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INTRODUCTION

Auditory hypersensitivity is a phenomenon difficult to define for 
several reasons. The most important obstacle to the formulation 
of a clear definition is the terminology complexity of the variety 
of reported symptoms, their subjectivity and circumstances of 
occurrence. The history of research in auditory hypersensitivity 
dates back relatively few years. Its analysis requires information 
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ABSTRACT:   Introduction: Auditory hypersensitivity is a phenomenon difficult to define for several reasons. The most important obstacle 
to the formulation of a clear definition is the terminology complexity, variety reported symptoms, their subjectivity and cir-
cumstances of occurrence. Abnormalities in auditory, physiological and psychological processes are connected with auditory 
hypersensitivity. Despite the wide range of diagnostic tests, managing a patient with this disorder is not an easy task. 

  Aim: The review explains the causes of inconsistencies in the terminology associated with this phenomenon, lists the types 
of auditory hypersensitivity mentioned in the latest literature, presents available epidemiological data and characterizes the 
most important diseases accompanied by auditory hypersensitivity. In addition, difficulties in determining the etiology and 
potential mechanisms for auditory hypersensitivity in subjects with no hearing impairment have been described. The paper 
also presents methods of diagnosis and treatment options proposed in the literature.
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STRESzCzENIE:   wstęp: Nadwrażliwość słuchowa jest zjawiskiem trudnym do zdefiniowania z kilku powodów. Najważniejsze przeszkody 
w sformułowaniu jednoznacznej jej definicji to: złożoność terminologiczna, różnorodność zgłaszanych objawów, ich subiek-
tywizm i okoliczności występowania. Wiadome jest, że u podnóża nadwrażliwości słuchowej leżą nieprawidłowości w pro-
cesach słuchowych, fizjologicznych i psychologicznych. Mimo szerokiego przekroju badań diagnostycznych, postępowanie 
z pacjentem z tym zaburzeniem nie stanowi łatwego zadania. 

  Cel: W prezentowanej pracy: wyjaśniono przyczyny niezgodności dotyczących terminologii związanej z tym zjawiskiem, 
wymieniono rodzaje nadwrażliwości słuchowej uwzględniane w najnowszej literaturze, przedstawiono dostępne dane epi-
demiologiczne oraz scharakteryzowano najważniejsze jednostki chorobowe, którym towarzyszy nadwrażliwość słuchowa. 
Ponadto opisano trudności w ustalaniu etiologii i zaproponowane dotychczas potencjalne mechanizmy odpowiedzialne za 
powstawanie nadwrażliwości słuchowej u osób bez stwierdzonego niedosłuchu, a także zaprezentowano metody diagnozo-
wania oraz proponowane w literaturze sposoby leczenia.
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thresholds. However, those with thresholds below 0 dBHL are 
considered to be hypersensitive. This can be misleading because 
patients with these hearing thresholds in tonal audiometry do not 
usually suffer from auditory hypersensitivitythat is considered to be 
a pathology. Thresholds below 0 dBHL are rare in diagnostic practice 
and sometimes it is not possible to perform such measurements 
on a given audiometer [3].

In literature, auditory hypersensitivity is defined in different ways, 
e.g. as „increased sound awareness” or „unbalanced loudness 
perception function”. Some authors, when describing auditory 
hypersensitivity, draw attention to the sensation of discomfort 
caused by sounds, which is not experienced by people with normal 
hearing, or refer to it as „intolerance to ordinary sounds coming 
from the environment” [3, 6, 8]. 

Types of auditory hypersensitivity
A large number of auditory hypersensitivity definitions emphasizing 
many different factors results from the variety of symptoms reported 
by patients. In order to organize all the known definitions and make 
it easier to search for information in this area, this article presents 
three types of auditory hypersensitivity: hyperacusis, phonophobia 
and misophonia. 

Hyperacusis
Hyperacusis is often described as „pure hypersensitivity to sounds”. 
Occasionally it is a generic term for all phenomena related to 
auditory hypersensitivity. However, most sources point out that it 
is important to distinguish hyperacusis as an autonomous entity 
with its typical mechanisms and symptoms [3, 7, 8, 14]. 

