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Report on Baseline study of the situation of cochlear implants therapy, with focus on the
supporting strategies and resources for the vocational training of the SLP, in partners
countries (RO, BE, PT, NL)

COUNTRY REPORT BELGIUM

Introduction
Belgium is a federal state, containing three regions (the Flanders Region, the Brussels Capital
Region and the Walloon Region) and three communities (the Flemish-speaking Community, the
French-speaking Community and the German-speaking Community). The Federal government is
tasked with everything, which falls within the sphere of interest of all Belgians, irrespective of
language, cultural or territorial considerations, such as foreign affairs, defences, justice, finance,
social security (unemployment, pensions, child benefit, health insurance) and substantial parts of
public health and domestic affairs.
The communities are tasked with people-related matters, such as language, culture, education,
health care and assistance to individuals (protection of youth, social welfare, support to families,
immigrant assistance services). The regions are in turn tasked with territorial matters, such as
town and country planning, environment and employment. This division of competencies has had
far-reaching consequences in the area of care for people with disabilities: they need to address for
(financial) assistance, support and guidance to several authorities.
So the reimbursement of cochlear implants and rehabilitation is a task of the Federal government
and their national minister of health care. On the other hand universal hearing screening, early
intervention, education and reimbursement of assistive listening devices are tasks of the Flemish,
French or German community government and their ministers.

1. Collection of statistical data
Belgium has a population of 11462641 inhabitants (figure 1), based on the Belgian, national bureau
of statistics of 2019: https://statbel.fgov.be/nl/themas/bevolking/structuur-van-de-bevolking.
In the same year 2019, we had 115565 new-borns in Belgium of which 63148 in Flanders, the
Dutch speaking region, based on the Belgian, national bureau of statistics of 2019:
https://www.statista.com/statistics/516830/number-of-births-in-belgium/ .
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Figure 1: overview of the number of inhabitants in Belgium since 1960 in comparison to the Netherlands (green)
and Sweden (yellow).

In 1998, as the first region in Europe and already two years before the recommendations of the
Joint Committee on Infant Hearing (JCIH, 2000) were published, the Flemish public child care
organization ‘Kind en Gezin’ (Child and Family) started a Universal Neonatal Hearing Screening
Programme (UNHSP) in Flanders. (Verhaert et al, 2008). Since then, approximately 99% of all
new-borns are screened every year. By integrating screening, diagnosis, early intervention and
rehabilitation in one programme (via a well-defined cooperation protocol between different
caregivers and health services), it became a unique project (Van Kerschaver et all, 2007).
Data from the UNHSP from the period 1998-2004 has shown that 1.502/1000 had a confirmed uni
or bilateral hearing impairment of > 35 dB HL of which 0.867/1000 a confirmed bilateral hearing
loss.
As shown in table 1, from 1998 till 2016 over 1 million babies were screened in Flanders and 2443
had a confirmed hearing loss of which 1172 had a bilateral symmetric hearing loss, 535 a bilateral
asymmetric hearing loss and 736 a unilateral hearing loss at birth (Stappaerts, 2018).
We don’t have a National Registry for the neonatal hearing screening programmes in Belgium.
Only Flanders region has published the results annually since 1998. But last published report is
from 2009-2010-2011: https://www.kindengezin.be/img/rapportGehoor2009-2010-2011.pdf .
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Table 1: overview of 2443 new-borns in Flanders with a hearing loss in period 1998-2016 in which 1082154 babies
were screened. (Stappaerts, 2018)

As shown in Figure 2, the yearly number of children under age 12, receiving a cochlear implant in
Belgium variates since 2016 between 101 and 141. In Flanders, more than 90% of deaf-born
children receive cochlear implants (De Raeve, 2012, 2013).

Figure 2: Number of reimbursed cochlear implants in Belgium since 1995

VOICE
Ref.no.2020-1-RO01-KA202-080059

In comparing to other European countries and as illustrated in figure 3, Belgium is functioning in
the top 5 of Europe looking at the yearly number of pediatric cochlear implants, together with
Germany, Spain, Slovak republic and the Netherlands (De Raeve et al, 2020).

