654

HTH27:0DFEDRY DN, RBIHEEE - 78
DIRY 0%, HAMPEHELSEELH 5, EEHEE
DOFRIIFREFMILEATHY, SHLICHELE
%, BEHHCOTHBELEETH S, HEWE
BEOREREETH-> TORIFEFL2HDSL ) A TX
LD Rdwvh, HAZEHL TEE - BEEE
WCIRCTEE )52 L CHEFHIITETH 5,

CLCELTH—EDRRDID B L oHENS
Vo Pyman 5% (32000 EEEES GRMEEE
WP % &) L REE OS50 DM BTV E O
ALz, BEEREZFOGE, FICERAEEDN
BRELBAIEED RV CIEHBICHEERED
M EEBEN S, HRRBRERICHE S THEIRS
N5 EHELTWS, R Waltzman 5° 3 3141
DCIZEAL-ERRERORELHEL, T
BEOMEEENLEF CIOBRIHEL2LTH Y, 17
1 (59%) I oral communication 2479 & 9 I 7%
ol HEL TS,

NHS 12 & % #E o B 5# B L BB AR E O
M ke Sk, BEEOBW % T 2RI E D
SNPNEEFLHEZ CTnE, BEE, BFHEHEYE
RER IEY 2 ERRE LT, 23227
g YEFEICOWTHEZ A L OREICHIY T2
Eh b, HARH, CIEHOWTNIZBWTHE
BREERTIIEBTIRISHL % 5 F TRED S
PHZENL, RIENTRANZEE uso4%
Mz AR LNET,

AIREzH < 5HE

1) ATHNE L HiEsRER0Z

90dB UL Lo E EHEIR L CITEF L-BaL
HA THRE L7256, THROSFERNICEISELS
DB, TR LI bhoTwiV, B TIECIDOR)
RIIBERESAY80-90dB B E O HREZ O HAEH
LRNVICHBTEEALRIND LT R->TW
5%, B 213 Blamey 5 3B OFEETHE LT
WBATEI O CLERR (F¥EEJ) 106dB) & 40610
HAZ IR (CE¥BES 78dB) O BEEEE, &,
EHREREEL R KL, HOPREN o7
TEEHELTWS, BHRIZBW TEEMAMC Sk
BLUAN - FEBERICEN R VEREO/NEZ TSR
LT, CIEHRBELHAZHROBOSERNIC
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DWTEHHBI % TR HBIET U S i
FEAERN,

Tk 52 1220054 3 A T CHEBES) VR B i 3k T
FEE, FE4FICEENERICHS U BEER
L, BEE TR TIT > 72 WPPSI AlREMRE %
DL ICHEBRREMRET L. R IBMEESED
R EREH L2 V2B, CIERR 74, BEhH
80dB LA LD HAZH IR 74 (F3H91dB), HEH 80
dB Kiid> HAZ R 74 (F¥#H60dB) ThHh b, 3
HLOBMEEIQICEEA LRV, CIEHABDE
BUINHS IS X Y EBEOZH 2 21T T\ b, EEH
AR CIBE L HABE (80dB DLL) 1&F#H14% A
THEIFWICED 2 VA, HABE (80dB Fi) X
FH42.4 5 A L ARICER TV, BEROSENE
I1Q & CIEEASFI101 (BEH#EfR==214), HA# (80dB
DIk) 25390 (BE#{RZ216), HA# (80dB i)
P82 (RS THY, CIEIIFERHD
EFEREEBEASOFEREIQ EZRLE, CIHOS
EMEIQ I, HMEMMICEETIERVITHAR (80dB
PlE) Xy BWEmIZH Y, HABE (80dB i)
XVEBICRIFCH o7, CIEED HABE (80dB K
i) XY EBERIQVED - ZOREENELICH
BahzHsEZ2 55, 80dB L ELOERIE %
By se CIEMVOBERPLIVHLN L 2 EHNE
I WDV TIZSHOKRFRETH 5.

2) BET COMERULE

CLIZBI} 2 BEHi BB IEMIC L D EAER
REL, FBLOEARRICIVDHRIIESRDY,
CIEEOEREIIOVWTREHEEESINS, =
NS CIOHEABICALASTHFLEEREZHEL
L9k, BETIME AW LM HRESINT
W5, ThEFCHAREEFICLB/NEFAOHE
FEAEEY, 72 THAIZ CIHEARN 2 AT L
7oNRBN BT B HE AR S OBIERIC DWW TH
RRBER B R OEREIE & e L 72 GRIRA1ts,
BEREEHEER2011EER) . HRITYFHC THES
HEFoTWA/RNRCIH4IZTHY, HEELL
THA Cl ¥ #35%, R E20%4 ICF# O
AT o 720 BFAiIE CI200475 35 BEEUAEAN o SCERERE
ZH, CIZEHATIC2BDAE -7 ORERE
EMEARAMS 2R L2 REET L VE—
EIZ L, BB S, SN I 20dB, 10dB, 5dB, 0dB



FLE) VR EERE D {5 HE L D RIRE A

D5 FMTHT 2B SR, FORBREIER T
SN Mt 0dB &t CREFIEBIET LA2MEAZ
B3 %ho7z0ix L, /MR CIHITIid SN H 10dB
TREXOAEBELRETIEALNMEAZEINIKTH -
720 MACIBITH/RNBCIBLFAEOERETH o
720

COMERIZ CIERICE Y ERT TR ZIEHE
ZARTREMICBWTHEER & OME T CORERE
WMEOEVHLNTHAILEZRL TV, iEo
T, SNEREO-DODT T Y S LRERLHHEIEES
HEEBBMICIERTAZLICIIKELERDD
5o
3) ALHEBEOMBEBEICHET 5HTF

FORREER A ClZEH L7-%6&, SHEORM
ST AHEE - BEESHZELERFRIIE
BENTND720, TOMBERERIIRM» S AN
ShBEHE, ThbLEABEOMEE - 1, Wi
DORE (BRAEMEBRERLE) CEIEET 5, 6l
ZREBEHIE R 2513 CEBUEE S E LT 2 F
BIX<HONTWAD, ZHIZWEME - Sk
BREOEWIETTEL-OEELLND, o THE
BEETICHRETIE, bHbAAUNEY F—Va
VEEETH LN, RABORPIE CIEHEZICRE
IR AT I A TE 5, —FERNE
EEHEO/NEFI TR CHEEEHE AL CEE
REBRTHEVIITREZET L7720, £ ORTH
ZOMBEBEICHEG T2, bbb, HEORR,
WEHBEOHES &K S OBRADECHET
LHRFZITEL, WEMEORHBRLY, EEFR
n, EEREEORFELZECDEELRRTLEEZLN
%o B2 1E Niparko 5% IZKE D 6 DD EH R T
5 % T ClZMifT L 7218861 % 34EREBH Y 5
A E, HEETRY, S WROTHIRAT 2 HETT L, BEEH
b EFEITEY B ATRT & D FHICHE L7 E CTFM
RZTHREYERHTH Y, WRTOBRFHIH
BwiEr, mHe FRORHKERIERIZE, T2
BENICEINA-RBEICVWAIRY, EE0HMER
HAEBHFTHo e HEL TV 5B,