A characteristic symptom of hyperacusis is the sensation of low- 
to moderate-intensity sounds as loud or very loud. This involves 
lowering the uncomfortable hearing level (UCL), which is the 
lowest value of the sound level that is perceived as unpleasant. On 
the other hand, lowered hearing thresholds are not an indication 
of this type of hypersensitivity [9].

Depending on the severity of hyperacusis, it can cause stress, 
discomfort, pain and behaviors leading to reduced sound exposure. 
Another important fact is that UCL is not always constant over time, 
it can change as circumstances or sound stimuli change. It is often 
impossible to predict exactly when a patient will be complaining of 
these ailments. Moreover, people with hyperacusis can often adjust 
their lifestyle to avoid sounds causing discomfort [3, 9, 11, 15].

Hyperacusis  can coexist  with other types of  auditor y 
hypersensitivity, such as misophonia or phonophobia. Sometimes 
one type of hypersensitivity also leads to another. For example, 
hyperacusis can lead to phonophobia and vice versa. There are also 
cases of co-existence of all three of these pathologies simultaneously. 

Misophonia
Misophonia is a type of auditory hypersensitivity in which the 
psychological aspect is extremely important. It does not include 

not only in the field of otolaryngology and audiology, but also 
neurology and psychiatry [1–5].

Initially, auditory hypersensitivity was associated with hearing loss. 
However, it has been noted that there is a group of patients with 
normal hearing who complain of too loud ambient sounds. They 
described the ailment as a very bothering, therefore more and more 
steps have been taken to learn about it. Since the first introduction 
of the term hyperacusis by Perlman into medical literature in 1938, 
many different definitions of auditory hypersensitivity have been 
presented in the scientific world. For example, it was described as 
a reduced tolerance to typical ambient sounds, which generally 
do not cause equally strong negative reactions [1, 2, 6–10]. The 
most frequently mentioned emotional conditions accompanying 
auditory hypersensitivity include: discomfort, irritation leading 
even to rage, feeling of tension, strong impulse to escape or cry, 
pain, difficulty in concentration, anxiety and stress [1, 2, 9, 11]. 

Based on clinical studies, it is assumed that hearing hypersensitivity 
is most common in people whose uncomfortable hearing level 
(UCL) is below 90-100 Dbhl [4]. It occurs in patients of different 
ages, with hearing loss, as well as in those with normal hearing. 
Various forms, such as hyperacusis and phonophobia, are 
mentioned. Misophonia is a relatively recent and named type of 
hypersensitivity, in which, unlike in hyperacusis, there is not always 
a lowered comfort threshold [11].

All these types have certain characteristics in common, but the 
treatment of patients in each of these cases often turns out to be 
different. Therefore, it is very important to make a proper diagnosis, 
using both objective and subjective testing methods, from tonal 
audiometry, through personal questionnaires, to imaging diagnostics.

Hearing hypersensitivity is an important phenomenon, because 
apart from being the cause of discomfort to the patient, often even 
physical pain, it is also associated with psychological consequences. 
It results in deterioration of mood, social contacts or isolation from 
the people close to them. Therefore, new reports on this disorder 
play an important role, which may determine the proper ways of 
proceeding in diagnostics and therapy, which would improve the 
comfort of life of people with this type of hypersensitivity [11–13].

AUDITORy HyPERSENSITIVITy – DEFINITION, 
TyPES, OCCURRENCE

Although many scientific publications have tried to explain the 
concept of auditory hypersensitivity to date, there is no single 
commonly accepted definition of this phenomenon. It has been 
noted that there are some terms used within this topic to describe 
different auditory experiences or emotions of a patient. They often 
refer to different mechanisms. 