Figure 3: Number of children receiving CI per 10 000 new-borns in 2010 and 2016 in 15 European
countries

We expect that the number of pediatric cochlear implantations will increase in Belgium, because
of the new reimbursement criteria since December 2019, in which the average hearing threshold
was reduced from 85 to 70 dB HL, measured at any 3 out of 4 frequencies (0.5, 1, 2, 4) kHz.
(Staatsblad, 2019).
Because of the universal neonatal hearing screening, most of the children receive their cochlear
implants under the age of two. Figure 4 shows us the average age of implantation of the Belgium
population of deaf children under the age of 18 years in 2016, 2017 and 2018 (NIHDI, 2019). On
average 50 to 55% of the children receive their first CI before the age of two. There is still a big
group of children (35-40%) receiving their first CI after the age of six, but most of these children
have a progressive or late onset hearing loss. Other children enter the country from a foreign
country at a later age, often also from countries where there is no neonatal hearing screening. Of
the pediatric implanted population 60-70% is bilaterally implanted and 15% is wearing a hearing
aid in combination with a CI.
In general it is the aim of the Belgian CI-teams that bilateral deaf children who receive the first CI
in the first year of life, will receive both implants sequentially within a time slot of 3 months to 1
year. In case a bilaterally deaf child is receiving both implants after the first year of life, the child
will normally receive both implants simultaneously.
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Figure 4: Distribution of the age at implantation (1th CI) in the Belgian pediatric population in 2016, 2017 and
2018

2. Existing legislation and policies in the field of cochlear implantation and also in
rehabilitation of the CI children, available in your country.
2.1 The history/start of the CI implants in Belgium
Belgium has been a centre of expertise on cochlear implants (CI) since the onset of cochlear
implantation in the eighties of previous century. During the same period as Dr. House (USA) and
Dr. Clark (Australia) were developing a multi-channel cochlear implant, also Dr. Offeciers and
Dr. Peeters from Antwerp (Belgium) were developing their Laura-device, which was implanted in
a deaf adult in 1985 (Offeciers & Peeters, 1985). Since then they started to implant deafened adults
in Belgium and in 1991 the first child received their cochlear implant. In 2002, the Australian
company ‘Cochlear’ bought the Laura system.
The Belgian National Institute for Health and Disability Insurance (NIHDI) reimburses cochlear
implants in children and adults from October 1994 onwards. Beside the compulsory health care,
Belgium offers also a lot of services to persons with a disability with the aim to improve their
participation, integration and equality of opportunity in all areas of social and educational life.
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2.2 National legislation and policies that support the CI implants and the paediatric
rehabilitation after CI
2.2.1. Cochlear implant legislation
-Unilateral cochlear implants are reimbursed in Belgium for children and adults since October
1994 (Belgisch Staatsblad, 1994) and initially only in patients with a bilateral total sensory
deafness.
-In March 2006 (Belgisch Staatsblad 2006), the reimbursement criteria were refined into: 1)
pure tone average thresholds of 85 dB HL or greater at 500, 1000 and 2000 Hz, 2) latency of
peak V in brainstem auditory evoked potentials at 90 dB HL or higher, 3) little or no benefit from
hearing aids. In post-lingual deafened children, a phoneme score, using monosyllabic words at
70dB, of less than 30% has to be noted with hearing aids which indicates that they do not give
sufficient
benefit.
In case of mental retardation, psychological or psychiatric problems, the family situation and the
rehabilitation plan must be demonstrated in a psychological report.
-A pilot project on bilateral implantation was initiated in 2003 by the NHIDI in which 42
children under 12 years have received a contra lateral CI. The children had to meet several criteria
in order to be considered for this project: presence of a full insertion of the electrode array, having
showed good cooperation with the rehabilitation and good audiometric results with their first CI
and a normal anatomy of the second ear (cochlea and cochlear nerve).
-The outcomes of this project (Scherf et al, 2009; van Deun et al, 2009) in combination with the
outcomes of scientific publications from abroad justified a standard reimbursement of the second
implant in children younger than 12 years, which has officially been effective since February
2010 (Belgisch Staatsblad, 2009). The indication for a second cochlear implant has also been
broadened to include children between 12 months and 18 years with an auditory neuropathy or
meningitis.
- The Belgian reimbursement criteria for CIs in bilateral hearing loss or deafness have been
adjusted in December 2019. With these adjustment the threshold audiometric value was lowered
from ≥ 85 dB to ≥ 70 dB HL. Full details on the most recent criteria are listed in table 2 (Obyn,
De Meester & Cornelis, 2020).
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Patient with bilateral deafness; for the first ear
The assessments indicate the existence of hearing loss at both ears, in compliance with all of the
following conditions:


