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Introduction

Approximately one in every 10-15 adults experiences chronic tinnitus.** For most, the perception
isfairly innocuous. For others, it is the trigger for sleep disruption, concentration difficulties, and

emotional reactions.’ It is quite common for tinnitus sufferers to complain of the frustration and
hopel essness that results from healthcare providers offering the standard bromide, “nothing can be
done—learnto live with it.” We focus here on audiologists and their role in providing effective
clinical servicesfor their patients.

Every audiologist is aware that tinnitusis highly prevalent in their patient population. Hearing loss
and tinnitus go hand in hand, and audiologists are accomplished in providing services to address
hearing loss, but not necessarily tinnitus. In addition, many patients with tinnitus also report
decreased sound tolerance (DST). Our premise is that audiologists, relative to all other healthcare
providers, arein the best position to help patients with the three related conditions of hearing loss,
tinnitus, and DST.

Although so many people are in need of clinical servicesfor their tinnitus, very few healthcare
providers have the knowledge and expertise to fill thisrole. Audiologists are ideally positioned to
provide tinnitus clinical services because they are:

¢ Hearing aid experts, and they have expertise with sound-generating devices that can be used to
alleviate effects of tinnitus.

Trained and knowledgeabl e in anatomy, physiology, and pathology of the auditory system.
Skilled in ng hearing function, with these skills being adaptable to evaluate
psychoacoustic attributes of tinnitus using existing equipment and facilities.

Skilled in counseling patients regarding the auditory system and auditory rehabilitation.
Affiliated with otolaryngologists, who are necessary to perform medical evaluations for
underlying causes of tinnitus.

Consistent with these inherent qualifications for audiologists to serve as tinnitus-care providers,
Audiology national organizations include tinnitus care in their scope of practice. It istherefore
puzzling why most audiology graduate programs do not provide comprehensive training in tinnitus
management. The net result is that audiologists are not prepared by their graduate education to
become tinnitus practitioners. The purpose of this article isto argue for the necessity of
audiologists to at least become competent in assessment of the tinnitus patient and to provide basic

Canadian Audiologist -1/6- Printed 31.01.2026


https://canadianaudiologist.ca/
https://canadianaudiologist.ca/standardization-of-tinnitus-services-feature/

intervention for bothersome tinnitus through the use of hearing aids, sound-generating devices, and
the provision of accurate tinnitus-care information to their patients.

Methods of both tinnitus assessment and intervention are numerous, and consensual standards do
not exist to inform inter-clinic consistency in conducting these procedures. As aresult, audiologists
who provide tinnitus services vary greatly in how the services are delivered. In 2014, evidence-
based tinnitus practice guidelines were published by the American Academy of Otolaryngology-

Head and Neck Surgery Foundation (AAO-HNSF).* Two years later, it was concluded these

guidelines were “followed infrequently” in the United States.” Recently, specific procedures for
basic tinnitus management by audiologists were recommended based on the AAO-HNSF

guidelines and over two decades of tinnitus clinical research.” The present article reviews those
recommendations as an effort to promote greater uniformity amongst audiologistsin their
provision of tinnitus services.

Basic Audiologic Services for Tinnitus

The protocol described below is a brief overview of what has already been described in detail .’
Please refer to the figure for this section. The figure is an adaptation of the figure that appearsin

the original article,” with some slight revisions. The following hyperlink provides access to the
Tinnitus and Hearing Survey, Tinnitus Screener, and Tinnitus Functional Index:
https://hearing.health.mil/For-Providers/Progressive- Tinnitus-M anagement/PTM-Provider-Resourc
es/Tinnitus-Questionnaires

Initial Evaluation
In the figure, the box labeled “Initial Evaluation” contains three evaluation tasks that are

considered essential, and two that are optional. The first two tasks are what any audiologist would
normally do as part of aroutine assessment: case history and audiologic evaluation. The case
history should of course ask questions about any symptoms that would indicate the need for a

medical evaluation by an otolaryngologist.® The AAO-HNSF guidelines recommend that every

patient complaining of tinnitus be evaluated by an otolaryngologist.” If thisis not feasible (which is
often the case), then the audiologist must at least recognize symptoms that would suggest
“secondary” tinnitus, such as tinnitus caused by some condition in the head or neck that produces
an actual sound. Such conditions can be serious, and even life-threatening, so thisis acritical
concern.