The term hypersensitivity itself gives some idea of the nature of 
this pathology. Biological sensitivity can be defined as the ability 
to respond to a specific stimulus. The prefix hyper- suggests an 
excessively severe, exaggerated reaction. On the other hand, in 
psychoacoustics, the term sensitivity is used to refer to hearing 
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Epidemiology of auditory hypersensitivity
The number of publications that have studied the incidence of 
auditory hypersensitivity is very limited.  The reason for this is an 
inconsistency in the terminology associated with this phenomenon 
and the lack of a universal, more widely used research questionnaire 
and lack of the so-called „gold standard” in the diagnostics of 
auditory hypersensitivity. For example, in the tonal audiometry 
testing, it is not a rule to set a threshold of uncomfortable 
hearing, and such data would help in estimating the prevalence 
of hyperacusis. It is even more difficult to determine the incidence 
of misophonia or phonophobia, in which the psychological 
component is of great importance. It is therefore important to 
formulate appropriate questions so that the problem can be properly 
diagnosed. In addition, the division into hyperacusis, misophonia 
and phonophobia is often not used in epidemiological reports. 
Therefore, study results provided by different, independent sources 
are sometimes divergent. The rate of auditory hypersensitivity 
was often studied during research on other, different pathologies; 
the most frequently discussed issue was the link between 
hypersensitivity and tinnitus [3, 12, 13, 20, 21]. 

However, despite difficulties, data on the epidemiology of auditory 
hypersensitivity were presented on the basis of clinical observations. 
Some of them take into account factors such as demography, 
lifestyle, general health or hearing [3, 10, 19]. 

The study by Andersson et al. [22] assessing the Swedish population 
(the study group consisted of 1184 people), in which the disorder 
was defined as an unusual reaction to ordinary ambient sounds, 
showed that the presence of auditory hypersensitivity symptoms 
was reported by slightly less than 1/10 of respondents.

In their paper, Paulinus et al. [19] presented an environmental 
health study on the characteristics of auditory hypersensitivity 
in the general population in Sweden. The examined subjects 
included people after medical consultation, those diagnosed 
with hypersensitivity and those without the diagnosis, who only 
observed the symptoms on their own, comparing their results with 
people without hypersensitivity. It has been shown that people with 
auditory hypersensitivity are mainly those with higher education 
level, who assess their general health condition as poorer. The risk 
group mainly includes the middle-aged and elderly people. Factors 
such as marital status, physical activity or smoking have proved 
to demonstrate low significance. The greatest co-occurrence of 
certain conditions with hypersensitivity, mainly psychiatric ones, 
has been noted, including depression, post-traumatic stress disorder, 
chronic fatigue syndrome, generalized anxiety disorder, but also 
ailments such as tinnitus, migraine, fibromyalgia and irritable bowel 
syndrome. The authors of the mentioned paper pointed out that 
further research is needed to understand more precisely the role 
of sex, education and age in auditory hypersensitivity. 

There are no more recent epidemiological data available for the Polish 
population than those from studies conducted at the end of the last 
century [23]. They showed that out of 10,349 respondents, over 17 
years of age, living in different regions of Poland, 15.2% reported 
symptoms of auditory hypersensitivity. Taking into account gender, 
the results were as follows: 12.5% were females, 17.6% were males. 

a reduced tolerance to high-intensity sounds, but it is unpleasant 
sensation for individual (selective) sounds depending on a person. 
The name of this condition originates from Greek misos, or „hatred” 
and phony, or „sound”. Misophonia is a much younger concept than 
hyperacusis. It was introduced to literature at the beginning of the 
20th century. Another name, but less commonly used, is Selective 
Sound Sensitivity Syndrome [1, 15, 16].

Misophonia can be characterized as a set of symptoms that occur 
in patients at the time of exposure to specific acoustic stimuli. The 
sounds that cause these symptoms are usually individual for each 
person. A very strong, emotional reaction appears in response, the 
components of which are anger, irritation or anxiety. In addition, 
there may be somatic symptoms such as pressure felt in different 
parts of the body, accelerated heart rate, difficulty with breathing, 
pain, muscle spasms and elevated body temperature [11, 15–17].

The wide range of sounds that cause a negative reaction includes 
mainly sounds related to eating (chewing, crunching, swallowing), 
nose (breathing, snoring) and other sounds, which can include clock 
ticking, stamping, dog barking, baby crying, footsteps, etc. [17].

