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A predictive Model for Cochlear 
Implant outcome in Children with 
Cochlear Nerve Deficiency
Jae Joon Han1, Myung-Whan suh2, Moo Kyun park2, Ja-Won Koo1, Jun Ho Lee2 & 
Seung Ha oh2

The outcome of cochlear implantation (CI) in patients with cochlear nerve deficiency (CND) is variable, 
resulting in a wide range of speech perception performance, from degrees of environmental sound 
perception to conversation without lip-reading. Twenty-five cochlear implantees with CND were 
enrolled retrospectively to determine the factors correlated with CI outcome in patients with CND and 
to develop a predictive model for CI outcome. CI outcome was evaluated using the Categories of 
Auditory Performance (CAP) score at 2 years after CI. Patients with negative auditory brainstem 
response (ABR) showed a significantly lower CAP score than those with positive ABR (2.5 ± 1.7, 
4.8 ± 0.7; p = 0.001). The area ratio of vestibulocochlear nerve (VCN) to facial nerve (FN) at the 
cerebellopontine angle on magnetic resonance images was positively correlated with CI outcome 
(p < 0.001). With multiple regression analysis, a predictive equation accounting for 66% of variance of 
CAP score at 2 years after CI was ( )∗ ∗ ( )deduced CAP score = 0.7 + 1.9 ABR + 1.2: VCN

FN
. We found that 

preoperative ABR and area ratio of VCN to FN at the cerebellopontine angle could predict CI outcome in 
patients with CND. Preoperative counselling based on our predictive model might be helpful to 
determine treatment modality for auditory rehabilitation and which ear to implant.

Cochlear nerve deficiency (CND) is one of the various causes of hearing loss. It includes cochlear nerve aplasia, 
absence of cochlear nerve (CN) in internal auditory canal (IAC), and cochlear nerve hypoplasia, which refers 
to small-sized cochlear nerve in IAC. The size or presence of cochlear nerve could be evaluated using magnetic 
resonance imaging (MRI). In 1996, Rubinstein et al. reported the effectiveness of T2-weighted MRI with oblique 
parasagittal fast spin-echo1. Recently, a more detailed evaluation of the nerves in IAC was made possible using 
highly contrasted T2-weighted images. In most cases, the size of cochlear nerve was reported to be similar or 
slightly larger than that of facial nerve (FN)2. However, in cases where cochlear nerve is significantly smaller than 
FN in IAC, it is considered cochlear nerve hypoplasia3.

CND is the most common cause of unilateral congenital sensory nerve impairment. It is found in approx-
imately 25–48% of patients with unilateral hearing loss4–6. Moreover, bilateral CND is found in approximately 
15.4% of patients with severe-to-profound bilateral hearing loss7. It has been reported that the hearing threshold 
and word recognition score of unilateral deafness may be related to the size of bony cochlear nerve canal, which is 
associated with CND8,9. In addition to hearing loss, CND is related to the anomaly of cochlea (27%) and vestibule 
(49%)10.

The outcome of cochlear implants (CI) in patients with CND has been reported to be worse than that of 
patients with an unknown cause of deafness. Theoretically, the electrical stimulation with CI electrode in the 
cochlear may not reach the brainstem and auditory cortex in patients with cochlear nerve aplasia11. However, 
CND was not an absolute contraindication to CI due to the limitations surrounding the resolution of MRI and 
detection threshold in CND, and response of auditory cortex to acoustic stimulation was identified even though 
cochlear nerve was absent on MR images12. The average Categories of Auditory Performance (CAP) score in 
patients with CND was 4, which indicates discrimination of some speech sounds without lip-reading13, and 
its range was variable from the level of environmental sound detection (CAP 1) to using the telephone with 
familiar voices (CAP 7)14–16. About half of the CI implantees with CND use verbal language as speech alone or 
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augmentation with other communication skills16,17, and approximately 10–20% of them use sign language alone 
without any speech.

Several factors related to the CI outcome in patients with CND have been reported. Speech performance or 
aided threshold with CI was relatively poor when patients showed cochlear nerve aplasia14,16,18, low grades of IAC 
nerve16,19, narrow bony cochlear nerve canal20, no response to the intracochlear electrically evoked auditory brain 
stem response (EABR)21, or smaller diameter of vestibulocochlear nerve (VCN) than FN at the cerebellopontine 
angle (CPA)21,22. These factors were helpful for predicting whether the CI outcome would be good. However, a 
precise prediction for the level of speech performance after CI has not been possible to date.

In this study, we evaluated the speech perception performance of patients with CND after CI and attempted to 
determine the factors that influence CI outcome. Moreover, we aim to develop a predictive model for CI outcome 
and treatment strategies in patients with CND.

Results
CI outcome. Twenty-five participants (13 males, 12 females) underwent CI at an average of 21.0 ± 10.9 
months (range, 12 to 55 months) (Supplementary Table S1). In 18 out of 25 patients (72%), hearing loss was 
identified with new born hearing screening program at birth. However, in the remaining seven patients (28%), 
the detection age of hearing loss was variable, ranging from 6 to 43 months.

The progression of speech performance was variable after CI (Fig. 1). Among the 25 participants, five patients 
showed relatively improved speech performance, reaching a CAP score of 5 or 6 (n = 5, 20%), which indicates 
understanding of common phrases or the ability to carry on a conversation without lip-reading (Fig. 1). Ten 
patients (40%) showed a CAP score of 4, which indicates the ability to discriminate some speech sounds without 
lip-reading. The remaining ten patients (n = 10, 40%) showed worse speech performance, with a CAP score of 
below 3, ranging from 0 to 3, at 2 years after CI. The age at operation among the three groups was not significantly 
different (27.9 ± 16.0, 16.0 ± 4.2, 21.8 ± 9.3 months, p = 0.23).

Related factors for CI outcome in CND. The demographic parameters that are known to be related to 
the outcome of CI, such as age at operation, age of deafness, duration of deafness, and interval to second CI, did 
not show a significant correlation with speech perception performance, CAP score, and the degree of language 
development, the Infant-toddler Meaningful Auditory Integration Scale (IT-MAIS), at 2 years after CI in patients 
with CND (All p > 0.05, Table 1). Eight patients with a positive response to ABR (32%) showed higher CAP score 
(4.8 ± 0.7) and IT-MAIS (38.5 ± 3.0) than the others with no response to ABR (CAP, 2.5 ± 1.7, p < 0.01; IT-MAIS, 
22.3 ± 14.6, p < 0.01). Hearing thresholds, which were evaluated with behavioral audiometry, were not correlated 
with all the parameters of CI outcome (All p > 0.05) (Table 1). Nine patients underwent promontory EABR pre-
operatively. The thresholds of EABR ranged from 40 to 500 µA, and were not correlated with a CAP score at 2 
years after CI (p = 0.321) (Table 1).

