whereas behavioral uncertainty involves the degree to which individuals are 

certain that others will behave in a predictable way (Berger & Calabrese, 1975; Berger, 

1979). While some degree of uncertainty is present in all relationships, there is greater 

uncertainty when people interact with members of a different cultural group than with 

members of their own group (Gudykunst & Shapiro, 1996). However, if uncertainty is 

too elevated, people will have trouble interpreting messages or predicting others’ 

behavior (Gudykunst, 1998).  

AUMT, while traditionally utilized in the context of an individual visiting a host 

culture, has implications for the current context as well. Firstly, both anxiety and 

uncertainty can fluctuate depending on events in a particular relationship (Planalp, 

Rutherford, & Honeycutt, 1988; Stephan et al., 1999). An example of an event that can 
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alter anxiety and uncertainty in a relationship is when individuals lose their hearing. 

When an individual loses their hearing, it is possible that they will not solely rely on 

spoken language as their primary and most effective method of communication. Because 

spoken language is a hallmark of hearing culture, this shift implies that when an 

individual who is LD interacts with their hearing peers, they are essentially interacting 

with another cultural group.  

Recall that when individuals interact with people in a different cultural group, 

they are likely to feel concerned about being offensive or acting inappropriately (Stephan 

& Stephan, 1985). Therefore, it is implied that when an individual who is LD interacts 

with their hearing peers, both parties are likely to feel these aforementioned concerns, 

which can lead to increases in uncertainty and anxiety. For example, hearing peers may 

feel anxious to interact with an individual who is LD due to the shift in communication 

function. Moreover, they may feel uncertain about how to communicate with the 

individual who is LD because they do not want to act offensively or inappropriately. 

These increases in anxiety and uncertainty may lead to trouble interpreting messages, an 

increase in reliance on stereotypes, and a decrease in effective communication 

(Gudykunst, 1993, 1998).  

Communication Function, Well-Being, and Self-Concept 

While the importance of effective communication has been explored in relation to 

peer and familial relations, current literature suggests it may be just as important for 

mental health. Ineffective communication amongst individuals has been linked with 

depression, social anxiety, loneliness, eating disorders, alcoholism, and other forms of 
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substance abuse (Segrin, 2005). Furthermore, interpersonal communication problems can 

not only cause the aforementioned disorders, but impact their course as well.  This 

suggests that effective communication in interpersonal relationships is vital in both 

promoting and disrupting well-being and self-concept. Amongst individuals who are LD, 

loneliness is one of the most common consequences associated with the onset of their 

hearing loss and their shift in communication function (Most, 2007). Therefore, it is 

important to understand how loneliness contributes to changes in well-being and self-

concept.  

Loneliness is described as dissatisfaction with the quality of an individual’s social 

interactions, or the unpleasant experience when one perceives a discrepancy between 

desired and actual patterns of social relationships (Asher, Parkhurst, Hymel, & Williams, 

1990; Peplau & Perlman, 1982).  For example, a child may enter school with the 

expectation of having many friends. If after a semester, the child has no friends, he or she 

will likely feel some degree of loneliness. As evidenced by the previous example, the 

environment may perpetuate loneliness in an individual. However, there are other factors 

that might contribute. First, cognitive or behavioral states that are associated with 

loneliness may interfere with the development of relationships (Jones, Freemon & 

Goswick, 1981). Thus, loneliness may be exacerbated or maintained by emotional 

distress, inadequate coping skills, or a combination of both. For individuals who are LD, 

it can be assumed that their hearing loss resulted in a degree of emotional distress 

(Werngren-Elgstrom, Dehlin, & Iwarrson, 2003). Therefore, it is implied that the 

individual’s experience of distress may in turn worsen their feelings of loneliness. 
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Another factor that may influence feelings of loneliness is the responses of others (Jones 

et al., 1981). Recall that individuals who are LD may feel a degree of unrelatedness with 

their hearing peers and the impact that AUMT has on intercultural communication 

(Gudykunst, 1993). Because spoken language is no longer a reliable communication 

channel between an individual who is LD and their hearing peers, it can be assumed that 

the hearing peers may feel some degree of anxiety or uncertainty when interacting with 

the individual who is LD. Observing this shift in behavior and interaction from their 

hearing peers may worsen their feelings of loneliness. Moreover, the individual who is 

LD may not feel the same degree of relatedness they felt before the hearing loss occurred, 

which again, may exacerbate their feelings of loneliness.  

In school-aged children, loneliness is commonly associated with depression, 

suicidal thoughts, and helplessness (Weeks et. al, 1980; Westefeld & Furr, 1987). This 

suggests that an individual’s perceived discrepancy between desired and actual patterns 

of social relationships has a profound effect on an individual’s well-being (Peplau & 

Perlman, 1982). It has been established that a significant relationship between 

psychological well-being and the perceived quality of adolescents’ attachments to their 

peers exists (Armsden & Greenberg, 1987). Because feeling lonely implies that the 

quality of perceived relationships is not ideal, it can be assumed that well-being will 

subsequently decrease as a result. Moreover, there is also a positive relationship between 

well-being and the number of friendships made (Hansell, 1983). However, individuals 

who are LD commonly experience loneliness and social isolation (Werngren-Elgstrom, 

Dehlin, & Iwarrson, 2003). Therefore, it is implied that an individual who is LD may 
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perceive discrepancies in both the quality and quantity of their social relationships, which 

may, in turn, negatively impact their well-being. Recall that cognitive or behavioral states 

may exacerbate loneliness (Jones et al., 1981). If an individual feels depressed as a result 

of feeling lonely, these feelings of depression may decrease their social motivation and 

subsequently worsen their feelings of loneliness. Therefore, the relationship between 

loneliness and well-being is cyclical. Loneliness, however, can also have an impact on 

one’s self-concept.  