The average air conduction threshold with tonal and/or behaviour audiometry under
headphone is ≥ 70 dB at ≥ 3 of the following frequencies: 500, 1 000, 2 000, and 4 000 Hz.
In case of absence of hearing at one or more frequencies, a threshold of 120 dB HL needs to
be used for calculation, AND



A BERA test indicates a threshold of peak V ≥ 75 dB nHL, AND



With patients ≥ 6 years, without the use of a suitable hearing aid or amplifier, the phoneme
score should be ≤ 50% at 70 dB sound pressure level (SPL) via speech audiometry in free
field based on monosyllabic lists (consonant-vowel-consonant (CVC) type).

Patient with asymmetrical bilateral hearing loss
The assessments indicate the existence of hearing loss at the best ear, in compliance with all of
the following conditions


In case of tonal and/or behaviour audiometry under headphone is ≥ 60 dB HL at ≥ 3 of the
following frequencies: 500, 1 000, 2 000, and 4 000 Hz. In case of absence of hearing at one
or more frequencies, a threshold of 120 dB HL should be used for calculation, AND

 A BERA test indicates a threshold of peak V ≥ 65 dB nHL.
The assessments indicate the existence of hearing loss at the most deteriorated ear, in compliance
with all of the following conditions:


In case of tonal and/or behaviour audiometry under headphone is ≥ 85 dB HL at ≥ 3 of the
following frequencies: 500, 1 000, 2 000, and 4 000 Hz. In case of absence of hearing at one
or more frequencies, a threshold of 120 dB HL should be used for calculation, AND



