MENTAL HEALTH SERVICES FOR PEOPLE
WHO ARE DEAF

HE ISSUE OF MENTAL HEALTH services available to adults and children
in the United States who are deaf is addressed. Included is a historical
perspective on the changes in these services over the last 50 years.
Within this scope, the current status of services is described in some
detail. Psychological research on children who are deaf is reviewed,
and current issues faced by school psychology and psychologists who
evaluate deaf children in school settings are examined. The disturbing
current trend toward the criminalization of people with mental illness,
which aifects both hearing and deaf adults with psychiatric diagnoses,
is covered. Suggestions are made for improving mental health services
for children and adults who are deaf.
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Without doubt, people who are d/Dcaf
and mentally ill are the mo.st neglected
segment of the mentally ill population
in the United States. This has been true
historically (Best, 1943; Levine, I960;
Myklebust, I960). It is also true today
(Leigh, Powers, \ ^ h , & Nettles, 2004;
Pollard, 1994, 1996). The primary reason for this is that the overwhelming
majority of those individuals who communicate using American Sign Language (ASL) have limited or no access
to appropriate services. Relatively few
psychologists, psychiatrists, or social
workers are fluent in this language, an
extremely difficult one to learn. To
pmperly provide psychotherapy, psychodiagnostics, or counseling to this
population requires competence in ASL
or the use of skilled sign language interpreters (Pollard, 1998). The latter are

hard to find, and the cost of providing
interpreting services has to be factored
into service provision (Pollard, 1996).
For the purposes of the present article, people who are Deaf with an uppercase D are defined as individuals
who lost their hearing before age 3
years, whose loss is so severe that they
cannot understand speech with or
without a hearing aid or cochlear implant, and who depend primarily on a
signed language for communication.
Although those who are Deaf are the
focus of this article, some of the information can he generalized to deaf persons who rely primarily on spoken
language, persons who are hard of
hearing, and those who are adventitiously deaf (with hearing loss occurring after speech has been established).
When referring to groups consisting of
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individuals who are Deaf and individuals who are deaf, we will indicate such
groups as d/Deaf.

A Historical Perspective on
Mentai Health Services for
Aduits Who Are Deaf
Lintil the mid-1960s, those individuals
who were Deaf and seriously mentally ill received no specialized mental
health services. Instead, they were typically placed in psychiatric hospitals
with normally hearing patients and
served by staff with no knowledge of
sign language (Vernon & Daigle-King,
1999). Rarely were there other Deaf
patients in the vicinity with whom they
could communicate. This is analogous
to placing an English-speaking psychiatric patient in a psychiatric hospital in
Japan where patients and staff all
speak Japanese. For these Deaf patients placed in a psychiatric hospital,
such experiences could be perceived
as frightening and abusive. As a consequence, in the years before the mid1960s there were many cases of gross
misdiagnosis, and patients who were
Deaf remained hospitalized much
longer than those who could hear or
use spoken language. This was true in
both the United States and Europe
(Basilier, 1964; Hansen, 1929; Vernon,
1995a).
During the mid-1960s, psychiatric
hospitals in the United States began
some initial efforts at establishing inpatient units for Deaf patients as well
as research programs designed to improve understanding of those Deaf
patients who had psychiatric disorders
(Grinker, 1969; Rainer & Altshuler,
1966). Around the same time, similar
programs were devekjped in Europe,
especially in England and the Scandinavian countries (Denmark & Eldridge,
1964; Remvig, 1969).
However, in succeeding decades
the trend toward deinstitutionalization
accelerated in the United States. This
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process has been coupled with the failure to replace the hospitals closed by
the deinstitutionalization movement
with adequate funding for community
mental health facilities to support the
patients discharged from these closed
hospital settings. The end result is a
mental health system described as "in
shambles" by the New Freedom Commission on Mental Health, appointed
by President George W Bush (Meyers,
2006).
Ironically, a fector that played a major role in the deinstitutionalization
process was the development of psychotropic drugs, which facilitated the
discharge of psychiatric patients from
hospitals based on the premise that
their behavior would be controlled by
consistent medication. However, these
seriously mentally ill patients, including those who were Deaf, did not reliably adhere to medication regimens
because of lack of understanding, and
often had no place to go. A .significant
percentage of this entire group were,
and still are, poor, homeless, and suffering from untreated addictions (Human Rights Watch, 2003).
Despite this disastrous overall situation, some positive developments
stand out. While deinstitutionalization
and drastic budget cuts for state hospitals have forced the closure of a
number of units for patients who are
Deaf, one of the few that survive is a
model program in Westborough State
Hospital in Massachusetts (Glickman
& Gulati, 2003). Its approach to the
treatment and care of its severely
mentally ill patients reflects a deep respect for and embodiment of culturally affirmative techniques for Deaf
patients, including the presence of
staff with competence in ASL.
Another positive development is
the National Deaf Academy (NDA), in
Mt. Dora, FL Opened in 2000, it is the
first residential treatment center ever
established exclusively for individuals