It has been noted that the type of sounds that are most troublesome 
for a person depends on their life experience, psychological profile 
and, what is extremely important, emotional ties with others. It 
is often the case that the strongest symptoms appear under the 
influence of sounds emitted by specific members of the patient’s 
family. Attempts were made to include misophonia into the 
spectrum of obsessive-compulsive disorders. However, it was 
eventually recognized as an independent set of symptoms [16, 17].

The subject of misophonia was marginalized until recently. Over 
the recent years, however, the level of public awareness of this 
phenomenon has increased significantly, which was due to the 
interest of researchers and more scientific research conducted on 
misophonia [11, 15–17]. 

Phonophobia
Phonophobia is a type of auditory hypersensitivity which, unlike 
misophonia, is characterized by fear of sounds and not aversion to 
them [6]. Another important distinguishing feature of phonophobia 
is, as in misophonia, the selectivity of acoustic stimuli. Therefore, 
phonophobic sounds  do not have to be „loud”. Often the „silent” 
ones cause a negative reaction, while others of much greater 
intensity are felt as neutral.

Fear in phonophobia can be caused by associating the stimulus 
with something unpleasant or with a traumatic past experience. 
Sometimes it is associated with a mistaken belief that a sound 
can lead to hearing damage. The patient tries to avoid exposure 
to sound causing anxiety, at all costs [6, 18].

Sometimes phonophobia is defined as a specific category of 
misophonia. In clinical psychology, it is treated like other types 
in phobia. It has been noted that in neurology it has been dealt 
with in relation to migraine headaches, which usually accompany 
misophonia [11, 15, 19].
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cognitive aspects of hearing and the subconscious. This causes 
the person exposed to a particular sound to be aware that it is not 
dangerous. A strong, negative emotional response appears, which 
cannot be fully controlled. This pathomechanism of misophonia 
makes it possible to explain the phenomenon in which sounds of 
a particular kind cause irritation and others, even louder ones, may 
not cause any negative reaction. Moreover, a strong excitement of 
amygdala, which is an important component of the limbic system, 
has been reported on in auditory hypersensitivity. This structure 
is responsible for the feeling of fear, which is the most important 
characteristic of phonophobia. The processes taking place in this 
structure can also lead to unpleasant tension, which is felt in 
misophonia [15, 17].

A potential mechanism for the development of auditory 
hypersensitivity is also considered to be a disorder in the auditory 
pathway of the efferent part of the auditory system, more specifically 
its medial part. It is supposed to affect the micromechanics of the 
cochlea and the regulation of sound amplification. Its myelinated 
axons run from the superior olivary nucleus and form synapses with 
external auditory hair cells in the organ of Corti. A dysfunction of 
this part of the nervous system causes hyperacusis as a consequence 
of the lack of regulation of the acoustic stimulus gain [28, 29]. 

It is also suggested that abnormalities in the amount and effect of 
serotonin produced in the brain and affecting the sensory sensitivity 
of the body by transmitting sensory and pain stimuli play a significant 
role in the development of auditory hypersensitivity [30].

There is also a correlation between auditory hypersensitivity and 
the feeling of stress, fatigue or nervousness [3, 31]. The symptoms 
of reduced tolerance to sounds become more severe during these 
conditions. This is due to the excessive effect of glutamate, which 
contributes to the formation of too strong functional potentials 
of the cochlear nerve in the synapsis between the inner auditory 
cell and the spiral ganglion [31]. Dozier [17] also presented 
a hypothetical mechanism of misophonia formation, based on 
the phenomenon of classic conditioning. The theory is supported 
by descriptions of cases in which the cause of hypersensitivity to 
sound was the formation of an unconditional response as a result 
of various situations, e.g. associating a phone call with emerging 
problems at work, inability to fall asleep when being accompanied 
by the loud sound of breathing. However, this concept has not been 
proven by any other empirical data.

