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Abstract
This paper provides a review of the current literature on psychophysical properties of low-frequency hearing, both before and
after implantation, with a focus on frequency selectivity, nonlinear cochlear processing, and speech perception in temporally modulated maskers for bimodal listeners as well as patients with hearing preservation in the implanted ear and receiving
combined electric and acoustic stimulation (EAS). In this paper we review our work, the work of others, and report results not
previously published for speech perception in steady-state and temporally fluctuating maskers; the degree of masking release
and frequency resolution for 11 bimodal, 6 hearing preservation patients; and 5 control subjects with normal hearing. The results demonstrate that a small masking release is possible with acoustic hearing in just one ear, with the degree of masking release being correlated with the low-frequency pure tone average in the non-implanted ear; furthermore, frequency selectivity
as defined by the width of the auditory filter was not correlated with the degree of masking release. Descriptions of the clinical utility of hearing preservation in the implanted ear for improving speech perception in complex listening environments,
as well as directions for the future, are discussed.
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LA PSICOFÍSICA DE LA AUDICIÓN ACÚSTICA DE BAJA FRECUENCIA EN LA
ESTIMULACIÓN ELÉCTRICA Y ACÚSTICA (EAS) Y LOS PACIENTES BIMODALES
Resumen
Este artículo ofrece una revisión de la literatura actual sobre las propiedades psicofísicas de la audición a baja frecuencia, tanto
antes como después de la implantación, con un enfoque en la selectividad de frecuencias, el procesamiento coclear no lineal, y
la percepción del habla en enmascadores modulados temporalmente para los oyentes bimodales, así como pacientes con preservación de la audición en el oído implantado y que reciben la estimulación eléctrica y acústica (EAS) combinada. En este
artículo revisamos nuestro trabajo, el trabajo de otros, y los resultados del informe no publicado anteriormente sobre la percepción del habla en enmascadores estables y temporalmente fluctuantes, sobre el grado de liberación de enmascadores y la
resolución de frecuencia en 11 pacientes bimodales, 6 pacientes con preservación de audición y 5 pacientes con audición normal. Los resultados demuestran que una pequeña liberación de enmascadores es posible con la audición acústica en un solo
oído, la cuando el grado de liberación de enmascadores se correlaciona con el promedio de baja frecuencia de tono en el oído
no implantado. Por otro lado, la selectividad de frecuencia tal como se define por la anchura del filtro del auditorio no se correlaciona con el grado de liberación de enmascadores. Se discuten tanto las descripciones de la utilidad clínica de la preservación de la audición en el oído implantado para mejorar la percepción del habla en entornos de escucha complejos, como las
orientaciones para el futuro.

LA PSYCHOPHYSIQUE DE L’AUDITION ACOUSTIQUE DE BASSE FRÉQUENCE
SOUMISE À LA STIMULATION ÉLECTRIQUE ET ACOUSTIQUE, ET CHEZ LES
PATIENTS BIMODAUX
Résumé
Cet article fournit une revue de la littérature actuelle sur les propriétés psychophysiques de l’audition en basses fréquences, ce
avant et après l’implantation, en mettant l’accent sur la sélectivité de fréquence, le traitement non linéaire cochléaire, et la perception de la parole associée aux masques temporellement modulés pour les auditeurs bimodaux, ainsi que pour les patients
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disposant encore de capacité auditive dans l’oreille implantée et recevant un combinaison de stimulation acoustique et électrique. Dans cet article, nous revoyons notre travail, celui d’autres personnes, et nous rapportons les résultats non-publiés antérieurement sur la perception de la parole avec masques en état d’équilibre et temporellement modulés; le degré de libération de
l’effet de masquage et la fréquence de la résolution pour les 11 patients à audition bimodale, les 6 patients avec l’audition préservée, et les 5 personnes ayant une audition normale pour le contrôle. Les résultats montrent qu’une petite libération de l’effet
de masquage est possible avec une audition acoustique dans une seule oreille, ce avec un degré de libération de l’effet de masquage corrélé avec le niveau de sensibilité aux basses fréquences dans l’oreille non-implantée; de plus, une sélectivité de fréquence définie par la largeur du filtre auditif n’était pas en corrélation avec le degré de libération de l’effet de masquage. Sont
présentes également des descriptions de l’utilité clinique de la préservation de l’audition dans l’oreille implantée pour l’amélioration de la perception du langage dans des environnements d’écoute complexes, ainsi que les axes de développement futur.

ПСИХОФИЗИЧЕСКИЕ АСПЕКТЫ СЛЫШИМОСТИ В НИЗКОЧАСТОТНОМ
ДИАПАЗОНЕ У ПАЦИЕНТОВ С ЭЛЕКТРИЧЕСКОЙ И АКУСТИЧЕСКОЙ
СТИМУЛЯЦИЕЙ (EAS) И ПАЦИЕНТОВ С БИМОДАЛЬНОЙ СЛЫШИМОСТЬЮ
Краткий обзор
В данной работе представлен обзор текущих литературных данных, посвященных психофизиологическим характеристикам слышимости в низкочастотном диапазоне, до и после имплантации, с акцентом на частотной
селективности, нелинейном кохлеарном процессинге и восприятии речи у временно модулированных маскеров для пациентов с бимодальным слухом, а также пациентов с сохранением слышимости ухом с установленным имплантатом и пациентов, находящихся под воздействием комбинированной электрической и акустической стимуляции (EAS). В данной публикации мы представляем нашу работу, работы других исследователей
и неопубликованные результаты работ, посвященных восприятию речи в стационарном состоянии и при временных флуктуациях маскеров; степени воздействия маскеров и частотному разрешению у 11 пациентов с бимодальным слухом, 6 пациентов с сохранением слуха и 5 пациентов контрольной группы без нарушений слуха.
Результаты показывают, что незначительное снижение эффекта маскера возможно при акустической слышимости всего лишь одного уха, степень снижения эффекта маскера коррелировала со средним значением низкочастотного чистого тона в ухе без установленного имплантата; более того, частотная селективность, определяемая
шириной слухового фильтра, не коррелировала со степенью снижения эффекта маскера. Клиническое применение методик сохранения слышимости уха с установленным имплантатом в аспекте восприятия речи в сложных
звуковых окружениях, а также дальнейшие перспективы на данный момент находятся на стадии обсуждения.