BND O DOMEDE L IZHREBEEZFT TRLICBV
TH2RDVDHTETFELEZONSED, EEOEN
PEBREOELREDEBRT HIUENDH S, HET
BANRBICET A T E T oHiEA R, LN
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B oA i, B2 IERE CIER I EMERRED
BwZ P LWNEHBOBBEIC L ) BKICEI 1S
ZEB R EZOVTIRWL OPDOBREDD B, i
ADXHIEEPNCE DTV AFHLENRTW
ZWIRIRICH o720 THIT—HERR Y720 @ CLIEH]
Bh—HoOMEEzBEROATVWE20THS, H
AT TARTEEFIC CIFMPHEIT S
B, ANRPNIZD 4 FNTEE v RITIZERNE
BHHIO CLFMD ) B/ARFIGH6EEZ DS X
I oTETWEY, IRUTIZEEkOMH 38N
LT oTwb, —F CLFM % MITT 5 ik
100/ IR &7z, 724 Ok T/hER
LB UPREEL Tu R WIREEICH 5,
CDX)BERDID, BiIZEEFEE R
DEEE/T, (TN\THNEZEH L -ERXESERK
BHBNRBIOREE - SREEHORZCHTLIE
TV ADMEN ] BT A R AR (iR
FEEW, SR BIHEE RIE=S
P, WHEH, 250 ED) %20084E5 52010
FEITHEAT Lzo RFROBRIT F ZHLIhTwn
WO EIE T 5, BBIDTOE) Th
Bo HEEIBFEM, W, ZRITHBETHET
HY, 6E TITKRRKRS - WHKRF - BOMm
TCIFMEZITRFERICEL 23240109 B,
EETBBRERNZKR36ME RS E L7z, NHS &
ALBIOER D E L &N T 5720 BRHERITE
L 3% (ERFELSRE) ThY, HAKHE
LRAERRIZL. 66 (BREEMRZEL 7i%), ClFATRREREIE
4.4 (BEERZ2 TiR), FHMPFEERNZ. O (i
fR75.06%) THh b, BEERFEHRE LT, BESE
P W4
ﬁﬁHA%ﬁﬁﬁ,d%Wﬁ%,ﬁﬁﬁ,Ité:
Ia=r—vavE—F, BE- EFFE0LEE Ak
NRT 1&#t 2 B8k L 7zo AP B I3 MR M IS E A
& 5 72 ¥, Meaningful Auditory Integration Scale
(MAIS), Meaningful Use of Speech Scale (MUSS),
EETEAE (67-SFEER, CI2004), MRMWFERFER
#& (Picture Vocabulary Test: PVT), Si&teh (8
FEMEIQ) BT L7z, £ LT, ClIEHFRER,
Ja=s—vav
E— F&k@ gkowfﬂ«toﬁwwﬁﬁﬁm
BFE CT, MRIIZX Y NEFHOFELZHAN, G/B2
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BETEE, LR CMVBEICOWTIZ TR
FTHREL 2.

T3 CIEHBBEROLEICOE, NETBE
B, EREEEERZBRWIEST, 304 AUT, 31-
3645 H, 36-48% H, 487 AU LD ABIZH T TH
B L7z, BEEITE %R MUSS O HITEEEATE
#Ry MAIS 2 LENTH E L7225, EOFH44E
BBV T H MAIS, MUSS & b #7213 IEFR 12 )
EL, FRHERCL2EBOMTICHL P LEITR
BN holze Lo LEREERICERM L 72 555 PR R
HEEBRENIPHNERCKRELBESL TV
(K2)o FEFBEEGEI I FMERIEN T EBEA
BoBIrZ < Aoh, 4mUBEREMNEITE TIE 4%
RICH U THREINICDARICEVEVWIHI KR TH -
7oo EEFEREID 2RP T TOFWNIBITHI KD
BIFCARUBEFEMEBITHIROIARE o2 &
BN ORETHEIGED L SEERNOBRE R L
A, EEEEREEN L EERICIIHEIICERR
EDOHBERA LNz, HEHEIEL TCIHVEFE
RROERIR I 2ZFOMOERDHEET AL, T
LOENLEVEBICH o2, &L LTALE CI
PEHLNEFITIITECZOERLEL] 320
BOSERNCEETLLEVWIRRTH -7

KICHBEOBERICOWTHNS, G/B2 EzFE
H, R CMV BERIZOWTIZRE S W EICD
RER L 72720, KEBD208FFERIHTH Y,

[=2] oo
o o
i

R M T R
Y
S

20 |-

0 "5 253 34 46
F AT ()

2  ATHHFME R & BRFR R

*: p<0.05

SERME CMV 25178, GJB2 BAGT FH 552361,
WEHHFEH326] (RIEAREILKE6PIEL), 20
filc B, RRYEESREGER, BEEERERER
EEhTwi, 2 CTHRERNHF L CMV K,
G/B2 BIZFRE, WEKEWKE, TOMONE
AEELBE L2 A, CMV &S, G/B2 EIEZTF
B, AEARBEIKE CIBEERAHG & R%T
72 ZF NP EOBEEGE - SENORENR LNz,
—H WE A Tid MAIS, MUSS O &5 83 fit 0V
K, BFRRICEHE L /2R S EEGEE ), SRERE I3
DEICHAREE K o720 22 THEFEONR
ZELIZHFTHRANRIEZ A, BRFROES I
771 common cavity, NHERZTHED TEL, —
FWREAESHERHIE - FHEOAOFHIES TIE
JRRARHE & e WEREETH 72 (K3),
BEREEIFEEIHEINTD DN8.5%, L
BIHT7.6% TH Y, T DONFUIHEMFEEN A6 H,
KOTEIERERE, FHBETH -2, RFER
WKBIFA2SENOFMTIIFEBY CEREEEND
BREFTEERIPEE B R TH o7 72
BEEUEE ) b BEEREED ) OB THEEI KL o7 (K
4), Pyman 5% % Waltzman 5° O#E o X 9 12
ZDOBREEGHBT TV N E ) PBEFLETH
5o

I3z —TaryE—FIZownTidkE < oral

communication (I £§), total communication (F

(il

_____ %

0725 253 34 46
FHRRITES (F)

(NE#HE - EEEEZERL)



LA R EERE O iE R L O RE S 657
* k ——
*
% |
100 T
B
= 80
i
E 60
£
% 40
% 20 .
¥ ¥ ;
common cavity BT LDEE  BIEKEEK REEHEE
B3 WEHEY A THONTIHNEOEE (k)
**: p<0.01, *: p<0.05
10Q f-=-=mmmmmmmen g T

S B 2 S

&L

30

© — FERH )

ZUL

Hh)

4 EBEEEOFRICEL ANTHERZREROBRE (NETEZERL)

*: p<0.05

i, ¥a—FAUE—FREXFREHARTHLORE
PR, YA Y RESHE) 0=2041) TRE
L7z MELAPOFREEFE2HBIT VT, EEOHE
EEH CHESHEEZ AV TWAEA I total commu-
nication & L CHE L7z, BERIZE - 7217561 T
i oral communication %512/, total communication
A3163%1, @ B fE 3253650 T i oral communication42
%, total communicationl1fl& 2o TEB Y, BEK
IZHBoTWw5 ClEH R D% < 2% total communica-
tion TOEB2 R TV LOPFRITREKTH
%, oral communication & total communication @
2B R NET 5 L, MAIS, MUSS iZR&RICIEH
F oral communication D FBRBFTH 545, &
HLODREDMERLMUTZR L7, L LRFEROFE
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HHEEGRE ), BERNIO LB HI2BWTDH oral com-
munication D AP EBRICBF 2R L -7 (K
5) 2EHEZFMICANIER HEOEELER
&) CEVHLIUREEIBETE WA, (I
DA R & FHEND G/B2 BIZTFREE
Bl (EEEERIIRL) SR TRE LA ZAT
SRMBDOERTH Y, MAIS TIEMRTICR SN
oral communication & total communication ® & &
EIME2ELRBLTCHME 5, MUSSTIX
WHICZEZR o7 OWMHE 1 FETHAENE
U, 2ELETICELIEENEDGD EVIFRTH
o7 CORBRIELRMBEEIRNE I NS
GJB2 BIZTEEENCBVWTCIHEADNEZEHL
TELEL CIERA»OHIRFTE 5 T4 2 BEAED
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=2

