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Figure 1. Study scheme and inclusion/exclusion criteria. Figure 3. Average tonal audiogram of the study population

BACKGROUND RESULTS

0 1 [ \ s Ih:\f:ri:z:artﬂe range (Q1-Q3)
L O Visit 2 (V2) 1 _ ( Visit 3 (V3) / i
7% Vet plannine {m Audiometry ) ENT Retew CE:% Electrophysiology T
. . . * The prevalence of hearing loss w im 24.5% (according to BIAP criteria
While reunopath\/' nephropath\/ and perlpheral neuropath\/ dare dmong the Wem ) Eeviewtolieligibilit\/ criteria ’ ?toscopv / DPOAE * Electrocochleography (EcohG) o % ---------------------------------------------------------------------------------- a Verggee tahreescheo?d Oel__—)a_Ll_ kgH;Z:ea?esr?cf;m ;(t)ec?BaI:HL) if'(]70/ (aCCOgrding to internatilonaJ
established complications of type 2 diabetes, sensorineural hearing loss is not yet considered a Vet i . Ton audiomenry (ar/bonel * Auditory evoked potentials (ABR) ' ’

criteria, average threshold 0.5-4 kHz greater than 25 dB nHL). (Figure 3)

Tal i i « Blood test « Vocal audiometry =
Comorbldlt\/ faCtor In dlabEtes' * Questionnaires » Montreal Cognitive Assessment (MoCA)
INCLUSION | NON INCLUSION e H ticipants had speech intelligibility probl (marked in red
. . . . : NONINCLUSION | EXCLUSION | « However, many participants had speech intelligibility problems in noise (marked in re
(1) I
However, according to some studies, 60% of patients with type 2 diabetes, aged between ~Age:[25-70] - - Conductive hearingloss, - Abnormal otoscopy on Figure 4), with degraded scores on the Fr-Matrix test (pathological value greater than
30 and 60, have hearing loss, and 50% of them have moderate to severe hearing loss [1-3]. years Icvtimsenita' hearingloss or _ pommetrical hearing or %al ‘o ’3 4B SNFgQ recosnized as a criterion for hearin pai ds) 5 &
. . . . . . ) - with an eniere : - _
Several causes have been proposed to explain this silent epidemic, including cochlear HbA1C = 7%for - Diabetesand maternal - Conductive hearing loss French, multicenter, cross- a G & &
: : : : : : : : atleast 2years  deafness - Abnormal tympanogram sectional, pro_spectwe study
microangiopathy, chronic systemic inflammation, and peripheral auditory neuropathy _ Known Ototoxic Drug (other than type A) conducted at 3 diabetology centers Nearly half of the participants (43%) had an abnormal MoCA score (below 26)
(synaptopathy), which lead to early sensorineural hearing loss [4]. freatment el (e ¥ P P ’ '

- History of otological
surgery (5SD)
- Untreated hypothyroidism - Cophosis

consistent with mild cognitive impairment, and speech intelligibility was shown to be
o | | | | | T statistically significantly associated with the MoCA score (in univariate and multivariate
analyses; data not shown) when the latter was below 26.

Audiometric Thresholds (dB nHL)

Thus, nearly 200 million people with diabetes are estimated to have moderate to severe
hearing loss for which no therapeutic solution exists other than the use of hearing aids. _ .
However, while these hearing aids partially improve audibility, they do not prevent the Figure 2. Study metrics. "1‘*:26(‘? Frequencies (Hz)
progression of hearing loss throughout the course of diabetes, nor do they improve speech
intelligibility in noisy environments for these patients. Therefore, it is important to better
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Figure 4. Distribution of PTAv (0.5-4 kHz) in relation to age/sex normative values (1507029) in-noise intelligibility deficit despite a normal tonal audiogram), analyses were conducted
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To better characterize this complication, we conducted a clinical study on 349 t Pecons o e 501104 (Figure 5b) and a decrease in hearing at high frequencies above 4 kHz (Figure 5c).
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