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CHAPTER 2

ABSTRACT

Objective

Sufficient self-esteem is extremely important for psychosocial functioning. Yet, hearing-
impaired children are hypothesized to encounter difficulties regarding their self-esteem,
because they have less or no access to the sound-dominated world. The aim of this study
was to compare levels of self-esteem in hearing-impaired children to those of normally
hearing children and to investigate the influence of communication, education,
environment, and audiological characteristics.

Methods

This large (N = 252), retrospective, multicenter study used a sample (mean age = 11.8
years) that consisted of two age- and gender-matched groups: 123 hearing-impaired
children and 129 normally hearing controls. Self-reports were used to measure self-esteem
in four relevant domains: social acceptance by peers, parental attention, physical
appearance, and general perception of the self.

Results

Hearing-impaired children experienced lower levels of self-esteem regarding peers and
parents than normally hearing controls. Particularly hearing-impaired children who attend
special schools for the deaf were at risk, after correcting for their language development
and intelligence. Yet, levels of general self-esteem and self-esteem involving physical
appearance in hearing-impaired children equaled those of normally hearing controls.
Furthermore, younger age at implantation and longer duration of having Cls were related
to more self-esteem.

Conclusion

Hearing impairment has a negative effect on self-esteem in the social domains. Yet, due
to the heterogeneity of the hearing-impaired population, large variability in levels of self-
esteem is present.

Discussion

Clinicians must always be aware of the risk and protective factors related to self-esteem,
in order to help the individual patient reaching the full potential.
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SELF-ESTEEM

INTRODUCTION

Self-esteem is defined as one’s general evaluation or appraisal of the self as a totality ™.
For example, good school performance leads to more self-esteem 2. Self-esteem is an
essential indicator of mental health later in life, because it has a continuous and large
impact on well-being, motivation, and behavior Bl. Yet, individuals with sufficient self-
esteem are able to cope more adequately with stressful life events . Conversely, low
self-esteem is associated with loneliness, peer rejection, delinquency, and psychopathology,
which can possibly result in impaired social functioning 29!,

It can be speculated that hearing-impaired (HI) individuals encounter more difficulties
regarding their self-esteem, because they often face multiple challenges, including speech
and language delays, communication problems, and less or no access to the sound-
dominated world. The studies that looked more in-depth into levels of self-esteem in HI
children showed inconsistent results. When compared to their normally hearing (NH)
peers, some researchers reported less self-esteem in mildly ! to profoundly 8 HI
children®, while others demonstrated that levels of self-esteem were similar to those of
NH counterparts >4, No consensus either was reached for the influence of type of school
on self-esteem: some researchers stated that type of school was important for the level
of self-esteem [, with children attending mainstream schools having more self-esteem
than the ones attending special schools %, whereas others found no difference ., Yet,
other studies consistently demonstrated that some factors could improve self-esteem.
For example, good language and communication skills have been linked to more self-
esteem 71, In addition, some older studies which included deaf children before the
cochlear implantation era showed that deaf children of deaf parents™® reported more
self-esteem than the ones with NH parents. This entails that parental hearing status is
related to self-esteem. Yet, nowadays many of the deaf children receive cochlear implants
(Cls), which considerably changed and improved outcomes for them. That is, Cl-recipients
have been found to have levels of self-esteem that equaled those of NH children (23],
Self-esteem is often conceptualized as being multidimensional, resulting in different domains
related to various facets of life and one separate domain consisting of a general view of
oneself 9, Self-esteem can fluctuate considerably across different domains, particularly
during adolescence because it is a transition phase marked by crucial emotional and
behavioral changes®®. Parents become less influential, while close friends’ and classmates’
judgments become more important. Attention and perception of one’s physical appearance
also increase. So, a child can be at risk for low self-esteem in one specific domain, but not
in other domains, and these distinctions must always be taken into account when helping
or counseling the child. Besides the contrasting findings in past research, there is a paucity
of data concerning the different domains of self-esteem in HI children compared to NH
children. Only few studies reported on different domains in HI children when compared to
NH controls and found that the HI children had more difficulties regarding peer acceptance
and family relations, but similar or even higher levels for physical appearance %4, To the
best of our knowledge, to date, no other studies have been performed in which these four
different domains were studied and compared in both Hl and NH children.