who are Deaf The facility is staffed
only by therapists who can sign. More
than half of these therapists are Deaf
and therefore reinforce a culturally affirmative environment. Tbe NDA has
an 82-patient capacity with a staff of almost 200 and has served patients from
28 states and four countries (Cohen,
2005). Although it is a private facility,
most of its patients are funded by
states that do not have the personnel
or facilities to meet the standards of
care required by the Americans With
Disabilities Act of 1990 (ADA) to serve
severely mentally ill patients who are
Deaf.

Mental Health Services
and Research involving
Chiidren Who Are Deaf
Tbe historical and current paucity of
mental health services for children
who are Deaf and have serious psychiatric diagnoses requiring inpatient
mental health care does this group a
great disservice. The few psychological services that did exist in previous
decades treated only those with mild
problems and were centered in state
residential schools, where most children who were Deaf were enrolled at
that time. (Currently, most are educated in mainstream settings.) The
research done at these schools consisted primarily of more than 30
studies comparing the IQs of the.se
enrolled Deaf children with available
norms for hearing children (Vernon,
1967). Previously IQ assessments frequently used verbal tests or group IQ
tests for this population of Deaf children, which resulted in IQ scores well
below those of hearing children,
mainly because of limited auditory or
visual access to the English language
(Vernon, 1967). Subsequent studies
using appropriate performance tests
and examiners more knowledgeable
about deafness have demonstrated
that the performance IQs of these two
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groups are not significantly different
(Braden, 1994; Vernon, 1967).
From about 1933 until 1945, seventeen studies focused on comparing
tbe personality structure and social
maturity of youth who were Deaf with
those who were hearing (see Vernon
& Andrews, 1990, for a review). Many
of these studies used verbal tests set
at reading levels far beyond those
of the research samples. Others were
rating scales with some items appropriate only for hearing subjects. The
conclusions derived from this work
often described Deaf youth as more
paranoid, narcissistic, immature, introverted, and other similar appellations, compared to their hearing
counterparts (Lane, Hoffmeister, &
Bahan, 1996; Vernon & Andrews,
1990).
These personality tests were not
normed on samples of Deaf persons.
Personality test results did not take
into account the role of Deaf culture,
nor of the multiple potential influences on behavior including but not
limited to age at hearing loss, etiology,
age at diagnosis, and nature of communication access. Considering that
these tests were often administered
by persons who could not sign and, in
general, lacked credibility with reference to today's reliability and validity
standards (Vernon & Andrews, 1990),
nowadays it is difficult to accept the
extent to which these personality
findings influenced professional perceptions about the functioning of
Deaf Individuals.
The most thorough and in-depth
study of Deaf children was done by
Schlesinger and Meadow (1972). This
study, which was conducted primarily
at the Langley Porter Neuropsychiatric
Institute in San Francisco and the California School for the Deaf in Berkeley,
included data gathered over a 5-year
period. Among the researchers" major
findings were, first, that sign language
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had great value in facilitating academic
achievement, parent-child interaction,
and communication in general, including speech and lipreading. A second
finding, corollary to the first, was the
superior IQs and adjustment of children who were Deaf and had parents
who were Deaf as compared to Deaf
children with hearing parents. Third,
their study of 215 patients who were
Deaf and received treatment from
their program showed that 75%
demonstrated positive behavioral
and situational changes, a finding
that reinforced the importance of
appropriate communication access.
Schlesinger and Meadow's data also
indicated that early intervention represented the best investment of therapeutic time and energy.
These findings were published in
the book Sound and Si^ (Schlesinger
& Meadow, 1972). This book, as well as
the authors' videos and lectures, all
based on their research and clinical experiences, has profoundly influenced
thefieldof deafness, particularly in the
area of early intervention and approaches to working with parents and
their deaf children. For example, the
authors cite the case of a child whose
genetic deafness was diagnosed at age
3 months. Both parents were Deaf,
worked at skilled trades, and participated in Deaf community activities.
From the time the child was about 3
months old, the parents used a combination of sign language in English
syntax and writing with her. By age 19
months, she had a vocabulary of 117
signs. By comparison, average hearing children had vocabularies ranging
from 3 or more to less than 50 words
(Lenneberg, 1967; Schlesinger &
Meadow, 1972). This case illustrates
how early communication access
through vision can result in enhanced
linguistic development and prevent
potential psychological adjustment
deficits.