People who are lonely typically think poorly of themselves, which is commonly 

conveyed through self-derogation (i.e., “Nobody likes me because I am uncool”) 

(Goswick & Jones, 1981). Therefore, it is clear that loneliness is associated with a 

negative view of the self.  Because of this negative self-concept, individuals may be 

likely to expect rejection from others. However, this expectation of the world, whether 

correct or incorrect, may impact the individual’s behavior. This relationship between 

one’s perceptions of their world and their behavior is best explained by the Rogerian 

Approach to Self-Theory, which posits that self-concept “is a phenomenological concept: 

is it the self as seen by the experiencing person…[and] that individuals behave in 

accordance with their phenomenological reality (Patterson, 1961, p. 1). Therefore, 

individuals who feel lonely may constrict the scope of their phenomenological field so 

only experiences that either reaffirm or maintain the existing self-concept are perceived 

(Goswick & Jones, 1981). This confirmation bias in relation to the self implies that 

individuals who self-degrade themselves as a result of being lonely will only search for 

experiences within their world that affirms that self-concept. Therefore, not only does 
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loneliness decrease one’s self-concept, but it also makes it more difficult for the 

individual to modify their self-concept. Recall that two factors that can exacerbate 

loneliness are the individual’s cognitions or behaviors and responses of others to the 

lonely individual (Jones et al., 1981). If an individual has a negative self-concept (a 

cognition), this may impact their interactions with other people. For example, according 

to Wills (1981), when individuals feel negatively about themselves, they also feel 

negatively towards other people. This may negatively affect the way the individual 

interacts with others, which may in turn negatively influence how others interact with 

them. As evidenced by previous findings, these negative interactions may make the 

feelings of loneliness worse, which may subsequently decrease the individual’s self-

concept as well.  

The influence that communication has on well-being and self-concept is evident 

in the depictions of loneliness found in the literature. Therefore, it can be concluded that 

effective communication leads to quality relationships with other people, which 

subsequently impacts well-being and self-concept. For individuals who are LD, 

loneliness is one of the most prevalent feelings associated with their hearing loss and shift 

in communication function (Most, 2006). These individuals are more likely to experience 

symptoms of depression, loss, and helplessness, which are all indicators of a negative 

well-being (Werngren-Elgstrom, Dehlin, & Iwarsson, 2003). It is likely that this lowered 

well-being stems from their inability to relate to their hearing peers as fully as they once 

did and a shift in cultural identity, while the negative self-concept comes from a 
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restricted, negative view of their environment that is reinforced by their own biases and 

behavior.  

Hearing Loss, Adaptation, and Well-Being 

The Hedonic Treadmill Model of Adaptation Theory (HTMAT) posits that people 

briefly react to good and bad events, but eventually return to neutrality (Brickman & 

Campbell, 1971). This suggests that happiness and unhappiness are instead reactions to 

specific life events and circumstances (1971). HTMAT was empirically investigated 

when researchers measured the happiness of lottery winners compared to non-winners 

(Brickman, Coates, & Janoff-Bulman, 1978). The researchers and found no differences in 

happiness between the two groups at the time of the interviews, yet it was noted that 

those who won the lottery felt happy at the time of their victory. When applied to 

individuals who are LD, this theoretical framework suggests that the feelings of 

depression, helplessness, and grief, as well as the decreases in well-being and self-

concept, are temporary (Werngren-Elgstrom, Dehlin, & Iwarrson, 2003).  

However, recent research suggests that the HTMAT may not fit the experience of 

individuals with acquired disabilities, and that they, instead, show significant drops in 

their reported happiness that did not ameliorate over time (Lucas, 2007; Mehnert et al., 

1990). Lucas (2007) examined well-being within individuals with acquired, chronic 

disabilities and found that their reported life satisfaction scores were 1.20 standard 

deviations lower than their nondisabled baseline levels. This implies that levels of well-

being are strongly influenced by the shift in lifestyle after the onset of the acquired 

disability. It is also important to recall that individuals who are LD perceive being deaf as 
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a disability or a loss (Luey, Glass, & Elliott, 1995; Padden & Humphries, 1988). 

Therefore, because previous research suggests that the onset of an acquired disability can 

have profound, negative effects on well-being and individuals who are LD perceive 

themselves as having a disability, it is likely that well-being will be substantially affected 

and may not return to baseline over time. 

There are many plausible explanations for this plateau. First, because those who 

are LD have previously established an identity as a Hearing person, their decrease in 

well-being may be attributed to this loss of identity. It is possible that individuals who are 

LD may grieve the loss of their hearing and how they used it to interact with their peers 

or make sense of the world around them. Second, the possibility of successful 

rehabilitation contributes to one’s adjustment to an acquired disability (Danermark, 

1998). For example, if an individual breaks their leg, their walking will be impaired until 

the bone heals; their inability to walk is temporary. Therefore, while these individuals 

may feel a decrease in well-being during the period their walking is impaired, it is 

suggested that those feelings would return to baseline once they are able to walk normally 

again. However, hearing loss is usually permanent (Daniel, 2007). While auxiliary aids 

such as hearing aids may increase the individual’s ability to hear, it is important to note 

that, unaided, the individual’s physical hearing function has not changed. Therefore, due 

to the steadfast effects of physical hearing loss, this experience may lead to changes in 

communication function and access, relations, and low levels of well-being and self-

concept.  
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Summary 

Previous research indicates that individuals who are LD report lower well-being 

and self-concept than individuals who were born deaf. However, little research has 

examined why this difference exists. This integrative analysis has reviewed the 

relationships between late-onset hearing loss, communication function, relations with 

family and peers, cultural identity, well-being, and self-concept and seeks to apply these 

relationships in the context of adolescents who are LD.  Understanding the nature of 

these relationships is imperative to inform future school-based or therapeutic 

interventions for this population.  
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Chapter 3: Proposed Research Study 

Statement of the Problem 

In theory, one can expect that individuals who are LD experience decreases in 

their self-concept and well-being (De Graaf & Bijl, 2002; Werngren-Elgstrom, Dehlin, & 

Iwarrson, 2003). However, research has not examined which psychosocial variables 

contribute to these aforementioned decreases. Research related to deaf individuals is quite 

limited, even more so for individuals who are LD. Within the small body of previous 

research that has focused on this population, many of the studies lacked clear descriptions 

of the experiences of individuals who are LD and what specifically contributes to their 

decreased self-concept and well-being. This broad overview of their experience leaves 

much room for investigation into the nuances of this population and how the onset of 

their hearing loss shapes crucial components of their lives. Understanding these 

relationships is especially important for adolescents who are LD.  