Background
In order to create combined electric and acoustic stimulation (EAS), surgeons insert an electrode array, ranging in
length from 10 to 20 mm, into the scala tympani with the
aim of preserving acoustic hearing apical to the tip of the
array. Successful EAS surgery allows for electric stimulation
of basal neural tissue without damaging the apical cochlear
structures that transmit low-frequency acoustic information
(e.g., [1–13]). For the majority of patients the mean postoperative threshold elevation ranges from 10 to 20 dB depending on the electrode array, the nature of the surgical
technique, and experience of the surgeon [6–9,11,12,14–16].
It is expected, however, that even with a short array some
patients will lose all or nearly all hearing postoperatively.
Gantz et al. [10] reported that out of 87 patients implanted
with the Nucleus Hybrid 10-mm electrode (i.e., the S8 implant), 8 subjects had a total loss of hearing ranging from
immediately post implant to 24 months post activation.
Thus from that sample of 87 subjects, 91% had some level
of preserved hearing.
Combined EAS has been shown to improve speech understanding in quiet and in noise beyond that achieved by aided
acoustic or electric hearing alone (e.g., [7–9,11,17,18–20]).
This is the case for both true EAS – with acoustic hearing
34

in both the implanted and non-implanted ears – as well as
for bimodal hearing with acoustic hearing in only the nonimplanted ear. One might expect that greater residual hearing in the implanted and/or the non-implanted ear would
be associated with a higher level of benefit from combined
EAS. A number of studies, however, have examined this issue
and have found no correlation between audiometric threshold – either pre- or postoperatively – and speech perception performance with EAS (e.g., [21–23]). Additionally, a
number of researchers have shown that comparable ranges
and degrees of residual low-frequency hearing do not yield
comparable benefit from combined EAS (e.g., [12,24,25]).
These data suggest that the pure-tone audiogram is not an
appropriate and useful tool in helping identify patients who
would achieve high levels of speech perception with EAS.
Clearly an evaluation of auditory processing beyond tonal
detection may prove more useful in helping understand the
synergism associated with combined EAS.
This paper will describe the psychophysical properties of
low-frequency residual hearing in both pre- and post-operative EAS patients. Our aim is to improve our understanding of (i) the effect of an intracochlear foreign body –
the implanted electrode array – on low-frequency auditory
processing, (ii) the potential for improved speech recognition in quiet and noise with EAS, and (iii) the potential
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for improved auditory processing afforded by the preservation of binaural acoustic hearing.