A BERA test indicates a threshold of peak V ≥ 90 dB nHL, AND



With patients ≥ 6 years, without the use of a suitable hearing aid or amplifier, the phoneme
score should be ≤ 30% at 70 dB SPL via speech audiometry in free field based on
monosyllabic lists (CVC type).
The implantation of the CI should be executed within 3 years after the determination of hearing
loss of at least 60 dB HL at the best ear.
Table 2: reimbursement criteria in Belgium since December 2019
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2.2.2. Pediatric rehabilitation legislation
Young children with a bilateral severe hearing loss and their families are able to combine
support/rehabilitation from different kind of services from the Government of Health Care: early
intervention, multidisciplinary day care; multidisciplinary rehab, monodisciplinary speech &
language therapy (SLT) and from the Government of Education: SLT within special education or
mainstreamed support service.
-After the detection of a hearing loss by the neonatal hearing screening, the child and the family
are referred to a recognized early intervention team which helps to organizes the further support,
rehab and follow-up. The reference centres provide families with a lot of information concerning:
hearing tests, hearing devices, communication, but they don’t provide ‘individual therapy’ to the
child. During home visits or conversations at the centre they put emphasis on helping the family
to cope with this new and mostly unexpected situation and gradually provide them with a lot of
new information on the effects of having a child with a hearing loss (De Raeve, 2006). The parents
decide the frequency of the home visits based on their time and needs. For some families, for
instance when parents have both a busy job or in case they think they know enough, this can be a
problem. In that case child and family are not receiving the support they really need.
-For (re)habilitation, children and families have to go to a multidisciplinary day care centre, a
multidisciplinary rehab centre or a private speech & language therapist. Depending on the
children’s individual needs, speech and language therapists, audiologists, psychologists,
physiotherapists can stimulate the children’s auditory, speech, language, motor or cognitive skills
and can provide instruction to parents in small groups or on an individual basis.
In general, children and their families visit the specialized day care centre or rehab centre 1, 2
maximum 3 times a week. The family in collaboration with the professionals decide on the
frequency of therapy. For children, a multidisciplinary approach is reimbursed until the age of 18
years. For a specialized day care centre, parents pay € 2.5/half day (including all therapy).
-At age 2.6 year, children in Belgium can start going to a preschool. This can be a special school
for the deaf or a mainstreamed educational setting. What kind of and how often children receive
rehabilitation in a special school for the deaf, depends on the educational approach of the special
school. Some special schools for the deaf follow a signed bilingual approach and rehab focussing
on listening and spoken language is often limited in these settings. Others schools have a more
natural language approach, and they focus in education and in therapy more on audition and spoken
language development.
Children who are educated in a mainstreamed environment, can receive (from the government
of Education) on average 2 hours of support/week from a teacher of the deaf or speech therapist
from the nearest mainstreamed service centre. (often linked to a school for the deaf). At the end of
each school year, the school, the parents, the school support service and the mainstreamed support
team (all together) decide on the amount and the kind of support the child will receive next
schoolyear.
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The M(easurements)-decree of 2014, implemented in school year 2015/16 regulates how
Flemish education deals with pupils who cannot easily follow classes at a regular school due to an
impairment, disorder or disability (OECD, 2017). All these children with additional needs and the
regular schools can receive extra support. This support could consist of helping with the subject
matter, providing information to the teacher and/or classmates,… But it is not ‘speech or language
therapy’. Children who need therapy can go additionally to the nearest rehab centre or private
speech and language therapist. The support in regular schools (from the mainstreamed support
service) is on average 1 hour/week. In case of little or no educational problems by the deaf student,
the support may also stop (temporally).
The current educational policy framework in Belgium, incorporating the United
Nations Convention on the Rights of the Child (1989) and the Convention on the Rights of Persons
with Disabilities (2006), increasingly focuses on an inclusive education system that aims to meet
the rights of all learners to an inclusive education with their peers in their local communities.
It is important to mention that we don’t have a specialized training for teachers of the deaf or
other professionals supporting children with a hearing loss and their families in Belgium. There is
only a generic training for teachers and therapists focussing on all kinds of special needs (Lichtert,
2010). Only SLTs have good knowledge on speech and language development of hearing children
and some basic skills on auditory training and on the support of spoken language in children with
a hearing loss.

3. Intervention strategies for supporting the rehabilitation of the CI children
3.1 How is the rehabilitation organised in your country? What kind of rehabilitation
interventions are done in your country? What is the content and frequency of the
rehab?
As mentioned above under 2.2.2., families of young children with a bilateral severe to profound
hearing loss are able to combine support/(re)habilitation from different kind of services from
the Government of Health Care: early intervention, multidisciplinary day care; multidisciplinary
rehab (from CAR-centre), monodisciplinary speech & language therapy (SLT) and from the
Government of Education: SLT within special education, mainstreamed support service.
There is no general approach in rehab of CI children in Belgium. We have a good training for
speech and language therapists in Flanders, of which 5 at bachelor and 2 at master level (for a
population of 6 million inhabitants). All qualified SLPs have very good skills on the listening and
speech and language development of typical hearing children, and they also have good knowledge
on the listening and spoken language development of children with a hearing loss.
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There are no qualified Listening & Spoken Language Therapists (LSLT) in AVT (Auditory
Verbal Therapy) in Belgium, but several private therapists and therapists from rehab centres and
specialized day care centres have basic skills in AVT.
Often also teachers of the deaf (ToD), educational psychologists, social workers of linguists are
involved in education and rehabilitation of CI-children, but they have little or no knowledge on
supporting listening and spoken language of young CI-children.
So the content of the rehab can differ from centre to centre and also the frequency can vary
between the centres, from therapy ones in a month till five sessions in a week.
The CI-teams in Belgium take care of the selection, surgery and fitting, but are not taking care of
the rehab. They don’t monitor the CI-children on their development. This is done locally by the
service centres.
Most SLT’s in Flanders use the Listening Cube program as their basis for auditory training. This
program was developed by De Raeve and colleagues from the KIDS Royal School for the Deaf in
Hasselt-Belgium in 2012 (De Raeve et al, 2012). The Listening Cube (Figure 5) is a three
dimensional auditory training model, which takes into consideration the sequence of auditory
listening skills to be trained (Dimension 1: the levels of perception); the variety of materials to be
used (Dimension 2: the practice material and prosody) and the range of listening environments
(Dimension 3: the practice conditions) to be considered. It also remind the therapists to increase
their expectations and to allow improved perception of soft sounds and speech; improved speech
understanding in background noise, as well as localization of sound and speech. While planning
auditory training exercises, therapists can simply select combinations of items from these three
different dimensions of the Listening Cube.