The adolescent phase of development is rife with multiple changes, whether 

physical, physiological, or mental. The importance of examining the specific variables 

that contribute to these decreases amongst adolescents who are LD is that the onset of 

hearing loss may occur at the same time as these other key changes. This suggests that 

adolescents who are LD may be less likely to adapt to their hearing loss since it occurs in 

the context of other significant life developments. Furthermore, during adolescence, peers 

significantly influence one’s life decisions, behaviors, and attitudes (Berndt, 1996). If an 

adolescent experiences late-onset hearing loss and notices differences in how his or her 
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peers interact with them, this peer conflict may result in dangerous, negative behaviors 

(e.g., suicidal ideation) (Malecki & Elliot, 2002).  

On another note, it is not uncommon to see individuals who are LD grouped 

together with individuals who are prelingually deaf. This is concerning, as the life 

experiences of the two groups, though they share the physical experience of an inability 

to hear, are quite different. It is likely that the needs of both populations are different; for 

example, in terms of classroom accommodations, it may be unwise for an interpreter to 

be an accommodation for an individual who is LD. Therefore, it is important to further 

parse the experiences of individuals who are LD from individuals who are prelingually 

deaf. In order to achieve this, a more nuanced understanding of this population is 

necessary, and current research has, so far, not provided empirical inquiries into the 

unique experiences of individuals who are LD. 

Statement of the Purpose 

 This research seeks to obtain a better understanding of the relationships between 

the onset of the hearing loss, shift in level of Hearing identity, relations with family 

members and peers, and perceived shifts in communication function and how these 

variables influence psychological well-being and self-concept for individuals who are 

LD. Specifically, this study will conduct an observed variable path analysis (PA) on a 

proposed model, while controlling for age of hearing loss onset, hearing loss etiology, 

and sex. This utility of PA is ideal for the current study, as further investigation into the 

specific variables that link late onset hearing loss to decreases in well-being and self-

concept are warranted by the gap in the literature. It is hypothesized that the proposed 
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model will be a good fit of the obtained data, and that there will be significant direct and 

indirect effects of the perceived shift in communication function on well-being and self-

concept.  

Research Questions and Hypotheses 

Research Question 1 

To what extent are the relationships between onset of hearing loss, perceived level 

of communication function, level of Hearing cultural identity, relations with family, 

relations with peers, self-concept, and well-being predicted by the proposed model?  

 Hypothesis 1: The relationships will be well-predicted as indicated by the model 

fit indices - the TLI and SRMR.  

 Rationale: Previous literature has ascertained the existence of relationships 

between the variables of interest; namely that shifts in cultural identity, communication, 

and how one relates to their family or peers prefaces decreases in self-concept and well-

being. Effective communication is important for building and maintaining familial and 

peer relationships, both of which may influence one’s well-being and self-concept 

(Guilamo-Ramos et al., 2005; Ennett et al, 2001; Hubbard et al., 2001; Cooper, 1980; 

Crawford, 1977; Tesch, 1983; Burleson, Kunkel, & Birch, 1994; Burleson & Samter, 

1990; Finn & Powers, 2002; Samter & Burleson, 1990; Asher & Paquette, 2003; Segrin, 

2005; Most, 2007). Furthermore, since spoken language is a defining characteristic of 

Hearing culture, shifts in this communication channel may result in a loss of cultural 

identity, which also, per the literature, may impact one’s relations, well-being, and self-

concept (Giles & Johnson, 1981; Gudykunst, 1986; Lustig & Koester, 1996; Stephan & 
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Stephan, 1985; Gudykunst, 1998; Segrin, 2005; Most, 2007; Jones et al., 1981; Weeks et. 

al, 1980; Westefeld & Furr, 1987).  

Research Question 2  

For adolescents who are late-deafened, what is the direct effect of a change in 

level of perceived communication function on well-being?  

 Hypothesis 2a: If there is a positive change in perceived level of communication 

function, well-being will significantly increase. 

Hypothesis 2b: If there is a negative change in perceived level of communication 

function, well-being will significantly decrease.  

 Rationale:  Individuals who are LD experience a sudden change in their ability to 

communicate with familiar or unfamiliar partners, as well as access to their environment. 

That said, they may have difficulty successfully communicating their needs, feelings, or 

thoughts in a way that is understood by others, or they may struggle with understanding 

messages directed towards them. Recall the definition of effective communication: that 

the “listener fully understands the message the speaker intended to send” (“Mentoring 

Resources,” n.d., p.1). The converse, ineffective communication, has been linked with 

depression, social anxiety, alcoholism, and other forms of substance abuse (Segrin, 

2005). This suggests that the ability to effectively communicate is important for 

maintenance of one’s well-being, and that ineffectively communicating (i.e., struggling to 

understand or be understood) prefaces decreases in well-being. 

Research Question 3:  
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For adolescents who are late deafened, what is the direct effect of a change in level of 

perceived communication function on self-concept? 

 Hypothesis 3a: If there is a positive change in perceived level of communication 

function, self-concept will significantly increase. 

Hypothesis 3b: If there is a negative change in perceived level of communication 

function, self-concept will significantly decrease.  

 Rationale: Individuals who are LD experience a change in the accessibility of 

their environment, given their characteristics. In the context of their hearing loss, these 

individuals may struggle to optimize communication within familiar or unfamiliar 

environments. A lack of effective communication skills may preface self-derogation. 