With image analysis, the size of bony cochlear nerve canal (BCNC) and IAC was evaluated at the side 
where the CI device was implanted (Supplementary Table S1). The mean width of BCNC was 0.86 ± 0.53 mm 
(0–1.87 mm), and most patients (n = 22/25, 88%) had a BCNC that was narrower than 1.4 mm, bordering the 
normal value of BCNC23. The mean diameter of IAC was 3.3 ± 1.2 mm (0.9–5.2 mm). About 68% (n = 17/25) 
had a diameter of IAC of less than 4 mm, which is the lower limit of normal IAC24. The sizes of BCNC and IAC 
were not correlated with the CAP score (p = 0.96, p = 0.20) and IT-MAIS (p = 0.75, p = 0.12) at 2 years after CI 
(Table 1). The grade of IAC nerves was correlated with the CI outcome (All p < 0.05) (Table 1). There was a signif-
icant correlation between the grade of IAC nerves and the proportion of participants with a CAP score of 4 to 7 

Figure 1. The progression of speech performance after cochlear implant in patients with cochlear nerve 
deficiency. The Categories of Auditory Performance (CAP) score was variable, ranging from 0 to 6 at 2 years 
after CI. Among 25 patients, 20% showed good prognosis of CAP 5 or 6, which means the understanding of 
speech sound without lip-reading (red line). Ten patients showed limited speech perception at the level of CAP 
4 discriminating at least two speech sounds (blue line), and the remaining patients showed poor CI outcome 
and their speech performance was limited to CAP 3 or less, indicating simple recognition of environmental 
sound or responds to speech sound (green line).
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(p = 0.04, Linear-by-linear association). Nine patients (n = 9/25, 36%) showed a grade 4 IAC nerves, which indi-
cates cochlear nerve hypoplasia; most of them (n = 8/9, 88.9%) showed a CAP score of 4 or higher. The propor-
tion of patients who showed a CAP score of less than 4 at 2 years after CI was higher in grades 3 (57.1%), 2 (40%), 
and 1 (75%) than in grade 4 of IAC nerves (11.1%). The presence of aplasia or hypoplasia was not correlated with 
the CI outcome (p = 0.215) (Table 1). Lastly, we measured the area of FN and VCN at CPA, and the area ratio of 
VCN to FN was evaluated. The ratio ranged from 0 to 3.3 (1.6 ± 0.8), and it was significantly correlated with the 
CAP score (p < 0.01) and IT-MAIS (p < 0.01) at 2 years after CI (Table 1).

A predictive model for CI outcome in CND. In multiple linear regression analysis for CI outcome in 
patients with CND, preoperative ABR response (p = 0.001) and area ratio of VCN to FN at CPA (p < 0.001) were 
found to be significant independent factors that affect the CAP scores at 2 years after CI. The R2 value for this 
model was 0.66. Age at operation, duration of deafness, thresholds of EABR, size of BCNC and IAC, area of VCN 
at CAP, grade of IAC nerves, aplasia/hypoplasia, and results of ECAP were excluded in this model. The predictive 
equation by step-wise method was:

= . + . ∗ + . ∗








VCN
FN

CAP score 0 7 1 9 (ABR) 1 2
(1)

ABR = 1 if presence of ABR response, ABR = 0 if ABR response was not presented
VCA/FN = area ratio of VCN to FN at CPA
The CAP score at 2 years after CI and predicted CAP score were not significantly different (t, −0.096; 

p = 0.924) and were positively correlated (Fig. 2; r = 0.812; p < 0.001). The difference between the measured and 
predicted CAP scores ranged from −2.0 to 1.6 (Fig. 2). The error between expected and postoperatively measured 
CAP score was limited within ±1.0 when the expected CAP score was less than 1.0. In cases where the expected 
CAP score was higher than 1.0, the error ranged from −2.0 to 1.6 (0.0 ± 1.1), and its distribution was wider than 
the others (−0.7–0.3, −0.2 ± 0.7).

Discussion
We developed a model predicting the postoperative CI outcome in patients with CND using preoperative audio-
logic results and image findings of MRI. With the response to ABR and the area ratio of VCN to FN at CPA, our 
model predicted 66% of the variance of postoperative CAP score at 2 years after CI in prelingual deaf children 
with CND.

CAP score IT-MAIS

R P R P

Demographic parameters

   Age at operation 0.222 0.287 0.181 0.386

   Deaf duration 0.305 0.139 0.105 0.617

   Interval to 2nd CI −0.010 0.969 0.063 0.803

Preoperative audiologic test

   Response of ABR 0.610 0.001* 0.541 0.005*

   Hearing thresholds −0.195 0.350 −0.170 0.417

   EABR thresholds −0.404 0.321 −0.378 0.356

Parameters with imaging

   BCNC size 0.011 0.957 0.066 0.753

   IAC size 0.267 0.197 0.319 0.120

   VCN size 0.382 0.065 0.455 0.026*

   VCN/FN ratio 0.650 <0.001* 0.645 <0.001*

   Grade of IAC nerves 0.440 0.028* 0.554 0.004*

   Aplasia/hypoplasia 0.257 0.215 0.311 0.131

Postoperative- ECAP

   % of active electrode 0.025 0.905 0.064 0.763

   Average thresholds 0.240 0.294 0.096 0.679

   Minimum thresholds −0.160 0.488 −0.255 0.265

   Maximum thresholds 0.402 0.071 0.269 0.238

   FN twitching with CI stimulation −0.289 0.160 −0.306 0.136

Table 1. Bivariate analyses of pre- and peri-operative predictor variables and postoperative speech and 
language performance. CAP, the Categories of Auditory Performance; IT-MAIS, The Infant-toddler Meaningful 
Auditory Integration Scale; CI cochlear implantation; EABR, electrically evoked auditory brain stem response; 
ABR, auditory brain stem response; BCNC, Bony cochlear nerve canal; IAC, internal auditory canal; VCN, 
vestibulocochlear nerve; FN, facial nerve; CND, cochlear nerve deficiency; ECAP, Electrically evoked 
compound action potential; R, Pearson correlation coefficient; *P < 0.05.
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The residual hearing level is one of the most important prognostic factors correlated with the outcome of CI25. 
Not only speech perception26, but also language development27 and communication performance28 were better in 
patients with residual hearing. Residual hearing at low frequencies provides the chance of electro-acoustic stimu-
lation or bimodal hearing, and there were benefits in the perception of speech in difficult sound environments29–32 
and music perception33. A recent study reported that patients with a hearing threshold of less than 70 dB at low 
frequencies showed better speech perception with bimodal hearing34. In our cohort, the average hearing thresh-
old (0.5, 1, 2 kHz) ranged from 78 to 115 dB, and only two patients showed a hearing threshold of 65 dB at 500 Hz. 
None of our participants tried bimodal hearing or electro-acoustic stimulation due to limited residual hearing 
and delayed progression of speech perception with CI. Therefore, the correlation between ABR response and CI 
outcome in patients with CND cannot be explained by residual hearing. Another explanation for the prognos-
tic value of ABR response might be the presence of cochlear nerve. Patients without any ABR response may be 
associated with having cochlear nerve ‘aplasia’, lower grades of IAC, or smaller area ratio of VCN to FN at CPA. 
However, ABR response was selected as an independent factor for CAP score at 2 years after CI in multiple regres-
sion analysis, and it did not show any correlation with the grade of IAC (p = 0.38, chi-square), aplasia/hypoplasia 
(p = 0.89, chi-square), and the area ratio of VCN to FN at CPA (p = 0.33, M-W U test).