There are several diseases and conditions that are or may be 
associated with auditory hypersensitivity. The most important are: 
migraine, tinnitus, Williams’ syndrome, multiple sclerosis [3, 12, 19].

The literature reports that the vast majority of patients experience 
auditory hypersensitivity during a migraine attack. Moreover, such 
people are more likely to develop hypersensitivity between attacks 
than those who do not suffer from migraine. This relationship 
has not yet been fully clarified. It has been suggested that 
norepinephrine surge in the thalamus and cerebral cortex may 
play a key role. The importance of fluctuations in the amount of 
serotonin is also noted. It is also important that different types of 
hypersensitivity coexist in migraine. In addition to hearing, there 

The incidence of hypersensitivity was the highest in the central part of 
Poland, which is the most urbanized region considered in this study 
and amounted to 24.9% of respondents. It was also measured that 
40% of tinnitus patients reported auditory hypersensitivity. However, 
it was not indicated which questionnaires were used for the study 
and which questions the respondents were asked. 

ETIOlOGy AND ETIOPATHOGENESIS OF 
AUDITORy HyPERSENSITIVITy

The world literature speaks of many possible causes of 
hypersensitivity in people without hearing loss. Both peripheral 
and central mechanisms are taken into account. However, not all 
of them have yet been thoroughly examined and proven. A large 
proportion of them are treated hypothetically. The aim of this study 
is to obtain the most objective evidence possible to determine the 
causes of this phenomenon. In most cases, however, it is not possible 
to determine one specific etiological factor [3, 11].

Auditory hypersensitivity often accompanies other diseases, 
sometimes not related to the hearing organ. It may also be 
influenced by the type of work performed and other environmental 
factors. Each type of hypersensitivity, due to its characteristics, 
may have different mechanisms of formation. 

The literature, taking into account etiopathogenesis, lists two basic 
types of hypersensitivity in adults with no hearing loss: peripheral 
and central.

Peripheral hypersensitivity most often concerns dysfunction of 
the peripheral part of the hearing organ.  It may occur in case 
of damage to e.g. the facial nerve and is associated with a stapes 
reflex disorder. The theory of peripheral auditory hypersensitivity 
explains that when this stapes reflex does not play its role, more 
acoustic energy comes into the cochlea. This causes the volume of 
a given acoustic stimulus to be over-sensitive. This dysfunction can 
be found in the course of e.g. herpes zoster oticus (Ramsay Hunt 
Syndrome), facial nerve paralysis [6, 24, 25]. Peripheral auditory 
hypersensitivity may also be a complication after stapes surgery [26].

The causes of central hypersensitivity can be traced back to the 
dysfunction of the central auditory system. There are several 
concepts on what exactly the central mechanism is behind the 
unpleasant acoustic sensations. Jastreboff P. and Jastreboff M. [11] 
 proposed a neuropsychological mechanism of the auditory 
hypersensitivity, divided into hyperacusis and misophonia. 
According to this theory, hyperacusis is caused by pathologically 
high signal amplification at the auditory tract level, which in turn 
leads to stimulation of the limbic and autonomic nervous system. 
It is important that the functioning of the connections between the 
auditory system and the limbic and autonomic nervous systems is 
still correct here. Their overactivation is a reflection of their high 
excitement by the hearing organ. In the course of misophonia, the 
peripheral auditory system also functions properly, while some 
sounds cause excessive neuronal excitation of the connections 
between the auditory system and the limbic and autonomic nervous 
systems. These connections are stimulated by both conscious and 
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a correlation between the frequency of hypersensitivity and the 
genre of music performed, e.g. the share of people with hyperacusis 
playing classical music is lower compared to pop and rock music [41].

There is a frequent auditory hypersensitivity noted among athletes 
after injuries leading to mild brain injuries. Symptoms of reduced 
sound tolerance increase in patients with concurrent depressive 
symptoms [42].

