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hronic tinnitus is defined as nonsensi-

cal, persistent sound in the head or ears

with no external sound source that per-
sists for more than 6 months.! It is most com-
monly associated with sound trauma, aging,
head injury, and damage to the ear struc-
tures.? Tinnitus affects up to 30% of military
veterans, a prevalence rate that is twice that
of the nonveteran population.? It also is the
most common service-connected disability
for veterans.* In 2016, more than 1.6 million
veterans had service-connected tinnitus.

Clinical management of tinnitus is the
purview of audiologists, although their role
in providing this service is not well defined.?
Following an audiologic evaluation for hear-
ing loss, devices such as hearing aids, ear-
level sound generators, or sounds played
through speakers may be prescribed. How-
ever, effectiveness of these devices has been
shown only when coupled with counsel-
ing.® Counseling provided by audiologists
often includes education about tinnitus eti-
ology, maintaining hearing health, and use
of sound to manage tinnitus. Length, con-
tent of care, and follow-up services vary
among audiologists.

Given the importance of counseling and
the added complexities of mental health and
behavioral health comorbidities (eg, depres-
sion, anxiety, sleep disorders), various psy-
chological therapies delivered by mental
health specialists for tinnitus management
have been explored.”! In fact, only psycho-
logical therapies have been documented to be
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efficacious for mitigating the negative effects
of tinnitus on sleep, concentration, com-
munication, and emotions.'> Among these
approaches, cognitive behavioral therapy
(CBT) has the strongest empirical support,
particularly in terms of improving quality of
life (QOL) and reducing depressive symp-
toms.'"!? Cognitive behavioral therapy for
tinnitus is derived from social cognitive the-
ory (SCT) and modeled after CBT for depres-
sion, anxiety, pain, and insomnia. !>

Cognitive behavioral therapy helps patients
with tinnitus reconceptualize the auditory
problem as manageable and encourages acqui-
sition, practice, and use of a range of specific
tinnitus coping strategies to enhance percep-
tions of self-control and self-efficacy. Cognitive
behavioral therapy involves a number of dis-
tinct therapeutic components, and there is no
consensus about the efficacious components
of CBT for tinnitus. For example, use of sound
and purposeful exposure to tinnitus varies
among providers.'® Additional questions about
CBT pertain to its clinical implementation (eg,
group vs individual sessions, frequency and
length of sessions, in-person sessions vs deliv-
ery via telephone or Internet).

Programs offered at the Department of
Veterans Affairs (VA) facilities take veteran-
specific factors into account to promote opti-
mal engagement and outcomes. Factors that
differentiate veterans from civilians include
(1) increased probability of low health lit-
eracy and low socioeconomic status among
seniors'’; (2) increased likelihood of acous-
tic and/or psychological trauma®'8; (3) over-
representation of males; and (4) increased
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TABLE 1 Six-Session VET CBT-T Curriculum

Components Strategies and Class Activities Homework Activities
Session 1 * Provider established rapport and discussed ground rules ¢ Patients made a list of things that make
Introduction/ e Patients learned the rationale for CBT their tinnitus more or less noticeable
psycho- ¢ Patients learned about self-managing tinnitus and goal setting ¢ Patients wrote 3 overall goals related to
education ® Patients received an outline of the coping skills and objectives their tinnitus

for sessions ® Patients read any parts of the handouts

¢ Patients received information about tinnitus physiology and not covered in class
known interventions
e Patients received handouts and discussed homework (all

sessions)
Session 2 ¢ Patients learned about the connection between tinnitus and stress e Patients practiced deep breathing and
Stress ¢ Patients learned ways to reduce stress imagery relaxation exercises
Management/ ® Patients learned and practiced deep breathing and imagery ¢ Patients charted their practice on a
Relaxation relaxation exercises worksheet
Session 3 e Patients learned about the concept of distraction for tinnitus ¢ Patients tracked their pleasant activities
Distraction/ ¢ Patients learned to track and plan pleasant activities to cope with e Patients made a list of pleasant activities
Activity tinnitus and to improve quality of life using topics and examples
Planning ® Patients scheduled an additional pleasant

activity each day and identified barriers

Session 4 * Patients learned how to pay attention to thoughts and patterns ¢ Patients wrote examples of each of the
Mindfulness ¢ Patients learned the concept of mindfulness 12 negative thoughts about their tinnitus to
Training ¢ Patients learned about the 12 common negative thoughts with identify patterns in their thoughts

tinnitus examples
Session 5 * Patients learned more about goal setting and practiced writing ¢ Patients identified 3 negative thoughts
Cognitive goals ¢ Patients followed the steps for generating