25



CHAPTER 2

Hence, our goal was not only to investigate the level of self-esteem in a large and diverse
sample of Hl and NH children and adolescents, but also to examine four relevant domains:
social acceptance by peers, parental attention, physical appearance, and general
perception of the self. Secondly, we wanted to study whether 1. communication, 2.
education, 3. environment (i.e., parental and friend’s hearing status), and 4. audiological
characteristics would influence the level of self-esteem, because this knowledge could
improve targeted interventions. Based on (the majority of) the existing literature, we
expected that: 1. adequate communication skills would result in more self-esteem; 2.
children attending special schools for the HI would have lower self-esteem than children
at mainstream school. Concerning parental and friends’ hearing status no recent studies
were available on which to base our predictions on. This was also the case for audiological
factors, so we will perform several explorative analyses to see whether relations between
these factors and the level of self-esteem exist.

MATERIALS AND METHODS

Participants

A total of 252 children (Mean age = 11.8 years, SD = 1.7) participated, of which 123 with
hearing losses and 129 NH controls. All participants lived in the Netherlands or the Dutch
speaking part of Belgium and had nonverbal intelligence quotients of at least 80, ruling
out learning problems. The HI participants met the following inclusion criteria: experiencing
hearing loss of at least 40 decibels in the best ear, which was detected pre- (< 3 years) or
perilingually (3 - 5 years), and having no other comorbidities, such as visual impairment
or Autism Spectrum Disorders. Table 1 shows characteristics of the study group. For the
cochlear implant (Cl) recipients specifically, the mean age at implantation was 3.8 years
(SD =2.7; range = 0.9 — 10.8 years). The mean duration of Cl use was 8.3 years (SD = 2.6;
range 0.8 — 13.0 years). Additionally, most Cl users (n = 40; 76%) had one Cl and 13 (24%)
children were bilaterally implanted.

Table 1 Characteristics of all participants

Total sample (N = 252) Hl sample (n = 123)

Controls HI cl Hearing aid

Number of children - n 129 123 53 70
Age mean in years (SD) 11.6 (1.3) 12.0(1.8) 11.9(2.1) 12.0(1.7)
Age range (in mo) 99 -176 100 - 197 100- 197 110-188
Gender - n (%)

Male 58 (45%) 60 (49%) 24 (45%) 36 (51%)

Female 71 (55%) 63 (51%) 29 (55%) 34 (49%)
Socioeconomic status mean (SD) ? 12.1(2.4) 11.5(2.3) 11.7 (2.3) 11.3 (2.4)
Socioeconomic score range 5.3-15 4-15 7.3-15 4-15
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Nonverbal IQ
1Q norm score Picture arrangement (SD)
1Q norm score Block design (SD)

Spoken language skills®
Sentence comprehension (SD)

Story comprehension (SD)

Sign language skills©
Sentence comprehension (SD)

Story comprehension (SD)

Children’s Communication Checklist ¢
General Communication Composite (SD)
Pragmatic Composite (SD)

Degree of hearing loss - n (%)®
Moderate (40 - 60 dB)

Severe (61 - 90 dB)
Profound (> 90 dB)
Unknown

Preferred mode of communication - n (%)
Oral language only
Sign-supported language
Sign language only

Type of education - n (%)

Regular education
Special education

Mean age at onset in years (SD)

Age at onset of hearing loss - n (%)
Prelingual (< 3 yrs)

Perilingual (3 - 5 yrs)
Unknown

Mean age at 1* hearing aid in years (SD)

10.6 (3.4)
10.6 (3.0)

7.1(2.3)
7.0(2.5)

73.9(18.2)
36.2(9.1)

10.2 (3.5)
10.4 (3.1)

6.6 (3.1)
6.3(2.8)

2.3(0.9)
2.6(0.7)

91.3(18.2)
46.6 (8.7)

29 (24%)
25 (20%)
61 (50%)
8 (6%)

88 (71%)
33 (27%)
2 (2%)

74 (60%)
49 (40%)
1.6 (1.3)

104 (85%)
12 (10%)
7 (6%)
2.1(1.4)

9.9 (3.5)
10.3 (2.8)

6.6 (3.1)
5.6 (3.0)

2.1(1.0)
2.8(0.8)

91.9 (18.4)
47.3(9.1)

0 (0%)
1(2%)
50 (94%)
2 (4%)

36 (68%)
17 (32%)
0 (0%)

32 (60%)
21 (40%)
1.3(0.9)

49 (93%)
2 (4%)
2 (4%)
1.4(0.9)