DIAGNOSTIC PROCEDURES FOR AUDITORy 
HyPERSENSITIVITy

Due to its high subjectivity, auditory hypersensitivity is 
a phenomenon that is difficult to recognize and quantify. Since 
auditory hypersensitivity can occur both as an independent disorder 
and as a symptom in the course of a variety of disorders, the task of 
diagnostic tests is to rule out the pathologies that may be the source 
of reduced sound tolerance and require specific treatment. However, 
most patients do not manage to find one specific etiological factor 
and causal treatment is impossible [3, 4]. The tests for auditory 
hypersensitivity include both otolaryngological, audiological and 
imaging ones.

An integral part of an accurate diagnosis of auditory hypersensitivity 
is a reliable medical history. The starting point is to draw attention 
to a number of different factors associated with this disorder, among 
which the following are the most important symptoms: time to 
notice the first symptoms, the type and level of sounds causing the 
discomfort, situations and states of well-being in which the patient 
feels hypersensitivity the most, monaural or binaural nature of 
symptoms, the degree of the discomfort regularity, the emotional 
relationship felt towards sounds that cause hypersensitivity, the 
impact of auditory hypersensitivity on the quality of life, co-
occurrence of other symptoms, i.e. headache, tinnitus, imbalance. 

Standardized personal hypersensitivity questionnaires are helpful 
in conducting the interview, and greatly facilitate the ordering 
of the information obtained. One of them is the Hyperacusis 
Questionaire (HQ), proposed by Khalf et al. [43] which mostly 
concerns psychological and social aspects. It consists of two parts. The 
first is to obtain basic information about the person being examined. 
The second one contains questions about auditory hypersensitivity 
in three categories: social aspect, concentration and emotions. The 
questionnaire allows to analyze, among other things, the ability ignore 
the sound, the impact of sounds on everyday life or the occurrence 
of emotional reactions. Obtaining an appropriate number of points 
qualifies the tested subject as being hypersensitive to sounds.

The „Multiple-Activity Scale for Hyperacusis”, presented by Dauman 
and Bouscau-Faure [21], examines the level of annoyance on a scale 
of 1 to 10 in various everyday situations that can cause discomfort or 
irritation. Examples of activities considered in this questionnaire in-
clude watching TV, driving a car, being at cinema, church or restaurant.

Other questionnaires are also presented in the literature, such 
as „The Loudness and Annoyance of Everyday Sounds” and „The 
Relative Handicap of Hearing Loss, Tinnitus and Hyperacusis”. Both 

is a strong sensitivity to light. A common cause connecting these 
ailments has not been ruled out [3, 12, 32–34]. 

The exact cause of auditory hypersensitivity in multiple sclerosis 
(MS) is not yet known. However, Weber et al. study [35] in patients 
with MS showed pathological auditory response to evoked 
potentials resulting from brainstem lesions. In addition, magnetic 
resonance imaging demonstrates demyelination changes in the 
central auditory pathway [35].

Tinnitus is very often associated with auditory hypersensitivity, 
but the results of studies on these relationships often vary greatly 
from 21% to as much as 86%. This is due to different criteria for 
the diagnosis of hypersensitivity and the fact that these data often 
come from centers specializing in tinnitus treatment and may not be 
representative of the whole population. It is suggested that similar 
mechanisms may condition both these pathologies [3, 12, 20, 21, 36].

It is also important that auditory hypersensitivity occurs in genetic 
diseases. One of them is Williams’ syndrome, which is caused by 
the absence of about 26 genes, including the one encoding elastin 
and LIM-1 kinase. The characteristic appearance of the face, cardiac 
dysfunctions (e.g. aortic stenosis), mental retardation, friendly attitude, 
as well as hypersensitivity to ordinary ambient sounds, which occurs 
in up to 95% of cases, are typical for this disease. There is no known 
source of auditory hypersensitivity in Williams’ syndrome. So far, it 
has been proven that absence of elastin can affect the conversion of 
an acoustic stimulus into an electric one, as this protein is important 
for the movement of the auditory hair cells’ cilia. Moreover, too little 
elastin stiffens the stapes tendon, thus canceling the stapes reflex. The 
ABR study did not show pathological morphology of the response, 
therefore it is concluded that the causes of hypersensitivity in Williams’ 
syndrome do not occur at the brainstem level. Referring to other 
sources, it is suggested that specific cortical mechanisms processing 
sound are potential etiological factors [37–40].