Current Status of iVIentai
Health Services
In the past, the limited research and
psychological services available in
many educational settings for d/Deaf
children were rarely provided by psychologists with adequate credentials
or knowledge of deafness or sign language (Levine, 1977). For example, of
the 178 individuals working as psychologists with this specialized population of children and adults in 1977,
only 9 had proper credentials as psychologists and most had no training in
deafness (Levine, 1977).
Compared to 50 years ago, mental
health services available for people
who are Deaf have improved significantly For example, Gallaudet University, the world's only liberal arts
university serving d/Deaf and hard of
hearing individuals, has two wellestablished credentialed programs in
school psychology' and schcx)! counseling (Vernon, 1995a). Gallaudet more
recently developed a Ph.D. program in
clinical psychology which is now accredited by the American Psychological
Association (APA), The graduates of
this program are gradually moving into
leadership roles in the field of mental
health and deafness.
While these relatively recent developments represent a significant
improvement in the nature of psychological services provided by schools
for d/Deaf youth, the current situation
continues to be problematic. Well
over 80% of children who are deaf are
educated in mainstream programs
(Gallaudet Research Institute, 2006).
These mainstream programs vary with
respect to level of expertise in serving
these children, and in comparatively
small programs the majority of these
children tend to have minimal exposure to Deaf culture, and are typically
seen by psychologists who cannot
sign, have little or no training in deafness, and tend to be inexperienced in
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evaluating children with hearing loss,
considering the fact that "deaf" is a
low-incidence condition (Mailer. 2003).
This type of situation is obviously
unacceptable because psychological
evaluations and the resulting diagnoses can have critical repercussions
on the lives of all deaf children (Clark,
2003; Mailer, 2003). Misdiagnoses make
it that much more difficult for these
children to achieve their potential.
For example, the senior author of the
present article recently tested a student from a mainstream program who
was Deaf and had been placed in a
class with students of mixed disabilities, the majority of whom were mentally challenged. According to school
records, his IQ was 74, based on a verbal IQ test. When a performance test
was administered to him, he scored a
performance IQ of 117. At the time the
senior author tested him the student
was 13 years old, but he was reading at
a second-grade level as a result of
years of improper school placement.
At this stage of his life, he may never
realize his intellectual potential. He
had understandably become somewhat of a behavior problem but, other
than his deafness, gave no evidence of
any additional disability. We have observed that such errors are unfortunately more common than may be
realized and are inevitable as long as
the psychologists doing the evaluations lack appropriate training in deafness. Clark (2003) provides examples
of the .sophisticated approaches to differential diagno.ses in psychological
evaluations that are essential in order
to avoid such misdiagnoses.
Today, another major issue regarding mental health services for children
who are Deaf is the quality of sign language interpreting in mainstream
schools for those students who need it,
especially those in rural areas Qones,
Clark, & Soltz, 1997; Yaiger, 2001). In a
study of sign language interpreters in
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rural schools, Yarger reported that the
mean score of 46 interpreters who
were assessed using the Educational
Interpreter Performance Assessment
was 2.6. Considering that a score of
3.5 or higher reflects the level at
which interpreting is considered to
be coherent, the implication is that
of incoherence in information conveyed to students. This same problem exists in many urban mainstream
programs. Just imagine what it means
to be a child who is Deaf in a class
where for from 5 to 7 hours each day
that child is dependent on "incoherent information." The results, psychologically and educationally, are
inevitable academic failure with attendant possible negative consequences
such as psychological frustration and
anger.
With so few psychologists in mainstream programs able to communicate
in sign language, some are using interpreters during assessment procedures,
but these may be the same unqualified
interpreters used by the teachers. This
inevitably leads to errors in psychodiagnostics and evaluation and to poor
counseling, especially when the interpreters are not sufficiently versed
in how to transmit information and
test items accurately and may inadvertendy invalidate test results by, for
example, providing too much information when giving instructions (Leigh,
Corbett, Gutman, & Morere, 1996).
This is a critical problem, considering
that many psychological tests have
standard requirements to adhere word
for word to instructions provided in
their associated manuals.
Serious ethical and legal issues are
raised when a psychologist does not
know ASL or does not have experience with children or adults who are
d/Deaf (Raifman & Vernon, 1996a).
These issues need to be addressed by
the National Association of School
Psychologists (NASP), APA, and state