Speech reception thresholds in steady-state and
fluctuating maskers
It is well known that speech recognition performance for
normally hearing listeners is much higher, i.e., better, in
the presence of a temporally fluctuating masker than for a
steady-state masker. The difference in masking effectiveness
between a steady-state and temporally fluctuating masker
is generally referred to as masking release. Masking release
has been thought to be related to both spectral and temporal resolution [26,27]: listeners are able to derive benefit
from the momentary improvements in the signal-to-noise
ratio (SNR) occurring in the temporal dips of the masker.
This is often referred to as “listening in the dips.” For listeners with sensorineural hearing loss, the ability to listen
in the dips is considerably reduced or absent (e.g., [26,28]).
Cochlear implant recipients have great difficulty understanding speech in noisy environments. Given that many
real-world noises have temporal fluctuations, the ability to
listen in the dips would be extremely beneficial for cochlear implant users. Nelson et al. [29] examined sentence recognition in steady-state and modulated maskers for nine
adult cochlear implant recipients. They found that the cochlear implant users did not have masking release for any of
the modulation rates tested in the range of 1 to 32 Hz. Given that implant recipients have been shown to demonstrate
rapid recovery from forward masking (e.g., [30,31]), Nelson
et al. [29] postulated that abnormal forward masking was
not likely the responsible factor. In a follow-up study, Nelson
and Jin [32] examined sentence recognition with steady-state
and gated maskers for subjects with normal hearing (unprocessed and simulations) and cochlear implants users. For
normal-hearing subjects listening to cochlear implant simulations, masking release significantly improved by increasing the number of spectral channels from 4 to 12. However,
implant patients, once again, demonstrated no masking release. Thus Nelson and Jin [32] suggested that spectral resolution is a critical variable for listening in the dips.
In a similar study, Fu and Nogaki [33] also obtained speech
reception threshold (SRT) estimates for listeners with normal hearing as well as 10 cochlear implant recipients in
the presence of steady-state noise as well as square-wave
gated noise with various modulation rates. The cochlear
implant recipients’ SRTs were essentially equivalent across
the steady-state noise and the gated noise for all modulation rates. Thus they failed to demonstrate masking release. The subjects with normal hearing listening to cochlear implant simulations demonstrated increased masking
release with (i) an increased number of spectral channels
(4, 8, and 16), and (ii) an increased carrier filter slope from
–6 dB/octave to –24 dB/octave. Fu and Nogaki [33] concluded that poor spectral resolution in combination with
channel interaction contribute to the difficulty cochlear
implant recipients experience in background noise – particularly that of a temporally fluctuating nature.
Cochlear implant recipients are known to have poor spectral resolution due to a relatively small number of intracochlear electrodes, channel interaction, and various
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degrees of spiral ganglion cell survival. Thus, it is not unexpected that cochlear implant recipients would be unable to listen in the dips. One might hypothesize, however,
that bimodal and EAS listeners – with residual acoustic
hearing in either one or both ears – may have considerably better spectral resolution, even if only for lower frequencies. These listeners, therefore, may be able to listen
in the dips of a fluctuating background noise and demonstrate a release from masking.
Turner et al. [34] obtained SRTs for spondees in the presence of steady-state and two-talker backgrounds for 15
subjects with normal hearing, 20 conventional (long electrode) implant recipients, and 3 EAS subjects (Nucleus
Hybrid 10-mm, i.e. S8, recipients). They found that the
normal-hearing listeners performed significantly better
than both the conventional long implant and EAS groups,
which was not unexpected. The conventional CI subjects
and the EAS subjects’ performance differed significantly
for the single-talker background – the EAS subjects exhibited masking release but the conventional CI subjects
did not. Turner et al. [34] suggested that residual acoustic spectral resolution available to the EAS subjects – albeit poorer than for normal-hearing listeners – was responsible for the minimal EAS-related masking release.
In a follow-up study, Turner et al. [35] obtained SRTs for
spondees in the presence of a two-talker background for
20 conventional CI subjects and 19 EAS subjects (Nucleus Hybrid 10-mm). The EAS subjects demonstrated a significant 9-dB advantage over the conventional CI subjects
– further demonstrating that the residual spectral resolution for low-frequency acoustic hearing may afford significantly higher speech recognition in a fluctuating background. A potential confound with these results, however,
was the choice of spondees as the target stimuli. Van Tasell
and Yanz [36] showed that spondees could be low-pass filtered at 400 Hz and normal-hearing subjects were able to
achieve 100% correct recognition. Thus, one could argue
that the experimental conditions chosen by Turner et al.
[34,35] were those that would have the greatest possibility
of demonstrating benefit for EAS listeners who have normal or near-normal low-frequency hearing.
It is important to understand whether residual low-frequency hearing for EAS subjects or bimodal subjects affords the spectral resolution necessary to obtain masking
release in the presence of a temporally fluctuating background. Thus we have completed an experiment similar to
that described by Turner et al. [34,35]; however, instead of
using spondees, we have assessed open-set sentence recognition in the presence of a temporally fluctuating masker.
A secondary question is whether residual acoustic hearing in a single ear – as is the case with bimodal listeners
– is sufficient. In other words, might EAS listeners with
binaural acoustic hearing outperform bimodal listeners in
the presence of temporally fluctuating maskers?

Current study
To answer this question we have obtained SRTs in the
presence of steady-state and temporally fluctuating maskers for both EAS and bimodal CI patients. Eleven bimodal subjects were implanted with a conventional long
35
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Table 1. Bimodal (BMD) and EAS subject data: age, months experience with cochlear implant, and implant/processor
type.
Months experience
with CI

Subject

Age at testing

BMD1

84

7

Advanced Bionics HR90K, Auria

BMD2

77

6

Cochlear CI24RE, Freedom

BMD3

75

7

Advanced Bionics HR90K, Auria

BMD4

78

8

Advanced Bionics HR90K, Auria

BMD5

80

5

Cochlear CI24RE, Freedom

BMD6

85

6

Advanced Bionics HR90K, Auria

BMD7

47

39

BMD8

55

5

BMD9

67

18

Advanced Bionics HR90K, Auria

BMD10

55

25

Med-El Combi40+, Tempo+

BMD11

52

26

Cochlear CI24RCA, Freedom

EAS1

42

12

Cochlear Hybrid 10 mm (S8), Freedom

EAS2

44

10

Cochlear Hybrid 10 mm (S8), Freedom

EAS3

76

6

Cochlear Hybrid 10 mm (S8), Freedom

EAS4

41

14

Cochlear Hybrid 10 mm (S8), Freedom

EAS5

74

6

Cochlear Hybrid 10 mm (S8), Freedom

EAS6

51

10

Cochlear Hybrid 10 mm (S8), Freedom

MEAN

63.7

12.4

STDEV

15.8

9.5

electrode array in one ear and had aided acoustic hearing in the contralateral ear. All 11 bimodal subjects met
preoperative audiologic criteria for inclusion in the North
American clinical trial of Med-El EAS. The 11 bimodal
subjects ranged in age from 47 to 85 years with a mean
of 69 years. Six EAS subjects were implanted with the
Nucleus 10-mm Hybrid implant (i.e., S8 implant) with
6 electrical contacts. The 6 EAS subjects ranged in age
from 42 to 76 years with a mean of 55 years. An additional 5 subjects had normal hearing and were included only as a reference for young normal-hearing performance. The normal-hearing subjects ranged in age from
21 to 37 years with a mean of 27 years. All 22 subjects
were native speakers of American English. Information
regarding the cochlear implant subjects’ age, implant type,
processor design, and duration of implant use at the time
of experimentation is provided in Table 1. Audiometric
thresholds for the non-implanted ears are shown for the
bimodal and EAS subjects in Figure 1. Figure 2 displays
the pre- and post-implant thresholds for the implanted
ears of the six EAS subjects.
Speech recognition was measured using the sentences from
the Hearing in Noise Test (HINT; [37]). The sentences were
routed to a single loudspeaker placed at 0° azimuth at a
distance of 1 m from the subject. For the steady-state (SS)
36