Restructuring

¢ Patients learned how to modify negative thought patterns
e Patients practiced the process of changing negative thoughts

a new thought
® Patients worked toward accomplishing
weekly goals

Session 6 ¢ Patients reviewed coping skills and learned how to continue
Flare-up self-managing their tinnitus as new problems arise
Prevention/ ® Patients learned about sleep hygiene

Sleep Hygiene

¢ Patients learned when to ask for help

¢ Patients continued to practice all the
coping skills

® Patients were encouraged to review and
repeat the homework often

Abbreviations: CBT, cognitive behavioral therapy; VET CBT-T, veteran-specific cognitive behavioral therapy for tinnitus protocol.

probability of mental health diagnoses.'**
At the same time, veterans are highly di-
verse with respect to age, academic achieve-
ment, cultural background, medical and
mental health comorbidities, and economic
resources.'” In spite of this diversity, most
veterans are unified by their sense of cama-
raderie, loyalty to country, and adherence to
discipline and order.* Peer support and other
variables such as compassionate understand-
ing of their military experiences may be espe-
cially important to consider when designing
behavioral interventions for veterans.

The present phenomenologic study was
motivated by the need to develop and test
a veteran-specific CBT for tinnitus protocol
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(VET CBT-T). To examine veterans’ experi-
ences with VET CBT-T, we designed a small
pilot randomized controlled trial (RCT) of
VET CBT-T comparing it to structured audi-
ologist counseling (AC). A mixed quantita-
tive and qualitative approach was employed,
including assessing veterans’ acceptance of
care, identifying aspects that can be modified
to improve outcomes, and obtaining feasibil-
ity data to guide refinements to VET CBT-T
to inform a larger RCT.

METHODS

The study used a single-blind, randomized,
parallel treatment (VET CBT-T vs AC) con-
current design complemented by collection
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of qualitative data. This study was approved
by the institutional review board at the VA
Connecticut Healthcare System (VACHS)
and was registered at ClinicalTrials.gov
(NCT00724152). Veterans with chronic
(> 6 mo) tinnitus were recruited using fly-
ers placed in common areas of the VACHS,
a complex, tertiary care VA facility. Target
candidates were veterans exposed to acous-
tic trauma as assessed by the study otologist
and who had severe tinnitus distress (eTable
1, available at mdedge.com/fedprac).

Measures

Four standardized measures were adminis-
tered to potential participants. Callers were
screened for eligibility by the research co-
ordinator using Section A of the Tinnitus
and Hearing Survey (THS), which had been
developed to screen candidates for tinnitus
studies by phone.?> The THS contains 3 sec-
tions to identify problems related to tinnitus
(Section A), hearing (Section B), and sound
tolerance (Section C). Section A contains
4 items, each with a possible score of 0 to
4, which identifies tinnitus problems. Call-
ers who were veterans and who met the nec-
essary cutoff of 4 out of 16 possible points
on Section A were invited to meet in-person
with the research coordinator to obtain writ-
ten informed consent and conduct a thor-
ough assessment of eligibility.”

Three additional assessment measures
were then administered sequentially to deter-
mine eligibility. The first 2 of these measures
were readministered to eligible candidates
who agreed to participate in the study and
were used to examine outcomes:

(1) Tinnitus Handicap Inventory (THI):
The 25-item THI provides an index score
(0-100), with higher scores reflecting
poorer QOL and more perceived func-
tional limitations due to tinnitus.** Can-
didates with scores of < 19 were excluded.
(2) Tinnitus Reaction Questionnaire
(TRQ): The TRQ measures perceived
impact of tinnitus on QOL with empha-
sis on emotional consequences of tinni-
tus.” Higher scores indicate more severe
impact. Scores of > 17 points purport-
edly indicate significant tinnitus distur-
bance. Candidates scoring < 17 were
excluded.
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(3) Structured Clinical Interview for Di-
agnosis, Abbreviated-Interview/Nonpa-
tient (SCIDa-I/NP): The SCIDa-I/NP is a
measure used to assess symptoms of psy-
chopathology* Candidates with a lifetime
history of psychosis were excluded.