=&

B5 Z3a=s—varE-FCLE A AINEMERERORE (EEREZR

*: p<0.05

BONBVWEVIBELMEIRLIZDDEFT X 5,
4) MRATHE OBELHLE

CIEIN &ML LT, FHEI»OHBOREICE
5ETC, FEBIUPEREBRASOFMBEE O—
BEL2BHERRRENTWS S LSRG HRE 2
o REBBICBIIZLERHELTL D ALY
BOBEEREEICOWTEAL, ZoEHKE, HA
BEIZOWTHBLTWAZ L, 2) HBIIBITA
WEORR, BlcaIaor—va vgEER R
DWTIBRLTWAZ L, 3) EEREERBID
B ORI L ERMREICET2MEEA LT
WABZEDRRDON TS, TRHEEZIAFLELT
BEEITORE L OBEEIHREIN TS Z LA
EZThY, AR LD CIOERICIIEHICD
RAXBILELRZ LD OMBENEREOW T B K
DoHNTwb, BT H2EFENEHZH-LALE
T, CIEBOHEICOWTHYEE (REB X UK
N), B, SEHEEL FEHLFOERRLI K
LTWAHBIZEDNEETHY, HEHEORVWE LI
FRRTCEE SN TV BLEND B,
E2BEMIZOVTER LITRT, BISERIIHA
FHI 16 » AL &h, BEELLR &CIRt-HE
OWREEDOD HHEIT 16 7 ARBTD Fiiz B
THEENTWD, BHATIZUR O@EISIE 2 &L
LE3NTWAS, N CORMIFHROEEMEREIC
FEISh, 20064 HEIGER T 5] & TP BEz D
%o KETII2y B ERMEIELTEBY, T
TX12H BRI T 2 FROERMED L HES
NTW3, o THRTEHR S O ISHEINERE T
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ANEIPRETTHLENDY, EELFEELVZ
Bo 12 CIOBBHIEICBVTIE [P EDL6
HRAU LD RBELHEL BT ICL > THEL
LFYMEBL ARVIFEELARLVEZBZY, HAOA
TRESFSHFOEEMIATFLEFREINLZE] O
HERANLETH S, NHS CHBENER IN T
6 BRI, HAZHEZRGETAZ L 2EE TS
L, BRE#METTIFLELTH [1RUE] 295
DHVELBTHS),
EWMOERIZOVWTRED BN TWAR WSS, B
ERABEIILACTHERLEVWIRECSHEES L L
THEFCH LT FME LTRWE W) BRTIR 2
vV, BEEEFAREHCCSEESL L, 208%
B8 U 7RISR LTI E R R & v ) BIRT
Hbo Pz, BERIGHEATRELLBERR
TP BRI R D B o /- BEREIR IS BV CEEE AT BRI
AT L TR RPVEL o AR EPBIT O
%0 THAILX > T—EOWERNEND ) TiE
ELALNRRERIC X Y BIFLTEREEZ KD
LHEDRNRE R Do

BE ) D FHELZ D W TIF20064E DEE T TIXFHRE
FUNVAHT100dB BLE & %o TWizds, BHERTE
BEEHLRVPWE & S 90dB P E, FHHEEL X
WHBREBE VARV EBZ LW LML o T
b RETIZI2, Ad524% A#TI2 90dB Ll L%
HIRLTWAED, 40ALETIZ70dB L EE LT
B, BERID S EEINE V., FDA DEENFRE
HoltBRICIIHAZER L CIEH OB ORK
REPKELLBERL TS, T2bB1990FE/RTHEIC
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®1 ARATNEFHOEZENEME

1. FhEis

A) HEISERISER 186 A AN LT 5, EBOLRZEDT, FREBAEEEA LT, SO Lo Tk Fa
HEYES 5o

B) BEARMAMESL Y, 1&6 7 ARBCOFNLET 2 HE4D 5.

C) EHEWEMUEOKEHITIE, WEBOBENHHTROHERETSHS - LAWRE LRI, 8L SHE L ER
Likbauvidic R A THERRE T 5 2 L 02 E Lu,

2. Bh, HEERLER

A) BADEIRELHCWCOWEL FEEHL NV 90dB LETH 5,

B) % b 6 W AMLICHh- 2 BELBHELEEBTICI o TOMEL DPEHFEHEL AAPBEFLANVERLT, BHEBEOR
TREFEBFOEBIATHLETFEERS,

3. B

HE K &0 BREEDEBIH

4. BELZBEGHBILELRZDO

A) EEZB CHFICATRNENEATE 2BMIHRETER2VEA.

B) REHOREFERIFEET 256

C) HIHEEZBHEOEEIFRATINLIGESRE, BERANESFELZES BE.

D) EHEES JHREBEEEETREELRANI RO O, ATHEC I 2HEEMENENTHS L35 FHM»LITHE
bRV,

1 CLOZN R B E BES) 25 100dB 2 B 0 #EBE & BIFohTwb, WAEERL SIX#EENTH 5,
HAZEFABRCIEHT WA ETHo2R, F0D BEREAIC X IR BLRER T drill out 1 & 1) FJE
BoOF LV a— FMEEoMBUC X ) 1990FERFHEIC BEEOEAEL FIZAR— 22 HETE 5, NEH
AR TOBRLANNVIZIBEELEDLD, X5 BT ITER T 25605 5%, HEZBFO
12 80—90dB FEEDHEREE O HAZH L NV ITH K BERERICHET 52 EOBRETHRTE S, 7272
THREABRENDLEN ozl LIZXBY, K4 U4 AR OB BB AN E BN IZRIFA S
DHIZTH R AT % CLES O BEBUK R 2% 80dB NBTREMRDH ), WMHERHEEDD 5 Mgk TFW
REOHIS O HA EHICILET 5 4%, BAZEITK EITINRETH D, LRBRL72L I ICHEHEDI B
W len, HRICBIFAHEHREEL X 5 ITEM AR - PHEICRE L-HF, MEAEIAE
THLERIIENEEZTWD, 7 BIEEAEEFE AT ERESHTRNBREEIBFCRERNESE 25,
Y IEREICATZ AAFIBICERE LA, BEhLR — 75 common cavity TiZ CIOF R IIBREW TH
VXD EEHEIRE L M ERICTRETH S, Hiz Bo WEBERETIZEOIHENIEL, BENED
IEFIRESI AT 90dB B DES THAEHICL - T ATOEBRZIIRAD RNV L0 L, BRI
B G EEBREIMBONTEBIRERICEI L2 51 non-user 1252, dH b, FERLEMBEENTF

e L2 B L TRB LG, BEOKR, BEINLEERFBEHERZ ERICREL, Ko
8, HAOR, HARMATORENRERZEZD L MRLRELEVNDHLGECEICIZEMAZHET 2
CREICHI T2 PR BEE R 5, SBDHILILELR L, EREBEDOEHICE