According to the Rogerian Approach to Self Theory, individuals may experience a type 

of confirmation bias that reaffirms their already negative self-concept (Goswick & Jones, 

1981; Jones, 1981). This makes it more difficult for the individual to modify their self-

concept into one that is more positive.  

Research Question 4 

For adolescents who are late deafened, what is the indirect effect of a change in 

level of perceived communication function on well-being due to a shift level of Hearing 

cultural identity? 

 Hypothesis 4a: If there is a positive change in level of perceived communication 

function, the level of Hearing cultural identity will increase, and well-being will then 

significantly increase. 

Hypothesis 4b: If there is a negative change in level of perceived communication 
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function, the level of Hearing cultural identity will decrease, and well-being will then 

significantly decrease.   

 Rationale: Communication is a hallmark of one’s cultural identity (e.g., language) 

(Fitzgerald, 1993). For individuals who are LD, they experience a shift in their ability to 

use spoken language to reliably communicate with family or peers. Because spoken 

language is a component of hearing culture, this may lead to changes in how they identify 

as a Hearing person (Leigh et. al, 1998) That said, the loss of one’s cultural identity 

typically elicits a grief reaction (Eisenbruch, 1990, 1991). This cultural bereavement may 

result in depression, feelings of alienation, and anxiety (Bhugra & Ayonrinde, 2004; 

Bhugra & Becker, 2005).  

Research Question 5 

For adolescents who are late-deafened, what is indirect effect of a change in perceived 

communication function on self-concept due to a shift in level of Hearing cultural 

identity? 

 Hypothesis 5a: If there is a positive change in level of perceived communication 

function, the level of Hearing cultural identity will increase, and self-concept will then 

significantly increase. 

Hypothesis 5b: If there is a negative change in level of perceived communication 

function, the level of Hearing cultural identity will decrease, and self-concept will then 

significantly decrease.   

 Rationale: Spoken language is a crucial component of the definition of Hearing 

culture; in fact, it is the primary method of communication (Leigh et. al, 1998). This shift 
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in cultural identity from a hearing person to that of one who is LD may alter how one 

views themselves (self-concept). Of note, individuals in the Deaf community do not 

perceive themselves as possessing a disability or a loss (Grushkin, 2003). However, most 

people who are hearing perceive the contrary, that being deaf is a disability. That said, if 

an individual experiences late-onset hearing loss, they may think more negatively about 

themselves due to the previously held notions about what it means to be deaf (e.g., “I am 

defective,” “I am helpless.”).  

Research Question 6  

For adolescents who are late-deafened, what is the indirect effect of a change in 

perceived communication function on well-being due a shift in relations with peers? 

 Hypothesis 6a: If there is a positive change in perceived communication function, 

the shift in relations with peers will significantly decrease, and well-being will then 

significantly increase.  

Hypothesis 6b: If there is a negative change in perceived communication 

function, the shift in relations with peers will significantly increase, and well-being will 

then significantly decrease.  

 Rationale: Research suggests that a shift in communication function negatively 

impacts effective communication (i.e., more communication breakdowns are likely) 

(Fehr, 1996). Of note, reduced and ineffective communication is linked with negative 

relationships (Guilamo-Ramos et al., 2005).  Moreover, difficulties communicating with 

peers may make it hard to maintain friendships. This puts the individual at-risk for 
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feelings of loneliness, which are usually accompanied by depression, suicidal thoughts, or 

helplessness (Weeks et. al, 1980; Westefeld & Furr, 1987). 

Research Question 7 

For adolescents who are late deafened, what is the indirect effect of a change in 

perceived communication function on self-concept due to a shift in relations with peers?  

Hypothesis 7a: If there is a positive change in perceived communication function, 

the shift in relations with peers will significantly decrease, and self-concept will then 

significantly increase.  

Hypothesis 7b: If there is a negative change in communication function, the shift 

in relations with peers will significantly increase, and self-concept will then significantly 

decrease.  

Rationale: Research suggests that shifts in communication will negatively impact 

one’s ability to relate to those around them (Zoltan & Long, 1997; Hadadian & Rose, 

1991; Asher & Paquette, 2003). This inability to relate to peers may result in profound 

feelings of loneliness, especially in a school environment where peers are the primary 

source of support (Ladd, 1990).  People who are lonely typically think poorly of 

themselves (via self-derogation) and expect rejection from others (Goswick & Jones, 

1981).  

Research Question 8 

For adolescents who are late-deafened, what is the indirect effect of a change in 

perceived communication function on well-being due to a shift in relations with family 

members? 
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Hypothesis 8a: If there is a positive change in perceived communication function, 

the shift in relations with family members will significantly decrease, and well-being will 

then significantly increase.  

Hypothesis 8b: If there is a negative change in communication function, the shift 

in relations with family members will significantly increase, and well-being will then 

significantly decrease.  

 Rationale: Healthy, open communication between parents and adolescents helps 

facilitate positive relationships, which in turn decreases the adolescent’s likelihood of 

engaging in risky behaviors (Guilamo-Ramos et al., 2995). Furthermore, within the 

family structure, adolescents who report difficulties communicating with their parents are 

more likely to feel depressed than adolescents without difficulties communicating with 

their parents (US DHHS, 2003) 

Research Question 9 

For adolescents who are late-deafened, what is the indirect effect of a change in 

perceived communication function on self-concept due to a shift in relations with family 

members? 

Hypothesis 9a: If there is a positive change in perceived communication function, 

the shift in relations with family members will significantly decrease, and self-concept 

will then significantly increase.  

Hypothesis 9b: If there is a negative change in communication function, the shift 

in relations with family members will significantly increase, and self-concept will then 

significantly decrease.  
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 Rationale: Shifts in communication function among family members may affect 

the quality of parent-adolescent relationships. While it is possible that adolescents who 

are late-deafened may possess differing degrees of residual hearing, the use of spoken 

language may not be as dependable or intact as it was before the hearing loss. This 

suggests there will likely be a shift in communication function within a family; 

adolescents who are late-deafened may struggle with understanding their parents or being 

understood by their parents. This ineffective communication between the adolescent and 

their parents may make the adolescent feel as though they are misunderstood or 

unimportant (Kusche & Greenberg, 1983). 