Interventions

Each of the interventions was offered using
6 group sessions, with 2 or more partici-
pants, on an approximate weekly schedule.
VET CBT-T. Two primary texts served as
resources for developing the VET CBT-T
protocol: (1) the Psychological Manage-
ment of Chronic Tinnitus: A Cognitive-Be-
havioral Approach'*; and (2) a manual for
providing CBT for the treatment of chronic
pain.?”*8 Draft materials were developed by
the clinical psychologist, including a cli-
nician’s manual for providing VET CBT-T.
Handouts were provided to each veteran.
Components were compared to another un-
published CBT for tinnitus workbook.!

Key components targeted psychological
difficulties including sleep disturbance, re-
duced functioning, low mood, nervousness,
reduced pleasure from activities, and negative
changes in relationships. The protocol em-
phasized basic information about tinnitus; re-
lationships among tinnitus, acoustic trauma,
and mental health symptoms; veterans’ sense
of camaraderie and loyalty; and goal setting,
making use of discipline and order veterans
may desire.

To build rapport, the psychologist used
reflective listening, encouraged interactive
dialogue, and promoted participant under-
standing. Since tinnitus is thought to be ex-
acerbated by stress, participants learned ways
to manage stress and practiced relaxation
exercises. Participants learned to create in-
dividualized, intersession goals that were re-
alistic, specific, and measurable to promote
self-efficacy. They also learned to list and in-
crease pleasant activities to distract from
tinnitus, improve QOL, and enable behav-
ioral activation. Motivational interviewing
addressed readiness, ambivalence, and re-
sistance to achieving these specific goals. Par-
ticipants also learned to identify and modify
unhelpful thoughts about tinnitus (ie, cogni-
tive restructuring). Homework included rec-
ommendations for intersession coping skills
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TABLE 2 Summary of Audiologist Counseling Curriculum

CBT for Tinnitus

Components Strategies and Class Activities
Session 1 e Patients received an introduction to group members and clinician
Introduction ® Patients engaged in a discussion of rules for group sessions, such as confidentiality and an overview of
education groups
e Patients learned the definition of tinnitus, when to seek medical attention, and whether there is a cure
Session 2 ¢ Patients received information about the causes of tinnitus
Mechanisms of ¢ Patients received instruction on the mechanism of hearing and tinnitus-associated anatomy, and the
Tinnitus and measurement of tinnitus
Hearing ¢ Patients received a brief introduction of the effects of tinnitus on health and emotions
Session 3 ¢ Patients learned and discussed the “medical model” of tinnitus
Treatment of ¢ Patients learned about drug interventions, surgical treatment, electrical stimulation, and transcranial
Tinnitus magnetic stimulation for tinnitus
¢ Patients learned about use of tinnitus maskers and noise suppression and facts about cognitive behavioral
therapy
Session 4 ¢ Patients learned and discussed the American Tinnitus Association resources and their role in tinnitus

Tinnitus Research/ research

Role of Nervous

¢ Patients learned about the role of diet and tinnitus

System  Patients learned about devices on the market that target habituation and desensitization
® Patients received an introduction to the limbic and autonomic nervous systems and the neurophysiologic
model of tinnitus
Session 5 ¢ Patients reviewed the neurophysiologic model of tinnitus

Tinnitus Therapies

¢ Patients learned and discussed the therapeutic approaches to tinnitus

Session 6
Psychology
and Tinnitus

¢ Patients learned the psychological effects of tinnitus
¢ Patients learned more about CBT and its goals
¢ Patients received information about the history of tinnitus and treatments through the ages

¢ Patients discussed tinnitus from the view of the patient

practice. Table 1 lists details of the compo-
nents included in each of the 6 sessions.
The VET CBT-T sessions were led by one of
3 doctoral-level psychologists experienced
in providing CBT for tinnitus or for other
health conditions with veterans.
Audiologist Counseling (AC). To control
for patient contact in VET CBT-T, the study
audiologist created a 6-session counseling
protocol. The AC emphasized education
about tinnitus and available tinnitus inter-
ventions. Participants were encouraged to
ask questions, share their tinnitus experi-
ences, and cope with tinnitus by avoiding
silence. No sound devices were provided,
homework was not assigned, and goals
were not established. Table 2 describes the
components of the AC intervention.