Figure 5: The three dimensional Listening Cube
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The Levels of Perception (Dimension 1) are based on the auditory hierarchy introduced by Erber
(1982): detection, discrimination, identification, comprehension.
Dimension 2 contains different prosodic and linguistic material to practise. It consists of nonverbal (environmental sounds or phonemes in isolation) and verbal (speech) sounds. Language
material which can be used for training are: onomatopoeia, phonemes, words, phrases, and
sentences. Songs and lyrics are also excellent practice material.
Auditory training can be done in different listening environments (Dimension 3). It can be done
through the cochlear implant as well as through assistive listening devices (blue tooth microphone,
Roger system,…) or different sound sources (radio, TV, mobile phone, or CD/DVD-player). It can
also be done in purely auditory way or with visual support (adding lip reading/ facial expressions);
in a closed (the person practices with a limited number of items via a set of objects, photos,
drawings or a list of written possibilities) or in a (semi) open-set activity. In an open-set (the most
difficult) activity, the patient does not know the names of the items or anything about them
beforehand. So, there is an unlimited number of possible responses.

3.2 What are the different steps in rehabilitation of the CI children in your country?
As already explained under 2.2.2. different kind of service centres can be involved in the
rehabilitation of young deaf children receiving cochlear implants.
Already before implantation, the parents of the young deaf child are informed that the deafness
is not solved by the operation; that hearing just starts after the first fitting and that the child needs
a lot of stimulation to develop listening and spoken language skills. Several CI-teams ask the
family, before implantation, to contact a rehab centre and to start planning the future rehab sessions
(in a rehab centre, special day care centre or private therapist). This can be combined with
support from the early intervention team.
At the age of 2.6 year, the parents together with the service providers will discuss if the child will
start in a regular school (with extra support from the mainstreamed support service) or in a
special school for the deaf (with extra SLT within the special educational setting). The ultimate
goal of the schools for the deaf can differ: some schools for the deaf want to mainstream the deaf
children as soon as possible, but other want to keep the deaf children in the special school.
In general we see that ‘the younger the deaf children receive bilateral cochlear implants, the
quicker they go to regular school, the more natural listening and spoken language develops and
the less they need special therapy’. This does not mean, that they don’t need support anymore to
be educated in a regular school. It just means that they don’t need special therapy for a long time.
The older the child at age of implantation, the longer it needs specialized therapy to stimulate
listening and spoken language development.
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3.3 Which are the support services, support organisations and rehabilitation
programmes offered in your country
As mentioned above under 2.2.2., families of young children with a bilateral severe to profound
hearing loss are able to combine support/(re)habilitation from different kind of services from
the Government of Health Care: early intervention, multidisciplinary day care; multidisciplinary
rehab, monodisciplinary speech & language therapy and from the Government of Education:
SLT within special education, mainstreamed support service.
Therapy or support by the Government of Education is free of charge for the parents.
Support or therapy from a professional from the Government of Health Care is nearly fully
reimbursed. It costs on average € 2/session for the parents, but parents of children with a hearing
loss also receive monthly additional child allowance. The amount of additional money they receive
monthly depends on the medical disabilities (hearing loss), the developmental retardation (on
language, cognition, school achievements,…) and the extra efforts that the parents have to make.
The availability of support and rehabilitation services can also vary between different regions
and the kind of rehabilitation can differ between the centres. Some centres (especially those
linked to a special school for the deaf) believe and focus more on a signed bilingual approach,
which means that the Flemish Sign Language and the Deaf Culture play an important role in their
approach. On general they focus less on audition and on the spoken language of the region. Other
centres (especially the multidisciplinary rehab centres and private SLPs) focus mainly on the
development of listening, spoken language and literacy.
Most centres (especially early intervention centres, multidisciplinary day care and rehab centres,
and private SLT’s) work very close together with the parents. They coach the parents and one
of the parents is always attending and actively involved in the therapy session. But other therapists
(especially those from special schools for the deaf) have little or no contact with the parents. They
only work with the child in an individual therapy session.
Auditory training is often based on the ‘Listening cube’ and stimulation of spoken language is
often based on the Hanen program (Weitzman, 2017), the Maternal Reflective Methode (van
Uden, 1977) or on AVT strategies (Estabrooks, MacIver-Lux & Rhoades, 2020).
There are no qualified Listening & Spoken Language Therapists (LSLT) in AVT (Auditory
Verbal Therapy) in Belgium, but several private therapists and therapists of the CAT-centres have
some basic knowledge on AVT.
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3.4 School integration. What kind of support is offered to the CI children in the
mainstream schools? Who are the actors involved and which is their role?
Children who are educated in a mainstreamed environment, can receive (from the government of
Education) on average 2 hours of support/week from a teacher of the deaf or speech therapist from
the nearest school mainstreamed support service specialized in supporting children with a
hearing loss. At the end of each school year, the school, the parents, the school support service and
the mainstreamed support team (all together) decide on the amount and the kind of support the
child will receive next schoolyear. The M(easurements)-decree of 2014, implemented in school
year 2015/16 regulates how Flemish education deals with pupils who cannot easily follow classes
at a regular school due to an impairment, disorder or disability (OECD, 2017).
This support could consist of helping with the subject matter, providing information to the teacher
and/or classmates. But this is no ‘individual speech or language therapy’. Children who need
therapy have to go to the nearest rehab centre or to private speech and language therapist. This
is on average 1 hour/week.
In case of little or no educational problems following the main curriculum in a mainstreamed
school, not only the rehabilitation, but also the support from the mainstreamed support service will
stop.