HEEZESHWALER DL LT, EBRBKT WTHEHELHMDPRDOON LD, BE - BELEE
WIS CIAEA T E AR T E 2 VIGED WKIRLTHE2T 52 L THEFRHIITRERTS %,
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EERRIVBNG T TRE» L7200, BHHT
BENLGEFT7Tu 702 LT RO E,
5) MEATHEOHEBICBIT 55— L ER

ERL7Z2WL OO EENEREEZWH- L LT
CIEROHWITOWTEHEE (RIKB X UAEN),
A, BEEHLEOBRF L 2HAICFMED
PRET Do LBLEDDL, FHEISOREIZBNY
TREA LU CERE T 2IFEFHLED [RRY
WCRREFRDLZE] LWIHIRBEEZIY, RERE
HEZH L TH RV ER LA VRIS
HWE BN HTH S, 4 OEFTFEINBHM
B Z PSS ERITRL, BB Twa e
E)PTREZIREEGZDIEPEETH S,
ERL7: [CIOWBBRBICHETIHF] IZo0w
TEILHATELEN DL, TLFMEZTLIL
PEED (H) A¥—PMTHEIL2RENFLH
ELTHWBLEND S,

CIFMPRH ENBHEIEA 7+ -4 Fa
Yy r0BE (V) N"NEYF—YarEEITD
Boo—X0Fli%R L, 5w 50 AMHETE &
WZEBF— A TORYHANEEH I N TV EY,
B 6 1Y TOBFBIZRT. BERR,> LM SN
TR B%ELHHD, EEREEED» OO 7213
BEA VI —2y P RETEREBTRZTHIL
BE e TAEHIINHS 2T Tk v, HIZE
BEMPETZEL, B2 HRHEGRIA - 25
FIROBEZIT, TOBRBIKRELITI. FER
JIZIS U T BOA, COR, #EBRBE DA Z EEITV,
Z D% ABR, OAE, ASSR % & OfhE I %
179 o BEINCFATBEIS D 5 5 B HEE R <l g
& CT, I MRI b JHERATV, HEFITIX G/B2 &
BFRELR EOBIETFHRE, BFO CMVEEORF
BIZOVWTHRARTWD, FIBRICIECILICHET %
BREREAL, TLREOEMELHE TS, BE
HaskH & OISR AN E 2L, BEHZRTO
FiERA&L, CIETICHLTOBERLES. K
CEREIEE T X b PR 2 B (BEELRE, &R 58E,

REEH, ERENLE) LWL TCICET S Y
AFVAR, IR Y TERIT). NS DOFHAS
ﬁot&%fﬁﬁmﬁmﬁﬁéﬁibf@ﬁwg

- EREELFA VT IV ARITY, BROKE
ﬁ%léo§2kﬁ/7TV/xk BIFHLEEHR
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1) MR EEEESY E 2) ATHHE
EREMRRFE BERRREET T
BARE - SR
EgRH R
R F ARG SRR A

) MEMBICES S HDAIREALTFLUR
BEARE FEtORE
EEN
SERIR !
AIHEICEHTIER 5) {45 R - S5 DEE

ICO.L, FEICKYRE

6 WHAFEICBTH/MEATINEFMRE £ TN

ZRT. FERHOREEELHALZ LT, ClO
BIRDPFAEBNC BV TR YD L) PREAIIHET§
b0 TOWBMERR L OBARE, ~v ¥V /gH
DODREDRE, BEROBROVA ¥V AETV, &
HHNCRER L OT SR EZ 2T 2FE LAEVTEH
WCOWTHRET %o BN BRRED FHITIRE
HIZH DA, REZOTH LG L BY) RS
57:012, FWEFEYLEREANDS ZLPEE
Th b,

6) 5HOBRE
CITIZER, I— FMEEREEITHRIHWT
By, BOEEDILESNTE L, EFBICERED
HBHIERIIHT HNAL T Y v FEICI (electric
acoustic stimulation : EAS) & #4} T3 BRI H A%
Biash, HATH—HOMR CEEERT /2136
RHFgEE LCHRIBEENT WS, HARTOD EAS O#E
ISEEDRENEINDL LT ATHBHH, KFHIC
BWHED DB BRI L TIZNEREAS OB E 2 5
WREME & Z R L 2B SR PR O g 255
RKdDLNE I

WAL TIZ LR (BRI Al ToOCIE
e —HEEHEE~D CIFER ITbhTETY
b ~HIBERERICNT S CIFMRITOVTIE
EAS O Il o k&R AR, & UDId# Tk
HHNTWD, RGEROBMEMHE 2 HEN%
FERJWZOOH 5, 20 LD LFMEEOIKME
MIZGH LM DOLEFRINED, ZOBHNILE
BRARTIULEND S,

Wl CIERIIOWTRWE L ICEROH B L
B ThH Do /MNRENCHTT 5w % W L 72 Spar-
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WARBATLHREY > 77 L Y RCBT 2 REEHOH

R

HERESE R A ¥

BERESE R DB

HEHE - BREEREOEE
IEREE - ABEHE
RIEHERL - £7-5%8BH
RIEE, BEMERBEOFE

-]

MEFENRE - CORFR (BHE)

MEERENRA - CORMR (HEHEAT)

T

i IRARAR T
cVEMP

L

] {57 R,

HEEF CTH R

BE# MRI AT R

LN

THEEZREE PG A

SR HER

BEFETE ORI

MAIS 8 5

MUSS 5 5
mEl (B
Eml (FiRY, FFH)

WA 2RI

FEREER GEERERR D)

MBERERR @EEIQ &Y

HH ORI

BRI H

FE MR
HEERMOER

KEDER - KK

ATHECHT 28 - A%

RERE BOBRE - EFOX—/1—V )

Z OMEFEINEH

HERE DAL DR B O F

BETFEREOHE
CMV BEDFE (B - AU —)

reboom 5% DX TIX, MENBOESOEND
A TFY Y RIETELRVD, B CIlEER
THBLUBETCOENEOR L 2L, K
MEICOWTIIHFEI L 2L bd VR ZTIE-
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Important issues to be considered in the
medical care of hearing—impaired children

Tatsuya Yamasoba, M.D., Ph.D.

