OVERDUE FINES:
25¢ per day per item
RETURNING LIBRARY MATERIALS :

Place in book return to remove
charge from circulation records




DEVELOPING A JORDANIAN ADAPTATION OF THE
AMERICAN ASSOCIATION ON MENTAL DEFICIENCY
ADAPTIVE BEHAVIOR SCALE
PUBLIC SCHOOL VERSION

PART I

By

Farouqg Farie Elrousan

A DISSERTATION
Submitted to
Michigan State University
in partial fulfillment of the requirements
for the degree of

DOCTOR OF PHILOSOPHY

Department of Elementary and Special Education

1981



Copyright by
FAROUQ FARIE ELROUSAN
1981



ABSTRACT
DEVELOPING A JORDANIAN ADAPTATION OF THE
AMERICAN ASSOCIATION ON MENTAL DEFICIENCY
ADAPTIVE BEHAVIOR SCALE

PUBLIC SCHOOL VERSION
PART I

By

Faroug Farie Elrousan

The lack of accurate diagnostic instruments has been a
major problem in diagnosing and treating mentally retarded
children in Jordan. Despite the increasing interest in
assessing both intellectual potential (IQ) and adaptive
behavior, only the Stanford-Binet and the Wechsler intelli-
gence scales had been preliminarily standardized for use with
the Jordanian population at the time of this study. The
present study represents the first attempt to provide an
instrument for assessing the adaptive behavior of Jordanian

mentally retarded children.

The main purpose of the study was to develop a Jordanian
adaptation of the American Association on Mental Deficiency
Adaptive Behavior Scale (AAMD-ABS), Public School Version,
Part I. The AAMD-ABS was chosen because it is more compre-
hensive than other adaptive behavior scales and because adap-
tation or standardization efforts in Belgium, Egypt, Japan,
India, Puerto Rico, and the United States have proven that it
is an effective means of diagnosing and placing mentally

retarded individuals. Part I was selected because it has a
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higher reliability than Part II.

The specific objectives of the study were to (1) trans-
late the AAMD-ABS from English to Arabic; (2) administer the
Arabic form to a sample of Jordanian children; (3) evaluate
the Arabic form's ability to discriminate among different age
levels and between nonhandicapped and mentally retarded chil-
dren; and, (4) compare the Jordanian and U.S. domain scores in

order to evaluate the pattern of the Jordanian scores.

Research Design and Methodology. In order to accomplish

the above objectives, (1) an Arabic version of the AAMD-ABS
was developed using the back-translation procedure; (2) the
Jordanian ABS was administered to a Jordanian sample of 150
nonhandicapped (NH), educable/mildly retarded (EMR), and

severely retarded (SMR) children representing the age levels

3--82, 93—102, and 113-122; and (3) analysis of variance,

7
the Multiple Range Test of Least Significant Difference, the
"t" test, and an analysis of teachers' responses to each

item were used to analyze the data.

Findings. The study found that (1) the Jordanian ABS
has a concurrent validity in terms of its ability to discri-
minate among different functioning and age levels; (2) the
reliability of the Jordanian scores ranges from .9110 to
.3756; (3) the means for some Jordanian domain scores are
significantly different when compared with the means for some

U.S. scores—(a) EMR. The U.S. means for seven of the nine
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domain scores [Independent Functioning (IFU), Economic Acti-
vity (EA), Self-Direction (SD), Responsibility (R), and
Socialization (S)] are significantly higher than the Jordanian
means. The means for the remaining domains [Physical Develop-
ment (PD) and Vocational Activity (VA)] are lower but not
significantly different. NH, 73-82. The U.S. means for five
of the nine domain scores (IFU, LD, NT, SD, and S) are signi-
ficantly higher than the Jordanian means. The means for the
remaining scores (PD, EA, VA, and R) are not significantly

different. NH, 93-102and113—122. The U.S. means for three

of the nine domain scores (IFU, SD, and S) are significantly
higher than the Jordanian means. The means for the remaining
scores (PD, EA, LD, NT, VA, and R) are not significantly
different; and (4) teachers of mentally retarded children in
Jordan were generally more certain of their responses than

were teachers of nonhandicapped children.

Recommendations. There should be continued development

of a Jordanian version of the AAMD-ABS, Public School Version,
Part I. Future studies should (1) include only items that
are appropriate to the Jordanian culture; (2) use more than
one procedure to determine the scale's reliability; (3)

study the scale's predictive validity; (4) consider including
parents as sources of information about their children; and
(5) include both male and female students in the nonhandi-

capped group.
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Chapter I

INTRODUCTION

Accurately diagnosing mental retardation is a complex
process. Medical, social, and intellectual characteristics
need to be considered if individuals who are mentally retarded
are to be properly diagnosed and adequate services are to

be provided for them.

In the early 1800s, when medical personnel were primarily
responsible for diagnosing and treating mental retardation,
the emphasis was on the physical causes of retardation.

This emphasis began to change in the early 1900s when a num-
ber of psychologists started to explore the psychometric
approach to diagnosis. Binet, Terman, Wechsler, Piaget, and
others experimented with the use of the intelligence quotient
(IQ) as a means of diagnosing and defining mental intellectual
development. Thus, during this period, most mentally

retarded individuals were diagnosed and placed primarily on

the basis of their IQ scores.

By the 1950s, professionals in the areas of mental
retardation, psychology, and special education had begun to

recognize the limitations associated with using only the

1
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psychometric approach to diagnosis. This approach was con-
sidered insufficient because diagnosis was based on a person's
ability to perform a limited number of cognitive and per-
formance tasks and did not consider that person's adaptive
behavior or social adjustment in general. For example, low
scores on traditional psychometric tests do not necessarily
mean that an individual is mentally retarded; he or she may,
in fact, have adequate social adaptation skills. In a 1970

report, The Six-Hour Retarded Child, the President's Com-

mittee on Mental Retardation showed that a child who is
labelled mentally retarded because of low IQ scores may act
retarded during the six-hour school day but function normally

outside of school.