psychological associations. APA has
appointed a task force to develop
guidelines for the assessment and
treatment of persons with disabilities,
including those who are d/Deaf Psychologists have a responsibility to correct the status quo in this area.
For youth who are Deaf and have
serious mental illnesses requiring hospital care, there is the NDA. Only four
or fewer similar residential treatment
facilities exist nationally. While these
similar institutions accept clients who
are d/Deaf, they primarily serve hearing patients. However, these programs usually have some staff able to
sign and who have experience with
people who are d/Deaf.
The basic problem is that existing
programs have the capacity to serve
only a small percentage of those who
need their help, In addition, the costs
are high. Few parents can aftbrd them,
and most insurance does not cover the
kind of long-term care many of these
patients need (Cohen, 2005). Further
compounding the difficulty at the state
and local levels is the red tape required
to get government fiinding when it is
available. The incredibly long delays
parents face even when they are sophisticated about contending with the
hassles exacerbate the difficulties involved in getting appropriate semces
for their children. In some cases, the
services of attorneys and legal procedures are required. As a consequence,
many of these severely mentally ill
youth wind up in state hospitals, where
they get primarily custodial care and
where there are no fellow patients or
staff who know sign language or who
can help them (Vernon & Daigle-King,
1999). Others are kept at home for
years with their families, getting no formal treatment other than medication.
The situation is basically the same for
adults who are seriously mentally ill except for the fact that about five state
hospitals still have units for patients
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who are Deaf (Vernon & Daigle-King,
1999).
Desi")ite these gross and serious
omissions in mental health services,
there has been significant progress
over the last few decades. APA has
taken a greater interest in deafness,
primarily through the leadership of
psychologists knowledgeable about
deafne.ss who are active in the organization (Pollard, 1996). This commitment by APA is relatively recent and an
extremely important step forward for
people who are deaf.
On the legal front, a number of
laws, such as the ADA and the Individuals With Disabilities Education Act
(IDEA), along with consent decrees,
have given d/Deaf psychiatric patients
and school children tbe legal right to
equal access to inpatient and outpatient mental health services and
school psychology sei"vices (Charmatz,
Greer, Vargas, Brick, & Peltz, 2002; Katz,
Vernon, Penn, & Gillece, 1992). These
laws and consent decrees represent
major steps forward, but are not sufficient. The main reason is tbat unless
these laws are enforced, they are not of
much help to people who are Deaf and
have psychiatric disorders (Raifman &
Vernon, 1996b). Unfortunately, they
have not been satisfactorily enforced
either in mental health facilities or in
the area of school psychological services, most likely because of difficulties
in dealing with entrenched bureaucracies and following due prtxess.