Department of Otolaryngology and Head and
Neck Surgery University of Tokyo

Early detection of hearing impairment followed
by early intervention and support is mandatory for
the medical care of hearing—impaired children.
Newborn hearing screening (NHS) is of great sig-
nificance, although it is still not performed ubiqui-
tously or widely. In children who have not under-
gone NHS or those with late—onset deafness, inter-
vention and support tend to be delayed. Early inter-
vention and support is important not only for chil-
dren with severe or profound hearing loss, but also
for those with mild to moderate hearing loss.
When deafness is overlooked, it influences language

acquisition, emotion, and the development of social-
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ity. Children with profound deafness who are ex-
pected to obtain limited benefit from hearing aids
require correspondence with consideration given to
the choice of communication modes in their training
and rehabilitation. When cochlear implant is con-
sidered as one of the most suitable choices, the can-
didate should be introduced without delay to medi-
cal facilities that specialize in providing medical care
related to cochlear implantation. The age at coch-
lear implantation, cause of deafness, presence/ab-
sence of additional disability, and communication
modes are associated with the degree of improve-
ment of language comprehension and expression af-
ter the surgery. Various factors, including the
above—mentioned, need to be considered to deter-
mine the suitability of a child for cochlear implant
surgery, and care by a multidisciplinary team, in-
cluding doctors and speech therapists, is necessary.
In the medical treatment of hearing—impaired chil-
dren, care needs to be provided not only to the af-
fected children, but also to their parents, and long—
term follow—up is required because of the dynamic
developmental changes. Even simple audiological
examinations require a high level of skill and know—
how, and to understand the difficulty in the lives of
the children and the needs of the parents, knowl-
edge not only in the field of audiology, but also in
the fields of developmental medicine and psychol-
ogy is required. It is of particular importance to un-
derstand that an appropriate judgment made at the
appropriate time is necessary to avoid a negative in-
fluence on the future development of deaf children.
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Anatomical feature of the middle cranial fossa in fetal periods: Possible
etiology of superior canal dehiscence syndrome

NAOTO TAKAHASHI, ATSUNOBU TSUNODA, SATOSHI SHIRAKURA &
KEN KITAMURA

Department of Otolaryngology, Tokyo Medical and Dental University, Tokyo, Fapan

Abstract

Conclusion: Different from adults, the superior semicircular canal (S§SC) protrudes into the cranium during the fetal period.
This might cause adhesion of the membranous labyrinth to dura as the bony labyrinth develops much later than the
membranous labyrinth. This adhesion interferes with ossification and leads to a bony defect in the SSC. Objecrives: The
purpose of this study was to investigate a possible etiology of superior canal dehiscence syndrome (SCDS) from a view point
of ontogeny. Methods: Forty-two adult cadavers and 4 fetal cadavers were used for macroscopic observation of the middle
cranial fossa (MCF). In addition, six fetuses underwent computed tomography (CT) examinations. The volume data of the
CT obtained from four adults were also used for comparison. Using these CT data, we investigated the anatomic
relationship between the MCF and SSC. Results: The SSC and the cochlea in fetuses protruded into the cranium in
macroscopic anatomy and CT examination. On the other hand, the SSC of all adults was completely or mostly buried in the

temporal bone.

Keywords: Fetus, hearing loss, superior semicircular canal, vertigo

Introduction

The superior semicircular canal (SSC) is situated in
the most superior part of the inner ear approximating
to the middle cranial fossa (MCF), but rarely shows
dehiscence of the bony roof of the SSC. The presence
of this dehiscence is known to both anatomists and
otologists [1]; however, disorders relating to superior
canal dehiscence (SCD) were unknown for many
years. Minor et al. first reported the relationship
between dehiscence of bone overlying the SSC and
pressure-induced vertigo or hearing loss [2]. This
pathology is named superior canal dehiscence syn-
drome (SCDS) and its clinical features, diagnosis,
and treatment have been investigated [3-5]. However,
the etiology of the bony dehiscence itself is still
unclear. The height and angle of the SSC were
estimated by an imaging study in patients with and

without SCD, and no statistically significant differ-
ence was reported [6].

With the progress of high resolution computed
tomography (HRCT), detection of this dehiscence
has become easier using coronal section of the
HRCT, and patients having this dehiscence without
symptoms of vertigo or hearing loss have been
reported [7]. The presence of this dehiscence as
well'as SCDS has also been reported among pediatric
populations [8,9]. According to a report on cadavers
with SCD, the shape of the bony defect itself was
consistent with the congenital bony defect based on
mathematical analysis [10]. These data indicate that
the cause of this dehiscence is attributable to a con-
genital defect; therefore, anatomic analysis during the
fetal period might be a clue to solving this problem. In
this study, we aimed to investigate the anatomic
relationship between the MCF and SSC. We report

Correspondence: Dr Atsunobu Tsunoda, Department of Otolaryngology, Tokyo Medical and Dental University, Bunkyo-ku, Yushima 1-5-45, Tokyo 113-8519,

Japan. Fax: +81 3 3813 2134. E-mail: atsunoda@mac.com

(Received 20 September 2011; accepted 29 October 2011)

ISSN 0001-6489 print/ISSN 1651-2251 online © 2012 Informa Healthcare

DOI: 10.3109/00016489.2011.637234



386 N. Takahashi et al.

characteristic features of the fetus and discuss our
hypothesis of the etiology of SCDS.

Material and methods

Forty-two adult and 6 fetal cadavers were enrolled for
this study. These fetuses were provided by courtesy of
the Department of Clinical Anatomy, Tokyo Medical
and Dental University. The fetuses were aged 16, 18,
20, 26, 26, and 28 weeks, respectively, and the ages
were estimated by biparietal diameters.

Macroscopic observation

In three of these fetuses (aged 16, 20, and 26 weeks),
the crania had already been opened and the other
fetus (aged 18 weeks) had half of the head specimen;
therefore, a total of seven temporal bones were exam-
ined. In the adult cadavers, the crania were opened
without damaging the skull base, and then the brains
were removed with extreme care while observing the
MCF.

Image analysis of the temporal bone

Volume data of the CT were obtained using a cone-
beam CT scanner (Aquitomo®, Morita Co. Ltd,
Kyoto and MSX—IOOCT®, Shimadzu Co. Ltd,
Kyoto, Japan). To obtain high resolution images,
the CT's X-ray was collimated to 0.5 mm (Aquit0m0®)
and 0.25 mm (MSX-IOOCT®), so the voxel data were
obtained with minimum 0.125 and 0.016 mm?>. Vol-
ume data obtained from four adults (two men aged
20 and 43 years, and two women aged 29 and
54 years) were used for image analysis. These four
adults underwent CT examination for screening of

a disease and did not have any disorder in either the
middle ear or inner ear. The CT examinations were
performed for the six fetuses in the same manner.

These data were transferred to a personal com-
puter. Using image software (One View®, Morita
Co. Ltd), three-dimensional (3D) images and multi-
planar images, which were perpendicular or parallel to
the SSC, were reconstructed. Analyzing these images,
we studied the anatomic relationship between the
MCF and SSC.

All protocols were approved by the Ethics Review-
ing Committee (Tokyo Medical and Dental Univer-
sity No. 1060) and the CT examinations of the four
adults were carried out only after obtaining written
informed consent.

Results
Macroscopic anatomy of the MCF

Several eminences and ridges were observed in the
MCEF in all 42 adult cadavers and they corresponded
mainly with the sulcus of the temporal lobe. There
was no bony eminence that completely reflected the
contour of the SSC, in other words, most of the SSC
was completely or mostly buried in the temporal
bone. Thus, it was difficult to detect the SSC from
the MCF (Figure 1).