We speculated that the response of ABR represented the efficacy of hearing aids and cortical development with 
acoustic stimulation before CI. Residual hearing within 95 dB before CI might result in primitive cortical devel-
opment by sound stimulation assisted with hearing aids, and it might make the difference of speech perception 
with electrical stimulation after CI. It has been reported that hearing aids suppressed the negative effect of hearing 
deprivation on the outcome of CI35. The pathologic reorganization of auditory pathway induced by hearing loss 
might be delayed or inhibited by acoustic stimulation with hearing aids36. Therefore, the outcome of CI in patients 
with CND at 2 years after CI might be related to the ABR response with respect to acoustic stimulation and cor-
tical maturation assisted by hearing aids.

In this study, we hypothesized that the outcome of CI in patients with CND might be related to the size of 
cochlear nerve. Although the speech performance with CI was known to be unrelated to the remaining number of 
spiral ganglion cells37, patients with CND showed a poorer outcome of CI than those with normal sized cochlear 
nerve. Furthermore, speech performance was poor in those with cochlear nerve aplasia14,16,18 or lower grades of 
IAC16,19 nerves; this means that the amount of cochlear nerve fibers was less than normal sized cochlear nerve. 
Therefore, the amount of cochlear nerve fiber might be related to the outcome of CI in patients with CND, and the 
quantitative evaluation of cochlear nerve might be helpful to predict the speech performance after CI.

The quantitative evaluation of the size of cochlear nerve in IAC with MRI was difficult due to the limitation 
of image resolution and diverse aberrant course of cochlear nerve in CND38. In a previous study evaluating the 
temporal bone pathology, the diameter of cochlear nerve was reported to be correlated with the size of VCN39. 
The cochlear nerve is contained within VCN, which is located at CPA, just outside the midbrain; hence, the 
size of VCN might indirectly represent the size of cochlear nerve and spiral ganglion neuron39. In our study, we 
measured the area of VCN, instead of the diameter, and evaluated its correlation with the outcome of CI because 
we speculated that the area of VCN might represent the amount of cochlear nerve fiber more precisely and quan-
titatively. Considering the variation of subjects and images, we evaluated the area ratio of VCN to FN, which was 
utilized as the reference for making the diagnosis of cochlear nerve hypoplasia in IAC and CPA3,14,21,40.

In our study, the speech outcome of CI in patients with CND showed a significantly positive correlation with 
the area ratio of VCN to FN, (Table 1) and the parameter was analyzed as an independent factor for the CAP 

Figure 2. Comparison between expected Categories of Auditory Performance (CAP) score with predictive 
model and measured speech performance after cochlear implantation (CI). The CAP score, which was expected 
preoperatively with our predictive model for CI outcome in cochlear nerve deficiency, was highly correlated 
with the CAP score evaluated at 2 years after CI. The difference between the expected and real CAP scores 
ranged from 0 to 2.0. When the expected CAP score was less than 1.0 (shaded area), the error between them was 
limited to be less than 1.0 (area between two dotted lines).
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score at 2 years after CI. In this regard, we may be able to predict the postoperative speech performance of CI by 
evaluating the size of VCN and FN at CPA in patients with CND.

Age at operation and duration of deafness were reported as the most important prognostic factors for CI in 
congenital deafness41–47. The patients who underwent CI before the age of 2 showed better speech perception and 
language development42,46,47, and optimal age for CI has been recommended as 12 months48,49. The poor prog-
nosis in patients who underwent CI late was reported to be related with the takeover of auditory cortex resulted 
by cross-modal brain plasticity50, and sufficient auditory stimulation with CI within critical period resulted in 
restoration of the temporal lobe metabolism by auditory stimuli. On the other hand, even if CI was appropriately 
performed within critical period, the positive impact of the early implantation on the CI outcome would be elim-
inated if not enough auditory stimulation was given. Therefore, age at operation and duration of deafness might 
be excluded from the related factors for CI outcome in patients with CND due to the limited amount of cochlear 
nerve and auditory stimulation, and the results were consistent with previous studies15,16,51.

Preoperative counselling regarding the outcome of CI in patients with CND might be important for both 
the care-giver and surgeon. Most patients with CND in our study were expected to show poor outcome and 
low speech perception, with a CAP score of less than 4. Therefore, clinicians should inform the care-giver about 
the expected outcome of CI and encourage intensive aural rehabilitation with CI. Furthermore, considering the 
expected CI outcome and progression of speech performance after CI, total communication, lip-reading, or sign 
language should be considered as alternatives for communication. If the expected speech performance did not 
reach the level of discrimination of speech sound, aural rehabilitation combined with auditory-verbal therapy and 
education of sign language might be beneficial to patients with CND. In the future, long-term follow-up results 
might be necessary to better evaluate the progression of language development with CI and auditory-verbal ther-
apy in patients with CND.

The error between the predicted CAP score and real postoperative CAP score was relatively variable, rang-
ing from −2.0 to 1.6 (Fig. 2). An interesting finding in this study was that the margin of error was wider (−2.0 
to 1.6) when the expected CAP score was higher than 1.0, than when the expected CAP score was less than 1.0 
(−0.7~0.3). When the speech perception and langue development after CI were nearly absent due to the lack 
of cochlear nerve, there would be little room to be affected by other factors such as age at operation or duration 
of deafness. In other hands, the patients with partial deficiency of cochlear nerve showed some progression of 
speech and langue development after CI, and the factors excluded from our model might have an impact on the 
CI outcome and hamper the predictability of our model. This variability might be also explained by other factors 
that were not included in this study, such as family support and socioeconomic status27,52. Based on our predictive 
model, intensive auditory rehabilitation with CI, supported by higher family support, parent-child interaction, 
and socioeconomic status, might result in better speech performance than the expected outcome. It would be 
helpful to counsel the parents of children with CND and encourage them to focus more on rehabilitation and 
support after surgery.