10.4 (3.5)
10.5(3.4)

6.7 (3.1)
6.8 (2.6)

2.3(1.0)
2.5(0.7)

90.8 (18.2)

46.1(8.5)

29 (41%)
24 (34%)
11 (16%)
6 (9%)

52 (74%)
16 (23%)
2 (3%)

42 (60%)
28 (40%)
1.9 (1.5)

55 (79%)
10 (14%)
5 (7%)

2.6 (1.6)

2 Socioeconomic status score was measured by parental education, job, and net income. (Unfortunately, due
to privacy reasons, almost half of the parents did not fill out the question concerning the net income, so

these were not taken into account.)

b Spoken language skills were derived from the Clinical Evaluation of Language Fundamentals®; see Materials

section for more information.

¢ Sign language skills were derived from the Assessment Instrument for Sign Language of the Netherlands;

see Materials section for more information.

4 Higher scores indicate more (social) language problems. More than 70% of the parents responded.
¢ Degree of hearing loss was calculated by averaging unaided hearing thresholds at 500, 1,000, and 2,000

Hertz.
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Procedure

To collect a sample that represented the complete spectrum of HI children, we recruited
from 28 (both primary and secondary) regular schools and special schools for the deaf
(schools that supported development of auditory and oral skills, with or without the use
of signs), 2 hospitals, 5 Speech and Hearing centers or residential schools, and via social
media. In line with privacy policy, consent forms were sent to the parents via these
schools, organizations, and hospitals. In total 14 schools and all ambulatory organizations
and hospitals agreed to participate. The other schools did not participate due to time
commitment or other research projects. The NH controls were recruited from primary
and secondary schools across the country to reach a geographically and socioeconomically
diverse sample.

Before the assessment started, all children were assured that the given answers would
be processed anonymously. Instructions were provided clearly, in the child’s preferred
mode of communication to ensure that the child understands. The participant could
choose between two versions of the questionnaires: the first version comprised written
items exclusively and in the second version each item was presented in written text and
sign language simultaneously (by means of a video clip). Translation from spoken language
into sign language was performed by a qualified interpreter and back translation of all
signed items showed good convergence with the original items.

Ethics statement

Approval for the study was obtained by the Medical Ethics Committee of the Leiden
University Medical Center under number P10.137, and carried out in accordance with
the standards set by the Declaration of Helsinki. All parents or caregivers gave written
consent for their child’s participation prior to data collection. Next to parents and
caregivers, all children aged 12 or older gave written consent as well.

Self-esteem questionnaire

To assess Self-esteem, the self-report Children’s Self-Confidence and Acceptance Scale

was used?®, which has been used only in NH children. This questionnaire showed a strong

convergent validity with the CBSK?Y, which is the Dutch well-established version of the

Harter’s self-esteem scale (The Self-Perception Profile for Children ?2). The reason for

choosing a self-report instead of parent or teacher-reports is that self-reports give most

accurate scores when measuring self-esteem 2>24, The questionnaire represents four
relevant domain-specific categories:

1. The Perceived social acceptance by peers domain examines the perception of the child
of how well he or she is accepted by peers or feels popular (Example item: “All Children
ask to play with me”).

2. The Perceived parental attention domain assesses the self-perceived degree to which
parents or caregivers are interested in and give support to the child’s thoughts and
needs (“My father or mother are happy with me”).

3. The Perceived physical appearance domain reflects the child’s idea of how good-looking
or attractive he or she is (“Other children think my appearance is nice”).
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4. The General perception of the Self measures the child’s perceptions of general
statements concerning the self (“I am happy with myself”).

Children were asked to rate the items on a 3-point Likert-type scale (1 = not true, 2 =

sometimes true, 3 = often true). The internal consistency was good for both the HI and

the NH group (Table 2).

Table 2 Psychometric properties of the four domains of Self-esteem

Range Number of Inter-item  Cronbach’s Alpha
items correlation

HI NH controls

Domains of Self-esteem

Perceived social acceptance by peers 1-3 5 .75 74 .75

Perceived parental attention 1-3 7 .34 .76 .75

Perceived physical appearance 1-3 5 .46 .83 .78

General perception of the self 1-3 5 .25 .66 .60
Intelligence

An index of the nonverbal intelligence was obtained with two tests of the Wechsler
Intelligence Scale for Children - Third Edition: Block Design by copying geometric designs
with cubes and Picture Arrangement by sequencing pictures to make logical stories 252%,
All raw scores were converted into age-equivalent norm scores based on Dutch standards
(10 = average). A random sampling (n = 23) across HI children who were assessed with a
complete intelligence test earlier (either the Snijders-Oomen Nonverbal Intelligence
Test 27 or the WISC) showed a high correlation between the scores of our tests and the
IQ score, r =.79, p < .001. The tasks were not administered to 8 HIl and 17 NH children,
due to time constraints.