Quantitative Analysis

To assess baseline between-group differ-
ences, pretreatment (t;immediately prior
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to attending the first group session) ad-
ministrations of the THI and TRQ were
compared using ¢ tests. Demographics be-
tween groups were compared using the
chi-square test.

The THI and TRQ were readministered
following completion of the last group ses-
sion (t,) and about 8 weeks after the last
group session (t,). Because of the small sam-
ple size, required assumptions for analyz-
ing parametric tests of linear effects were not
met. Thus, only descriptive results and mean
differences in scores on the THI and TRQ be-
tween these 3 assessment periods are pre-
sented. SPSS PASW Statistics 18.0 (Hong
Kong, China) was used for analyses.

Qualitative Analysis

VET CBT-T. After each VET CBT-T session,
veterans’ acceptance of the protocol was as-
sessed using 4 questions: (1) Was the in-
formation presented to you today easy to
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understand? Yes/No. If no, why not? (2)
Were the examples (if there were any) use-
ful? Yes/No. If no, why not? (3) Was the
way the information was presented by
the group leader helpful? Yes/No. If no,
why not? and (4) Please tell us what you
thought about today’s group. Participants
were encouraged to be honest and pro-
vide detailed feedback. To facilitate unbi-
ased responding, the group leader left the
room while a research assistant collected
the comments.

Participants’ experiences and acceptance
of the interventions were explored using
a stepwise content analysis approach.?*
First, the feedback data were prepared for
analysis by entering verbatim responses
into a spreadsheet. Next, these responses
were reviewed by the clinical psycholo-
gist who identified themes. Examination of
data involved qualitative analyses in which
the phenomenon of interest was veterans’ ac-
ceptance of the interventions. This process
presumed that most veterans would respond
favorably to the intervention and, thus, ac-
knowledged that the clinical psychologist de-
signed and delivered the intervention.

Any contrary or negative comments were
flagged. However, neutral and positive com-
ments also were analyzed and tallied. No-
tations within each comment were used
to calculate the number of occurrences of
themes. Similar themes with few responses
were collapsed into a single theme when
appropriate. Final themes and tallies were
shared with an auditor familiar with tinni-
tus, psychology, and qualitative methods who
made comments and checked tallies within
each theme. The themes were revised based
on this audit and retallied. The clinical psy-
chologist then summarized the themes in
text, which was reviewed by the auditor for
accuracy in capturing the important emer-
gent themes.

Next, themes were used to examine typed
verbatim transcripts from the second and
fifth sessions of the intervention. Thematic
content derived from the above feedback was
extracted from the transcripts by the clin-
ical psychologist. Then the study audiolo-
gist read the transcripts to confirm or reject
these comments as relevant to the themes.
Additional comments were nominated by
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the study audiologist and reviewed by the
clinical psychologist who finalized feedback
thought to best represent the themes.

RESULTS

One hundred ninety-six persons inquired
about the study (Figure 1). Of these, 97 were
not qualified or not interested. Of the 99 who
passed telephone screening, 81 attended the
in-person eligibility assessment. Of the 81,
38 were ineligible and 18 were no longer in-
terested in participating. Inclusion criteria
ensured a homogeneous sample with respect
to the most common cause of tinnitus (noise
exposure) and the absence of vestibular
disorders.