From the surgeon’s perspective, it is important to consider the preoperative prediction of the CI outcome. 
Having a realistic expectation for CI is necessary to set a good rapport with patients and/or their parents, as 
well as to decide on an appropriate strategy for aural rehabilitation. Furthermore, if the expected CI outcome is 
despairing and the progression of speech perception ability seems limited within the expected range, clinicians 
should consider another treatment option, such as auditory brainstem implant (ABI). In our model, when the 
expected CAP score was within 1.0, patients showed extremely poor outcome after CI (CAP 0 and 1) (Fig. 2), and 
the errors between the measured and expected CAP scores were within 1.0 (Fig. 2). To the best of our knowl-
edge, there is no study comparing CI with ABI in patients with CND, and the effectiveness of ABI in non-tumor 
pediatric patients has not been fully elucidated to date. Nonetheless, the available literature showed that ABI in 
patients with CND was beneficial and that speech perception without lip-reading was possible53. About half of the 
patients with inner ear anomalies, such as cochlear, labyrinthine, and cochlear nerve aplasia, showed a CAP score 
of 4 with ABI54. In this study, 17% showed relatively good outcome after ABI with a CAP score of 5 or higher, and 
the other 33% showed a CAP score of 0 to 3. Although the performance with ABI was generally worse than that 
with CI55, some patients with CND may benefit more with ABI than CI55. Furthermore, when CI and ABI were 
sequentially implanted in patients with CND, additive progression of speech perception was reported compared 
with ABI alone56.

Therefore, our predictive model might be helpful to determine treatment modality for auditory rehabilitation. 
Unilateral ABI could be considered when the expected CAP score based on equation (1) was less than 1.0 and not 
superior to the speech performance of ABI in literature (Fig. 3). When the care-giver or parents of the patients 
were reluctant to ABI due to its invasiveness or incomplete evidence for its effectiveness, or they did not accept 
the poor CI outcome predicted by our model, sequential ABI at contralateral side after unilateral CI could be 
considered as another option. In cases where the expected CAP score was higher than 1.0, simultaneous CI is 
preferred in patients with CND by the reason of effectiveness and less-invasiveness of CI, limited predictability of 
our model, and importance of binaural hearing (Fig. 2). However, Unilateral CI at better expected side followed 
by sequential CI or ABI at contralateral side could be considered when poor outcome of CI was expected on both 
sides preoperatively. According to the outcome of first CI and expected CAP score at non-implanted side, ABI or 
CI could be considered later at non-implanted side.

Furthermore, the selection of the side for unilateral CI might be determined based on our predictive model. 
The decision of which ear to implant in unilateral CI has been determined by the residual hearing level, handed-
ness laterality, status of inner ear anomaly, or response of promontory EABR57,58. In addition to these factors, our 
predictive model would provide useful basis for determining the side for unilateral CI in patients with CND, in 
which the expected CAP was higher than the others (Fig. 3).

We excluded the patients with congenital syndrome, such as CHARGE, severe brain abnormalities, or inner 
ear anomaly, because those abnormalities of cochlear, brain, and other multiple comorbidities might affect the 
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progression of speech perception performance and language development after CI. Furthermore, the area ratio 
of VCN/FN could not be utilized in patients with facial nerve abnormality, which was frequently combined with 
CHARGE syndrome59,60. Therefore, clinical and radiological review for the combined other abnormalities should 
be performed before utilizing our predictive model.

Conclusion
Speech performance after CI in patients with CND appears to be correlated with audiologic assessments with 
ABR and with imaging findings of area ratio of VCN to FN at CPA. In our model, the CAP scores at 2 years after 
CI can be predicted using these factors. Preoperative counselling regarding the outcome of CI in patients with 
CND based on our predictive model might be helpful to both care-givers and surgeons with respect to developing 
a realistic expectation for CI and thereby, determining treatment modality for auditory rehabilitation and which 
ear to implant.

Methods
Participants. Twenty-five patients, who underwent CI at Seoul National University Hospital between 
September 2007 and April 2015, were included. All 25 participants showed severe to profound sensorineural 
hearing loss on both sides, and bilateral cochlear nerve deficiency was identified preoperatively. Patients with 
congenital syndrome, such as CHARGE, severe brain abnormalities, or inner ear anomaly, such as common cavity 
or cochlear aplasia, were excluded. Clinical information regarding age at operation, age of deafness onset, sex, side 
of operation, duration of deafness, and interval to second CI were evaluated with retrospective review of medical 
records. Four experienced surgeons – the authors of this article – performed CI. This study was approved by the 
institutional review board of Seoul National University Hospital (IRB permit no. 1708-024-875). All procedures 
were performed in accordance with relevant guidelines and regulations. The informed consent was obtained from 
legal guardians of all participants. All data generated or analyzed during this study are included in this published 
article and its supplementary information file.

Audiologic evaluation. The hearing level of participants was evaluated with behavioral audiometry and 
ABR test. Behavioral hearing thresholds were obtained with warble tones presented at 500, 1000, and 2000 Hz. 
The hearing level was evaluated with the average of thresholds at these frequencies. ABR test was performed with 
a click sound; the maximum intensity of the stimulation was 90 dB nHL. The response of ABR test was defined as 
negative when the V waves were not identified by the highest intensity of stimulation. The promontory EABR was 
performed preoperatively under general anesthesia with neuromuscular blockade to avoid artifact of FN stimula-
tion58. Electrical stimulation of the auditory nerve was performed using a Nucleus Promontory Nerve Stimulator 
210012 at stimulation frequencies of 100 Hz according to the previously described techniques61. The threshold of 
EABR was determined based on the presence of Wave V.

All participants underwent intraoperative electrically evoked compound action potential (ECAP) evaluation 
with electrode located in the cochlear. The thresholds of ECAP response were presented with the current level, 
which was the minimal electrical stimulation showing positive neural response at each channel. In addition, 

Figure 3. Flow diagram of decision-making process for auditory rehabilitation in patients with cochlear nerve 
deficiency (CND). This schematic flow diagram represents a protocol for decision-making which treatment 
modalities and which side to implant in prelingual deafness with CND. When the expected CAP score is less 
than 1, auditory brainstem implant (ABI) or sequential ABI after cochlear implant (CI) are considered. In 
other cases (expected CAP >1), simultaneous CI is preferred in patients with CND. If the parents are reluctant 
to simultaneous CI or if the predicted CAP score is expected to be bad on both sides, unilateral CI at better 
expected side is considered first. Then, the sequential CI or ABI at contralateral side is considered according to 
the outcome of first CI and expected CAP score at non-implanted side.
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the ratio of the channels that resulted in positive ECAP response to total number of channels, and maximum/
minimum threshold levels among all of the channels were evaluated intraoperatively. Within one month after CI, 
FN stimulation by current via CI was evaluated with a visible facial muscle spasm, or subjective pain, or tingling 
sensation on the face while using CI.