Language and communication skills

Two types of language skills were assessed; Sentence comprehension and Story
comprehension. HI children using spoken language and NH controls received two
corresponding subtests of the Dutch version of the Clinical Evaluation of Language
Fundamentals® - Fourth Edition (CELF®)282°! H| children who use sign or sign-supported
language received specific subtests of the Assessment Instrument for Sign Language of
the Netherlands (AISL) B%. All original language scores were transformed to norm scores
and these were corrected for chronological age. To 10 Hl and 16 controls the Sentence
comprehension task was not administered and to 5 Hl and 16 NH controls the Story
comprehension task was not administered.

The Children’s Communication Checklist version 2 was used to identify communication
problems indicated by the parents or caregivers Y. This questionnaire, consisting of 70
items, has been predominantly designed for assessing social and pragmatic language of
children aged 4 to 16, although it also assesses other qualitative aspects of language.
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The checklist contains eight scales: a. speech production, b. syntax, c. semantics, d.
coherence, e. inappropriate initiation, f. stereotyped conversation, g. use of context, and
h. non-verbal communication. Two composite scores are conventionally obtained from
these scales: the General Communication Composite (GCC; scales a to h) and the Pragmatic
Composite (PC; scales e to h). Each item can be scored from 0 (never or less than 1 time
a week) to 3 (several times a day or always). To the parents of the HI children using sign
or sign-supported language, the speech production and syntax scales were self-evidently
not administered.

Environment: parental and friend’s hearing status

Of each HlI child the Environmental context (Table 3) was evaluated by checking whether
the parents and the best friend of the participant had hearing losses or not, because past
research showed that daily interaction with other Hl people, such as parents and peers®,
could be important for the level of self-esteem 32, For the Friends’ hearing status, a
significant difference between the children at regular and special schools was found, with
more HI friends and parents in the group of children attending special schools, X*(1) =
23,50, p < .001. The Parental hearing status did not differ.

Table 3 Environmental context: hearing status of parents and friends, divided by school

Total sample HI Regular education Special education
(n=123) (n=74) (n=49)
Parental hearing status
One/both parents HI - n (%) 10 (14%) 5(12%) 5(19%)
Both parents NH - n (%) 59 (86%) 37 (88%) 22 (82%)
Unknown 54 32 22
Friend’s hearing status
Friend HI - n (%) 20 (21%) 3 (5%) 17 (35%)
Friend NH - n (%) 62 (67%) 47 (81%) 15 (43%)
No friend - n (%) 11 (12%) 8 (14%) 3 (6%)
Unknown 30 16 14

Statistical analyses

First, in order to compare the levels of Self-esteem between the HI group and the NH
controls, Multivariate Analysis of Variance (MANOVA) and Multivariate Analysis of
Covariance (MANCOVA) were used. In the MANCOVA several covariates were incorporated,
including Age, Gender, 1Q, SES and Language and Communication skills. For the second
and third research questions (i.e., influence of Communication skills and Type of school,
respectively) MANCOVAs were performed, in which confounding variables were included
in case of group differences. The fourth study question involved studying the influence
of Parental and Friend’s hearing status on levels of Self-esteem, but unfortunately, some
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subgroups did not reach sufficient participants to be able to perform a proper analysis,
due to lack of statistical power. These results were therefore omitted from the results
presented here. The fith and final study question was addressed by examining several
audiological factors and their association with levels of Self-esteem by using Pearson’s
correlations. The program Statistical Packages for the Social Sciences version 20.0 was
used. When a score or variable was not available, the participant was excluded from the
analysis concerned. It was checked whether there were group differences on age, gender,
socioeconomical status (SES), and type of hearing device between responders and non-
responders and this was not the case.