In 1959, the American Association on Mental Deficiency
(AAMD) recognized the importance of adaptive behavior as a
dimension in diagnosing mental retardation when it incor-
porated the concept as part of its definition of mental
retardation. The AAMD also commissioned the development of
two adaptive behavior scales (ABS)—the Adaptive Behavior
Scale for Adults and Children and the Adaptive Behavior Scale,
Public School Version (Nihira, Foster, Shellhaas, and

Leland, 1975).

At the time of this study, the AAMD-ABS had been adapted
or standardized for use in the United States, Japan, India,
Belgium, Puerto Rico, and Egypt, but it had not been adapted

or standardized for use in Jordan. This study was
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designed to provide Jordanian professionals with an adaptation
of the AAMD-ABS in the hope that this would help mentally
retarded students in Jordan to be more accurately diagnosed

and to receive more appropriate services.

Rationale for Considering Adaptive Behavior

The concept of adaptive behavior is not a new concept in
psychology. Piaget (1950) used the term "adaptation" to
refer to a biological function which consisted of the balance
between accommodation and assimilation. The concept of
adaptive behavior has been included in the AAMD definition
on mental retardation since 1959. Leland (1973) noted that

the interest in adaptive behavior led to the modi-
fication of the definition of mental retardation
to include the concept of sub-average intellectual
functioning which originates during the develop-
mental period and is associated with impairment in

adaptive behavior (p. 91).

In the 1974 revision of the AAMD Adaptive Behavior Scale

Manual, Lambert, Windmiller, Cole, and Figueroa listed two
major aspects of adaptive behavior and stressed their impor-
tance in determining whether or not an individual was
retarded. These were

(1) the degree to which the individual is able

to function and maintain himself independently,

[and] (2) the degree to which he meets satis-

factorily the culturally imposed demands of

personal and social responsibility (p. ix).

Leland, Shellhaas, Nihira, and Foster (1967) indicated

that the concept of adaptive behavior includes three
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behavioral aspects: maturation, learning, and social adjust-
ment. In 1973, Leland identified three basic forms of indi-
vidual adaptation to the environment: independent func-

tioning, personal responsibility, and social responsibility.

Coulter and Morrow (1978) considered adaptive behavior
to be a basic criterion in diagnosing and placing mentally
retarded children. They pointed to the support that this
view has received at the government level:
Recent federal legislation (Public Law 93-380 and
Public Law 94-142) has included the measurement
of adaptive behavior as part of the assessment
of mental retardation (p. 133).
Among the primary reasons for including adaptive behavior
as a dimension in diagnosing mental retardation are the limi-
tations associated with using only the psychometric approach
to diagnosis. The psychometric approach depends on a person's
ability to perform a limited number of cognitive and perfor-

mance tasks, while the adaptive behavior approach depends

on a person's ability to adapt to his environment.

Lambert, Windmiller, Cole, and Figueroa (1975) expressed
the following concerns about IQ scales as measures of mental
retardation:

Traditional tests of IQ do not indicate how well
a child may function socially, nor how well he

copes with the various demands made upon him by
the people and circumstances of his environment

(p. x1i).
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In a 1977 article, "Theoretical Considerations of
Adaptive Behavior," Leland referred to the relationship
between adaptive functioning and intelligence and discussed
why it is necessary to focus on the adaptive behavior of the

mentally retarded child:

While there is an overlap between measured intel-
ligence and adaptive behavior within institutional
settings, at least 50% of the patients' measured
intelligence and adaptive behavior are different,
this represents a major consideration in terms of
program planning and community transitions. Even
in the institutional setting where the concept
would be most challenged, adaptive behavior
emerges as a separate dimension (p. 26).

Leland (1977) also noted the similarity between noninsti-
tutionalized and institutionalized mentally retarded children
in terms of their IQ, but commented that the distributions
of the adaptive behaviors of the two groups are different:

As we move into the community, a new phenomenon
appears. The mentally retarded still resemble
their counterparts in institutions in measured
intelligence, but because they have not been
institutionalized, they present a different dis-
tribution of adaptive behaviors and the corre-.
lations which appear in institutional figures
tend to disappear in favor of a large group of
individuals who are still mentally retarded in
terms of their IQ scores (i.e., they present
significant subaverage levels of general intel-
lectual functioning), but who, nonetheless, often
present adaptive behavior levels very similar to
those found in the normal population (p. 26).

In their 1978 book, Exceptional Children, Hallahan and

Kauffman noted that adaptive behavior is an important tool
because IQ tests are less valid and less reliable when

used with younger children. They also commented
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even though intellectual capability and the
ability to adapt are related to one another to

a moderate degree (it is expected, for example,
that the more intelligent child will usually be
better able to adapt to his environment), there

is enough difference between the two concepts to
make it necessary to measure each area separately,
using different techniques (p. 80).

In short,
superior IQ does not guarantee a successful life;
likewise, a subnormal IQ does not doom a person
to an unhappy and unfulfilled existence (p. 82).
Therefore, two criteria are essential for accurately

diagnosing and placing mentally retarded individuals: the

intelligence quotient and adaptive behavior.

Rationale and Justification for the Study

In Jordan, the concept of special education is relatively
new. Although there has been a recent trend towards taking
care of handicapped children, in 1975 the Christian Reformed
World Relief Committee (CRWRC) estimated that about 35,000
mentally retarded individuals in Jordan received insufficient
diagnostic and educational services (Kok, 1976). The lack
of accurate diagnostic services and appropriate programs is
a major problem for mentally retarded children in Jordan.

In part, this is because so few scales or instruments have

been adapted or standardized for use in Jordan.

Only two diagnostic instruments, both of which are intel-
ligence scales, have been translated and preliminarily

standardized for use with the Jordanian population. 1In
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1977 Haddad, Zohbe, and Alali completed a preliminary stan-
dardization of the Stanford-Binet Intelligence Scale, and in
1979-80, Smadi, Break, and Qaryouti completed a preliminary
standardization of the Wechsler Adult Intelligence Scale
(WAIS) and the Wechsler Intelligence Scale for Children
(WISC). These adaptations were developed as theses in col-
laboration with the Center for Tests and Measurement,
Psychology Department, Faculty of Education, at the University

of Jordan.