4. Training programmes for speech and language therapists
4.1 Training programmes for speech and language therapists in the formal education
In Flanders, for a population of 6 million inhabitants, we have 7 training programmes for speech
and language therapists of which 5 at a bachelor level (in Antwerp, Brussels, Ghent, Bruges and
Ostend) and 2 at master level in Louvain and Ghent. Of the 7 Universities who offer a training
for SLP’s, 5 also offer a training for audiologist at the same campus (2 extra years). So several
SLP’s also have a qualification as an audiologist, which is of course excellent.
Because there is no training programme offered in the east part of the country, several students
from that region go across the border in the Netherlands for their training (in Stichting Zuyd HSHeelen, project partner 7).
All qualified SLTs have developed very good competences in stimulating listening and speech
and language development of typical hearing children, and they also have good knowledge on the
listening and spoken language development of children with a hearing loss. The problem is that
these universities who offer the training for SLPs don’t organize any additional training or postgraduate courses on the topic of ‘rehabilitation of children/adults with a hearing loss’. Only ONICI
(project partner 5) is offering these courses, often together with Auditory Verbal-UK (see 4.2.).
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4.2 Training programmes for speech and language therapists in the non-formal
education
At a bachelor and master level, we only have formal education in Belgium.
Non-formal education is organized by the Flemish professional organisation of SLPs, but rarely
on topics linked to hearing loss or by some other non-profit organisation on children with
disabilities, but also rarely on topics linked to hearing loss. The only organisation which offers
regular training courses is ONICI, the Independent Information and Research Centre on Cochlear
Implants (project partner 5). They organize courses in Belgium and the Netherlands (in the Dutch
language) on demand of an organization (for instance: a mainstreamed support service) or by
themselves at several levels: webinars, seminars, workshops, day courses, conferences or intensive
courses (minimum 6 months 1 session/week) often in cooperation with the British organization
Auditory Verbal UK.

5. Impact indicators
Educational outcomes - Do the people with CI have academic success? (Graduation of
mainstream education; level of academic education achieved)
Looking at the deaf children with cochlear implants in Flanders, it can be seen in figure 6 that the
percentage of deaf mainstreamed children wearing a cochlear implant is gradually increasing from
preschool through primary school and secondary school (De Raeve & Wouters, 2013).