RESULTS

Self-esteem in HI versus NH children

First of all, no significant differences (using t-tests) were found between the HI and NH
group on several baseline characteristics, including Age, Gender, Nonverbal 1Q, and SES,
which makes them properly comparable. To compare the groups with respect to their
levels of Self-esteem, a 2 (Group: Hl or NH) x 4 (Domains of Self-esteem) MANOVA was
carried out. This analysis revealed a multivariate effect for Group, F(4, 247) = 11.67, p <
.001. Post-hoc tests showed that HI children had lower self-esteem than NH controls on
two domains: the Social acceptance by peers domain (A = 0.2, p <.002) and the Parental
attention domain (A = 0.2, p < .001) (Figure 1). For Global self-esteem and self-esteem
involving Physical appearance similar levels were detected. A MANCOVA was performed
in which we controlled for several important variables (i.e., Age, Gender, IQ, and SES).
The findings retained their significance, so these results were omitted from the results
presented here.

Communication skills and Self-esteem

As expected on the basis of past research, HI had less Language and Communication skills
than NH children, using t-tests (Story Comprehension, A = 0.8, p < .038, General
Communication Composite, A = 17.4, p < .001, and Pragmatic Composite, A = 10.4, p <
.001, respectively). Therefore, a 2 (Group: HI or NH) x 4 (Domains of Self-esteem)
MANCOVA corrected for Language and Communication skills was carried out. Again a
multivariate effect for Group was detected, F(4, 159) = 3.01, p <.021. Yet, post-hoc tests
showed slightly different results than the first MANOVA: HI children still experienced less
Self-esteem involving the Parental domain, whereas the Social acceptance by Peers
domain did not reach significance anymore. This entails that adequate Language and
Communication skills can interfere with Self-esteem regarding Peers but not regarding
Parents.

Type of school and Self-esteem
In order to properly examine levels of Self-esteem between HI children at special schools

(for the HI or deaf) and at mainstream schools, these two groups were compared on
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several factors: Age, Gender, 1Q, SES, and Language and Communication skills. It was
found that the latter group had significantly better Language, Communication, and
Intelligence skills. A 2 (Type of school: special or mainstream) x 4 (Domains of Self-esteem)
MANCOVA which was corrected for these skills. The findings showed a multivariate effect
for Group (F(4, 71) = 3.89, p < .007). Post-hoc tests revealed that children at specials
schools (M = 2.3, SD = 0.3) had lower levels of self-esteem regarding their parents than
children at regular schools (M = 2.7, SD = 0.3), p < .001, irrespective of their Language

and Communication skills, and Intelligence.

28 —

2.6 1 ——

2.5

2.3 A

2.1 A

O Hearing-impaired (n = 123)
B Normally hearing controls (n = 129)

2 T

Perceived social  Perceived parental

acceptance by peers attention

appearance

Figure 1 Mean scores Self-esteem per domain.

*p < .05,

Perceived physical General perception
of the self

Table 4 Pearson’s correlations between the four domains of Self-esteem and associated variables

Domains of Self-esteem

Perceived Perceived Perceived General
social parental physical perception
acceptance attention appearance of the self
by peers

Type of hearing device (Cl or hearing aid) .04 -.10 .02 12

Age of onset hearing loss -.02 -.04 .06 -.04

Age at first 1* hearing aid -.02 .09 .04 -.10

Uni- or bilateral Cl -.01 -.05 -.04 A1

Age at Cl implantation .16 -.36% .20 -.08

Duration of Cl use =21 .38%* -.07 -.07

*p <.05; ** p<.01.

32



SELF-ESTEEM

Audiological factors

Finally, a series of Pearson’s correlations were carried out to see which audiological factors,
typical for the HI population, were associated with Self-esteem (Table 4). For three
domains (Peers, Physical appearance, and General), no significant associations were
detected. However, for the Parental attention domain younger Age at implantation, and
subsequent longer Duration of having Cls were related to more Self-esteem. These
correlations remained significant when a correction for age was performed, using partial
correlation analyses.

DISCUSSION

Self-esteem is a principal prerequisite for healthy psychosocial development and enables
children to adjust to stress or burdens . Hl individuals often meet demanding situations,
so it is of major importance to have sufficient self-esteem. By tapping self-esteem across
a number of domains, a differentiated picture of self-esteem was obtained, so that
targeted interventions could take place. First, we found that the levels of general and
physical self-esteem of HI children equaled those of NH controls, despite wearing external
amplification devices visible for their surroundings. This suggests that HI children do not
feel more insecure about their looks than other teenagers around this age, which is a
positive finding. However, HI children reported lower self-esteem in the domains of peers
and parents when compared to NH peers, although adequate language and communication
skills increased self-esteem regarding peers, but not regarding parents.