The preliminary standardization of these scales means
that instruments for measuring the intelligence of mentally
retarded children in Jordan are now available. Unfortunately,
even though we have seen that both intelligence and adaptive
behavior must be considered in diagnosing and placing men-
tally retarded children, no instruments for measuring the
adaptive behavior of the mentally retarded population in
Jordan were available when the proposal for this study was
prepared in 1979. Thus, the purpose of this study was to
adapt the AAMD-ABS for use in Jordan in order to provide
Jordanian professionals with a tool for assessing adaptive

behavior.

At least two procedures could be employed to develop
an adaptive behavior scale for use in Jordan. One approach
would be to develop a new adaptive behavior scale. The

other would be to modify an existing scale so that it could
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be used with the Jordanian population. This study adapted
the AAMD Adaptive Behavior Scale, Public School Version, Part
I, for use in Jordanian schools. The study did not attempt
to adapt Part II because questions have been raised about the
reliability of Part II and because the scale's authors plan

to revise that section in the future.

Objectives of the Study

The objectives of the study were

e To translate the AAMD-ABS, Public School Version,
Part I, from English to Arabic.

® To administer the Arabic form to a sample of
Jordanian children. The sample included
educable/mildly retarded (EMR), severely
retarded (SMR), and nonhandicapped (NH)

children representing the age levels 73-82,

93-102, and 113-122.7

® To evaluate the Jordanian form's ability to
discriminate among age levels and between
nonhandicapped and mentally retarded children.

e To compare the Jordanian scores with U.S.
scores in order to evaluate the pattern of the

Jordanian domain scores.

By accomplishing these tasks, the researcher sought to
make available a Jordanian adaptation of the AAMD-ABS that
could later be standardized for use with mentally retarded

children in Jordan.

*
73 = 7 years, 3 months; 82 = 8 years, 2 months; etc.



Definition of Terms

Adaptive Behavior

The AAMD defines adaptive behavior as the effectiveness
with which an individual copes with the natural and social

demands of his environment (Grossman, 1977, p. 20).

American Association on Mental Deficiency (AAMD)

The AAMD was established in 1876 as the Association of
Medical Officers of American Institutions for Idiotic and
Feebleminded Persons. In 1906, the association changed its
name to the American Association for the Study of the Feeble-
minded. The present name was adopted in 1933. Today, the
AAMD is the only interdisciplinary professional and scientific
organization on mental deficiency. More than 12,500 members
are engaged in its many divisions, subdivisions, and program
interest groups. The interest groups focus on administration,
education, legal process, medicine, nursing, nutrition and
diabetes, physical therapy, private residential facilities,
work, speech pathology and audiology, and vocational reha-
bilitation (Berkowitz, 1979).

American Association on Mental Deficiency, Adaptive Behavior
Scale (AAMD-ABS)

The AAMD-ABS is a behavior rating scale for mentally

retarded and emotionally maladjusted persons. The scale
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enables professionals to more clearly and comprehensively
describe an individual's ability to function in daily acti-
vities and provides a critical tool for those engaged in
planning education, training, and rehabilitation programs

(AAMD, 1979).

Two versions of the AAMD-ABS have been developed—the
Adaptive Behavior Scale for Adults and Children and the Adap-
tive Behavior Scale, Public School Version. Each form has
two parts: Part I, which was developed after a comprehensive
review of existing behavior rating scales in the United
States and Great Britain, is

organized along developmental lines and is

designed to evaluate an individual's skills and

habits in ten behavior domains considered impor-

tant to the development of personal independence

in daily living (Lambert, Windmiller, Cole, &

Figueroa, 1975, p. 1) (see Table 1).
Part II is "designed to provide measures of maladaptive beha-
vior related to personality and behavior disorders" (Nihira,
Foster, Shellhaas, & Leland, 1975, p. 7) (see Table 2).
Included in Part II is a section on the use of medications.

Though this is not a behavior domain, it was included to pro-

vide information about a person's adaptation to the world

(p. 7).

Mental Retardation

The AAMD Manual on Terminology and Classification in

Mental Retardation defines a mentally retarded person as

"one who has significantly subaverage general intellectual



11

Table 1.
Adaptive Behavior Scale
I. INDEPENDENT FUNCTIONING IV.
A. Eating
B. Toilet Use
C. Cleanliness
D. Appearance v.
E. Care of Clothing
F. Dressing and VI.
Undressing
G. Travel
H. General Independent
Functioning
II. PHYSICAL DEVELOPMENT VII
A. Sensory Development
B. Motor Development VIII.
III. ECONOMIC ACTIVITY
A. Money Handling
and Budgeting
B. Shopping Skills IX.
Iv. LANGUAGE SKILLS X.

A.
B.

Expression
Comprehension

Domains and Subdomains in Part I of the AAMD

LANGUAGE SKILLS (cont.)

C. Social Language

Development

NUMBERS AND TIME

DOMESTIC ACTIVITY

A. Cleaning
B. Kitchen Duties
C. Other Domestic

Activities

VOCATIONAL ACTIVITY

SELF-DIRECTION

A. Initiative
B.

C.

Perseverance
Leisure Time

RESPONSIBILITY

SOCIALIZATION




Table 2.

II.

III.

IVv.

VI.

VII.

12

Scale

VIOLENT AND DESTRUCTIVE VIII.
BEHAVIOR

ANTISOCIAL BEHAVIOR IX.

REBELLIOUS BEHAVIOR

X.
UNTRUSTWORTHY BEHAVIOR

XI.
WITHDRAWAL

XII.
STEREOTYPED BEHAVIOR

AND ODD MANNERISMS
XIII.