The audiologic evaluation is routine, except for the caveat that many patients with tinnitus find
acoustic reflex testing to be aversive. Such testing should therefore be done only if indicated by
other test results. Tinnitus psychoacoustic testing is not normally recommended due to the inability

to utilize the test results to inform clinical decision-making.’

The third “essential” task isto administer the Tinnitus and Hearing Survey (THS).? The THS
requires only about 5 minutes of additional time and is critical to clearly distinguish tinnitus-
specific from hearing-specific problems. Patients often blame their hearing problems on their

tinnitus’ and the THS was designed specifically to sort out this confusion. The THS also includes
two itemsthat screen for DST. The astute examiner can use the responses to these two items to
reasonably surmise if aDST problem is related more to hyperacusis (loudness hypersensitivity) or

misophonia (emotional/psychological reactions to certain sounds).*
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It might be noted that a standard tinnitus questionnaire is not recommended as part of theinitial
evaluation. Thisis because patients who blame their tinnitus for their hearing problems will
respond accordingly to questions about the impact of their tinnitus, inflating the severity score and
giving the indication the tinnitus is aworse problem than it is. A standard questionnaire, however,
isoptional at this point. Clinicians might want more detailed information than is available from the
THS about why the tinnitusis a problem for the patient. Tinnitus questionnaires, of which there are

many, provide a comprehensive look at how and why the tinnitus is bothersome.™ The information
derived can be useful for counseling purposes.

The Tinnitus Screener is also optional, and is used only if there is uncertainty about what the
patient means by “I have tinnitus.” Assuming the patient’ s symptoms are consistent with “primary”
tinnitus, which is defined as “idiopathic and may or may not be associated with sensorineural

hearing loss,”* then it is important to know how long the patient has experienced tinnitus and the
frequency of its occurrence. The Tinnitus Screener is a six-item algorithmic instrument that can be
completed in less than 1 minute. Completing it will indicate if the patient’ s tinnitus duration is
persistent (i.e., chronic; 26 months) or recent-onset (i.e., acute; <6 months). It will also determine if
the tinnitus frequency of occurrence is*“constant,” “intermittent” (lasting at least 5 minutes and
occurring at least daily or weekly), “occasiona” (lasting at least 5 minutes and occurring less than
weekly), or “temporary” (caused by some event and expected to resolve on its own). Constant or
intermittent tinnitus would necessitate tinnitus clinical services, while occasional or temporary
tinnitus would suggest educating the patient about hearing conservation and following up to
monitor for any increase in symptoms.

Based on theinitial evaluation, a decision is made as to whether the patient’ stinnitusis
bothersome or non-bothersome. This decision relies on the THS, and is ultimately made by the
patient. There is no threshold score on the THS that would distinguish between bothersome versus
non-bothersome tinnitus, but rather the score for the Tinnitus Section A is compared to the score
for the Hearing Section B. The scores are discussed with the patient, and the patient decides if
further tinnitus services are needed. If not, then the patient’ s tinnitus care is complete.

Addressing Bothersome Tinnitus
If it is determined the patient’ s tinnitus is bothersome, then it is helpful to provide brief

information about tinnitus and/or recommend a tinnitus general information class—if such aclass
is available. Essential information about tinnitus can be dispensed in various formats—brochures,
handouts, apps, videos, books, etc., which will help to empower the patient to make informed
decisions. It is especially important that they are aware of the evidence base for any intervention
they may consider receiving. They should be informed of the AAO-HNSF guidelines, and a 2-page
fact sheet is available for download that summarizes the AAO-HNSF recommendations:
https.//www.entnet.org/sites/defaul t/files/sites/defaul t/files/Oct2014_TinnitusGuidelineFactSheetFl
NAL_1.pdf.