The fact that HI children reported lower self-esteem than NH children in the social domains
indicates that HI children feel less liked and appreciated by parents and peers, which is
in line with other studies with HI children or subgroups (related to neurological disorders
and type of school) "%, Possible reasons for lower self-esteem involving parents could be
subjective or objective. Children might perceive that their parents spend less time with
them, while in fact parents spend equal or even more time compared to their time with
NH children. However, the quality of contact could be different. Parents usually perceive
more stress and worries raising a Hl than a NH child, because they have to adapt to a new
situation which necessitates the investment of time, effort, and resources 43¢, For
example, it requires frequent hospitals visits and intensive rehabilitation programs.
Furthermore, past literature showed that chronic parenting stress towards the child can
influence the child’s functioning 738\, It could also be speculated that parents try hard to
help the Hli child, by for example, speaking slowly to them, helping them with homework,
or explaining difficult words®®. However, children could perceive the increased attention
as if they fail or fall behind.

Yet, language and communication skills were positively linked to self-esteem in the peers
domain (not in the parents domain). This means that HI children’s self-esteem regarding
peers equals that of NH children when their language and communication skills are well-
developed. HI children are still born into a NH world, where the focus lies on spoken
language, resulting in less satisfactory communication. For example, making friends can
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be harder for HI children and they are also more neglected and less accepted by NH
peers 4431 The communication barrier between HI and NH people can function as an
obstacle for successful interpersonal relationships and hampers the children in developing
solid social networks 44, This process may pave the way for social isolation and loneliness,
with consequences for the child’s self-esteem *>%¢), Hence, by improving language and
communication, the HI child can increase his or her self-esteem towards peers.
Moreover, this research revealed that particularly children who attend special schools for
the HI or deaf had lower self-esteem concerning parents when compared to HI children
attending mainstream schools. Although we have to bear in mind that HI children with
language and/or intelligence problems already are more likely to be referred to special
schools 54749 this study is the first to show that even after correcting for these problems,
children at special schools still have lower levels of self-esteem. It could be hypothesized
that this stems from reasons related to discrimination or stigma. Furthermore, Hl children
often have to travel far to go to their (special) schools, which results in different
environments: they have friends at school and different friends at home. Less contact
with peers could hinder bonding and attachment, possibly resulting in lower self-
esteem P%, However, longitudinal studies are needed to reproduce these findings, because
a cross-sectional study rules out drawing conclusions about causal relations. Additionally,
such longitudinal studies must include larger samples in order to examine the influence
of the parental and friend’s hearing status on the level of self-esteem.

To conclude, self-esteem in HI children can be a problem in the social domains, but luckily,
the levels of global and physical self-esteem are similar to those of NH children. Improving
language and communication skills can help building up more self-esteem regarding peers
Yet, irrespective of their language and communication skills, HI children at special schools
still have problems with their self-esteem. Hopefully, this research creates awareness
concerning this vulnerable group of children, resulting in more attention and monitoring
by professionals, in order to stimulate mental health in each HI child.

34



SELF-ESTEEM

REFERENCES
1. Rosenberg M. Society and the adolescent self-image. Princeton, NJ: Princeton University Press; 1965.
2. Baumeister RF, Campbell JD, Krueger JI, Vohs KD. Does High Self-Esteem Cause Better Performance,

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.
23.

24,

25.

Interpersonal Success, Happiness, or Healthier Lifestyles? Psychological science. 2003;4(1):1-44.

Harter S. Self-processes and developmental psychopathology. In: Developmental Psychology. Cicchietti D,
Cohen DJ, eds. Hoboken, NJ: Wiley & Sons; 2006:370-418.

Orth U, Robins RW, Roberts BW. Low self-esteem prospectively predicts depression in adolescence and
young adulthood. Journal of Personality and Social Psychology. 2008;95(3):695-708.

Harper JF, Marshall E. Adolescents’ problems and their relationship to self-esteem. Adolescence.
1991;26(104):799-807.

Bess FH, Dodd-Murphy J, Parker RA. Children with minimal sensorineural hearing loss: prevalence,
educational performance, and functional status. Ear and Hearing. 1998;19(5):339-354.

Loeb RC, Sarigiani P. The impact of hearing impairment on self-perceptions of children. Volta Review.
1986;88(2):89-100.