INAPPROPRIATE INTER-
PERSONAL MANNERS

Domains in Part II of the AAMD Adaptive Behavior

UNACCEPTABLE VOCAL
HABITS

UNACCEPTABLE OR
ECCENTRIC HABITS

SELF-ABUSIVE BEHAVIOR

HYPERACTIVE TENDENCIES

SEXUALLY ABERRANT
BEHAVIOR

PSYCHOLOGICAL
DISTURBANCES




13
behavior which are manifested during the developmental

period" (Grossman, 1977, p. 5).

The terms used to describe the mentally retarded have
changed during the years. Initially, terms such as "moron"
and "idiot" were used to define the degree or level of mental
retardation. However, in the 1950s and 1960s terms such as
"educable," "trainable," and "severely" mentally retarded
began to be used. The AAMD has adopted the terms "mildly,"
"moderately," "severely," and "profoundly" mentally retarded
to describe levels of mental retardation and to "provide a
more acceptable terminology with respect to intellectual
functioning and adaptive behavior" (Lambert, Windmiller, Cole,

& Figueroa, 1975).



Chapter II

REVIEW OF THE LITERATURE

The review of the literature is divided into two major
sections. The section on adaptive behavior discusses the
importance of adaptive behavior and related research, the
rationale for selecting the AAMD-ABS for the study, and the
criticisms that have been directed against adaptive behavior
and adaptive behavior scales. The section on translating
materials for use in other cultures discusses problems in
developing equivalent translations, current translation
techniques, back-translation, and criteria for using the

back-translation procedure.

Adaptive Behavior

As noted in Chapter 1, adaptive behavior has come to
be recognized as an important dimension in assessing mental
retardation. This is evidenced by

(1) The AAMD's decision to include the
concept of adaptive behavior as part of its
definition of mental retardation (see"Definition
of Terms,"p. 9 and"Rationale for Considering
Adaptive Behavior,"p. 3).

14



15

(2) The number of adaptive behavior scales
that have been developed in the past 10 years.
One of the earliest scales was Doll's 1953
Vineland Social Maturity Scale. Since that
time, several other scales have been developed
including the Progress Assessment Chart of
Social Development (1963, 1965) by Gunzberg;
the Cain-Levine Social Maturity Competency
Scale (1963) by Cain, Levine, and Elzey; the
Balthazar Scales of Adaptive Behavior (1968)
by Balthazar, Roseen, and English; the Adaptive
Behavior Checklist (1976) by Leon; the Adaptive
Behavior Checklist (1976) by Levine; and the
AAMD Adaptive Behavior Scales (1969, 1975) by
Nihira, Foster, Shellhaas, and Leland.

(3) The many efforts to adapt or standardize
the AAMD-ABS for use in other countries. Since
1972, the AAMD-ABS has been adapted or stan-
dardized for use in Belgium (Magerotte, 1977),
Japan (Tomiyasu, 1977), India (Upadhyaya, 1977),
Puerto Rico (Reyes, 1978) and the United States
(Lambert, Windmiller, Cole, and Figueroa, 1975).
There are also plans to develop Greek, Hebrew,
and French versions (Nihira, 1975, p. 1).

(4) The numerous research efforts on the
concept of adaptive behavior and the use of the
adaptive behavior scale as a new dimension in
diagnosing and placing mentally retarded indi-

viduals.
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Research on Adaptive Behavior and Adaptive Behavior Scales

A number of research studies have been conducted on the
concept of adaptive behavior and on instruments for assessing

the adaptive behavior of individuals.

Nihira (1969) used the Adaptive Behavior Check List,
Parts A and B, to assess 313 institutionalized mentally
retarded individuals between the ages of 8 and 19 (approxi-
mately half were males and half were females). Each indi-
vidual was rated by a regular day shift psychiatric aide
who was assigned to the ward or cottage where the individual
lived. By using factor analysis, Nihira showed that three
factors or dimensions of adaptive behavior can be used to
describe individual differences: personal independence,
social maladaptation, and personal maladaptation. He
concluded,

the measurement of adaptive behavior as a tool
for predicting the retardate's potential
reintegration to a given environment must take
into consideration the sociological implications
of these behavior reactions (p. 140).

In another study, Nihira (1970) used the Adaptive
Behavior Check List to rate 951 mentally retarded individuals
between the ages of 18 and 68. These individuals, who lived
in two Midwestern state institutions for the mentally

retarded, were rated by regular day-shift psychiatric aides

assigned to their ward or cottage. The BC TRY Computer
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System of Cluster and Factor Analysis was used to obtain
clusters of individuals who had similar score profiles
with respect to two salient dimensions of the Adaptive
Behavior Check List. Nihira found that the
BC TRY Computer System allocated 931 adult
retardates into 7 natural cluster groups,
each group has a unique pattern of score
profiles, and the members of the same group
are homogeneous with respect to their behavior
patterns on two salient dimensions of adaptive
behavior....personal independence and social
maladaptation (p. 716).

In his 1971 article, "Environmental Expectations and
Adaptive Behavior," Nihira reviewed the shortcomings of
using intellectual scales as a measure of mental retardation
and noted that other criteria, such as cultural factors, are
also important. He also reported on a study that attempted
to identify critical behavior domains in terms of the environ-
mental demands that are imposed on mentally retarded indi-
viduals. This study examined the effectiveness of the AAMD-
ABS as a predictor in measuring behavior domains related to

an individual's ability to adapt to critical demands in the

environment.

Nihira collected information on 2,500 incidents from
58 psychiatric aides in two state institutions in Kansas,
60 special education teachers in Missouri and Kansas, and
158 attendants at 23 day care centers in Michigan. He

found that behavioral expectations could be divided into
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two main categories: those associated with a lack of skills
and abilities, and those associated with emotional or
behavioral disturbances. Regarding the effect of environ-
mental demands on mentally retarded individuals, Nihira
found that "the variability of environmental demands is
associated with the varying degree of retardation and the
concomitant variation of environmental situations to which

the retardates must learn to adapt" (p. 619).