Method 
Participants 

The target population is 350 adolescents (ages 13-18) living in the United States 

who have been identified as having severe to profound late-onset hearing loss and are 

currently receiving services from American Speech-Language-Hearing (ASHA) certified 

and insured audiologists. Data will also be gathered from parents/legal guardians. To be 

included in the study, participants must have (i) bilateral late-onset hearing loss of at least 

41 dB aided at least one year before recruitment; (ii) a reading ability of at least 8th 

grade; and (iii) stable hearing loss to ensure that the hypothesized changes to participants’ 

characteristics (e.g., communication function, identity) can manifest. Recall that degrees 

of hearing loss can be classified into four categories: mild, moderate, severe, and 

profound (Longmuir, 2001). Forty-one dB is the minimum threshold for a classification 

of moderate hearing loss (Clark, 1981).  
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For the purposes of the study, the rationale supporting the inclusion criteria of 

bilateral hearing loss is that participants do not have a “good ear” they can depend on for 

spoken language communication. Bilateral hearing loss suggests that one’s use of spoken 

language may be more difficult than someone with unilateral hearing loss. Participants 

will be excluded if they (i) are diagnosed with other acquired conditions that affect one’s 

sensory or motor capabilities (e.g., paralysis); (ii) have unilateral hearing loss; (iii) have 

aided degrees of hearing loss less than 55 dB (iv) have parents or siblings who are 

d/Deaf; (v) and are from a family that primarily uses sign language to communicate. 

Measures 

Demographics: To report and account for participant characteristics during 

analysis, the researcher will collect the following demographic information from 

participants: (i) age; (ii) racial/ethnic background; (iii) age of hearing loss onset; (iv) how 

the hearing loss occurred (e.g., medical complications, noise exposure); (v) current 

school; and (vi) sex. Of note, Flesch-Kincaid Grade Level (FKGL) scores were calculated 

for many the measures (Kincaid, Fishburne, Rogers, & Chissom, 1975).    

In addition, the following demographic information will be collected from 

parents/legal guardians: (i) deaf status of all family members; (ii) insurance information; 

(iii) access to medical care; (iv) resources utilized to address their adolescent’s hearing 

loss; (v) whether family members are currently in receipt of therapy; (vi) membership 

within support groups; (vii) and current grade and reading level of their adolescent.  

Shift in Communication Function: The Self-Assessment of Communication – 

Adolescent (SAC-A): The SAC-A is a 12-item questionnaire designed to examine the 
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communication perspectives of adolescents with hearing loss (Wright, English, & 

Elkayam, 2010). It consists of three domains: Hearing and Understanding, Feelings about 

Communication, and Other People. The Total SAC-A score will be utilized for the 

purposes of this study. Participants respond to each question in Likert format (1 = almost 

never, 5 = almost always). Sample items include “Do you experience communication 

difficulties in situations when speaking with only one other person?” or “Do you feel left 

out of conversations or do other people feel frustrated when talking to you because of 

hearing problems?” The SAC-A is determined to have high face validity as well as 

acceptable test-retest reliability (r = .76) and internal consistency (α = .81-85). 

Relations with Family: The Adolescent Family Life Satisfaction Index (AFLSI; 

FKGL: 6.3) - The AFLSI is a 13-item self-report scale that measures the extent to which 

adolescents are satisfied with aspects of family life (Henry, Ostrander, & Lovelace, 

1992). Participants respond to each item, such as “I am satisfied with the ways my 

parent(s) want me to think and act” in Likert scale format (1 = strongly disagree, 5 = 

strongly agree). Overall, the AFLSI contains strong internal consistency (α = .90), and 

there is also evidence for its construct and concurrent validity. For the purposes of this 

study, only the summed raw score (range: 7 – 49) of responses to items within the parent 

subscale will be analyzed (7 items; α = .88).   

Relations with Peers: The Friendship Quality Scale (FQS; FKGL: 2.52) - The 

FQS is a 23-item self-report scale that is designed to assess the quality of child and 

adolescents’ relationships with their best friends per five important components of 

friendship: companionship (α = .71-.73), conflict (α = .76-.77), help (α = .73-.80), 
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security (α = .71-.74), and closeness (α = .77-.86) (Bukowski, Hoza, & Boivin, 1994). 

Sample items are “my friend and I spend all our free time together” (companionship), “I 

can get into fights with my friend” (conflict), “My friend helps me when I am having 

trouble with something” (help), “If I have a problem at school or at home, I can talk to 

my friend about it” (security), and “If my friend had to move away, I would miss him/her 

(closeness). Participants respond to each item in Likert format (1 = not true; 5 = really 

true).  As noted earlier, each of the scales has acceptable to good internal reliability, and 

has good evidence for its criterion validity. The summed raw score (range: 23 – 115) will 

be analyzed.  

Self-Concept: The Piers-Harris Children’s Self-Concept Scale- Second Edition 

(Piers-Harris 2): The Piers-Harris 2 is a 60-item self-report questionnaire that is designed 

to examine the self-concept of children and adolescents between the ages of 7 to 18 years 

across six subscales: physical appearance and attributes (α = .75), freedom from anxiety 

(α = .81), intellectual and school status (α = .81), behavioral adjustment (α = .81), 

happiness and satisfaction (α = .77), and popularity (α = .74) (Piers & Herzberg, 2002). 