Van Gent T, Goedhart AW, Knoors HET, Westenberg PM, Treffers PDA. Self-concept and Ego Development in
Deaf Adolescents: A Comparative Study. Journal of Deaf Studies and Deaf Education. 2012;17(3):333-351.
Cappelli M, Daniels T, DurieuxSmith A, McGrath PJ, Neuss D. Social development of children with hearing
impairments who are integrated into general education classrooms. Volta Review. 1995;97(3):197-208.
Cates JA. Self-Concept in Hearing and Prelingual, Profoundly Deaf Students - a Comparison of Teachers
Perceptions. American Annals of the Deaf. 1991;136(4):354-359.

Eriks-Brophy A, Durieux-Smith A, Olds J, Fitzpatrick EM, Duquette C, Whittingham J. Communication,
Academic, and Social Skills of Young Adults with Hearing Loss. Volta Review. 2012;112(1):5-35.

Sahli S, Belgin E. Comparison of self-esteem level of adolescents with cochlear implant and normal hearing.
International Journal of Pediatric Otorhinolaryngology. 2006;70(9):1601-1608.

Percy-Smith L, Cay-Thomasen P, Gudman M, Jensen J, Thomsen J. Self-esteem and social well-being of
children with cochlear implant compared to normal-hearing children. International Journal of Pediatric
Otorhinolaryngology. 2008;72(7):1113-1120.

Leigh IW, Maxwell-McCaw D, Bat-Chava Y, Christiansen JB. Correlates of psychosocial adjustment in deaf
adolescents with and without cochlear implants: a preliminary investigation. Journal of Deaf Studies and
Deaf Education. 2009;14(2):244-259.

Keilmann A, Limberger A, Mann W. Psychological and physical well-being in hearing-impaired children.
International Journal of Pediatric Otorhinolaryngology. 2007;71(11):1747-1752.

Van Gurp S. Self-concept of deaf secondary school students in different educational settings. Journal of
Deaf Studies and Deaf Education. 2001;6(1):54-69.

Hintermair M. Self-esteem and satisfaction with life of deaf and hard-of-hearing people - a resource-oriented
approach to identity work. Journal of Deaf Studies and Deaf Education. 2008;13(2):278-300.

Bat-Chava Y. Antecedents of self-esteem in deaf people: A meta-analytic review. Rehabilitation Psychology.
1993;38(4):221-234.

Blascovich J, Tomaka J. Measures of self-esteem. In: Measures of Personality and Social Psychological
Attributes. Robinson JP, Shaver PR, Wrightsman LS, eds. San Diego, SA: Academic Press; 1991.

Rieffe C, Meerum Terwogt M, Bosch JD, Kneepkens CMF, Douwes AC, Jellesma FC. Interaction between
emotions and somatic complaints in children who did or did not seek medical care. Cognition and Emotion.
2007;21(8):1630-1646.

Veerman JW, Straathof MAE, Treffers DA, Van den Bergh BRH, Brink LT. Competentiebelevingsschaal voor
Kinderen: Handleiding [Perceived competence scale for children: manual]. Lisse, The Netherlands: Swets &
Zeitlinger; 1997.

Harter S. Manual for the Self-perception Profile for Children. Denver, CO: University of Denver; 1985.
Robins RW, Hendin HM, Trzesniewski KH. Measuring Global Self-Esteem: Construct Validation of a Single-
Item Measure and the Rosenberg Self-Esteem Scale. Personality and Social Psychology Bulletin.
2001;27(2):151-161.

Anmyr L, Larsson K, Olsson M, Freijd A. Strengths and difficulties in children with cochlear implants -
Comparing self-reports with reports from parents and teachers. International Journal of Pediatric
Otorhinolaryngology. 2012;76(8):1107-1112.

Kort W, Schittekatte M, Compaan EL, et al. WISC-IIl NL. Handleiding. Nederlandse bewerking. London: The
Psychological Corporation; 2002.

35



CHAPTER 2

26.

27.

28.

29.

30.

31.

32.

33.

34,

35.

36.

37.

38.

39.

40.

41.

42.

43,

44,

45.

46.

47.

48.

49.

50.

36

Wechsler D. The Wechsler intelligence scale for children—third edition. San Antonio, TX: The Psychological
Corporation; 1991.

Tellegen P, Laros J. The Construction and Validation of a Nonverbal Test of Intelligence: the revision of the
Snijders-Oomen tests. European Journal of Psychological Assessment. 1993;9(2):147-157.