In "A Comparison of the Adaptive Behavior of Retarded
Individuals Successfully and Nonsuccessfully Placed in
Group Living Homes," Taylor (1974) maintained that both IQ
and adaptive behavior are necessary measures in diagnosing
and placing mentally retarded individuals. In this study,
the AAMD-ABS and an individual IQ test were used to compare
persons who had successfully adjusted to group living with
those who had not adjusted. Taylor found that 88.8 percent
of the individuals could be correctly placed in the appro-

priate group.

In a study on the relationship between different levels
of community residential living and adaptive behavior among
trainable mentally retarded adults, Bennett (1975) found that
the AAMD-ABS could effectively distinguish between three
levels of independent community living: economic responsi-
bility and community interaction, personal responsibility,

and social interaction, and personal independence.
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In "Normalized Behavior and Community Placement,"
Nihira and Nihira (1975) noted that mentally retarded adults
do not succeed or fail in a vacuum: "Community-placed
retarded individuals attempt to cope with the demands of
their immediate environment—to adapt to their community—
under the monitoring of their specific caretakers" (p. 9).
Their study, which investigated normative behavior gains in
community-placed retarded individuals and was based on an
incidental population of respondents, "described some of
the gains of the positive behavior possible in a more nor-

malized environment" (p. 13).

Malone and Christian (1974) have suggested that cor-
rectly placing mentally retarded children and adolescents in
special education classes is not an easy task if only the
results of IQ scores are used. They compared the AAMD-ABS
scores of 126 students at the Mental Retardation Unit at
Central State Hospital, Milledgeville, Georgia, with IQ
scorés from the students' records in order to determine the
reliability and utility of AAMD-ABS scores as a means of
placing individuals in the four-level special education pro-
gram at the hospital. 1In addition, Wide Range Achievement
Test scores for 64 subjects were obtained from the school.
Malone and Christian concluded that

[a] significant relationship was found between
ABS total scores and IQ, and no significant

correlation was found between ABS total scores
and Wide Range Achievement Test subtest scores.
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This suggests that the ABS scores can be useful
as a screening measurement for the special edu-
cation placement of mentally retarded students
(p. 369).

In "Adaptive Behavioral Assessment as the Second Tool
in the Criteria for Mental Retardation," Robert, Leslie,
Levine, Martin, and Leoffler (1975) pointed to the importance
of using adaptive behavior as a second but necessary part of
the process of diagnosing mentally retarded individuals.
They noted that for many years mentally retarded individuals
have been diagnosed on the basis of measured intelligence
only. This, however, is not sufficient for other criteria
must also be considered. They maintain that assessing adap-

tive behavior is as important as assessing IQ in diagnosing

mentally retarded individuals.

Isett and Spreat (1979) investigated the test-retest
and interrater reliability of the AAMD-ABS by using it to
assess 300 residents of Woodhaven Center in Pennsylvania.
Woodhaven has as its purpose preparing the mentally retarded
to live in community settings within two years after they
have been admitted to the center. Isett and Spreat found
that, while Part I appeared to have sufficient reliability,
the findings relative to Part II were more problematic.
Test-retest subdomain reliabilities ranged from .62 to .98
(mean: 83) for Part I and from .60 to .97 (mean: 83) for
Part II. However, though the interrater reliabilities

ranged from .41 to .90 (mean: 83) for Part I, the range for
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Part II was .32 to .84 (mean: .56). Thus, while both parts
of the AAMD-ABS revealed adequate test-retest reliability,
Part II did not have adequate interrater reliability. Isett
and Spreat concluded

[though] these findings represent a serious

threat in terms of using the ABS to assess mal-

adaptive behavior, the scale authors are to be

commended for the attempt to develop an appro-

priate means of indexing important kinds of

maladaptive behavior (p. 95).

Reyes (1978) adapted the AAMD-ABS for use with the

Spanish-speaking population of Puerto Rico. She found that

the Spanish version had an equivalent discriminative value

when compared with the original version of the AAMD-ABS.

Rationale for Selecting the AAMD-ABS

The researcher chose to adapt the AAMD-ABS for the fol-

lowing reasons:

(1) The AAMD-ABS is more comprehensive and exhaustive

than other adaptive behavior scales. Gardner and Giampa

(1971) compared the AAMD-ABS with three other adaptive
behavior scales (the Vineland Social Maturity Scale, the
Cain-Levine Social Maturitf Competency Scale, and the Com-
prehensive Behavior Checklist) "for the purposes of dif-
ferential diagnosis, placement, therapeutic programming and
the measurement of change" (p. 352). These authors con-

cluded that
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(1) Items on the Vineland scale are less
comprehensive than are those on the AAMD-ABS.

(2) The Cain-Levine scale is not a suitable
instrument for obtaining information about low-
level retarded subjects:
due to the inability of the scale to
differentiate within this population,
the identification of individual dif-
ferences is impossible and the scale
provides little information as to pos-
sible therapeutic programs for con-
sideration (p. 355).

The AAMD-ABS is more useful in diagnosing

and placing mentally retarded individuals than

is the Cain-Levine scale.

(3) The Vineland scale yields a total score
that is converted into social age (SA) or social
quotient (SQ). This score is interpreted in the
same manner as an IQ score. AAMD-ABS scores, on
the other hand, can be used to identify the sub-
behavioral domains of adaptive behavior.

(2) The AAMD-ABS can be used in program planning as well

as for diagnosing and placing individuals. Leland, Shoaee,

and Vayda (1975) suggested that the AAMD-ABS can be used
for individual and group purposes regarding
diagnosis and program planning, placement recom-
mendations, treatment priorities, follow-up,
recommendations for program planning, evaluation

of existing programs and environmental planning
(p' 6).

Leland (1977) identified three general uses for the AAMD-ABS:
(1) as a direct report of behavior skills and coping skills

that can be used for planning, training, and behavior
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modification; (2) as a functional instrument for program
evaluation; and, (3) as an aid to diagnosis and classifi-

cation.

(3) The AAMD-ABS discriminates between behavior levels

more effectively than IQ assessments of behavior levels.