After being deemed eligible by the otolo-
gist as having tinnitus associated with sound
trauma, the remaining 25 eligible and inter-
ested candidates were randomized into the
2 treatment arms. To reduce attrition, forma-
tion of groups took into account participants’
preferred appointment days and times. When
3 or more participants were allocated to a
treatment arm, group sessions were sched-
uled. Five (20%) participants were lost to
attrition, including 1 randomized to VET
CBT-T and 2 to AC who dropped out prior
to receiving any intervention, and 2 random-
ized to VET CBT-T who dropped out after
attending 1 session. Reasons stated for drop-
ping out included concerns they would not
learn new information, inability to tolerate
sound in a group, unexpected moves out of
the area, lack of time, loss of interest, and
family emergencies. Thus, 20 participants at-
tended the intervention sessions (11 in VET
CBT-T and 9 in AC). Participants did not dif-
fer significantly between groups with respect
to age, race/ethnicity, education, hearing loss,
tinnitus duration, or tinnitus location (right,
left, both ears, in head) (Table 3).

Quantitative Analysis

Participants in the 2 treatment arms did
not differ significantly on the pretreatment
(t) THI (t = 1.39, df = 18, P = .18) or TRQ
(t =0.99, df = 18, P = .33) scores. Differ-
ences in THI scores were computed from
pre- to posttreatment (VET CBT-Tt —t, =
6.2; ACt,—t, = 10.0) and from pretreatment
to 8-week follow-up (VET CBT-Tt,—t, =
4.4; ACt—t, = 9.1). Similarly, differences
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in mean TRQ index scores were
computed from pre- to posttreat-

CBT for Tinnitus

FIGURE 1 CONSORT Diagram and Flowchart of Pilot Study
Candidates and Participants

ment (VET CBT-Tt,—t, = 5.3;
ACt —t, = 7.6) and from pre-
treatment to 8 weeks follow-up
(VET CBT-Tt,—t, = 1.5; ACt —t,
= 5.6). These mean differences
reveal consistent reductions in
mean index scores (improved
tinnitus-related QOL) between
time points for each treatment
arm, but do not indicate statisti-
cally or clinically significant re-
ductions of distress.

Qualitative Analysis

The 89 comments that participants
provided after the 18 VET CBT-T
sessions (3 series of 6 sessions
each) were mostly positive (67 re-
sponses, 75%) (eTable 2, avail-
able at mdedge.com/fedprac). Most
veterans described VET CBT-T as

| 196 Potential participants contacted the study coordinators ‘

‘{ 97 Not interested or not qualified l

| 99 Screened for eligibility over the phone (THS, Section A) ‘

—{ 18 Ineligible or no longer interested ‘

| 81 Consented and assessed for eligibility ‘

38 Not eligible

18 Withdrew prior to randomization

| 25 Randomized participants ‘

acceptable and beneficial. The re-
maining comments were either

| 14 Assigned 10 CBT |

neutral (14 responses, 16%) or
negative (8 responses, 9%). Several
important themes emerged from
these comments and were also ob-
served in transcripts.

‘ 11 Assigned to Counseling |

4 in Set 1 -+ 0 Dropped out
4 in Set 2 4+ 1 Dropped out
6 in Set 3 -+ 2 Dropped out

2 inSet | -+ 0 Dropped out
4 in Set 2 1 Dropped out
5 inSet3 -+ 1 Dropped out

I

Components of VET CBT-T and

| 11 Completed CBT |

I

Number of Sessions (n = 53)

9 Completed Counseling ‘

Psychoeducation and Sound Enrich-
ment. Participants generally ap-
preciated the psychoeducation component
of VET CBT-T, including basic information
about the prevalence of tinnitus, mechanics
of the ear and hearing, and how an enriched
sound environment may assist with coping
(5 comments).

Stress Reduction. Two of the 14 participants
who commented on the stress reduction ses-
sion (via relaxation exercises) noted that it
was helpful in their lives overall but “had no
effect on tinnitus.”

Goal Setting. Nine participants noted that
they valued the goal-setting strategies and
long-term relapse planning, one writing that
he was “...glad to be encouraged to docu-
ment and set specific, documented goals each
week.”