In contrast, four fetuses had an MCF with a
smooth surface and no ridges as were seen in the
MCF in adults (Figure 2). Instead, a large pro-
trusion perpendicular to the petrous ridge was
observed in the posterior part of the temporal
bone. This protrusion was observed symmetrically
on both sides of the MCF but was not observed in
the adult MCF. In addition to this protrusion,
another slight protrusion was also observed that
was situated slightly anterior to the internal

Figure 1. The middle cranial fossa (MCF) of an adult cadaver. The cranial fossa covered with dura (a). Several eminences and ridges are
observed in the MCF and the surface shape of the MCF is not symmetrical. Itis difficult to detect the exact location of the superior semicircular

canal (SSC) even though the dura has been removed (b).
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Figure 2. Skull base of fetal cadavers aged 16 weeks (a, b) and 26 weeks (c, d). These middle cranial fossas (MCFs) have a smooth and
symmetrical surface as compared with those of adults. Apparent protrusion is observed in the posterior part of the temporal bone (red
arrowheads). This protrusion is observed at the posterior end of the MCF in the fetus aged 16 weeks and is observed relatively anterior in the
fetuses aged 26 weeks (b, d). There is another slight protrusion (green arrowhead), which is situated anterior to the internal auditory canal
(vellow arrowheads). The latter protrusion is not apparent at 26 weeks. These protrusions were solid on palpation; however, other surfaces were
elastic and soft. White arrowheads, abducens nerve; blue arrowheads, jugular foramen and IX-XI cranial nerves.

auditory canal and was also observed symmetri-
cally on both sides. Soft and thick fibrous tissue,
which was thought to be developing dura, covered
the skull base. The skulls were very soft and
assumed to have been in a stage before complete
ossification. However, the abovementioned protru-
sions were solid on palpation and apparently dif-
ferent from the other skull components.

Image analysis of the temporal bone

The three-dimensional images from the fetus are
shown in Figure 3. A large protrusion observed in
the posterior part of petrous bone was clearly recon-
structed on the CT. Coronal images of this large
protrusion revealed that this protrusion was precisely
consistent with the SSC. The fetus aged 16 weeks had

Figure 3. Three-dimensional reconstructed image from a fetus aged 16 weeks. Large protrusions (white) are reconstructed symmetrically in
the posterior part of petrous bone. Slight protrusions (black arrowheads) are also reconstructed. Coronal images were made along the dotted
lines. These images indicate that the large protrusions correspond to the superior semicircular canal (SSC) and the slight protrusions

correspond to the cochlea.
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Figure 4. Images of the right fetal superior semicircular canal (SSC). Sections parallel to the SSC (a—d) and those perpendicular to the SSC (e-h)
are reconstructed. Most of the SSC protrudes into the middle cranial fossa (MCF) (white arrowheads). Ossification is not completed in the
fetus aged 16 weeks (a, €). Fetuses aged 26 weeks (b, f) and (c, g), and 28 weeks (d, h). White arrows, internal auditory canal; black arrowheads,

cochlea.

not matured so we could not clearly identify the inner
ear structure from the CT image; however, the protru-
sions corresponded precisely to the SSC. Moreover,
most of the SSC was situated in the cranium (Figure 4).
The other protrusion of anterior part of the MCF
corresponded completely with the cochlea on both
sides (Figure 3). As shown in the figures, the relative
sizes of the inner ears were large and filled most of the
petrous bone, especially in the fetus aged 16 weeks.

On the other hand, there was no protrusion seen in
CT examinations of adults. In the vertical and axial
section image of the SSC, the arc of the SSC rather
was located entirely in the temporal bone other than
protruding into the cranium (Figure 5). Furthermore,
the inner ears of adults were relatively smaller than
those of fetuses.

Discussion

Congenital bony defect of the temporal bone has well
documented anatomic characteristics and occurs in
the bony labyrinth and other areas of the temporal
bone [11]. When we consider the cause of the dehis-
cence of the SSC, we notice unique anatomic findings
of the SSC, which are not observed in the other
semicircular canals. The SSC is located very close
to the MCF; however, the distance between the SSC
and MCF differs in each individual [12]. The SSC is
believed to cause the arcuate eminence, which is a
bony protrusion into the MCF. Although a previous
study demonstrated that the arcuate eminence was
not derived from the SSC in adults, the present study
revealed a significant protrusion of the SSC into the

Figure 5. Images of the right adult superior semicircular canal (SSC). Sections parallel to the SSC (a—d) and those perpendicular to the SSC
(e-h) are reconstructed. The SSC is encased in the middle cranial fossa (MCF) (white arrowheads). The SSC is well ossified and mostly
surrounded by air cells. White arrow, internal auditory canal; black arrowhead, cochlea.
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Figure 6. (a) Histological section of the fetus aged 8 weeks; (b) enlarged image. The superior semicircular canal (SSC) (red arrow) is growing
and is very close to the developing brain. Dura mater (green arrow), which arises mainly from paraxial mesoderm, is also developing between
the SSC and brain. When the SSC is too close to the brain, development of the cartilage covering the superior part of the SSC becomes

immature, leading to a bony defect.

MCEF during the fetal period [12,13]. Furthermore,
previous studies revealed the presence of an idiopathic
dehiscence of the bone overlying the SSC [10,14]. In
the present study, the fetal skull base was very soft,
which implied that the temporal bone was completely
ossified. Nevertheless, dura was observed even in the
fetus aged 16 weeks.

Considering these data, we aimed to clarify the cause
of the bony roof dehiscence of the SSC and to indicate
the pathophysiology of SCDS based on the fetal tem-
poral bone study. The membranous labyrinth of the
inner ear is formed at an early stage of embryonic
development and the osseous labyrinth has already
developed to a size similar to that in the adult by
21 weeks of fetal age [15,16]. During the fetal period,
the inner ears are relatively much larger than the other
organs, including the cerebrum and the cranium,
which continue growing after birth. Therefore, the
size of inner ear is much larger compared with the
other skull components including the petrous bone.

Due to this size disproportion, the SSC protrudes
directly to the MCF during the fetal period (Figures 2
and 3). This protrusion might cause adhesion of the
membranous labyrinth to dura before complete ossi-
fication of the bony labyrinth. These anatomic char-
acteristics could hamper ossification of the bone
overlying the SSC causing the dehiscence. This is
in contrast to the anatomic findings for the other
semicircular canals, whose surrounding structures,
namely mastoid air cell, start developing well after
the bony labyrinth has been completely ossified.

To confirm our hypothesis, we investigated histo-
logical sections of embryos, which were provided
courtesy of the Evolutionary Anatomy in the Research
Department of Cell and Developmental Biology, the
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University College London (Figure 6). The mesen-
chyme enclosing the otocyst becomes chondrified to
form the otic capsule in the eighth week. The SSC is
close to the developing brain. Dura mater arising
mainly from the paraxial mesoderm also develops
between the SCC and brain (Figure 6b). When the
SCC is too close to the developing dura, cartilage
formation covering the superior part of the SSC may
be disturbed, leading to a bone defect on the roof of
the SSC. An enlarged superior petrosal sinus was also
reported to be a cause of SCD and this was also
explained in the same manner [17].

According to our hypothesis, since the dehiscence
exists at birth, people having SCD may show clinical
symptoms immediately after birth or complain of
characteristic symptoms in their youth [8,9,18].
However, most SCDS patients are adults and often
develop symptoms after episodes of barotrauma or
loud sounds [19,20]. The possible explanation is as
follows. The congenital bony dehiscence itself does
not cause SCDS because it has been suggested that
the dura of the MCF is tightly attached to the mem-
branous labyrinth. The dura mater seems to play
a role in plugging the dehiscence; therefore changes
in the pressure of the inner ear and/or intracranial
space do not interfere with the sensory organs in the
inner ear. SCDS might develop as a syndrome when
attachment of the dura comes off the membranous
labyrinth by various causes, such as minor head
trauma or barotrauma.