Foster and Nihira (1969) indicated that the AAMD-ABS demon-
strated significantly more clinical variance in discrimi-

nating between behavior levels than did IQ scales.

(4) The AAMD-ABS can be used to develop rehabilitation

programs. Nihira and Shellhaas (1970) observed that the
AAMD-ABS provides an objective individual and behavioral
description of mentally retarded individuals that must be
interpreted in light of the demands and requirements imposed

upon these individuals in their anticipated environment.

(5) The AAMD-ABS has proven to be an effective means

of diagnosing and placing mentally retarded individuals.

Adaptation and/or standardization efforts have been under-
taken in the United States (California), Belgium, Egypt,

India, Japan, and Puerto Rico (see p. 15).

The researcher adapted only Part I for this study.
Part II is being revised by the authors of the AAMD-ABS.
In 1979 Nihira wrote, "we are planning to revise Part II
of the regular version. The revised edition will not be

ready for publication for at least a year." Isett and
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Spreat (1979) found that Part II has a low interrater reli-
ability (.32 to .84, mean: .56) in comparison with Part I,
which has a high interrater reliability (.41 to .90, mean:
.83). While they commended the AAMD-ABS authors for their
efforts to develop an appropriate means of indexing maladap-
tive behavior, Isett and Spreat concluded that their findings
represented "a serious threat in terms of using the ABS to

assess maladaptive behavior" (p. 95).

Criticisms of Adaptive Behavior and the Adaptive
Behavior Scale

In his 1972 article, "The Continuing Problem of Defining
Mental Deficiency," Clausen criticized the AAMD's decision
to include adaptive behavior as part of the definition of
mental retardation:

My objection to the revised AAMD definition
does not constitute an endorsement of Doll's
Criteria of Essential Incurability. My
comment was meant only as an illustration of
the changes in concept which have taken place
over a period of 25 years....the modified
definition of mental retardation has confused
more than it has clarified the issue (p. 98).

Clausen disagreed with Leland's approach to defining mental
retardation. He questioned including social service issues
in the definition of mental retardation:

Leland's original task was to develop a
measuring scale for adaptive behavior, so
that the AAMD's 1961 definition could be
implemented. Subsequently, he emphasized
that mental retardation is a matter of an
individual's relationship to his community,
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although the AB Scale made no attempt to assess

the sociological characteristics of the com-

munity (p. 100).

Clausen also disagreed with Leland regarding changing

the upper limit of "borderline intelligence" from 1 to 2
standard deviations below the mean. Changing it to 2 stan-
dard deviations means that the ceiling score would be 67
on the Stanford-Binet and 69 on the Wechsler scales. A
limit of 1 standard deviation means that the ceiling score

would be 84 on the Stanford-Binet and 85 on the Wechsler

scales.

Clausen identified others who have criticized the
concept of adaptive behavior. He noted that Nugler con-
sidered adaptive behavior to be a vague criterion for
defining mental retardation and that the British objected to

emphasizing social criteria.

Responding to Clausen's criticisms, Wilson (1972)

remarked,

the inclusion of AB allows the educational

practitioner a great deal of freedom. By

using AB, the educational practitioner is not

locked into a prescribed educational and voca-

tional format as would be the case if he

relied solely on IQ (p. 94).
Wilson emphasized that adaptive behavior is an educationally
relevant concept in the definition of mental retardation.

He maintained that we have a large population of students

who are close to normal, but are still in conflict with the
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critical demands of the social environment.

Wilson also resporded to Congdon's criticisms of using
the ABS with the profoundly retarded. In a 1973 article,
Congdon had stated, "experience at Lincoln State School with
the ABS has suggested some difficulty with the scales for
certain uses in their present form" (p. 20). Wilson sug-
gested that the ABS could be modified for use with the pro-
foundly retarded, especially if it were to be used for their

training program.

Bhattachargya (1973) directed his criticisms against

the AAMD-ABS rather than against adaptive behavior scales
in general. He indicated that the AAMD-ABS has an arbitrary
scoring system and that each point on the scale may not be
equally distant from the point following or preceding it.
Moreover, he believed that

the additive method recommended in obtaining

a total score is subjected to skepticism,

unless the relationship between the various

subdomains and even various points of the
scale to the total score are determined

(p. 27).
Bhattachargya went on to identify four ways in which the
AAMD-ABS could be improved. These can be briefly summarized
as follows:

(1) Making the number of points on each
scale uniform for each sub-division. The
descriptions of each point on the scale may
be made more significant by keeping the



27

distance between the two points approximately
equal.

(2) Adding new dimensions such as self-
concept, self-confidence, and environmental
awareness to the adaptive behavior scale in

order to make it more comprehensive.

(3) Reducing the overlap between traits by
placing some of the dimensions of the same vari-
able on the same continuum. Placing both posi-
tive and negative traits on the same scale may
help the rate to attain a better perspective.

(4) Developing a profile of the information
on the relative standing of each retarded person
on each variable. This may be a suitable device
for obtaining a comprehensive picture of each
retarded individual.

In spite of the above criticisms, the concept of adap-
tive behavior and the adaptive behavior scale are valuable
contributions to the process of diagnosing and placing men-
tally retarded individuals. The AAMD-ABS continues, even
with its limitations, to be the most comprehensive and

accurate scale for assessing adaptive behavior.

Translating Materials for Cross-Cultural Research

A language is a code whereby ideas about the world are

represented through a conventional system of arbitrary

signals for communication (Bloom and Lahey, 1978, p. 4).
Questions about the role of language appear in all

cross-cultural research, particularly when researchers try
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to translate their ideas, methods, tests, and results into
another language. In order to achieve equivalent versions
of the original language, researchers must address the prob-

lems associated with translations.

Equivalent Translations in Cross-Cultural Research

The ultimate goal of translation is to have an equivalent
version of the original version. Secherest, Fay, and Zaidi
(1972) outlined five areas of equivalence between the target
and the original versions. These areas are listed below,
as is a discussion of some of the problems associated with

each area.