It has been proven that there is a relationship between the 
occurrence of auditory hypersensitivity and the nature of the work. 
Many professions are closely related to over-exposure to various 
risk factors. They can have a negative effect on the hearing organ, 
nervous system or mental condition and cause sound intolerance. 
Stress at work, lack of support and excessive occupational effort 
also play an important role [10].

There was a significant rate of intolerance to certain sounds among 
war veterans who did not have hearing loss. The number of chances 
of this disorder was almost twice as high in people who additionally 
experienced at least one explosion during their professional activity. 
War veterans may also experience unpleasant phonophobic-specific 
symptoms. In clinical conditions, it has been observed that under the 
influence of a sound generator, the purpose of which was to facilitate 
falling asleep, the opposite effect was achieved in these people 
– veterans left the room in which the sound was emitted. The reasons 
was its resemblance to the one that they experienced e.g. in a prison 
in which they were kept and evoked a strong emotional response [9].

After tinnitus, auditory hypersensitivity is the second most common 
irritating symptom among professional musicians. There is also 
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misophonia or phonophobia, is done in such a way as to reduce the 
conditional reflex to an unpleasant sound. Thus, various methods 
are used leading to the most effective possible connection of 
annoying stimuli with something pleasant. The duration of the 
entire treatment process for all types of auditory hypersensitivity is 
similar and can last several weeks. Studies confirm the effectiveness 
of this method. Among patients with auditory hypersensitivity 
(hyperacusis, misophonia or two conditions at the same time) 
treated with TRT, a vast majority report significant improvement 
and remission of symptoms [11, 13].

Other sound therapies are also practiced independently from 
or together with TRT. One of them is to administer pink noise 
using headphones for two hours every day. The noise level must 
be comfortable. Another method is to expose the patient to 
troublesome sounds in moments of relaxation. In addition, it is 
possible for relatives to accompany the person in order to achieve 
better results. This method is used to achieve the highest possible 
tolerance for previously unacceptable acoustic stimuli [11, 13, 43].

Another more widely used method is cognitive-behavioral therapy 
(CBT), specifically adapted to treat auditory hypersensitivity. This 
is a multi-element treatment with at least several sessions. It is 
based on relaxation, exposure to sounds and cognitive therapy, 
concerning thoughts hard to overcome and reflexes appearing 
in the face of uncomfortable stimuli. The patient is informed 
about the specifics of their condition and develops appropriate 
responses to all sounds. Satisfactory results of this method have 
been reported among patients with auditory hypersensitivity [2, 4]. 
It is effective because it is very helpful to become fully aware of the 
fact of having this disorder, to accept it and to overcome the fear 
of speaking about it. It is also extremely important to support the 
immediate environment, which should understand the essence 
of hypersensitivity. The effectiveness of the foregoing methods is 
usually measured through UCL and using the HQ („Hyperacusis 
Questionnaire”) before and after a specific therapy [4].

As auditory hypersensitivity is often one of the symptoms of certain 
diseases, the treatment of the underlying disease often reduces the 
intensity of the auditory hypersensitivity sensation.  For example, 
the use of migraine medications helps prevent hypersensitivity to 
various types of stimuli [33, 44].

There are also ongoing studies on medicines designed to reduce or 
completely eliminate the symptoms of auditory hypersensitivity. 
However, reports on drugs and their efficacy are limited to 
case reports [4]. Positive results of mainly psychotropic drugs, 
such as alprazolam [45] and carbamazepine with anxiolytic and 
anticonvulsant effects [46] were found, while a patient with Lyme 
disease was treated with fluvoxamines and fluoxetines (serotonin 
uptake inhibitors), which contributed to the resolution of symptoms 
of auditory hypersensitivity and increased UCL [47].