In the present study, the cochlea also protruded
slightly into the MCEF like the SSC. However, we did
not encounter spontaneous cochlear dehiscence and
‘cochlear dehiscence syndrome’ has not been
reported yet. Further investigation is needed to
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make sure of the mechanism of labyrinthine bone
defect. However, the above hypothesis could be
proved concerning the genesis of SCD and SCDS.
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Extended screening for major mitochondrial DNA point
mutations in patients with hereditary hearing loss

Tomofumi Kato!?, Yutaka Nishigaki?, Yoshihiro Noguchi®, Noriyuki Fuku?, Taku Ito®, Eri Mikami?, Ken Kitamura?

and Masashi Tanaka?

Hearing loss (HL) is the most common sensory disorder in humans. Many patients with mitochondrial diseases have
sensorineural HL (SNHL). The HL of these patients manifests as a consequence of either syndromic or nonsyndromic
mitochondrial diseases. Furthermore, the phenotypes vary among patients even if they are carrying the same mutation.
Therefore, these features make it necessary to analyze every presumed mutation in patients with hereditary HL, but the
extensive analysis of various mutations is laborious. We analyzed 373 patients with suspected hereditary HL by using an
extended suspension-array screening system for major mitochondrial DNA (mtDNA) mutations, which can detect 32 other
mtDNA mutations in addition to the previously analyzed 29 mutations. In the present study, we detected 2 different mtDNA
mutations among these 373 patients; m.7444G > A in the MT-CO1 gene and m.7472insC in the MT-TS1 gene in 1 patient
(0.3%) for each. As these two patients had no clinical features other than HL, they had not been suspected of having mtDNA
mutations. This extended screening system together with the previous one is useful for the genetic diagnosis and

epidemiological study of both syndromic and nonsyndromic HL.
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INTRODUCTION

We can find many patients with hearing loss (HL) among those with
mitochondrial DNA (mtDNA) mutations. These patients are classi-
fied into two categories; those having only HL (nonsyndromic HL)
and those with HL plus other symptoms of mitochondrial disease
(syndromic HL). Furthermore, as the severities and phenotypes of
mitochondrial diseases vary from patient to patient, we often find
mtDNA mutations in unexpected cases.! The fact that there are many
cases without any apparent family history makes it more difficult to
diagnose mitochondrial diseases.? Sensorineural HL (SNHL) is the
most common sensory disorder in humans, having a prevalence of 2.7
per 1000 in children under 5 years of age.® The frequency of patients
with HL caused by mtDNA mutations increases with age, because
mitochondrial diseases usually become aggravated with age.
Therefore, it is necessary to analyze many different suspected
mutations in mtDNA, but it is very exhaustive to examine these
muations one by one.

Previously, we reported the results of extensive and rapid screening
for major 29 major point mutations of mtDNA in patients with
hereditary HL by using a suspension array technology.* Our previous
survey of 373 patients with suspected HL by use of this screening
system revealed the m.1555A>G mutation in 11 patients, the

m.3243A>G mutation in 9 patients, and the m.8348A>G,
m.11778G > A and m.15498G> A mutations in 1 patient each. In the
present extended study, we increased the number of mutations that
could be detected from 29 to 61. We examined the applicability of this
extended screening system for genetic diagnosis of hereditary HL by
analyzing these same 373 patients with suspected hereditary HL.

MATERIALS AND METHODS

Patients

The study population included 373 unrelated Japanese patients with suspected
hereditary HL, who visited the outpatient clinic of the Department of
Otolaryngology, University Hospital of Medicine, Tokyo Medical and Dental
University. The subjects included patients with a family history of HL and
those with no apparent cause of HL, even though they did not have any
apparent family history of HL. Their detailed demographic and audiometric
features are shown in Table 1. The average age of them was 40 years, with a
range between 1 and 77 years.

The study protocol complied with the Declaration of Helsinki, and it was
also approved by the Committee on the Ethics of Human Research of the
Tokyo Metropolitan Institute of Gerontology and the Institutional Review
Board (IRB no. 68) of Tokyo Medical and Dental University. This study was
carried out only after obtaining the written informed consent of each
individual and/or the parents in the case of children.
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Table 1 Demographic features of HL patients

Sex
Male (%) 144 (38.6)
Female (%) 229 (61.4)

Onset age of HL (years)
Newborn or 0 (%) 31(8.3)
1~3 (%) 23 (6.2)
4~10 (%) 80 (21.4)
11~20 (%) 43 (11.5)
21~30 (%) 39 (10.5)
31~40 (%) 50 (13.4)
41 ~50 (%) 37 (9.9)
51~60 (%) 31(8.3)
61~70 (%) 12 (3.2)
71~80 (%) 5(1.3)
Unknown (%) 22 (5.9)

Mode of inheritance
Autosomal dominant (%) 92 (24.7)
Autosomal recessive (%) 52 (13.9)
Maternal (%) 47 (12.6)

X-linked (%) 0

Sporadic (%) 179 (48.0)
Unknown (%) 3(0.8)
Type of audiogram
High-frequency steeply sloping (%) 80 (21.4)
High-frequency gently sloping (%) 104 (27.9)
Flat (%) 39 (10.5)
U-shaped (Cookiebite) (%) 39 (10.5)
Reverse U-shaped (%) 4 (1.1)
Low frequency (%) 39 (10.5)
Deafness (%) 21 (5.6)
Others (%) 43 (11.5)
Unknown (%) 4 (1.1)
Total (%) 373 (100)

Abbreviation: HL, hearing loss.

Extended screening of mtDNA pathological mutation by use of
suspension-array technology

DNA samples were purified from the blood by using a standard procedure.
The mtDNA from each patient was analyzed with the previously described
extended suspension array-based screening system.” The targets of the
present analysis were 32 mtDNA mutations in 15 genes: 1 in each of
MT-TQ (tRNACM), MT-TW (tRNATP), MT-TC (tRNAY), MT-TH (tRNAFH¥),
MT-TL2 (tRNALeCUN)\ MT-ND6 and MT-CYB genes; 2 in each of MT-TN
(tRNA%S"), MT-ATP6, MT-TG (tRNAY) and MT-TE (tRNA®™) genes; 3 in the
MT-ND3 gene; 4 in the MT-COI gene; and 5 in each of the MT-TI(tRNA'e)
and MT-TS1 (tRNASe(UCN)Y genes as shown in Table 2. The mtDNA mutations
reported in our previous study were within the DNA fragments amplified by
multiplex PCR for mtDNA haplotyping, which was mainly designed for
anthropological purposes. For the present study, we newly designed a second
multiplex PCR system to analyze the 32 additional mtDNA mutations
(including m.7445, which is known to cause of HL).