Evaluation of speech perception. The status of speech perception was evaluated preoperatively and 
postoperatively with the verified Korean version of The Categories of Auditory Performance (CAP) and the 
Infant-toddler Meaningful Auditory Integration Scale (IT-MAIS) by experienced speech-language patholo-
gist62,63. The postoperative speech evaluation was followed at 3, 6, 12, 18, and 24 months after CI.

Figure 4. Highly contrasted T2-weighted magnetic resonance images of the internal auditory canal and 
cerebellopontine angle in patients with cochlear nerve deficiency (CND). (a) The image shows four normal 
sized nerves in the internal auditory canal, indicating cochlear nerve, facial nerve, superior and inferior 
vestibular nerve at each. (b) At the level of cerebellopontine angle, facial nerve and vestibulocochlear nerve 
(VCN), that emerge from the pontomedullary junction of mid brain, are found. The size of VCN is normal 
and shows a dumbbell shape. (c) The image shows only three filling defect signals in the internal auditory 
canal, indicating facial nerve, superior and inferior vestibular nerve at each. The cochlear nerve is not found in 
internal auditory canal, and the patient is diagnosed with CND. (d) A small sized VCN with a round shape is 
identified at the level of cerebellopontine angle in the patients with CND. (e) With an image analysis tool, the 
area of facial nerve and VCN are evaluated (yellow line), and the size of cochlear nerve is indirectly evaluated 
with the area ratio of VCN to the facial nerve.

https://doi.org/10.1038/s41598-018-37014-7


www.nature.com/scientificreports/

8Scientific RepoRts |          (2019) 9:1154  | https://doi.org/10.1038/s41598-018-37014-7

Radiologic examinations. The status of cochlear nerve was retrospectively evaluated with images of CT 
and MR taken before CI. All participants underwent high-resolution temporal bone CT in the axial plane with 
0.5–1.0 mm contiguous sections covering the petrous temporal bone. MRI was acquired at 1.5-T or 3.0-T. Highly 
contrasted T2-weighted axial plane images and oblique sagittal plane scan, perpendicular to the long axis of the 
IAC, were obtained in all cases.

All patients were diagnosed and confirmed with MRI as the cochlear nerve aplasia or hypoplasia. Cochlear 
nerve aplasia was defined as cases in which the cochlear nerve in IAC was not visualized as a bundle definitely 
in the image review of MRI (Fig. 4c); cochlear nerve hypoplasia was defined as cases in which the attenuation of 
cochlear nerve was faint or its size was smaller than that of FN in IAC21. Another parameter for the evaluation of 
cochlear nerve was the IAC nerve grading system, which were classified as the number of nerves in IAC: grade 
0, no visible nerves in IAC; grade 1, one nerve in IAC; grade 2, two nerves in IAC; grade 3, three nerves in IAC; 
grade 4, four nerves including hypoplastic cochlear nerve in IAC; grade 5, four normal sized nerves in IAC16. The 
sizes of FN and VCN at CPA were evaluated as the area at the level in which the cross-sections of the nerves were 
well visualized (Fig. 4d,e). The widest diameter of IAC was measured with the T2-weighted MRI at the implanted 
site24. The size of BCNC was measured with the width of the canal at the midportion of the IAC fundus on CT 
images64.

Statistical analysis. All results are presented as the means ± standard deviations. Statistical analyses were 
performed using SPSS (ver. 18.0; SPSS, Chicago, IL). P values < 0.05 were considered to indicate statistical signif-
icance. The correlation between possible related factors and outcome of CI was evaluated using Pearson corre-
lation coefficient. Comparisons of the CAP score and IT-MAIS according to the presence of ABR response were 
performed with the Mann-Whitney U-test. To determine the independent factors predicting the CAP score at 
2 years after CI, we performed multiple regression analyses using related factors as independent variables with 
stepwise selection method.

References
 1. Rubinstein, D., Sandberg, E. J. & Cajade-Law, A. G. Anatomy of the facial and vestibulocochlear nerves in the internal auditory 

canal. AJNR. American journal of neuroradiology 17, 1099–1105 (1996).
 2. Kim, H. S., Kim, D. I., Chung, I. H., Lee, W. S. & Kim, K. Y. Topographical relationship of the facial and vestibulocochlear nerves in 

the subarachnoid space and internal auditory canal. AJNR. American journal of neuroradiology 19, 1155–1161 (1998).
 3. Casselman, J. W. et al. Aplasia and hypoplasia of the vestibulocochlear nerve: diagnosis with MR imaging. Radiology 202, 773–781, 

https://doi.org/10.1148/radiology.202.3.9051033 (1997).
 4. Clemmens, C. S. et al. Unilateral cochlear nerve deficiency in children. Otolaryngology–head and neck surgery: official journal of 

American Academy of Otolaryngology-Head and Neck Surgery 149, 318–325, https://doi.org/10.1177/0194599813487681 (2013).
 5. Usami, S. I. et al. Etiology of single-sided deafness and asymmetrical hearing loss. Acta oto-laryngologica 137, S2–S7, https://doi.or

g/10.1080/00016489.2017.1300321 (2017).
 6. Lin, P. H. et al. Etiologic and Audiologic Characteristics of Patients With Pediatric-Onset Unilateral and Asymmetric Sensorineural 

Hearing Loss. JAMA otolaryngology–head & neck surgery 143, 912–919, https://doi.org/10.1001/jamaoto.2017.0945 (2017).
 7. Dagkiran, M. et al. Radiological Imaging Findings of Patients with Congenital Totally Hearing Loss. The journal of international 

advanced otology 12, 43–48, https://doi.org/10.5152/iao.2015.1450 (2016).
 8. Purcell, P. L. et al. Bony cochlear nerve canal stenosis and speech discrimination in pediatric unilateral hearing loss. The 

Laryngoscope 125, 1691–1696, https://doi.org/10.1002/lary.25087 (2015).
 9. Yi, J. S. et al. Proportion of bony cochlear nerve canal anomalies in unilateral sensorineural hearing loss in children. International 

journal of pediatric otorhinolaryngology 77, 530–533, https://doi.org/10.1016/j.ijporl.2012.12.031 (2013).
 10. Morlet, T., Pazuniak, M., O’Reilly, R. C., Kandula, V. & Choudhary, A. K. Cochlear Nerve Deficiency and Brain Abnormalities in 

Pediatric Patients. Otology & neurotology: official publication of the American Otological Society, American Neurotology Society [and] 
European Academy of Otology and Neurotology 38, 429–440, https://doi.org/10.1097/mao.0000000000001308 (2017).