Kort W, Schittekatte M, Compaan E. CELF-4-NL: Clinical Evaluation of Language Fundamentals. Pearson
Assessment and Information B.V., Amsterdam; 2008.

Semel E, Wiig EH, Secord WA. CELF : Clinical Evaluation of Language Fundamentals - revised. San Antonio,
TX;1987.

Hermans D, Knoors H, Verhoeven L. Assessment of Sign Language Development: The Case of Deaf Children
in the Netherlands. Journal of Deaf Studies and Deaf Education. 2010;15(2):107-119.

Bishop DVM. Development of the Children’s Communication Checklist (CCC): A method for assessing
qualitative aspects of communicative impairment in children. Journal of Child Psychology and Psychiatry
and Allied Disciplines. 1998;39(6):879-891.

Jambor E, Elliott M. Self-esteem and coping strategies among deaf students. Journal of Deaf Studies and
Deaf Education. 2005;10(1):63-81.

Dumont M, Provost MA. Resilience in adolescents: Protective role of social support, coping strategies,
self-esteem, and social activities on experience of stress and depression. Journal of Youth Adolescence.
1999;28(3):343-363.

Cohen MS. Families coping with childhood chronic illness: A research review. Families, Systems, & Health.
1999;17(2):149-164.

Quittner AL, Glueckauf RL, Jackson DN. Chronic parenting stress: moderating versus mediating effects of
social support. Journal of Personality and Social Psychology. 1990;59(6):1266-1278.

Sach TH, Whynes DK. Paediatric cochlear implantation: The views of parents. International Journal of
Audiology. 2005;44(7):400-407.

Kouwenberg M, Rieffe C, Theunissen SCPM, de Rooij M. Peer victimization experienced by Children and
Adolescents who are Deaf or Hard of Hearing. PLoS ONE. 2012;7(12).

Drotar D. Relating parent and family functioning to the psychological adjustment of children with chronic
health conditions: What have we learned? What do we need to know? Journal of Pediatric Psychology.
1997;22(2):149-165.

Pinquart M. Do the parent-child relationship and parenting behaviors differ between families with a child
with and without chronic illness? A meta-analysis. Journal of Pediatric Psychology. 2013;38(7):708-721.
Nunes T, Pretzlik U, Olsson J. Deaf children’s social relationships in mainstream schools. Deafness & Education
international. 2001;3(3):123-136.

Wolters N, Knoors HE, Cillessen AH, Verhoeven L. Predicting acceptance and popularity in early adolescence
as a function of hearing status, gender, and educational setting. Research in Developmental Disabilities.
2011;32(6):2553-2565.

Kluwin TN, Stinson MS, Colarossi GM. Social processes and outcomes of in-school contact between deaf
and hearing peers. Journal of Deaf Studies and Deaf Education. 2002;71(3):1747-1752.

Davis JM, Elfenbein J, Schum R, Bentler RA. Effects of Mild and Moderate Hearing Impairments on
Language, Educational, and Psychosocial Behavior of Children. Journal of Speech and Hearing Disorders.
1986;51(1):53-62.

Calderon R, Greenberg MT. Social and emotional development of deaf children: family, school and program
effects. New York: Oxford University Press; 2003.

Rubin KH, Mills RSL. The Many Faces of Social-Isolation in Childhood. Journal of Consulting and Clinical
Psychology. 1988;56(6):916-924.

Most T, Ingber S, Heled-Ariam E. Social competence, sense of loneliness, and speech intelligibility of young
children with hearing loss in individual inclusion and group inclusion. Journal of Deaf Studies and Deaf
Education. 2012;17(2):259-272.

Van Eldik T. Mental health problems of Dutch youth with hearing loss as shown on the Youth Self Report.
American Annals of the Deaf. 2005;150(1):11-16.

Stinson MS, Whitmire KA. Adolescents who are deaf or hard of hearing: A communication perspective on
educational placement. Topics in Language Disorders. 2000;20(2):58-72.

Van Gent T, Goedhart A, Hindley P, Treffers PDA. Prevalence and correlates of psychopathology in a sample
of deaf adolescents. Journal of Child Psychology and Psychiatry and Allied Disciplines. 2007;48(9):950-958.
Armsden GC, Greenberg MT. The Inventory of Parent and Peer Attachment - Individual-Differences and Their
Relationship to Psychological Well-Being in Adolescence. Journal of Youth Adolescence. 1987;16(5):427-454.



37