The standardization sample was 1,387 children and adolescents from the United States; 

the sample was stratified per the 2001 U.S. census. Participants respond “yes” or “no” to 

each item; raw scores are converted to T-Scores, which will be utilized for the purposes 

of this study (45T-55T is in the average range). The scale has excellent overall internal 

consistency (α = .91) and has acceptable evidence for its content, criterion, and construct 

validity. It also possesses validity scales to check for exaggeration, response bias, and 

random responding.  
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Well-being: Scale of Positive and Negative Experience (SPANE; FKGL: 7.27): 

The SPANE is a measure of subjective well-being that examines how often participants 

experience 12 positive and negative emotions (e.g., pleasant, unpleasant, happy, sad) 

(Diener et al., 2010). Participants respond to each item in Likert format (1= very rarely or 

never; 5 = very often or always). The SPANE has excellent internal consistency (α = .89) 

and acceptable temporal stability (α = .68). It also possesses acceptable convergent 

validity when correlated with similar scales, such as the Satisfaction with Life Scale or 

the UCLA Loneliness Scale (Diener, Emmons, Larsen, & Griffin, 1985; Russell, 1996).  

The Behavior Assessment Scale for Children - Second Edition (BASC-2): The 

BASC-2 is one of the most widely-used, standardized rating systems that examines 

social-emotional functioning; scales can be completed by the child, teacher, or parent(s) 

(Reynolds & Kamphaus, 2006).  

Parent Rating Scale (PRS): The PRS contains 134-160 items that are in 

Likert format (always, often, sometimes, never). Sample items include “makes 

friends easily” or “worries.” Composite scales are Externalizing and Internalizing 

Problems, Adaptive Skills, School Problems, and Behavioral Symptoms Index. 

Internal consistency is good across all scales (α = .80 .90) (Tan, 2007). There is 

acceptable to good convergent validity with similar scales on the Achenbach 

System of Empirically Based Assessment (ASEBA; r = .65 - .85), and construct 

validity has been established through exploratory and confirmatory factor analysis 

(Reynolds & Kamphaus, 2010).  
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Adolescent Self-Report of Personality (SRP): The SRP is a self-report 

measure with a combination of Likert and true/false items. The composite scales 

are School Problems, Internalizing Problems, Inattention/Hyperactivity, Personal 

Adjustment, and Emotional Symptoms Index. Internal consistency is good to 

excellent across all scales (α = .85 .95) (Tan, 2007). Like the PRS, construct 

validity has been established through exploratory and confirmatory factor analysis 

(Reynolds & Kamphaus, 2010). Of note, the SRP also contains implausible 

statements to maintain the scale’s validity.  

The Flourishing Scale (TFS; FKGL: 8.24): The TFS is a 8-item scale that 

provides a measure of one’s psychological well-being (Dierner et al., 2010). These items 

measure domains such as social connectedness and having a meaningful life. Participants 

respond to each item in Likert format (1 = strongly disagree; 7 = strongly agree). Sample 

items include “my social relationships are supportive and rewarding” or “I am competent 

and capable in the activities that are important to me.” The TFS has good internal 

consistency (α = .87), temporal stability (α =  .71), and convergent validity (r = .62) with 

the Satisfaction With Life Scale (Diener et al., 1985).  

Cultural Identity: Deaf Acculturation Scale (DAS; FKGL: 8.62): The DAS is a 

58-item scale that is intended to assess an individual’s level of acculturation within Deaf 

or Hearing cultures (Maxwell-McCaw & Zea, 2011). Participants respond to each item in 

Likert Format (1 = strongly disagree; 5 = strongly agree). It consists of two overall 

acculturation scales: Acculturation to Deaf Culture (DASd) and Acculturation to Hearing 

Culture (DASh), each of which are comprised of five parallel subscales that measure 
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acculturation across five domains: (i) cultural involvement; (ii) cultural identification; 

(iii) cultural knowledge; (iv) language competence; (v) and cultural preferences. Sample 

items include: “I call myself Deaf,” “I feel that I am part of the hearing world,” or “my 

Deaf identity is an important part of who I am.” Reliability and validity data was 

extracted from a sample of 3,070 predominately signing deaf/hard-of-hearing participants 

(youngest: 12 years; oldest: 75). The DAS has demonstrated acceptable internal 

consistency and (DASd α = .84 - .92; DASh α = .71 - 85; DAS α = .91) construct validity. 

There is also evidence for concurrent validity when scores on the DAS were examined in 

relation to two demographic variables (parental hearing status and type of high school 

attended) (2011). The items that are related to hearing acculturation will be reverse 

coded, and an average of the responses will be used in the study.  
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Chapter 4: Data Analyses and Expected Results 

Analysis Plan 

Rationale and Assumptions: Path Analysis (PA) is an extension of multiple regression 

(MR), in which relationships among variables of interest can be measured and modeled 

(Whittaker, 2015). However, MR does not produce results that allow researchers to 

statistically test the significance of indirect effects (Keith, 2006; Whittaker, 2015). This 

limitation of MR can be addressed using PA, which allows for the testing of both indirect 

and direct effects on outcome variables within a proposed model. This is ideal for the 

current study, since many variables are being examined to determine their effect on well-

being and self-concept for the population of interest. To conduct a PA, there are several 

assumptions that must be satisfied: (i) The model is non-recursive; (ii) the exogenous 

variables have no error terms (i.e., they are perfectly measured); (iii) the causal process 

has had time to work; (iv) and all common causes have been included in the model 

(Keith, 2006; Kenny, 1979). These assumptions were met to the best of the researcher’s 

ability in the following ways: (i) the arrows are drawn in the correct direction and the 

model contains no feedback loops; (ii) the exogenous variables [noted later] are reliable 

and valid; (iii) the causal process had had time to work: recall that to be included in the 

study, participants must have experienced the hearing loss at least a year before 

recruitment; (iv) and based on previous theory and research, temporal structure, and 

logic, there is evidence to suggest that no common causes have been omitted.  