Cognitive Restructuring and Acceptance.
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Participants reported that the cognitive re-
structuring session was important for “ac-
cepting” their tinnitus (9 comments). Overall
cognitive restructuring appeared to be well
received by participants as a concept when
learning ways to cope with tinnitus.
Distraction. Of the 8 comments that re-
garded the increasing-pleasant-activities ses-
sion, 1 participant reported that the pleasant
activities worksheet had a female bias and
that activities on one of the worksheets
“were not helpful and overlapped too
much.” A participant suggested that group
leaders allow participants to brainstorm
pleasant activities using an open-ended for-
mat instead of using categories of pleasant
activities. Participants generally found the
increasing-pleasant-activities component

Abbreviations: CBT, cognitive behavioral therapy; THS, Tinnitus and Hearing Survey.
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TABLE 3 Participant Characteristics Obtained Through Structured Interviews by Treatment Arm

Characteristics VET CBT-T AC Characteristics VET CBT-T AC
Male, No. (%) 11 (100) 9 (100) Prescribed hearing aids before 3(27) 3(33)
enrolling, No. (%)
Age, mean (SD), y? 61.3(9.6) 66.4(9.5)
Prescribed hearing aids but does 1(9) 2 (22)
Age group, No. (%) not use, No. (%)
42-60 5 (45) 1(11)
61-70 4 (36) 6 (67) Received hearing aids after 0(0) 2 (22)
71-85 2(18) 2 (22) enrollment, No. (%)
Race, No. (%) Hearing aids not recommended, No. (%) 3 (27) 1(11)
White 8 (73) 7 (78)
African American 2(18) 1(11) Hearing aids recommended but 3(27) 1 (11)
Latino 0(0) 1(11) refused, No. (%)
Mixed 1(9) 0 (0)
Tinnitus duration, mean (SD), y2° 22.9 (18.6) 23.9 (16.0)°
Education, mean (SD), y? 141 (3.2) 14.9(2.9)
Tinnitus location, No. (%)
High school diploma/GED, No. (%) 6 (55) 3 (33) Right ear only 1(9) 1(11)
Left ear only 0(0) 0(0)
Some college or bachelor’s degree, 2(18) 3(33) Both ears or in the head 10 (91) 8 (89)
No. (%)
Tinnitus worse when stressed, No. (%) 4 (36) 4 (44)
Some graduate/master’s 3 (27) 3 (33)
degree, No. (%) Stress relief helps, No. (%) 1(9) 4 (44)
Recent (< 1 year) audiologic 3 (27) 2 (22) Social life interfered by tinnitus, No. (%) 4 (36) 4 (44)
evaluation, No. (%)
History of TBI with loss of 5 (45) 5 (56)
Test confirmed hearing loss in 11 (100) 9 (100) consciousness, No. (%)
both ears, No. (%)
Currently employed, No. (%) 4 (36) 2(22)
Self-reported hearing loss, No. (%)
Unsure at eligibility appointment 6 (55) 6 (67) Work interfered by tinnitus now 4 (36) 4 (44)
Probably yes at eligibility appointment 7 (64) 8 (89) or in past, No. (%)

Abbreviations: AC, audiologist counseling; VET CBT-T, cognitive behavioral therapy protocol for tinnitus; GED, general education development degree; TBI, traumatic

brain injury.

aChi square or t-test comparisons revealed no significant differences in the mean between groups.

bn=19.

°One subject reported onset/duration of his tinnitus is unknown.

very beneficial for managing tinnitus.

Self-Hypnosis and Exposure Therapy.
Two components not presented during
VET CBT-T were identified by participants
as potentially desirable. One participant
suggested providing information on self-
hypnosis and another stated that he focuses
on his tinnitus to cope, much like exposure
therapy for tinnitus.

Number of Sessions. One participant wrote
after the last (sixth) session that he was “glad
it's over” possibly suggesting the interven-
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tion was too long. Another participant stated
at the fifth session, “I basically want to get
out of here—out of this, out of these meet-
ings.” Conversely a participant stated, “I was
kind of hoping there was one more after next
week.” Another participant explained the in-
tervention itself can be in conflict with its
own stated goals of attending less to tinnitus.

Leader, Materials, and Presentations
(n =16).

Opverall, the participants had positive ex-
periences (15 comments) with their study
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therapist. They noted that the group leader
was “flexible” and “did a great job of facilitat-
ing discussion.” One participant commented
on the need for better visual presentations of
the information and the need for the group
leader to “use her own words” rather than
reading the content.

Previous Use of CBT Skills (n = 5).