Criminaiization of People
With iVientai iiiness
An additional reastm why laws such as
the ADA have not been as effective
as they should be is that the U.S.
Supreme Court has made decisions
that have limited these laws' potential
impact by narrowing their scope and
thereby limiting the ability of potential plaintiffs to seek redress for apparent discrimination on various grounds
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(Geer, 2003). As a result of these actions of the Supreme Court, plus the
deinstitutionalization of public mental
hospitals and the failures to fund community health facilities, a disturbing
national trend has developed, one
that has had a profound effect on
those who are Deaf as well as on the
general population. This trend is the
criminalization of people with mental
iiiness, which has left large numbers
of these individuals with severe mental
disabilities with no place to live or to
get treatment. Many become homeless
and live in shelters or in abandoned
buildings. Just to survive is a struggle
they often lose (Human Rights Watch,
2003). When picked up by the police
because of acting-out behavior based
on psychiatric .symptomatology, they
frequently are either refused admission to psychiatric facilities or admitted and then discharged in a day or
so, having been declared not a danger
to themselves or others. Being mentally ill and living in the circumstances
we have described, they are prone to
commit crimes that vary from public
urination to mass murder. This results
in their arrest and incarceration. Consequently, today there are three times
more mentally ill people in pn.sons
than in mental hospitals (Human
Rights Watch, 2003). This criminalization of people with mental illness is a
national tragedy
Prison k)r any person with p.sychiatric involvement can be a horror. For
example, the number-one fear of inmates is that they will be raped. The
second is that they will be killed (Ross
& Richards, 2002). That both of these
fears are justified is confirmed by the
data on prison murder, rape, and suicide (Human Rights Watch, 2001).
While the data supplied by Human
Rights Watch are not specific to the
deaf population. Miller's (2001) data
would indicate the situation to be far
worse for those inmates who are both

Deaf and psychiatrically diagnosed,
because they are far more vulnerable
and subject to attack than hearing inmates. One reason is that they are
viewed as being unable to report incidents because of communication
limitations (Miller, 2002; Vernon &
Miller, 2005). in this kind of hostile
and threatening environment, the possibility of decompensation increases
(Human Rights Watch, 2001). Some
commit suicide. The problem is compounded by the paucity of mental
health services in prisons and jails and
the lack of training for correctional officers to handle those with mental illness. The few programs a prison may
have for treatment, such as the Twelve
Step series for addiction, group therapy for sexual disorders, and education
and literacy classes, are not usually
accessible to inmates who are Deaf
because of the lack of available sign
language interpreters (Miller, 2002).
The topic of individuals who are Deaf
and in prisons or jails, both those who
are mentally ill and those who are not,
deserves more serious attention from
the field of psychology than it has
heretofore received.

Suggested Remediation
Several suggestions intended to alleviate the lack of services for Deaf
psychiatricaliy ill patients deserve consideration. One is legal/legislative. The
first step in this approach is to advocate for the vigorous enforcement of
existing laws. This will require efforts
on the part of the National Association
of the Deaf law Center and other legal
advocacy groups to act on behalf of
such individuals who additionally
have serious Axis I psychiatric diagnoses including schizophrenia and
major mood disorders, which often
require some inpatient care. It is essential to identify cases in which these
individuals are not receiving the rights
to which they are entitled under laws
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such as the ADA, IDEA, and Section
504 of the Rehabilitation Act of 1973.
These laws are often violated by psychiatric hospitals, outpatient clinics,
prisons, and school systems. Consequently, such cases are easy to identify
Once these cases are identified,
lawsuits are filed, and successful verdicts are reached, the cost to offending
institutions through court settlements
or consent decrees will be such as to
bring about their compliance with the
law and implementation of the services the law stipulates for persons
who are covered under the law. This
may appear to be readily achievable,
but that is not the case. It would be
expensive and require a strong commitment by groups of persons with
vested interests in disabilityrightsand
their advocates.
The second suggestion for improving services involves the use of videophones. These devices enable patients
who are competent in ASL or Signed
English to communicate with sign language-competent therapists over a
phone or Internet line with video
hookup at both ends. An increasing
number of d/Deaf persons have access
to this equipment, which is produced
by specialized companies. The technology provides both the caller and
the recipient with a real-time picture
of each other on a monitor similar to
the screen on a TV set. The potential
use of videophones is a partial solution to address the needs of a population that is small and widely scattered
over the entire United States. Because
of this factor, the cost to provide therapy and counseling to those who need
it has been prohibitive. In rural areas,
the psychologist or the client might
have to drive a hundred or more miles
for a therapy session. With this technology, neither the therapist nor the
client would need to leave his or her
home or office because the treatment
sessions could easily be conducted ac-
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cording to the client's linguistic preference using videophones.
If the hearing therapist does not
have the necessary equipment or is
not well versed in ASL, an alternative
but less desirable possibility involves
the use of a Video Relay Service. A VRS
makes use of sign language interpreters through video hookup to
transmit communications between
d/Deaf and hearing callers. The d/Deaf
caller using videophone equipment
or the hearing therapist using a regular phone can connect to a video relay
center, where sign language interpreters function as intermediaries in
connecting the bearing caller with the
d/Deaf person. This has potential for
increasing the delivery of outpatient
psychiatry, psychotherapy, and counseling to the d/Deaf population when
service providers have minimal sign
competency
If such systems were set up nationally and carefully organized to
ensure user confidentiality, it would
be a giant step toward improving and
increasing the delivery of mental
health services to this underserved
population. The cost would be relatively low, and the use of mental
health professionals serving d/Deaf
clients would be far more efficient
than it is today Hospitals have started
using video equipment in this way to
serve hearing patients (Winerman,
2006), and families with young deaf
chiidren in rural areas receive early
intervention services through videoconferencing (Flores-Beltran, 2006).
Similar techniques have been employed in South Carolina and Illinois
with patients who are Deaf and need
to be connected to hearing service
providers who can sign. However, it
is necessary to get insurance companies to agree to reimbursement for
these services, and APA needs to define ethical use of such technology'
plus ensure that it meets Health In-