Implant/processor type

Cochlear CI24RCA, 3G
Cochlear CI24RE, Freedom

noise, the sentences were presented in a broadband noise
that was shaped to match the long-term spectrum of the
HINT sentences (i.e., the same SS noise provided for use
on the HINT CD). For the temporally fluctuating noise,
the broadband noise was modulated with a 10-Hz square
wave with a modulation depth of 100%. This noise is referred to as the square-wave (SQ) noise. The background
noise was also presented to the same loudspeaker through
a second channel of the digital signal processor.
The adaptive HINT procedure [37] was used to determine
the SNR required to achieve 50% correct recognition using
a one-down, one-up stepping rule (e.g., [38]). The noise
level was fixed at 70 dB SPL and the sentence level was
varied adaptively. For each trial, two 10-sentence lists were
concatenated and run in sequence. The last six presentation levels for sentences 15 through 20 were averaged to
provide an SRT. Two runs of 20-sentence lists were presented for each listening condition, and the mean of the
two SRT estimates was taken to represent a single SRT,
in dB SNR, for any given condition. Prior to data collection, every subject was presented with a practice run of
20 sentences to familiarize them with the task. The sentence lists and the condition for each run were randomly
selected to counterbalance for order effects.
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Figure 1. Audiometric thresholds for the
non-implanted ears of bimodal
and EAS patients.
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Figure 2. Pre- and post-implant audiograms for the implanted ear of EAS patients.

Results
The results for the bimodal and EAS listeners are shown
in Figures 3 and 4, respectively. In both figures, the mean
SRTs for the subjects with normal hearing are also shown
for reference. Note first the results for the normal-hearing listeners. Mean SRTs for the SS and SQ makers were
both achieved at a negative SNR. Also notice the large
difference in the SRT obtained for the SS and SQ maskers for normal-hearing listeners, or the masking release.
On average, the normal-hearing listeners demonstrated a
masking release of 14.8 dB, which is consistent with previous studies with normal-hearing listeners (e.g., [26,33]).
As expected from previous research, both the bimodal
and EAS subjects required a more favorable SNR than the
normal-hearing listeners to achieve 50% correct. A twoway, repeated-measures analysis of variance (ANOVA)
was completed with masker type (SS and SQ) and subject
group (bimodal, EAS, and normal hearing) as the independent variables. This analysis revealed a significant effect of subject group [F (2, 19)=12.6, p<0.001], an effect of
masker type [F (1, 19)=121.0, p<0.001], and a significant
© Journal of Hearing Science® · 2012 Vol. 2 · No. 2

interaction [F (2, 19)=55.0, p<0.001]. Post hoc tests revealed that for EAS subjects there was no difference for
the SRTs obtained with the SS and SQ maskers (p=0.62).
On the other hand, for bimodal subjects, there was a significant difference for the SRTs obtained with the SS and
SQ maskers (p=0.001). Compared to the size of the effect
for normal hearing patients (15.0 dB), the effect for bimodal patients was very small (2.9 dB) and driven primarily by 3 of the 11 bimodal subjects. In Figure 5 we
plot SRTs for bimodal and EAS patients as a function of
average threshold at 125, 250, and 500 Hz – the low frequency (LF) pure tone average (PTA). The interesting, and
puzzling, observation is that patients with the poorest LF
PTA tend to have the greatest release from masking. This
is not consistent with the data presented by Turner et al.
(2008) for whom the EAS subjects with the lowest, i.e. best,
LF PTA exhibited the lowest, i.e. best, SRTs for spondees
in noise. They did not, however, obtain estimates of release from masking.
The small but significant level of masking release found
for the bimodal patients suggests that only one partially
hearing ear is necessary to achieve a minimal release from
37
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Figure 3. 
Speech reception thresholds for bimodal patients in 4 listening conditions. Data for both
steady-state noise and 10 Hz square-wave modulated noise masking conditions are plotted.
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Figure 4. Speech reception thresholds for EAS patients
in 6 listening conditions. Data for both steadystate noise and 10 Hz square-wave modulated
noise masking conditions are plotted.
masking. Given the small magnitude of this effect, however, it is unclear how useful ‘listening in the dips’ would be
for patients in real-world listening situations.

Relationship between spectral resolution and
masking release
In a previous study we described pre- and post-implant
spectral resolution for 5 EAS subjects [20]. Most subjects
had some frequency selectivity pre-implant and some subjects retained some degree of frequency selectivity postimplant. Given the known relationship between audiometric threshold and the width of the auditory filter (e.g.,
[39,40]), one might hypothesize that those with better
hearing preservation would demonstrate better spectral
resolution and hence may be those subjects most likely
to demonstrate masking release.
We have obtained estimates of frequency selectivity in the
non-implanted ear for 6 of the bimodal subjects (BMD1,
38
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Figure 5. Masking release (in dB) as a function of the
low-frequency pure tone average.
BMD2, BMD3, BMD4, BMD5, and BMD9). We obtained
estimates of frequency selectivity in the implanted ear
pre- and post-operatively for 4 of the EAS subjects (EAS1,
EAS2, EAS3, and EAS4). Since the pre-operative audiograms for the EAS subjects were symmetrical across ears,
the pre-implant estimate of frequency selectivity in the
implanted ear could be considered a close approximation
to that for the non-implanted ear.
Estimates of frequency selectivity were obtained by deriving auditory filter (AF) shapes using the notched-noise
method [41] in a simultaneous-masking paradigm. The
noise bands – which were 0.4 times the signal frequency,
fs – were placed symmetrically or asymmetrically about
the 500-Hz signal [42]. The signal was fixed at a level of
10 dB sensation level (SL), and the masker level was varied. The maximum masker spectrum level was set to 43
dB SPL. During a run, it was permissible for the threshold
track to reach the ceiling value; however, if the tracking
procedure called for a higher level, that run was discarded. If two runs for a particular condition were discarded
on this basis, it was concluded that a threshold for that
condition could not be achieved. This occurred for 4 of
the bimodal subjects in the non-implanted ear (BMD2,
BMD3, BMD4, and BMD5) and for 1 of the EAS subjects
both pre- and post-operatively (EAS1). This is probably
due to the fact that these 5 subjects had the highest quiet
thresholds at 500 Hz (see Table 2). Thus the 10-dB-SL signal level was still audible even at the maximum permissible masker spectrum level.
Subjects were provided with a minimum of 2 hours’ training on simultaneous masking prior to data collection. The
masker and signal were 400 and 200 ms in duration, respectively. All thresholds were obtained using a two-down, oneup tracking rule to track 70.7% correct performance (Levitt, 1971) using a 3-interval forced choice (3IFC) paradigm.