Variables, Analysis Software, and Sample Size 
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Figure 1: Proposed Model 

 

For the purposes of the illustration (see Figure 1), the four covariates are not 

included. The covariates are: sex, age of hearing loss onset, and hearing loss etiology. Of 

note, etiology will be dummy coded as two binary covariates: “noise,” “medical,” or 

“headtrauma” (headtrauma will be the reference group). “Hearing loss etiology” will 

covary with the exogenous variable “degree of hearing loss,” while “sex” and “age” will 

covary with all endogenous variables.  

For the well-being variable, it is important to note that four different scales are 

being utilized to measure this construct. To analyze the data from these scales (SPANE, 

TFS, PRS, and SRP), the current research will standardize the obtained scores and 

compute an average, which will serve as the measure of well-being. Before moving 

forward with the analysis, it is imperative that the model identification is examined. To 

this end, the current proposal ensured that the number of total estimated model 
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parameters did not exceed the number of variances and covariance terms (Suhr, 2006). 

To calculate the number of variance and covariance terms, this formula is used: 

n(n+1)/2   (1) 

Where n = total of all endogenous and exogenous variables in the model 

 The total number of variables is 11 (including the four covariates [recall that 

“etiology” has two dummy-coded variables]). Therefore, the proposed model contains 66 

unique elements. The model contains 12 direct paths, 11 variances of the exogenous and 

endogenous variables, and 12 covariances of the exogenous and endogenous variables for 

a total of 35 estimated model parameters. Because 66 is greater than 35 (df = 31), the 

model is considered over-identified, which means there is more than enough information 

to perform the subsequent analyses and obtain model fit indices (Loehlin, 1992).  

Because the covariates are categorical, the researcher will utilize MPlus to 

analyze the data since this software is ideal for analyzing categorical variables (Keith, 

2006; Muthen & Muthen, 1998-2011). When considering the appropriate sample size, it 

is important to consider assumptions and implications of both model fit indices that will 

be used in the current study. Because the literature suggests the use of multiple fit indices 

to determine model fit, the current research will utilize two such indicators: The Tucker-

Lewis Index (TLI) and the maximum-likelihood based Root Mean Squared Residual 

(SRMR) (Hu & Bentler, 1999; Jackson et al., 2009). These specific indices were selected 

because this combination of indices has been designated as optimal for reducing Type 1 

and Type II error (Hu & Bentler, 1999). Cut-off values close to .08 for the SRMR and .95 

for the TLI will be utilized to determine model fit.  
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Based on standards described by the literature, the desired level of power for the 

current proposal is .8 (Miles & Shelvin, 2001). Next, it is important to mention that the 

value of the TLI is relatively unaffected by sample size, and the SRMR is less preferable 

when sample size is small (Anderson & Gerbing, 1993; Hu & Bentler, 1999). This 

suggests that the sample size needs to be large; ideally, the number of subjects per 

measured variable is approximately 10:1 (Benter & Chou, 1987; Loehlin, 1992; Saur & 

Puhan, 2010). With 35 estimated model parameters, the ideal sample size to achieve the 

desired level of power is 350.  

Interpretation of Results 

 When model fit has been established, the output that MPlus provides will be 

utilized to answer the research questions contained in the current proposal. More 

specifically, the statistical significance and magnitude of the standardized path values (β), 

or all direct effects, will be interpreted first. MPlus will also provide information 

regarding the statistical significance and associated error terms of the indirect effects (an 

advantage over MR; calculating indirect effects with MR is more complex [Sobel test]). 

Of note, researchers will be able to employ bootstrapping as an alternative method of 

examining the statistical significance of the total and indirect effects (Keith, 2006). 

Bootstrapping will also provide confidence intervals that researchers can examine for 

future iterations of this research.  
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Chapter 5: Summary, Implications, Limitations, and Suggestions 

Summary 

To recapitulate, late-onset, post-lingual hearing loss is defined as severe or 

profound hearing loss occurring after childhood (Mason, 1996). Individuals who are 

prelingually deaf typically do not perceive themselves as possessing a disability – 

instead, being deaf is a source of pride (Gruskin, 2003). This contrasts with individuals 

who are late-deafened (LD), who perceive being deaf as a disability or loss and are more 

likely to develop symptoms of a negative well-being (e.g., depression, helplessness, and 

social isolation) and report decreased self-concept (Luey et al., 1995; Padden & 

Humphries, 1988; Ryff & Essex, 1992; Werngren-Elgstrom, Dehlin, & Iwarrson, 2003). 

However, recent research has not examined which specific variables contribute to these 

decreases. To this end, the current proposal plans to conduct a Path Analysis on a 

proposed model to statistically evaluate the effects of communication and identity related 

variables on self-concept and well-being within adolescents who are LD.  

Implications 

Results from this proposed study could have implications that extend to many 

mental health professionals, including school psychologists, speech-language 

pathologists, counselors, or other professions that work closely with adolescents. By 

examining a model that implicates communication and identity-related variables and their 

potential effects on self-concept and well-being, previously unknown relationships may 

be identified. This will allow professionals and other proximal figures to obtain a greater 

understanding of this population’s unique mental health needs. To this end, blanket 
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strategies for the deaf population may not be effective for individuals who are LD since 

their experiences and perspectives are likely distinct from those who are prelingually 

deaf. Results from this study may help inform more nuanced therapeutic or school-based 

interventions tailored specifically to the population’s unique needs. Furthermore, results 

may also extend to other populations, namely immigrant students or those with other 

adventitious disabilities.  

This study may be a crucial step in increasing knowledge about the perspectives 

of individuals who are LD. Results of this study may not only contribute to mental health 

professionals’ expertise, but they may also encourage scholars within Deaf research to 

further build on the knowledge base of individuals who are LD. Ultimately, results from 

this study could help proximal adult figures obtain a greater understanding of the unique 

mental health needs, perspectives, and skillsets of adolescents who are LD, which may 

preface the formulation of nuanced interventions that provide consistent support and are 

tailored to the individual’s specific needs.   