 11. Maxwell, A. P., Mason, S. M. & O’Donoghue, G. M. Cochlear nerve aplasia: its importance in cochlear implantation. The American 
journal of otology 20, 335–337 (1999).

 12. Thai-Van, H. et al. Functional magnetic resonance imaging may avoid misdiagnosis of cochleovestibular nerve aplasia in congenital 
deafness. The American journal of otology 21, 663–670 (2000).

 13. Kang, W. S., Lee, J. H., Lee, H. N. & Lee, K. S. Cochlear implantations in young children with cochlear nerve deficiency diagnosed 
by MRI. Otolaryngology–head and neck surgery: official journal of American Academy of Otolaryngology-Head and Neck Surgery 143, 
101–108, https://doi.org/10.1016/j.otohns.2010.03.016 (2010).

 14. Kutz, J. W. Jr. et al. Cochlear implantation in children with cochlear nerve absence or deficiency. Otology & neurotology: official 
publication of the American Otological Society, American Neurotology Society [and] European Academy of Otology and Neurotology 
32, 956–961, https://doi.org/10.1097/MAO.0b013e31821f473b (2011).

 15. Zhang, Z. et al. Cochlear implantation in children with cochlear nerve deficiency: a report of nine cases. International journal of 
pediatric otorhinolaryngology 76, 1188–1195, https://doi.org/10.1016/j.ijporl.2012.05.003 (2012).

 16. Birman, C. S., Powell, H. R., Gibson, W. P. & Elliott, E. J. Cochlear Implant Outcomes in Cochlea Nerve Aplasia and Hypoplasia. 
Otology & neurotology: official publication of the American Otological Society, American Neurotology Society [and] European Academy 
of Otology and Neurotology 37, 438–445, https://doi.org/10.1097/mao.0000000000000997 (2016).

 17. Buchman, C. A. et al. Cochlear implantation in children with labyrinthine anomalies and cochlear nerve deficiency: implications for 
auditory brainstem implantation. The Laryngoscope 121, 1979–1988, https://doi.org/10.1002/lary.22032 (2011).

 18. Peng, K. A., Kuan, E. C., Hagan, S., Wilkinson, E. P. & Miller, M. E. Cochlear Nerve Aplasia and Hypoplasia: Predictors of Cochlear 
Implant Success. Otolaryngology–head and neck surgery: official journal of American Academy of Otolaryngology-Head and Neck 
Surgery 157, 392–400, https://doi.org/10.1177/0194599817718798 (2017).

 19. Wei, X. et al. Predicting Auditory Outcomes From Radiological Imaging in Cochlear Implant Patients With Cochlear Nerve 
Deficiency. Otology & neurotology: official publication of the American Otological Society, American Neurotology Society [and] 
European Academy of Otology and Neurotology 38, 685–693, https://doi.org/10.1097/MAO.0000000000001382 (2017).

 20. Chung, J. et al. Does the Width of the Bony Cochlear Nerve Canal Predict the Outcomes of Cochlear Implantation? BioMed research 
international 2018, 5675848, https://doi.org/10.1155/2018/5675848 (2018).

 21. Yamazaki, H., Leigh, J., Briggs, R. & Naito, Y. Usefulness of MRI and EABR Testing for Predicting CI Outcomes Immediately After 
Cochlear Implantation in Cases With Cochlear Nerve Deficiency. Otology & neurotology: official publication of the American 
Otological Society, American Neurotology Society [and] European Academy of Otology and Neurotology 36, 977–984, https://doi.
org/10.1097/mao.0000000000000721 (2015).

https://doi.org/10.1038/s41598-018-37014-7
https://doi.org/10.1148/radiology.202.3.9051033
https://doi.org/10.1177/0194599813487681
https://doi.org/10.1080/00016489.2017.1300321
https://doi.org/10.1080/00016489.2017.1300321
https://doi.org/10.1001/jamaoto.2017.0945
https://doi.org/10.5152/iao.2015.1450
https://doi.org/10.1002/lary.25087
https://doi.org/10.1016/j.ijporl.2012.12.031
https://doi.org/10.1097/mao.0000000000001308
https://doi.org/10.1016/j.otohns.2010.03.016
https://doi.org/10.1097/MAO.0b013e31821f473b
https://doi.org/10.1016/j.ijporl.2012.05.003
https://doi.org/10.1097/mao.0000000000000997
https://doi.org/10.1002/lary.22032
https://doi.org/10.1177/0194599817718798
https://doi.org/10.1097/MAO.0000000000001382
https://doi.org/10.1155/2018/5675848
https://doi.org/10.1097/mao.0000000000000721
https://doi.org/10.1097/mao.0000000000000721


www.nature.com/scientificreports/

9Scientific RepoRts |          (2019) 9:1154  | https://doi.org/10.1038/s41598-018-37014-7

 22. Chao, X. et al. Usefulness of radiological findings for predicting cochlear implantation outcomes in children with cochlear nerve 
deficiency: a pilot study. Acta oto-laryngologica 136, 1051–1057, https://doi.org/10.1080/00016489.2016.1179788 (2016).

 23. Stjernholm, C. & Muren, C. Dimensions of the cochlear nerve canal: a radioanatomic investigation. Acta oto-laryngologica 122, 
43–48 (2002).

 24. Glastonbury, C. M. et al. Imaging findings of cochlear nerve deficiency. AJNR. American journal of neuroradiology 23, 635–643 
(2002).

 25. Chiossi, J. S. C. & Hyppolito, M. A. Effects of residual hearing on cochlear implant outcomes in children: A systematic-review. 
International journal of pediatric otorhinolaryngology 100, 119–127, https://doi.org/10.1016/j.ijporl.2017.06.036 (2017).

 26. Gordon, K. A., Twitchell, K. A., Papsin, B. C. & Harrison, R. V. Effect of residual hearing prior to cochlear implantation on speech 
perception in children. The Journal of otolaryngology 30, 216–223 (2001).

 27. Niparko, J. K. et al. Spoken language development in children following cochlear implantation. Jama 303, 1498–1506, https://doi.
org/10.1001/jama.2010.451 (2010).

 28. Gerard, J. M. et al. Evolution of communication abilities after cochlear implantation in prelingually deaf children. International 
journal of pediatric otorhinolaryngology 74, 642–648, https://doi.org/10.1016/j.ijporl.2010.03.010 (2010).

 29. von Ilberg, C. A., Baumann, U., Kiefer, J., Tillein, J. & Adunka, O. F. Electric-acoustic stimulation of the auditory system: a review of 
the first decade. Audiology & neuro-otology 16(Suppl 2), 1–30, https://doi.org/10.1159/000327765 (2011).