Results
The masker spectrum levels at threshold were used to derive filter shapes using a roex (p, k) model [41]. Estimates
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Table 2. Auditory thresholds for a 200-ms pure tone at 500 Hz for the bimodal (BMD) and EAS subjects. The equivalent
rectangular bandwidth (ERB) of the auditory filter, in hertz, is shown for the non-implanted ear of two BMD
subjects and for the implanted ear (pre- and post-implant) of the EAS subjects.
PRE-implant
POST-implant
500-Hz
PRE-implant
500-Hz
POST-implant
threshold
ERB (Hz)
threshold
ERB (Hz)
(dB SPL)
(dB SPL)

BMD
subjects

500-Hz
threshold
(dB SPL)

ERB (Hz)

EAS
subjects

BMD1

42

332.3

EAS1

62

N/A

66

N/A

BMD2

60

N/A

EAS2

36

338.4

49

360.0

BMD3

52

N/A

EAS3

26

193.4

27

202.7

BMD4

76

N/A

EAS4

23

102.9

36

129.2

BMD5

55

N/A

BMD9

46

234.6

MEAN*

44.0

283.5

MEAN*

36.8

211.6

44.5

230.6

STDEV*

2.82

69.1

STDEV*

17.7

118.8

16.9

117.9

* The mean and standard deviation has been calculated for those subjects demonstrating frequency selectivity at 500 Hz
(BMD1, BMD9, EAS2, EAS3, and EAS4).
of equivalent rectangular bandwidth (ERB) [43] of the
AF are shown in Table 2. As shown in Table 2, both
the EAS and bimodal subjects demonstrated considerable intersubject variation in AF width (e. g., [39,40]).
Only one of the subjects (EAS4) demonstrated normal or
near-normal frequency selectivity in the implanted ear
both pre- and post-operatively1. Four subjects (BMD1,
BMD9, EAS2, and EAS3) exhibited some degree of frequency selectivity at 500 Hz, though considerably poorer than normal. The remaining 5 subjects (EAS3, BMD2,
BMD3, BMD4, and BMD5) were unable to complete the
task, which is suggestive of little or no frequency selectivity at 500 Hz.
For the EAS subjects, all who had demonstrated frequency
selectivity pre-operatively also exhibited frequency selectivity post-operatively – though the width of the AF tended to be broader following surgery. On average, the width
of the AF at 500 Hz increased by 19 Hz. This is not an unexpected outcome given that subjects EAS2 and EAS4 lost
hearing as a result of the surgery. For subject EAS3, both
the pre- and post-operative quiet threshold and estimate
of frequency selectivity at 500 Hz were nearly identical. In
the implanted ear, 2 of the EAS subjects (EAS1 and EAS2)
demonstrated some frequency selectivity postoperatively, though the width of the AF, in ERBs, was considerably
wider than normal. The fourth EAS subject (EAS1) demonstrated no frequency selectivity in the implanted ear either pre- or post-operatively.
These results are consistent with previous estimates of frequency selectivity for listeners with similar degrees of lowfrequency hearing loss (e.g., [20,39]) and thus these results
are not unique to the literature. What is unique, however,
is the comparison between frequency selectivity and the

SRT for SS and SQ maskers, as well as the degree of masking release. Pearson Product moment correlation analysis
was completed for the variables of ERB (Hz), low-frequency PTA (dB HL), SS SRT (dB SNR), SQ SRT (dB SNR),
and masking release2. Similar to that observed for the full
17-subject sample, the low-frequency PTA in the non-implanted ear was found to be significantly correlated with
the degree of masking release observed in the bimodal
condition for this subset of 10 subjects (r=0.60, p=0.036).
The SRTs for the SS and SQ maskers were found to be correlated with one another for bimodal (r=0.953, p<0.001)
and combined conditions (r=0.957, p<0.001). The width
of the auditory filter, in ERBs (Hz), for the non-implanted and the implanted ear was not correlated with the SRT
for either masker nor with the degree of masking release.
Thus, for this sample of 10 subjects, frequency selectivity
– or spectral resolution – was not found to influence the
subjects’ abilities to listen in the dips. It may be the case
that the spectral smearing caused by channel interaction
could not be overcome even with relatively normal spectral resolution provided acoustically. It may also be the
case that there are other underlying mechanisms limiting
the implant recipients’ abilities to listen in the dips. Nelson and Jin [31] proposed that reduced auditory stream
segregation or fusion abilities may also play a role.
Examining the SRTs in both SS and SQ noise, the 11 bimodal and 6 EAS subjects achieved essentially equivalent
performance. Thus it appears that for this task, acoustic
hearing in just one ear was sufficient. One of the limitations of the current experimental design, however, was that
both the noise and target stimulus originated from a single loudspeaker placed at 0° azimuth. Using a single loudspeaker minimizes the value of binaural cues that could
be extracted with two partially hearing ears.