Five participants noted that information
presented was “not new” and that they had
acquired the coping skills spontaneously
years earlier. Two expressed relief that some
of the ways they had been dealing with their
tinnitus prior to the intervention were ac-
tually recommended. One discussed that
reviewing skills that he had already imple-
mented was helpful.

Hope, Anger, and Mental Health (n = 8).

Three participants indicated the interven-
tion gave them “hope” that they will learn
ways to cope with tinnitus. One noted that
the discussion regarding depression as a com-
monly co-occurring condition with tinnitus
should include a better description of de-
pressive symptoms. Two expressed relief to
receive help for their frustration and anger re-
sulting from tinnitus, and 1 participant dis-
cussed the added frustration of hearing loss
with tinnitus. Excessive alcohol use to cope
with tinnitus and the comorbidity of tinnitus
and PTSD also were discussed.

Group Cohesiveness (n = 8)/Discord
(n=2).

Many group members commented that
they enjoyed listening to information about
tinnitus and sharing their experiences.
There was friendly interaction and discus-
sion among most of the participants. They
commented that it was informative to see
that others were coming forward for help and
were interested to hear others’ experiences.
The group format was mostly welcomed and
appreciated. However, group discord oc-
curred when topics other than tinnitus were
shared, such as recovery from substance
abuse. Two feedback comments indicated
that this discussion was unwelcomed.

DISCUSSION

This pilot study provides evidence that at
least some of the veterans who were eligible
and participated accrued benefit from either
AC or VET CBT-T. There also is evidence
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that a structured and intensive counseling
approach by an audiologist that does not
include sound therapy is beneficial. Partici-
pants generally found that the interventions
were acceptable for understanding basic in-
formation about tinnitus, and those in the
VET CBT-T treatment arm reported im-
provements in problem solving and coping.

The planned qualitative analyses enabled
in-depth examination of intervention feed-
back from participants and revealed impor-
tant themes for modifying the VET CBT-T
intervention, which occurred following com-
pletion of this pilot study. Further, these
themes echo the success in creating a unique,
veteran-centric, CBT intervention for tinnitus
management.

Primarily, participants indicated that ed-
ucation about tinnitus prevalence, etiology,
and sound enrichment assisted in coping
with tinnitus. This theme also reflects the
protocol’s emphasis on health literacy. The
wide availability of misinformation on tin-
nitus, along with the potential for monetary
scams, underlies the need for well-designed
and research-informed tinnitus education
programs. Helping veterans distinguish facts
and myths is a potentially important element
of tinnitus management. Experiences coping
with trauma were salient as participants di-
verged in their opinions regarding the appro-
priateness of discussing these issues during a
tinnitus management group.

Specific themes emerged regarding the
relevance of posttraumatic stress disorder
(PTSD) symptoms and substance use to cope
with tinnitus. Comfort levels when hear-
ing and discussing these symptoms varied
among participants. Due to the high comor-
bidities of mental health disorders and tinni-
tus, this theme is important to consider when
designing tinnitus management programs.
Other qualitative themes served to validate
peer support and that the veteran-centric
protocol was acceptable, including positive
regard for goal setting, indicating that ad-
herence to discipline and order had been

addressed.

Identified VET CBT-T Modifications

There were multiple indicators that the ra-
tionale for sessions needed to be clarified.
Participants highlighted the need to hear

CBT for Tinnitus
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clear expectations about what the coping
skills would address and multiple remind-
ers regarding the goals of relaxation exercises
for tinnitus. Some expressed concern about
their lack of concentration during the relax-
ation exercises. A concern that was discussed
with participants only during the informed
consent process was the possibility that the
intervention could increase focus on tinnitus
and, thus, temporarily increase tinnitus dis-
tress while receiving the intervention.

Need for Interdisciplinary Care

Perhaps the fact that both interventions were
beneficial is not surprising since AC as deliv-
ered in this study was designed to be an ac-
tive intervention that incorporated education
and support, including some components
similar to those included in VET CBT-T. It
appears that AC designed to match the CBT
intervention in terms of number of sessions
among other enhancements suggests that
this intervention may be efficacious. The AC
intervention offered support and education
about tinnitus; however, sound therapy was
not provided despite some empirical support
for its use.*! Future research should examine
whether sound therapy adds benefit to an in-
tensive and structured AC approach.