SUMMARy

Auditory hypersensitivity is a complex issue and many questions 
remain unanswered. Inconsistencies appear as early as at the 

are intended to identify types of annoying sounds in the occurrence 
of hypersensitivity. Studies on their effectiveness in diagnosing 
auditory hypersensitivity have not yet been published [4].

Despite the availability of several questionnaires in the literature on 
patients with auditory hypersensitivity, none of them is considered 
a standard in diagnosing this disorder. There is still a need for an 
improved, standardized study taking into account the severity, 
type and nature of auditory hypersensitivity.

In addition to the questionnaires, information about past injuries 
(especially of the head and neck), laryngological procedures, 
audiological and neurological diseases may be crucial in the further 
part of the interview with a patient with auditory hypersensitivity. 
Identifying coexisting diseases, with one of the symptoms being 
auditory hypersensitivity, brings closer its etiology and facilitates 
further treatment.

It is also extremely important to perform otolaryngological 
examination and audiological diagnostics, including subjective 
and objective audiological examinations.

It may be helpful to determine the degree of auditory hypersensitivity 
by determining the uncomfortable hearing level (UCL) for individual 
tones and specific ambient sounds. This measurement shall be 
given priority if the patient has difficulty in participating in other 
audiological examinations. Literature points to the fact that in people 
with auditory hypersensitivity, UCL for ambient sounds was usually 
lower than UCL for tones. It should also be emphasized that UCL 
will not be lower in every patient, because high intensity of sounds 
is not always the cause of discomfort [4].

Imaging tests are primarily used to diagnose other diseases with 
auditory hypersensitivity. Their diagnosis makes the course of 
causal treatment much easier. 

TREATMENT OF AUDITORy HyPERSENSITIVITy

A vast majority of people with auditory hypersensitivity initially use 
different methods to reduce the unpleasant acoustic experience. 
These are mainly various types of earplugs or noise-cancelling 
headphones. It is worth noting, however, that these are temporary 
methods, temporarily minimizing some of the symptoms, but they 
do not provide permanent effects. What is more, they may intensify 
the acoustic experience in the future, as a result of the compensation 
mechanisms of the nervous system. It is therefore important to find 
a method that provides visible and long-lasting results. 

Jastreboff P. and Jastreboff M. [13] proposed a proprietary treatment 
for auditory hypersensitivity, called TRT (Tinnitus Retraining 
Therapy). The intended end result of this method is a natural body 
mechanism called habituation. It is defined as minimization or 
complete disappearance of the stimulus response (in this case 
acoustic) at central level. In the case of hyperacusis, broadband 
noise generators are used, increasing its intensity from time to time. 
The patient must not feel any discomfort during the whole therapy, 
they control the entire process. On the other hand, the treatment of 
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this subject sometimes results in people with typical hypersensitivity 
symptoms not being aware of the existing therapeutic possibilities 
and not receiving help. However, such a support is very important 
because reduced tolerance to sounds greatly reduces the quality of 
life. It affects concentration, sleep, cognitive abilities, relationships 
with others, and consequently, patient’s emotional condition. 

Equally important is the influence of people around the patient with 
hearing hypersensitivity.. It is important to send clear messages 
about your desire to understand this condition. This is not always 
easy, due to the subjectivity and specific nature of the symptoms of 
auditory hypersensitivity. Keen interest in the problem and offering 
help supports patient’s acceptance of auditory hypersensitivity and 
usually accelerates the effects of therapeutic management.

stage of the very definition of this phenomenon, which makes 
describing epidemiology, etiology and etiopathogenesis very difficult. 
Abnormalities in auditory, physiological and psychological processes 
are connected with auditory hypersensitivity. Despite the wide range 
of diagnostic tests, managing a patient with this disorder is not an 
easy task. There is a clear need to improve personal questionnaires 
and to define a „gold standard” in diagnostics, which would improve 
this process. Optimistic prospects for the future are provided by 
imaging tests, especially functional tests, which allows for a thorough 
analysis of changes taking place at the central level. 

Currently available treatment methods (TRT, cognitive-behavioral 
therapy, sound therapies) effectively help patients reduce 
hypersensitivity to sounds. The low level of public awareness of 
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