Estimates of normal frequency selectivity at 500 Hz were obtained from Gifford et al. (2010) in which the same experiment was conducted
for 15 young adult subjects with normal hearing.
2.
For those subjects not demonstrating frequency selectivity, a value of 600 Hz was entered as the width of the AF for correlation purposes.
1.
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Preservation of nonlinear cochlear processing
Nonlinear cochlear processing is responsible for several important aspects of normal cochlear function, i.e., high sensitivity, a broad dynamic range, sharp frequency tuning, and
enhanced spectral contrasts via suppression. Any reduction in the magnitude of the nonlinearity could result in
one or more functional deficits, including impaired speech
perception. We examined whether preservation of nonlinear cochlear function was possible following hearing preservation surgery for 6 recipients of the 20-mm Med-El EAS
implant and for 7 recipients of the 10-mm Nucleus Hybrid
implant [23]. Cochlear nonlinearity was evaluated at signal
frequencies of 250 and 500 Hz using Schroeder phase maskers (e.g., [44–46]). We found that the preservation of nonlinear cochlear processing was possible following EAS surgery.
Although only one subject exhibited normal post-implant
nonlinear cochlear function at 250 Hz, most subjects had
some residual nonlinearity (more so at 250 than 500 Hz).
Thus, postoperatively most patients will retain some benefit from nonlinear cochlear processing at low frequencies.
Variations in nonlinearity, however, were not found to predict speech understanding benefit for EAS patients when
acoustic hearing was added to electric stimulation [23]. In
other words, patients with complete loss of nonlinear function exhibited as much EAS speech recognition benefit as
those patients with normal, or near normal, nonlinearity.
Although the Schroeder masking functions were not found
to correlate with EAS speech perception benefit, they did
provide a highly sensitive measure of damage following
surgical insertion of the electrode array. Although there
was no significant change in low-frequency audiometric thresholds following surgery for 5 of the 13 subjects,
these same 5 subjects, however, demonstrated considerable reduction in the degree of nonlinear cochlear processing. Thus, Schroeder-phase masking was found to provide a sensitive index of surgically-induced trauma to the
cochlea and may ultimately be a useful tool for evaluating the success of ‘minimally traumatic surgery’ for hearing preservation.

Monaural versus binaural acoustic hearing
The published literature has not focused much on whether binaural acoustic hearing adds more to electric stimulation than just contralateral acoustic hearing. Instead, researchers have generally provided speech perception data
for the electric (E) only condition, ipsilateral EAS, and/or
the combined EAS condition without reporting the performance for the subject’s own bimodal condition with the ipsilateral ear occluded [4,7–9,11,12,16]. If it is the case that
the contralateral ear offers better hearing sensitivity, then it
is reasonable to assume that the contralateral ear will add
more to performance than the ipsilateral ear. Dorman et
al. [25] assessed the bimodal and combined EAS scores
of 22 Nucleus Hybrid recipients implanted with a 10-mm
electrode array. They found that preserved hearing in the
implanted ear added a non-significant 9 percentage points
to word recognition over the subject’s own bimodal hearing. In a subset of this subject population (n=7), Gifford et
al. [22] reported identical scores for the bimodal and combined conditions on measures of sentence recognition in
40

noise using the pseudoadaptive BKB-SIN test – with the
speech and noise originating from a single loudspeaker.
Dunn et al. [47] reported significant benefit for the addition
of acoustic hearing in the implanted ear for 11 recipients of
the Hybrid S8 (10 mm, 6 electrodes). Spondee word recognition was assessed with an array of 8 loudspeakers arranged in an arc of 108° placed in front of the listener using
three conditions: bimodal (CI + contralateral acoustic), hybrid (CI + ipsilateral acoustic), and combined (CI + bilateral acoustic). They showed a significant 2-dB improvement
in the SNR at threshold with the addition of acoustic hearing in the ipsilateral, implanted ear to the standard bimodal
condition. That is, the best performance was observed with
bilateral acoustic hearing in combination with the CI. The
subjects in their study had short electrodes and considerable low-frequency acoustic hearing in the implanted ear.
Dorman and Gifford [48] and Gifford et al. [20] also reported significant benefit of ipsilateral acoustic hearing
for 8 hearing preservation patients listening in a restaurant simulation with a high-level, diffuse noise. However,
just as with Dunn et al. [47], the sample size was small,
the patients had very good pre- and post-implant hearing thresholds, and all were implanted with a 10-mm electrode. Thus it is not clear whether patients with longer
electrodes (up to 31 mm) and differing levels of pre- and
post-implant hearing could also benefit from preservation
of hearing in the implanted ear.
Most EAS subjects do lose some hearing postoperatively, with mean losses ranging from 10 to 20 dB through
750 Hz [2,4,6–8,11–15]. Thus there is little reason to believe that, following surgery, a poorer ear would add greatly to a better ear when both are combined with electric
stimulation. Furthermore, using conventional speech perception measures with a single loudspeaker placed at 0°
azimuth, one should not expect to observe benefit from
two acoustic hearing ears over one. Such measures do not
assess the potential benefits of binaural acoustic hearing
and thus may greatly underestimate the value of hearing
preservation in the implanted ear. Having residual acoustic
hearing in the implanted ear theoretically offers a number
of potential benefits related to binaural hearing. EAS users with binaural low-frequency hearing will presumably
make better use of these binaural cues than bimodal cochlear implant users who have just one acoustic-hearing ear.