 30. Helms Tillery, K., Brown, C. A. & Bacon, S. P. Comparing the effects of reverberation and of noise on speech recognition in 
simulated electric-acoustic listening. The Journal of the Acoustical Society of America 131, 416–423, https://doi.org/10.1121/1.3664101 
(2012).

 31. Buchner, A. et al. Impact of low-frequency hearing. Audiology & neuro-otology 14(Suppl 1), 8–13, https://doi.org/10.1159/000206490 
(2009).

 32. Ching, T. Y., Incerti, P. & Hill, M. Binaural benefits for adults who use hearing aids and cochlear implants in opposite ears. Ear and 
hearing 25, 9–21, https://doi.org/10.1097/01.aud.0000111261.84611.c8 (2004).

 33. Driscoll, V. D., Welhaven, A. E., Gfeller, K., Oleson, J. & Olszewski, C. P. Music Perception of Adolescents Using Electroacoustic 
Hearing. Otology & neurotology: official publication of the American Otological Society, American Neurotology Society [and] European 
Academy of Otology and Neurotology 37, e141–147, https://doi.org/10.1097/mao.0000000000000945 (2016).

 34. Choi, S. J. et al. Effect of low frequency on speech performance with bimodal hearing in bilateral severe hearing loss. The 
Laryngoscope 126, 2817–2822, https://doi.org/10.1002/lary.26014 (2016).

 35. Lazard, D. S. et al. Pre-, per- and postoperative factors affecting performance of postlinguistically deaf adults using cochlear 
implants: a new conceptual model over time. PloS one 7, e48739, https://doi.org/10.1371/journal.pone.0048739 (2012).

 36. Ding, H. et al. Cross-modal activation of auditory regions during visuo-spatial working memory in early deafness. Brain: a journal 
of neurology 138, 2750–2765, https://doi.org/10.1093/brain/awv165 (2015).

 37. Blamey, P. Are spiral ganglion cell numbers important for speech perception with a cochlear implant? The American journal of 
otology 18, S11–12 (1997).

 38. Giesemann, A. M. et al. Improved imaging of Cochlear nerve hypoplasia using a 3‐tesla variable flip‐angle turbo spin‐echo sequence 
and a 7‐cm surface coil. The Laryngoscope 124, 751–754 (2014).

 39. Nadol, J. B. Jr. & Xu, W.-Z. Diameter of the cochlear nerve in deaf humans: implications for cochlear implantation. Annals of Otology, 
Rhinology & Laryngology 101, 988–993 (1992).

 40. Giesemann, A. M. et al. The vestibulocochlear nerve: aplasia and hypoplasia in combination with inner ear malformations. European 
radiology 22, 519–524, https://doi.org/10.1007/s00330-011-2287-z (2012).

 41. Wu, J. L., Lin, C. Y., Yang, H. M. & Lin, Y. H. Effect of age at cochlear implantation on open-set word recognition in Mandarin 
speaking deaf children. International journal of pediatric otorhinolaryngology 70, 207–211, https://doi.org/10.1016/j.
ijporl.2005.06.013 (2006).

 42. Manrique, M., Cervera-Paz, F. J., Huarte, A. & Molina, M. Advantages of cochlear implantation in prelingual deaf children before 2 
years of age when compared with later implantation. The Laryngoscope 114, 1462–1469, https://doi.org/10.1097/00005537-
200408000-00027 (2004).

 43. Manrique, M., Cervera-Paz, F. J., Huarte, A. & Molina, M. Prospective long-term auditory results of cochlear implantation in 
prelinguistically deafened children: the importance of early implantation. Acta oto-laryngologica. Supplementum, 55–63 (2004).

 44. Zwolan, T. A. et al. Pediatric cochlear implant patient performance as a function of age at implantation. Otology & neurotology: 
official publication of the American Otological Society, American Neurotology Society [and] European Academy of Otology and 
Neurotology 25, 112–120 (2004).

 45. Black, J., Hickson, L., Black, B. & Perry, C. Prognostic indicators in paediatric cochlear implant surgery: a systematic literature 
review. Cochlear implants international 12, 67–93, https://doi.org/10.1179/146701010x486417 (2011).

 46. Connor, C. M., Craig, H. K., Raudenbush, S. W., Heavner, K. & Zwolan, T. A. The age at which young deaf children receive cochlear 
implants and their vocabulary and speech-production growth: is there an added value for early implantation? Ear and hearing 27, 
628–644, https://doi.org/10.1097/01.aud.0000240640.59205.42 (2006).

 47. Svirsky, M. A., Teoh, S. W. & Neuburger, H. Development of language and speech perception in congenitally, profoundly deaf 
children as a function of age at cochlear implantation. Audiology & neuro-otology 9, 224–233, https://doi.org/10.1159/000078392 
(2004).

 48. Year 2007 position statement. Principles and guidelines for early hearing detection and intervention programs. Pediatrics 120, 
898–921, https://doi.org/10.1542/peds.2007-2333 (2007).

 49. Zwolan, T. A. & Sorkin, D. L. Cochlear implants 2016: advances in candidacy, technology, and outcomes, factors that drive the 
expansion of pediatric cochlear implant candidacy. Perspectives of the ASHA Special Interest Groups 1, 21–28 (2016).

 50. Lee, H. J. et al. Cortical activity at rest predicts cochlear implantation outcome. Cerebral cortex (New York, N.Y.: 1991) 17, 909–917, 
https://doi.org/10.1093/cercor/bhl001 (2007).

 51. Young, N. M., Kim, F. M., Ryan, M. E., Tournis, E. & Yaras, S. Pediatric cochlear implantation of children with eighth nerve 
deficiency. International journal of pediatric otorhinolaryngology 76, 1442–1448, https://doi.org/10.1016/j.ijporl.2012.06.019 (2012).

 52. Chang, D. T., Ko, A. B., Murray, G. S., Arnold, J. E. & Megerian, C. A. Lack of financial barriers to pediatric cochlear implantation: 
impact of socioeconomic status on access and outcomes. Archives of otolaryngology–head & neck surgery 136, 648–657, https://doi.
org/10.1001/archoto.2010.90 (2010).

 53. Shah, P. V., Kozin, E. D., Kaplan, A. B. & Lee, D. J. Pediatric Auditory Brainstem Implant Surgery: A New Option for Auditory 
Habilitation in Congenital Deafness? Journal of the American Board of Family Medicine: JABFM 29, 286–288, https://doi.
org/10.3122/jabfm.2016.02.150258 (2016).

 54. Yücel, E., Aslan, F., Özkan, H. B. & Sennaroğlu, L. Recent rehabilitation experience with pediatric ABI users. The journal of 
international advanced otology 11, 110–113 (2015).

