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Various bone conduction hearing aids have been widely used to improve hearing fuction for the
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Considering its advantages of MRI compatibility and non-invasive surgery, as well as esthetical
benefit, Sophono® implantation could be a preferable option for hearing rehabilitation.
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Fig. 1. Pure tone threshold before and after tumor removal. Preoper-
ative PTA for the right ear shows conductive hearing loss with an av-
erage air conduction threshold of 65 dB (A). Pure tone audiogram at
5 years after tumor surgery. Air conduction threshold was worsened
because of external auditory canal closure during surgery (B). PTA:
pure tone audiogram.
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Fig. 2. Preoperative images. Preoperative temporal bone CT
shows hyperosteosis (marked arrow) involving temporal and
sphenoid bone probably due to meningioma (A). Preoperative
axial view of T1-Gadolinium enhanced MRI shows enhancing le-
sions (marked arrows) involving right temporal bone, infratempo-
ral fossa, right sphenoid sinus/bone, right Meckel’s cave, right
masticator space, right orbit, and right middle cranial fossa, sug-
gestive of meningioma (B).
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Fig. 3. MRI at 5 years after tumor surgery (T1-Gadolinium enhanced axial & coronal). Axial & coronal view of T1-Gadolinium enhanced
MRI at 5 yrs after tumor surgery show residual meningioma (marked arrows) involving right Meckel’s cave, right sphenoid bone, and right
temporal dura. There has been no interval change of extent of disease since surgery.

D

Fig. 4. Intraoperative photos. Incision line was marked 6 cm distant from the orifice of external auditory canal by using template (A). Sub-
periosteal flap was elevated (B). The bone was drilled for magnet insertion (C). The magnet implant was fixed by tightening screws in (D).
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(Oticon Medical, Askim, Sweden)], 5 o2&} o F S}
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Boulder, CO, USA), BAHA 4 Attract System(Cochlear BAS,
Molnlycke, Sweden)], W X4} Q15 05 A2]7|& ]85
FENA Hol2 Zd=7} 215 dojuk= AA][Bonebridge
(MED-EL Corp, Innsbruck, Austria)], X|o}= Zdf 4=
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Fig. 5. Pure tone audiogram & Hear-
90 ing in noise test (HINT) after Sopho-
100 no® implantation. Pure tone audio-
gram at 2 months after Sophono® im-
A o plantation shows improved result with
an average air conduction threshold
e of 30 dB compared to previous PTA
Status Localization - (A). In HINT, Signal to noise ratio (Sl\_lR)
Quiet N/F N/R N/L N/C of 7.1 dB (=speech perception ablh%
64%) was improved with Sophono
Normal data 98% dB —3.55NR —9.3 SNR “BISNR - <72SNR | o oise was given from contralat-
Unaided 76% (RMSerror 77.94) 26.1dB —-1.8SNR —4.7 SNR 42SNR —1.1SNR | eral side (N/L) and overall SNR was
Aided (sophono)  80.5% (RMSerror 63.24)  262dB  —1.4SNR ~6.1SNR 295Nk —29sNR | improved from-2.9dBto-1.1dB (=16%
improvement in speech perception
B ability) (B). PTA: pure tone audiogram,
RMS: root-mean-square.
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