Vocabulary Equivalence. This problem frequently occurs

because it is not always easy to find an equivalent word in
the second language. Often, even an excellent dictionary
cannot solve the problem—dictionary language is not the
language of the people and, furthermore, dictionaries define
words in a number of ways. Vocabulary equivalence can be
achieved by (1) using "translators who have a good acquain-
tance with the language as used by the prospective test
respondents" (Secherest, Fay, & Zaidi, 1972, p. 44) and (2)
using several words in the target language in order to convey

an idea that is expressed inone word in the original language.

Idiomatic Equivalence. Idiomatic equivalence is another

problem in cross-cultural research. Because idioms that are
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found in one language may not be found in the other, idioms
are seldom translated properly. This problem can be solved
by (1) avoiding idioms [this is not the ideal solution] or
(2) providing the equivalent meaning of the idioms in the

target language.

Grammatical-Syntactical Equivalence. This problem

arises because the original and target languages may use
different grammar and syntax. These differences affect the
meaning of the translated language since the two languages

may not have equivalent parts of speech (e.g., verbs, ad-
verbs, and adjectives). The problem of grammatical-syntactical
equivalence can be solved by working towards conceptual
equivalence and avoiding literal translations that do not

give the same meaning.

Experiential Equivalence. Problems in experiential

equivalence occur when two cultures use different terms to
refer to actual items and experiences. Differences between
two cultures (i.e., the nature of their objects, their

social arrangements, their way of life, and their experiences)
make it difficult to achieve equivalent meanings between the
original and the target language "no matter how carefully the
translation is done from the standpoint of the language
involved" (Werner and Campbell, 1973, p. 47). This type of
translation is called "cultural translation" and is distinct

from "linguistic translation." The problem of equivalent
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translation can be solved by first analyzing the term in the
original language, then finding an equivalent term in the

target language.

Conceptual Equivalence. The problem of conceptual

equivalence arises when the same concept is interpreted in

two different ways due to differences between the two cultures.
In other words, a concept in one language implies something
different than the same concept would imply in another lan-
guage or culture. The problem of conceptual equivalence can

be solved by understanding the two cultures, recognizing how
they use concepts in different ways, and finding the equivalent

term or concept in the target language.

Translation Techniques

Briefly described below are four basic techniques that
researchers have employed to translate materials from one

language to another.

Direct Translation. In this approach, translators

who are bilingual try to translate materials from one language
to another as best they can. Secherest, Fay, and 2Zaidi (1972)
have commented that the direct translation procedure is the
most commonly used procedure to achieve an equivalent trans-
lation. This technique has frequently been used in trans-
lating brief materials, questionnaires, and interviews and

probably continues to be characteristic of the majority of
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anthropological translations.

One disadvantage of this procedure is that it can be
a source of peculiar translation when done by a single trans-
lator who is not sufficiently skilled in one of the languages.
Secherest, Fay, and Zaidi noted that the procedure is not
adequate for translating long materials. They suggested that
direct translation should be rejected when there are other

alternatives.

Pretest. Brislin (1970) noted that, in this technique,
a careful translation is field-tested to insure that future
subjects will understand all of the questions. Interviewers
use a random-probe technique in which they select a random
sample of questions and ask specific questions to make cer-
tain that the subjects understand the meaning of the original

questions.

Decentering. This technique involves modifying the

content of the translated form when the original language does
not contain the same content. Brislin (1970) indicated that
the term is used to refer "to a translation process in which
the source and the target language version are equally impor-

tant during the translation procedure" (p. 186).

Secherest, Fay, and Zaidi (1972) identified two major
disadvantages to the decentering technique: (1) the length

of materials that can be produced is limited, and (2) there
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are severe limitations on the number of languages in which
one may work. Decentering requires a genuinely multilingual

translator rather than one who is merely bilingual.

Back-translation. Brislin (1970) described the back-

translation procedure as follows:

Two bilinguals are employed: One translating
from the source to the target language and the
second blindly translating back from the target
to the source. The investigator now has two
versions in the original language which, if they
are identical, suggests that the target version
form in the middle of the process is equivalent
to the source language forms (p. 186).

Werner and Campbell (1970) suggested that the back-
translation procedure is distinctly superior to direct trans-
lation. They developed the following rules for use in the
back-translation process:

Use simple sentences.
Use nouns rather than pronouns.

Avoid metaphors and colloquialisms.
Avoid English passive tense.

Avoid phrasings or the subjunctive mood.

Brislin (1970) identified four stages in back-translation:
original —»target —ptarget—»check original
After noting that the back-translation procedure should be
combined with other procedures (e.g., the pretest procedure)
in order to have an equivalent translation, Brislin suggested

that a seven-step procedure should be used in translating:
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(1) Write an English form that is likely
to be translatable.

(2) Secure competent translators familiar
with the content involved in the source language
materials.

(3) Instruct one bilingual person to translate
from the source to the target language, and another
to blindly translate back from the target to the
source.

(4) Have several raters examine the original,
target, and/or the back-translated versions for
errors that lead to differences in meaning. If
possible, have another rater answer questions after
having read only one of the versions. If errors
are found, repeat Step 3, changing the original
original English when necessary, using the process
known as "decentering."

(5) When no meaning errors are found, pretest
the translated materials on target language-
speaking people. Revise the translations and/or
the original English in light of insights gained
during the pretest. Ask a bilingual to critically
examine the translation.

(6) To finally demonstrate translation adequacy,
administer the materials to bilingual subjects,
some who see the English version, some who see the
translation, and some who see both. Responses
should be similar across the groups, as assessed
by means, standard deviations, and correlation
coefficients.

(7) Report experiences using the different
criteria for equivalence (p. 214).

Secherest, Fay, and Zaidi (1972) identified two possible
reasons for discrepancies between translations and the ori-
ginal: (1) the original translation may be inadequate because
the translator has insufficient skills in the language or
culture, and (2) the absence of a satisfactory word or, at

the least, the lack of equivalent concepts in the two
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languages. Despite these obstacles, the authors believed
that back-translation can be advantageous in that it
"operates as a filter through which non-equivalent terms
will not readily pass" (p. 53). The sources of discrepancy
between the two versions could be minimized by using bilingual

consultants and more highly educated professionals.