 55. Sennaroglu, L. et al. Long-term Results of ABI in Children With Severe Inner Ear Malformations. Otology & neurotology: official 
publication of the American Otological Society, American Neurotology Society [and] European Academy of Otology and Neurotology 
37, 865–872, https://doi.org/10.1097/mao.0000000000001050 (2016).

 56. Colletti, L., Colletti, G., Mandala, M. & Colletti, V. The Therapeutic Dilemma of Cochlear Nerve Deficiency: Cochlear or Brainstem 
Implantation? Otolaryngology–head and neck surgery: official journal of American Academy of Otolaryngology-Head and Neck 
Surgery 151, 308–314, https://doi.org/10.1177/0194599814531913 (2014).

https://doi.org/10.1038/s41598-018-37014-7
https://doi.org/10.1080/00016489.2016.1179788
https://doi.org/10.1016/j.ijporl.2017.06.036
https://doi.org/10.1001/jama.2010.451
https://doi.org/10.1001/jama.2010.451
https://doi.org/10.1016/j.ijporl.2010.03.010
https://doi.org/10.1159/000327765
https://doi.org/10.1121/1.3664101
https://doi.org/10.1159/000206490
https://doi.org/10.1097/01.aud.0000111261.84611.c8
https://doi.org/10.1097/mao.0000000000000945
https://doi.org/10.1002/lary.26014
https://doi.org/10.1371/journal.pone.0048739
https://doi.org/10.1093/brain/awv165
https://doi.org/10.1007/s00330-011-2287-z
https://doi.org/10.1016/j.ijporl.2005.06.013
https://doi.org/10.1016/j.ijporl.2005.06.013
https://doi.org/10.1097/00005537-200408000-00027
https://doi.org/10.1097/00005537-200408000-00027
https://doi.org/10.1179/146701010x486417
https://doi.org/10.1097/01.aud.0000240640.59205.42
https://doi.org/10.1159/000078392
https://doi.org/10.1542/peds.2007-2333
https://doi.org/10.1093/cercor/bhl001
https://doi.org/10.1016/j.ijporl.2012.06.019
https://doi.org/10.1001/archoto.2010.90
https://doi.org/10.1001/archoto.2010.90
https://doi.org/10.3122/jabfm.2016.02.150258
https://doi.org/10.3122/jabfm.2016.02.150258
https://doi.org/10.1097/mao.0000000000001050
https://doi.org/10.1177/0194599814531913


www.nature.com/scientificreports/

1 0Scientific RepoRts |          (2019) 9:1154  | https://doi.org/10.1038/s41598-018-37014-7

 57. Deguine, O. et al. Criteria for selecting the side for cochlear implantation. The Annals of otology, rhinology & laryngology. Supplement 
166, 403–406 (1995).

 58. Kim, A. H. et al. Role of electrically evoked auditory brainstem response in cochlear implantation of children with inner ear 
malformations. Otology & neurotology: official publication of the American Otological Society, American Neurotology Society [and] 
European Academy of Otology and Neurotology 29, 626–634, https://doi.org/10.1097/MAO.0b013e31817781f5 (2008).

 59. Blake, K. D., Hartshorne, T. S., Lawand, C., Dailor, A. N. & Thelin, J. W. Cranial nerve manifestations in CHARGE syndrome. 
American journal of medical genetics. Part A 146A, 585–592, https://doi.org/10.1002/ajmg.a.32179 (2008).

 60. Rah, Y. C. et al. Cochlear Implantation in Patients With CHARGE Syndrome. The Annals of otology, rhinology, and laryngology 125, 
924–930, https://doi.org/10.1177/0003489416665190 (2016).

 61. Sue, C. M. et al. Cochlear origin of hearing loss in MELAS syndrome. Annals of neurology 43, 350–359, https://doi.org/10.1002/
ana.410430313 (1998).

 62. Lee, Y.-M., Kim, L.-S. & Jeong, S.-W. A Survey of Speech Perception Tests for Children with Hearing Loss Used in Cochlear Implant 
Centers in Korea. Korean Journal of Otorhinolaryngology-Head and Neck Surgery 53, 534–546 (2010).

 63. Ling, D. Speech and the hearing-impaired child: Theory and practice. (Alex Graham Bell Assn for Deaf, 2002).
 64. Fatterpekar, G. M. et al. Normal canals at the fundus of the internal auditory canal: CT evaluation. Journal of computer assisted 

tomography 23, 776–780 (1999).

Acknowledgements
This research was supported by a grant of the Korea Health Industry Development Institute (KHIDI) funded by 
the Ministry of Health & Welfare, Republic of Korea (grant number: HI17C1648) and by Basic Science Research 
Program through the National Research Foundation of Korea(NRF) funded by the Ministry of Education, Science 
and Technology (NRF-2016R1D1A1B03930074).

Author Contributions
J.H. and S.O. conceived the investigation. J.H. performed all aspects of the investigation, including methodological 
design, data collection and analysis, interpretation of the results. J.H. wrote the main manuscript text. M.S., M.P., 
J.K., J.L. and S.O. reviewed and revised the manuscript.

Additional Information
Supplementary information accompanies this paper at https://doi.org/10.1038/s41598-018-37014-7.
Competing Interests: The authors declare no competing interests.
Publisher’s note: Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2019

https://doi.org/10.1038/s41598-018-37014-7
https://doi.org/10.1097/MAO.0b013e31817781f5
https://doi.org/10.1002/ajmg.a.32179
https://doi.org/10.1177/0003489416665190
https://doi.org/10.1002/ana.410430313
https://doi.org/10.1002/ana.410430313
https://doi.org/10.1038/s41598-018-37014-7
http://creativecommons.org/licenses/by/4.0/

	A Predictive Model for Cochlear Implant Outcome in Children with Cochlear Nerve Deficiency
	Results
	CI outcome. 
	Related factors for CI outcome in CND. 
	A predictive model for CI outcome in CND. 

	Discussion
	Conclusion
	Methods
	Participants. 
	Audiologic evaluation. 
	Evaluation of speech perception. 
	Radiologic examinations. 
	Statistical analysis. 

	Acknowledgements
	Figure 1 The progression of speech performance after cochlear implant in patients with cochlear nerve deficiency.
	Figure 2 Comparison between expected Categories of Auditory Performance (CAP) score with predictive model and measured speech performance after cochlear implantation (CI).
	Figure 3 Flow diagram of decision-making process for auditory rehabilitation in patients with cochlear nerve deficiency (CND).
	Figure 4 Highly contrasted T2-weighted magnetic resonance images of the internal auditory canal and cerebellopontine angle in patients with cochlear nerve deficiency (CND).
	Table 1 Bivariate analyses of pre- and peri-operative predictor variables and postoperative speech and language performance.