Figure 6: Percentage of Flemish deaf children with a cochlear implant going to regular schools at pre-, primary
and secondary school level from 2006 till 2010
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In 2010 two out of three of the students with a cochlear implant at secondary level are attending
regular schools. This is an increase of 40% compared to a similar study carried out in the same
region in 1999 (De Raeve, 2012) .
In 2020, 37% of the CI children is educated in a regular preschool, 47% in a regular primary school
and 71% in a regular secondary school (CORA, 2020). So the mainstreamed population increases
by age of the deaf student.
At secondary level, deaf students can also ask for an interpreter, which can be a note taker or a
Flemish Sign Language interpreter. Looking at the general data of deaf pupils, with and without
CI, it can be seen in figure 7 that 53% of the deaf students wearing a cochlear implant use an
interpreter (sign language interpreter or note taker) at secondary level, comparing to 68% in the
group without CI. Additionally, fewer students with a CI use a sign language interpreter, but more
prefer a note taker compared to deaf students without a CI.
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Figure 7: General comparison of the use of an interpreter by deaf children with and without CI at secondary level
during school year 2009-2010

So it can be expected that in the near future, less deaf children with cochlear implants will use
interpreters. In difficult listening situations some of them will probably prefer extra support from
a note taker (or speech to text software) instead of a sign language interpreter (De Raeve &
Wouters, 2013).
Looking at the total group of children with a hearing loss and without additional disabilities,
Desloovere and colleagues (2013) from the CI-team of the University Hospital Leuven came to
the conclusion that 84% of this group is at age 6 in mainstreamed education.
The biggest educational impact of Universal Neonatal Hearing Screening (UNHS) and Cochlear
Implants (CI) can be found when we compare the educational setting at secondary level (age
12-18) of our population of deaf students in 1995 (before UNHS and CI) with the data from 2015
(after 17 years of UNHS and CI) as shown in figure 8.
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Figure 8: educational setting of deaf students in Flanders at secondary level in 1995 and in 2015

In 1995, 84% of deaf students at secondary level were educated in special schools for the deaf, of
which 70% was at a vocational training level, studying a profession (baker, butcher, painter,
shoemaker, tailor). Twenty years later 70% of the deaf students wearing cochlear implants are in
a mainstreamed secondary school, of which even 50% at a general level which is a preparation to
study further at high school or university. In 1995 this could only happen with some exceptional
cases (only 6%). In 2015, only 10% of the students is still in a special school for the deaf at
secondary vocational training level. But the percentage of deaf students with additional needs in
special schools for the deaf (those who cannot study a profession, but who are prepared to live as
independent as possible) has increased to 20%.
So the current situation of deaf students at secondary level is nearly comparable to the educational
situation of typical hearing students. Within the population of deaf students, there are only 10%
more students with additional needs (CORA, 2020).

Job market access - Do the people with CI have a successful on the professional placement?
Based on the data of the current educational situation of CI-students at secondary level, of which
50% is at a level preparing for High School or University), we can expect that this will lead to a
higher professional degree, which is related a lot with autonomy and employment. We see now
deaf students in departments at universities, which we have never seen before. We now have deaf
lawyers, linguists, psychologists, teachers, ICT-specialists, social workers,…which never
happened in the past, but we have no scientific published data on this.
Social integration – Do the children/people with CI manage a balanced and successful
integration on the society?
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Between 2012 and 2015, several of our young CI-children participated in multicentre studies in a
cooperation between CI-centres from Flanders and the Netherlands (Ketelaar et al, 2012; Ketelaar
et al, 2015; Netten et al, 2015). In these studies the authors come to the conclusion that:
-there are less social emotional problems in early screened children in comparing to late identified
deaf children;
-there are less social emotional problems in deaf children using cochlear implants in comparing to
other deaf children, not because of their CI, but because of their better communication skills;
-CI-children have more problems recognizing emotions at age 3, but 1-2 years later they cash up.
-CI-children have more difficulties with their emotion regulation, emotion vocabulary and
recognizing other people’s emotions, but especially young bilateral implanted children catch up a
few years later;
-young bilateral implanted deaf children show no delay any more in Theory of Mind-development
at age 6, in comparing to other deaf children who do.
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