formation Portability and Accountability Act requirements.
The third .suggestion is less encompassing in scope, but seems viable. In
1980 the Boys Town Research Hospital
produced a 30-minute video. Deaf not
Dumb, which demonstrated the basics
for administering psychological tests
appropriate for use with children who
are d/Deaf The rationale for the use of
these tests was explained in the video,
and some basic information about
children who are d/Deaf was provided.
Despite limited promotion, the
video received wide national distribution and was a huge help to school
psychologists who lacked knowledge
or experience in evaluating children
with significant hearing loss. But with
the new tests that have come out and
the updating of older tests, this particular video is outdated. At a relatively
small cost, a new version could be produced and disseminated to school and
pediatric psychologists. An analogous
video could be prcKluced for psychologists who evaluate adults who are
Deaf While these two videos would
give only basic information, they could
be of great value to the huge number
of psychologists unfamiliar with early
profound deafness.
Another possible solution would
l>e a nationwide series of Continuing
Education workshops jointly sponsored by the APA and the NASI^ primarily for school psychologists, but
also open to psychologists working
with aduits who are d/Deaf. These
workshops would cover areas including, for example, recommended tests
for clients who are d/Deaf, background material on the IQ and educational levels in the d/Deaf population,
this population's linguistic characteristics, and the nature of Deaf culture. It
would be important as a part of the
workshops to have representative panels of such individuals who could respond to questions that psychologists
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might ask. Federal and state funding
should be available for these types of
workshops, as there is no way that
federally enacted laws that theoretically guarantee youth and adults who
are d/Deaf equal access to mental
health services will ever become a reality until psychologists are provided
with the training needed to work with
this population.
Another suggestion, this one applying primarily to d/Deaf children, is
to have all psychological evaluations
of d/Deaf school-age youth done at
tbe state residential schools for the
deaf or at the locations of very large
mainstream programs. Most state
schools and some large mainstream
programs have signing psychologists
with some understanding of the psychology and assessment of children
who are d/Deaf. The most apparent
disadvantage of this procedure is the
transportation involved in bringing
the child to the appropriate location
for testing.
Ourfinalsuggestion is that psychologists who do not sign use certified
sign language interpreters to assist
them (Vernon & Miller, 2001). This is
the easiest and most obvious solution, but it is also expensive. Tbe sign
language interpreting of mental health
content requires excellent, fully certified interpreters who understand test
protocols and carefully adhere to them
(Pollard, 1998).
These suggestions will not solve
the problems of equal access to mental health services for d/Deaf youths
and adults. However, they would relieve somewhat the intolerable and
illegal conditions tbat still exist. They
would also help psychologists who
are being asked to evaluate, diagnose, and treat patients who are
d/Deaf with whom they cannot communicate and whom they do not
understand.
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Conciusion
In the more than 50 years that the
senior author has been involved in the
issue of mental health services for
persons who are d/Deaf, significant
progress has been made through legislation at the state and federal levels,
strong legal advocacy, help from the
APA, and the professional preparation
of more psychologists qualified to
work with children and adults who are
d/Deaf. However, there is still much to
do before it can be said that those
who are d/Deaf have the same access
to mental health services as people
who hear.

Note
1. The uppercase D is used to denote
affiliation with Deaf culture and use
of American Sign Language, while the
lowercase d represents the audiologic
condition of deafness.
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