Following the provision of basic tinnitus information, hearing aids are the next consideration.
Audiologists may not be aware that hearing aids have considerable research support as “treatment”

for tinnitus.“™* This research has involved participants having both bothersome tinnitus and

aidable hearing loss. Many audiol ogists, however, also fit hearing aids to people who would not be

considered traditional hearing aid candidates—the primary reason being to treat the tinnitus.”
Hearing aids are available from all manufacturers with a built-in sound generator. Although these
“combination instruments” have not been shown to be superior to amplification alone for treating
tinnitus, they are preferred because they have the capability of delivering a customized acoustic
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signal if desired by the patient. Also, hearing aids with streaming capability are ideal for patients so
they can listen to any sound from their smartphone as “ sound therapy.”

If ear-level devices will not be used, then the next decision is whether tinnitus intervention is
desired by the patient. If not, then the patient’ s tinnitus care is complete. This decision relies on
having a conversation with the patient to discuss results of the THS. The objective isto know if the
patient desires intervention for the types of tinnitus problems listed in Section A of the THS.

Patients with bothersome tinnitus who do receive hearing aids or combination instruments should
be evaluated again with the THS at least 1 month following their fitting date. Asjust described, the
decision is whether intervention is desired for the types of problems described in Section A of the
THS. If not, then the patient’ stinnitus care is complete. If intervention is desired, then atinnitus
general information class may beideal, but isoptiona at this point. What is essential isto
administer atinnitus questionnaire prior to the intervention so as to obtain a pre-intervention

baseline. Many questionnaires are available for this purpose.™ We recommend the TFI because it
has been validated for being sensitive to changes in functional effects of tinnitus resulting from

intervention.”® The audiologist might provide the intervention, or the patient will be referred for
these specialized services. Either way, the TFI would be administered following intervention and
the pre- and post-intervention TFl scores would be compared to determine outcomes of the
intervention. On average, a 13-point or greater decrease in the TFI score would indicate aclinically
significant reduction in tinnitus functional effects. Ultimately, however, it isthe patient’s
subjective report that determines whether the intervention has resulted in an improved quality of
life. If the outcomes are satisfactory, then the patient’ s tinnitus care is complete. If not, then further
intervention is required and should be continued until the patient is satisfied that no further services
are needed.

Audiologists who are motivated to provide tinnitus intervention have many options available to
them. It is beyond the scope of this article to describe all the different possible interventions, but it
should be noted that Cognitive-Behavioral Therapy (CBT) has the strongest research evidence

according to the AAO-HNSF tinnitus practice guidelines.” It is therefore important to collaborate
with amental health provider who can deliver CBT. Otherwise, audiologists have many options for

delivering sound therapy via different modalities." It is recommended that hearing aids or
combination instruments be tried first, followed by self-help education so that patients can learn
what to do to help themselves whenever their tinnitus is problematic. Free or very inexpensive apps

are available that can also be helpful .** Expensive sound-therapy options should be considered as

the last resort, and only if supported by controlled research and affordable by the patient.

Summary
Tinnitus clinical services have not been standardized, leaving patients at risk of receiving

unvalidated, ineffective, and needlessly expensive tinnitus care. This article is intended to promote
standardization of these services by describing an efficient and research-based clinical protocol for
audiologists. The protocol includes a case history, appropriate referral, audiologic assessment, use
of the Tinnitus and Hearing Survey, brief tinnitus information or tinnitus information class, hearing
aids or combination instruments as warranted, follow-up assessment, and criteriafor determining if
further tinnitus-specific services are needed. Use of this protocol can help to promote
standardization of tinnitus practice by audiologists. It should be apparent that people with
bothersome tinnitus represent arelatively untapped market for many audiologists.
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Figure 1. This decision-tree flowchart (created by Lynn Kitagawa, MFA, Medical Media, VA
Portland Health Care System) shows the different steps that are recommended by the present
authors for the provision of basic tinnitus services by audiologists. It is adapted, with permission,

from asimilar figure previously published.’
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