Comparison of results between suspension array and direct DNA
sequencing

DNA sequencing was carried out by using an Applied Biosystems 3130 x 1 Genetic
Analyzer (Applied Biosystems, Foster City, CA, USA), a BigDye Terminator v3.1
Cycle Sequencing Kit (Applied Biosystems) and Sequencher version 4.2.2
(Gene Codes, Ann Arbor, MI, USA) to compare the sequences with the revised
Cambridge reference sequence,” while following the standard procedure.??
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Table 2 List of 32 mutations examined by use of the extended
suspension array-based system for the detection of mtDNA mutation
detection system

Amino
Nucleotide  Nucleotide  acid
position (m) change  change  Locus  Clinical phenotype
4269 A>G MT-TI  Encephalopathy/FICP
4295 A>G MT-TI  MHCM
4298 G>A MT-TI  CPEO/MS
43007 A>G MT-TI  MICM
4320 C>T MT-TI  MHCM
4332 G>A MT-TQ  MELAS/encephaiopathy
5537 A>insT MT-TW  MILS
5698 G>A MT-TN  CPEO/MM
5703 G>A MT-TN  CPEO/MM
5814 T>C MT-TC  Encephalopathy
7443b A>G Ter-G  MT-CO1 DEAF
74440 G>A Ter-K  MT-CO1 ' LHON/SNHL/DEAF
7445b A>C Ter-S  MT-CO1 DEAF
74452 A>G Ter-Ter MT-CO1 SNHL
74720 C>insC MT-TS1 PEM/AMDF
74972 G>A MT-TS1  MM/exercise intolerance
7510 T>C MT-TS1 SNHL
75112 T>C MT-TS1 SNHL
75122 T>C MT-TS1 PEM/MERRF +MELAS
8993 T>C L>P MT-ATP6 NARP/MILS
8993 T>G L>R MT-ATP6 NARP/MILS
9997 T>C MT-TG  MHCM
10010 T>C MT-TG  PEM
101582 T>C S>P MT-ND3 MILS
10191 T>C S-P MT-ND3  ESOC/Leigh-like disease/MILS
101972 G>A AT MT-ND3  MILS/dystonia/stroke
12147 G>A MT-TH  MERRF + MELAS/cerebral edema
12297 T>C MT-TL2 Dilated cardiomyopathy
14568P C>T G-S MT-ND6 LHON
147092 T>C MT-TE MM + DMDF/encephalomyopathy
14710 G>A MT-TE  Encephalomyopathy -+ retinopathy
15243 G>A G>E MTCYB MHCM

Abbreviations: AMDF, ataxia, myocionus and deafness; ATP6, ATP synthase Fg subunit 6;
CO1, cytochrome c oxidase subunit 1; CPEO, chronic progressive external ophthalmoplegia;
CYB, cytochrome b; DEAF, maternally inherited deafness or aminoglycoside-induced deafness;
DMDF, diabetes mellitus + deafness; ESOC, epilepsy, strokes, optic atrophy and cognitive
decline; FICP, fatal infantile cardiomyopathy, plus a MELAS-associated cardiomyopathy;
LHON, Leber hereditary optic neuropathy; MELAS, mitochondrial myopathy, encephalopathy,
lactic acidosis and stroke-like episodes; MERRF, myoclonic epilepsy and ragged-red fibers;
MHCM, maternally inherited hypertrophic cardiomyopathy; MICM maternally inherited
cardiomyopathy; MILS, maternally inherited Leigh syndrome; MR, mental retardation; MS,
multiple sclerosis; mtDNA, mitochondrial DNA; NARP, neurogenic muscle weakness, ataxia
and retinitis pigmentosa; ND, NADH dehydrogenase subunit; SNHL, sensorineural hearing loss;
PEM, progressive encephalomyopathy.

Abbreviations and information about mutations are annotated in the MITOMAP database.
2Mutation reported as both homoplasmic and heteroplasmic.

bMutation reported as homoplasmic.

RESULTS AND DISCUSSION

In the present extended study, 2 of the 32 mtDNA mutations,
m.7444G > A and m.7472insC, were detected by the screening system,
each in 1 patient out of the 373 patients with SNHL. The median
fluorescent intensities for the m.7444G>A mutation and the
7472insC mutation are displayed in scatter diagrams (Figure 1).
When the median fluorescent intensity values for the wild-type signals
were below the cut-off values, we regarded the mutations as
homoplasmic. The m.7444G>A mutation was homoplasmic and
the 7472insC mutation was heteroplasmic. On the basis of the
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Figure 1 Scatter diagrams with mutant median fluorescent intensity values
on the y axis and wild-type ones on the x axis and electropherograms of
DNA sequences for the m.7444G>A homoplasmic mutation (a) and the
m.7472insC heteroplasmic mutation (b). All 373 DNA samples were
analyzed by the m.7444G>A and m.7472insC mutation detection systems,
using universal 96-well plates. Later on, each result was merged into the
two separate scatter diagrams. Red circles indicate median fluorescent
intensity values for mutation-positive DNAs.

Table 3 Mitochondrial DNA mutations detected in 373 patients with
hereditary HL screened by the previous and present detection system

mtDNA mutation Number Frequency (%)
Previous study (Kato, 2010)
m.1555A>G 11 2.9
m.3243A>G 9 2.4
m.8348A>G 1 0.3
m.11778G>A 1 0.3
m.15498G>A 1 0.3
Present study
m.7444G>A 1 0.3
m.7472insC 1 0.3
Undetected 348 93.3
Total 373 100

Abbreviation: HL, hearing loss.

chromatogram, the mutation load was estimated as 59%. None of the
other 30 mutations were detected in these patients with SNHL. We
summarized the mtDNA mutations detected by the previous and the
present analytical systems in Table 3.

SNHL is one of the most common disorder in patients with
mitochondrial diseases,!” which is represented by the mutations of the
homoplasmic m.1555A>G and the heteroplasmic m.3243A > G.11-16
We previously reported that not only these mutations but also other
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Figure 2 Pedigrees of the families and audiograms of patient TMD278 (a)
and patient TMD368 (b). Clinical features are depicted: black-filled circles
or squares as individuals with deafness. Arrows indicate probands. Symbols
on pure tone audiograms: dB, decibels; ISO, international standards organi-
zation. ], left-ear bone conduction; [, right-ear bone conduction; O, right-ear
air conduction; X, left-ear air conduction.

mutations could be detected in the patients with either nonsyndromic
or syndromic hereditary HL. The m.7444G > A mutation was earlier
reported as a cause of aminoglycoside-induced and nonsyndromic
HL.Y7 However, patient TMD278, carrying this mutation, had no
history of aminoglycoside injection in her detailed clinical history. On
the other hand, we should mention that this mutation characterizes
haplogroup V7 and H40b, and there is no direct evidence that these
haplogroups tend to have HL.'® Furthermore, it was also reported
that the m.7444G> A mutation is a secondary mutation found in
patients with Leber’s hereditary optic neuropathy (LHON) and that
this mutation has an additional role in the pathogenesis of
LHON.!%20 Primary mutations, m.11778G>A, m.3460G>A and
m.14484T>C can cause LHON. However, these mutations had
already been examined in our previous study and the patient
TMD278 was negative for them. With regard to her clinical data,
she had high-tone SNHL as shown in Figure 2a, although she was 42
years of age. The onset of her HL occurred during her childhood, after
which the HL became progressive. She had started wearing hearing
aids 3 years before visiting our clinic. Her clinical feature seemed
sporadic because she had neither other clinical disorders such as
LHON nor a family history of HL.

The m.7472insC was reported as a pathogenic heteroplasmic
mutation within the coding region of tRNAS"UCN) This mutation
was previously reported to be associated with progressive myoclonus
epilepsy or syndromic disorders including HL, ataxia and myoclonus
in previous reports.?! The phenotypes of this mutation, however, vary
even among individuals within the same family.?? The audiogram of
TMD368 showed moderate SNHL (Figure 2b), although this patient