Limitations 

The proposed study has a number of limitations. First, the model and hypotheses 

were generated a priori. That said, the obtained data may not fit the model, nor provide 

support for the hypotheses. This limitation can be addressed by utilizing an a posteriori 

approach once data is collected; the adding and dropping of theoretically appropriate 

paths and variables will allow the current proposal to maximize the proportion of 

explained variance (Petraitis, Dunham, & Niewiarowski, 1996). Another limitation of 

using PA is the potential effects of multicollinearity. To address this limitation, the 
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researcher can input the data into SPSS and check the Variance Inflation Factor (VIF); a 

VIF greater than five is considered evidence for multicollinearity. Furthermore, using PA 

does not evince causality (to clarify, one can estimate causality by drawing arrows in 

specific directions; this limitation refers to the magnitude of the path values). To address 

this, the current research describes the underlying assumptions of PA to ensure that 

accurate conclusions would be drawn from the data, and future research should utilize an 

experiment to investigate causal effects further.  

The use of the self-report measures is another limitation of the current research. 

These are often subject to the expectancy effect, which suggests that obtained data may 

not be a valid representation of an individual’s true trait level. This limitation may be 

addressed in future research by using a variety of measures to examine each variable (i.e., 

self-report, inter-rater, behavioral observation). Some data from the CFCS is obtained 

retrospectively, which is another limitation of the current research since memory is not 

always accurate, ergo the CFCS may not be an accurate measure of the individual’s trait 

level. This research proposal is also limited in that it is not able to control for potential 

order-effects of the questionnaires. It is possible that responses on the measures may be 

affected based on the order in which they complete the questionnaires. To address this 

limitation, future research should implement a method to standardize the order in which 

participants view and complete the measures to ameliorate the potential order effects. 

Additionally, the measures have not been validated on LD adolescents. Future research 

should create validated tools for use with individuals who are LD to ensure appropriate 

interpretation of the scores. 
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Another limitation is that this research only collects data from adolescents; this 

limitation is two-fold. The adolescent phase of development is characterized by 

significant physical and emotional changes. The onset of hearing loss embedded amongst 

other significant life changes may be overwhelming and result in exaggerated self-report 

responses. To address this, further research should examine the effects of hearing loss 

across a wider age-span (i.e., adolescence, early adulthood, etc.). Furthermore, 

adolescents also experience emerging changes in self-concept (Dusek & Flaherty, 1981). 

Developmentally, self-concept amongst adolescents is more unstable among early-

adolescents than late-adolescents (Hauser, 1971). To address this, the researcher intends 

to recruit from a wide-range of ages within the adolescent developmental period (13 

years -18 years).  

The sampling method is also a limitation of the proposal. The low prevalence of 

the population coupled with the additional inclusion/exclusion criteria renders participant 

recruitment difficult, and emphasizes the need for convenience sampling. This sampling 

method is non-probabilistic at the participant level, which suggests that generalizability 

across the target population is limited. Another limitation is that participants were not 

stratified based on characteristics (e.g., gender); this method would have reduced 

selection bias and would have reflected the population composition more accurately, but 

was not practical given the aforementioned concerns regarding the population’s 

prevalence. To address this limitation, the researcher will document participant 

characteristics from the demographics survey and provide a rich sample description from 

which future research can build. Lastly, the current proposal anticipates some degree of 
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nonresponse and missing data. As noted, the proposal plans to oversample in order to 

mitigate the effects of nonresponse. To address missing data in MPlus, maximum 

likelihood estimation will be used (Little & Rubin, 2002).  

Lastly, the three theories utilized in this proposal also have limitations. A 

limitation of Erikson’s PToD is that, because it is based on stages, it implies that 

adolescent identity development is predictable and can be easily categorized into one of 

those stages. However, adolescent identity development is complex and is affected by a 

variety of influences; therefore, PToD may not reflect the experience of all adolescents. 

AUMT is limited by its apparent emphasis on deliberate, conscious efforts to 

communicate; amongst some individuals, communication may still be effective without 

the attention to one’s anxiety or uncertainty. Lastly, the HTMAT is limited by its 

emphasis on happiness or pleasure; it does not consider other psychological constructs or 

emotions.  

Suggestions for Future Research 

Future research should extend the population of interest to outside of the United 

States. The hearing culture in the United States is primarily ingrained within 

individualism, which is in contrast to the collectivist nature of Deaf culture (“Deaf 

Culture,” 2003). However, many countries are identified as collectivist (e.g., India, 

China, or Korea). Examining the well-being and self-concept of individuals who are LD 

within these collectivist countries may allow for further examination into environmental, 

proximal factors, as well as comparison between countries that are identified as 

individualistic (e.g., United States or Canada) and collectivist. Future research should 
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also examine more variables, namely those that are unique, individual characteristics 

(e.g., resiliency). This information may help practitioners, parents, or teachers foster and 

build these traits in order to promote positive well-being and self-concept.  

The current study only focuses on the level of H/hearing identity. Future research 

should examine how the acquisition of another identity (e.g., Deaf) serves as a protective 

factor against decreases in well-being and self-concept, which may help reframe late-

onset hearing loss to elicit a more positive valence rather than being perceived as a deficit 

or loss. Moreover, analyzing subscale differences on the DAS may allow practitioners to 

pinpoint specific areas in which Deaf/Hearing cultural identity is developed or 

maintained within this population. The current proposal also did not statistically test the 

direct effect of one’s level of hearing identity on familial and peer relations, nor 

statistically examine the relationship between self-concept and well-being. Future 

research should examine the statistical significance of these relationships in order to 

optimize the level of variance explained by the variables, as well as to obtain a greater 

understanding of how the variables are related to each other. Future research may benefit 

from the use of qualitative measures to not only obtain information about the variables 

contained in the model, but also to explore additional variables not included in the model, 

such as resilience, social desirability, attitudes towards deaf, or psychological adjustment. 

To this end, future research should also utilize a greater number of tools to measure 

components of self-concept (e.g., self-esteem, self-efficacy), just as well-being was 

measured with four.  
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