Binaural hearing
When signals are presented binaurally, head shadow,
squelch, and summation can play a role in performance.
The effects that hold the most promise for EAS users are
head shadow and squelch. Head shadow refers to a physical effect in which the head provides an acoustic barrier, resulting in amplitude or level differences between the
ears. If one ear is closer to the noise source, the other ear
has a higher, i.e. better, SNR. Of course, one need not have
two acoustic hearing ears to benefit from head shadow, as
even monaural hearing individuals can benefit if the noise
source is directed to the poorer ear.
Binaural squelch refers to a true binaural effect in which an
improvement in the SNR results from the comparison of
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time and intensity differences between the ears. Interaural
time differences, which also provide information regarding
signal frequency, are most prominent for frequencies below 1500 Hz. Thus, EAS users with binaural low-frequency hearing will presumably make better use of these cues
than bimodal cochlear implant users with just one acoustic-hearing ear (most EAS users have measurable hearing below 1000 to 1500 Hz in both ears). Interaural time
differences (ITDs) between speech and noise have been
shown to improve speech understanding by 2 dB in terms
of the SNR, in addition to the 3 dB offered by head shadow alone [49,50]. Given that electric hearing alone does
not typically preserve good sensitivity to ITDs [51–53],
there is reason to believe that EAS listeners with binaural
acoustic hearing will outperform bimodal patients in real-world listening conditions.

Localization
Localization refers to the identification of source location for
a sound originating in an individual’s horizontal plane. Both
ITD and ILD cues contribute to localization ability. Given
that electric hearing alone does not generally preserve good
sensitivity to ITDs [51–54], there is reason to believe that
EAS listeners with binaural acoustic hearing will outperform
bimodal patients in sound-field listening conditions. Some
localization, however, is still possible with bimodal hearing
[21,47,55,56]. Previous research on localization with bimodal
hearing has generally demonstrated that (i) patients perform
above chance on tasks ranging from simple to detailed, (ii)
even ears with very poor auditory thresholds can be useful
in localization, and (iii) there is no correlation between the
level of residual hearing and localization performance. Of
course, localization with bimodal patients is significantly
poorer than that observed for listeners with normal hearing.
Normal hearing localization abilities are generally within 1
to 2° for frequencies below 1000 Hz originating from 0° azimuth (±30°) [57,58]. Using more complex spectral stimuli
such as noise and speech, Grantham et al. [59] have shown
that localization error for normal-hearing listeners is 8.7°,
on average. Localization for bimodal listeners has generally been shown to range from approximately 10° to >50° for
absolute localization error [21,60].
Dunn et al. [47] examined horizontal plane localization for
11 Hybrid S8 recipients using the Everyday Sounds Localization test [60]. Localization estimates were obtained for
8 loudspeaker locations placed in a 108° arc in front of the
listener. They found that the two listening conditions of bilateral hearing aids and best-aided EAS (implant + bilateral hearing aids) yielded significantly better localization
than either the bimodal or ipsilateral EAS conditions. Given
the relatively small sample size, the use of everyday sounds
with different spectral and temporal characteristics, and inclusion of only short electrode recipients, much additional
research is needed. Although one could hypothesize that
the underlying mechanism for improved localization with
EAS is access to ITD cues, further investigation is required.

Other options for hearing preservation
Hearing preservation with a cochlear implant is also possible with a conventional ‘long’ electrode array. It was previously assumed that any residual hearing in the implanted ear
© Journal of Hearing Science® · 2012 Vol. 2 · No. 2