It has been proposed that a combination
of CBT delivered by a mental health provider
and AC should be implemented as an opti-
mal tinnitus management protocol.’'>* Re-
sults of this and a number of other recent
studies !3233 encourage an integrated, inter-
disciplinary approach.

Findings of the present study were ap-
plied toward development of a hierarchical
and interdisciplinary tinnitus management
protocol, Progressive Tinnitus Management
(PTM).2*** Components of VET CBT-T
were selected for the intervention provided
with PTM, modified as per the feedback
from participants in this study. This ap-
proach was combined with components of
the AC intervention, further complemented
by sound therapy. The new combined pro-
tocol was tested in a pilot telephone study
of PTM for veterans and military mem-
bers with positive results.>> Two VA-
supported RCTs of PTM have since been
completed.>® Results indicate that relative
to wait list control, PTM is effective in miti-
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gating negative effects of tinnitus.

Last, after this pilot study, the protocol
was modified to address participants’ con-
cerns that their primary care and other pro-
viders were unaware that interventions for
tinnitus exist. Providers offering tinnitus care
are now encouraged to share its availability
with veterans and other clinicians. This study
provides compelling evidence that veterans
respond to messages of hope from provid-
ers that they do not needlessly have to suf-
fer alone. Rather than telling veterans to “just
live with it,” primary care providers should
be able to offer ideas and services for learning
how to live with tinnitus.

Future Directions

Future revisions of VET CBT-T could incor-
porate “acceptance” as a concept for coping
with tinnitus, components such as self-hyp-
nosis and exposure therapy, and strategies for
coping with hearing loss and communica-
tion difficulties. Reexamination of the num-
ber and length of sessions also is encouraged,
as well as integration of evidence-based in-
terventions for comorbid conditions such
as PTSD, substance use disorders, and in-
somnia. Perhaps increasing the use of peer
support services would help reach veterans
concerned by the stigma of receiving men-
tal health care. Some veterans were dissatis-
fied with hearing about others’ mental health
concerns. It may be beneficial to offer tinni-
tus interventions to cohorts of veterans iden-
tified with specific comorbid mental health or
substance use disorders. However, peer sup-
port may be more important than protecting
veterans from hearing about others’ mental
health concerns as social cognitive theory
suggests.

Limitations
This feasibility study’s strict inclusion crite-
ria resulted in a small but well-defined sam-
ple that may not be representative of the
larger population of veterans who could po-
tentially benefit from these interventions.
The extensive evaluation requirements and
eligibility requirements likely enhanced the
internal validity of the trial but may have
compromised the external validity and gen-
eralizability of the study findings.

While a few women were assessed
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during the eligibility process, unfortunately,
only men were deemed eligible. It is there-
fore unknown how women veterans would
receive this protocol. Currently there is a bias
in selecting male participants for tinnitus re-
search. It is hoped that in the future a sample
of women veterans could also provide feed-
back on this tinnitus management protocol
developed by the VHA.

The fact that a large proportion of those
who made initial contact about the study de-
cided not to follow up is not inconsistent
with studies of similar psychological inter-
ventions.>” Challenges related to engaging
otherwise appropriate candidates in psycho-
logical interventions for a range of chronic
health concerns have been well described
and may apply to tinnitus management.

CONCLUSION

The qualitative feedback from participants
was generally positive for both protocols.
Emergent themes confirmed the need for
a veteran-specific intervention while high-
lighting individual veterans’ needs. Tran-
scripts from sessions provided additional
descriptive information that identified
changes to the protocols that would im-
prove veterans’ receipt of care. Due to the
abundance of veterans with tinnitus and
the needs of veterans in terms of health care
delivery and receipt, an interdisciplinary
CBT-plus-AC protocol was created that is
specific to and accepted by veterans with
tinnitus.

Refinements to the VET CBT-T protocol
were identified that led to development of
PTM that was the subject of another small
study, which then led to the authors’ 2 larger
RCTs. Attempts were made to include greater
attention to the mental health concerns of
veterans both in terms of education and in
offering sensitive delivery of the protocol.
Session content was used to create an orga-
nized, visual presentation that follows an or-
ganized workbook.?>%* Refinements to the
protocol are ongoing.
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