Rationale for Selecting the Back-Translation Procedure

Back-translation has a number of advantages over the
other procedures. In their 1973 article, "Translating,
Working through Interpreters, and the Problems of Decentering,"
Werner and Campbell commented that back-translation is "the
most powerful tool available to the investigator in training
his interpreters" (p. 413). They indicated that back-
translation offers social scientists some degree of disci-
pline and some insight into the quality of their translators.

It also

e Informs the investigator of what part of his
content can be successfully asked and what part
of his social science interest is uncommunicable,
at least with the translation talent available.

® [Acts] as a short-cut approach to ethnotaxonomy
in a given domain.

@ Provides a most useful technique for suggesting
revisions of the original, as well as revisions
of the first translation effort....[and] an
epistemological model for the difficult process
of decentering.

® Provides an ideal conceptualization of decentered
translating (pp. 412-415).
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The back-translation procedure is especially useful
in translating personality, attitude, and ability tests.
However, it is less useful when used with projective tech-

niques.

Phillips (1959) used back-translation to translate a
psychological test, the Sentence Completion Test, from
English to Thai. 1In translating this test, which uses a
projective technique, Phillips encountered two major prob-
lems: (1) the English scale could not be revised until after
the back-translation procedure had been abandoned, and (2)

the group of translators had inadequate skills.

Fink (1963) used back-translation to translate an atti-
tude scale from English to Lao. Bilingual translators who
spoke Thai and either English or Lao were used in the study
which translated the scale from English to Thai to Lao and
from Lao to Thai to English. Fink found that there was a
difference in meaning between the translated versions and

the original version.

Werner and Campbell (1970) used the back-translation
procedure to translate passages from English to Navajo. They
compared the original English version with the Navajo trans-
lation and discovered that there were conceptual differences
between the two versions. In spite of this drawback, they
xeported that back-translation was the most useful trans-

Ration technique.
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In collaboration with 94 students from the University
of Guam, Brislin (1970) used back-translation to translate
information about three content areas (facts about painting,
methods of childrearing, and the intelligence of the black
and white races) from English into one of nine Austronesian
languages. A back-translation procedure was used to translate
the content areas (each of which contained 300 words) from
the Austronesian languages into English. Analysis of vari-
ance and factoral design were employed to develop criteria

for back-translation procedures.

In that same study, Brislin reported that many
researchers (Jacobson, 1954; Hudson, Barakat, and Laforage,
1959; Kluckhohn, 1960; Lambert and Klineberg, 1967; Gough,
Chum, and Yang-Eun, 1968; Kandel, Lesser, Roberts, and
Weiss, 1968; Bass, 1968; and Tanaka and Vassilion, 1969)
have had good results in using the back-translation pro-

cedure.

Criteria for Using Back-Translation

Though the level of difficulty and the length of the
translated materials, as well as the qualifications of the
translator, affect the quality of the translation, Brislin
(1970) , Werner and Campbell (1973), Fink (1963) and Miller
and Beebe-Center (1956) have identified five criteria that

should be considered while using the back-translation
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procedure. While the criteria discussed below are still

tentative, they provide a useful guide for translators.

The Meaning Criterion. The meaning criterion compares

the meaning in the original language with that in the tar-

get language (Werner and Campbell, 1973; Fink, 1963).

Brislin (1970) suggested two procedures for applying
the meaning criterion to translations. In the first pro-
cedure, monolingual raters count the meaning errors. These

errors are then compared by one of two methods:

The first is the correlation between number of
errors found by two or more raters over a large
number of passages. The second is the percentage
overlap in different raters finding exactly the
same meaning errors (p. 192).

In the second procedure, bilingual raters count the
meaning errors. Bilingual errors and monolingual errors
are then compared. The latter is a more direct test of
original-target language equivalence than is the first pro-
cedure. The correlation coefficients comparing the number of

errors between two raters should be high.

The Bodily Movements Performance Criterion. The bodily

movements criterion compares subjects' bodily movements after
they have heard either the target or the original language
instructions. Similarity among all subjects indicates that
instructions in the target and original language are

equivalent (Miller and Beebe-Center, 1956).
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The Similar Response Criterion. The similar response

criterion is based upon the similarity of subjects' answers
when they are asked questions in the target or original
language. Egquivalent answers among subjects indicates that
the original language and the target language versions are

equivalent (Miller and Beebe-Center, 1956).

The Questionnaire Criterion. The questionnaire cri-

terion compares the responses of four bilingual, randomly
selected groups to a questionnaire written in the target and
original language. The first group sees the original lan-
gauge version, the second sees the target language version,
the third sees the first half of the original language ver-
sion, and the fourth group sees the first half of the target

language version. Miller and Beebe-Center (1956) noted

if the two versions are equal, then item fre-
quencies should be the same, as should the total
score for the entire questionnaire across groups,
and the correlation between original and target
language scores for groups three and four should
be high (p. 193).



Chapter III

RESEARCH DESIGN AND METHODOLOGY

The process of developing a Jordanian adaptation of the
AAMD Adaptive Behavior Scale, Public School Version, Part I
(AAMD-ABS) included the following tasks:
® Translating the AAMD-ABS into the Arabic
language.

® Administering the Arabic form to a Jordanian
sample that included nonhandicapped (NH) and
mentally retarded (MR) children of various

ages and levels of functioning.

® Determining the Jordanian form's ability to
discriminate between age levels and between
NH and MR children.

@ Comparing the scores of Jordanian students
with those of US students as one approach to
evaluating the Jordanian ABS.

This chapter is divided into two major sections. The
first section provides general information about centers
and programs for mentally retarded children in Jordan, the
criteria used to classify mentally retarded children in
Jordan, and government schools for nonhandicapped children
in Jordan. The second section describes the methodology

used to select the subjects for the study, translate the
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