would be sacrificed due to surgical trauma. However, this is
not always the case. Minimally traumatic surgical techniques
– which may include a smaller cochleostomy or round window insertion, careful electrode insertion, thinner electrode
arrays, and/or atraumatic cochlear insertion – have allowed
hearing preservation with standard (long) electrode arrays.
Balkany et al. [61] reported the results of a prospective
study with 28 cochlear implant recipients which documented the feasibility of hearing preservation with standard electrode arrays. All 28 patients were implanted with
the Nucleus Freedom
Contour Advance electrode [CI24RE(CA)]. They reported that 32% of the population exhibited complete hearing
preservation – having postoperative audiometric thresholds within 10 dB of preoperative levels – at the 9-month
postoperative test point. Further, 57% of the population
exhibited partial hearing preservation. The preoperative
low-frequency hearing in all patients, however, was in
the severe to profound range and thus although postoperative hearing preservation was documented, the severity of postoperative acoustic hearing essentially precluded
hearing without the use of the implant sound processor.
James et al. [62] described hearing preservation following
implantation of the Nucleus Contour Advance electrode
array for 12 patients. Insertion depth varied from 17 to 19
mm across subjects. Ten of the 12 subjects (83%) exhibited some degree of hearing preservation postoperatively,
with a median threshold elevation of 23, 27, and 33 dB at
125, 250, and 500 Hz, respectively.
Fraysse et al. [63] reported on 27 subjects also implanted
with the Nucleus Contour Advance electrode array. Minimum reported insertion depth was 17 mm with angular
insertion depths ranging from approximately 300 to 420°.
The ‘advance off stylet’ (AOS), minimally traumatic, surgical approach was followed for 12 of the 27 subjects. Seven of
the 27 subjects showed less than a 20-dB change in thresholds from 125 to 500 Hz, postoperatively. Examining the
AOS group exclusively, 9 of the 12 subjects had measurable
hearing postoperatively and 33 to 50% of those 9 AOS subjects exhibited less than 20-dB change in thresholds for frequencies from 125 to 500 Hz. No measurable postoperative
hearing was observed for 11 of the total 27 subjects (41%)
and for 3 of the 12 subjects (25%) in the strict AOS group.
Gstoettner et al. [64] reported on 23 patients implanted
with the Med-El Combi40+ medium (M) or standard (H)
electrode array. Insertion depth ranged from 18 to 24 mm
for all subjects. Complete hearing preservation – or postoperative thresholds within 10 dB of preoperative levels
– was observed for 39% of subjects, partial hearing preservation was observed for 30% of subjects, and complete
loss of hearing was observed for 31% of subjects. In a later study, Gstoettner et al. [19] reported on 18 subjects implanted with the Combi40+ medium (M) electrode array
with a much improved rate of hearing preservation. The
overall hearing preservation rate was 83.2% with 66.6%
of subjects having enough hearing preservation postoperative to be classified as meeting EAS audiometric criteria. The mean degree of threshold elevation was 22 dB
through 1000 Hz.
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Hearing preservation for improved performance
in a complex listening environment
EAS patients have two acoustic-hearing ears to code interaural time and intensity differences and to deliver redundant acoustic information. Thus, EAS recipients should
have an advantage over bimodal patients when signal and
noise are spatially separated. To test this hypothesis, Gifford et al. [20] obtained sentence recognition data for
conventional unilateral implant recipients (n=25), bilateral cochlear implant recipients (n=10), bimodal listeners
(n=24), and EAS listeners (n=5). The 5 EAS listeners were
3 Nucleus Hybrid recipients (2 Hybrid 10 mm, 1 HybridL24 16 mm) and 2 conventional Nucleus N24 (CI24RCA) long-electrode recipients with hearing preservation.
HINT sentence recognition [37] was assessed in a restaurant
noise background [65] originating from the R-SPACE 8-loudspeaker array. The 8 loudspeakers were placed circumferentially about the subject’s head at a distance of 24 inches (60
cm) with each speaker separated by 45°. An SRT was obtained
using a one-down, one-up adaptive procedure to determine
the signal-to-noise ratio (SNR) required for 50% correct. The
noise level was fixed at 72 dB SPL to simulate the average
level of the noise observed during the restaurant recording.
The mean SRTs for the unilateral and bilateral implant recipients were 12.2 and 9.6 dB SNR, respectively. For bimodal listeners, i.e., bimodal patients and EAS patients
in the bimodal condition, the SRTs were 10.6 and 9.6 dB
SNR, respectively. When the EAS patients were able to use
binaural acoustic hearing, their performance improved
by 3.4 dB for a mean SRT of 6.2 dB SNR. These preliminary data support our hypothesis that the value of hearing preservation will be best shown in listening environments in which target and masker are spatially separated
and in which binaural low-frequency cues can play a significant role – such as those environments encountered
in the real world. Given that every 1-dB improvement in
SNR can yield up to an 8- to 15-percentage point improvement in speech understanding performance (e.g., [31,66],
the addition of acoustic hearing from the implanted ear
has the potential to provide considerable speech recognition gains in complex listening environments.

How much low-frequency hearing is needed?
Given the increased success of minimally traumatic surgical techniques in preserving low-frequency hearing with
standard electrode arrays, one must ask how much lowfrequency hearing is needed to observe an EAS benefit?
Brown and Bacon [66,67] assessed sentence recognition
in noise for 8 cochlear implant recipients who had residual low-frequency hearing in the non-implanted ear
(n=5) and/or the implanted ear (n=3). In order to determine the contribution of F0 to speech understanding in
noise, they assessed sentence recognition in noise for the
electric only condition (E), the electric plus acoustic lowpass filtered at 500 Hz (E+A), and for the electric plus a
pure tone at F0 that was both frequency and amplitude
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modulated (E+F0). They found that a similar level of sentence performance in noise for the E+A and E+F0 conditions. Thus, it would appear that the majority of the EAS
benefit arose from the information contained in the frequency region of F0 which ranged from 127 to 184 Hz.
With a similar aim, Zhang et al. [69] examined speech perception for 9 adult bimodal subjects using a low-pass filtering design. Acoustic speech stimuli delivered to the nonimplanted ear was either unprocessed or low-pass filtered
(90-dB/oct) at 125, 250, 500, or 750 Hz and combined with
the electric stimulation delivered via the cochlear implant
sound processor. CNC monosyllabic word recognition [70]
and AzBio sentence recognition [71] at +10 dB SNR was
assessed. Zhang et al. [69] found that the acoustic information provided by the 125-Hz low-pass filtered band provided the majority of the information provided by the unprocessed acoustic signal. This outcome fits well with the
results of Brown and Bacon [67,68] and suggests that the
majority of the EAS effect is provided by information in
the region of the F0.
Early reports on the benefit of adding acoustic to electric
stimulation suggested that the benefit could be due to the
acoustic F0 aiding in the segregation of the target voice
and the masking signal (e.g., [35,72–73]). However, more
recent studies (e.g., [74]) suggest that this is not likely to
be the case. On one account, the high resolution F0 signal provided by acoustic hearing allows better recognition
of lexical boundaries in noise-corrupted speech [75,76].

The future
In light of these findings, though preliminary in nature, it
may be the case that aidable hearing in a restricted lowfrequency passband is required to obtain EAS benefit.
This finding has the potential to influence EAS electrode
design – particularly array length – that could ultimately become commercially available. Perhaps in the future
a multitude of electrode lengths will be offered that could
be chosen based upon the configuration, slope, and lowfrequency thresholds associated with the audiogram, as
well as individual cochlear anatomy based on imaging.
It could also be the case that ultimately the hearing preservation achieved with conventional long electrodes will
yield maximum EAS benefit – provided that sufficient lowfrequency hearing and amplification is available. Clearly,
much additional research is needed.
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