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Tinnitus Retraining Therapy 

GRAZYNA M. BARTNIK AND HENRYK SKARŻYŃSKI 

Tinnitus retraining therapy (TRT) acknowledges that various centers of the brain, 
particularly the lhnbic system and the autonomie nervous system, are invo]ved in 
tinnitus emergence (Jastreboff, 1990). The involvement of these syste1ns is respon­
sible for the annoyance evoked by tinnitus, and the auditory pathways play a sec­
ondary role in these processes. TRT is a specific form of sound therapy and 
counseling (Jastreboff, 2000) that focuses on suppressing negative reactions and 
associations caused by tinnitus, as well as on suppressing or even elirninating 
its perception. The directive counseling session and a series of individual 
follow-up visits facilitate habituation of reaction of tinnitus. Hab:ituation of per­
ception is achieved by IIleans of sound therapy, preferably by wideband noise 
generators. The application of sound and counseling is dictated by the category 
of the treatment, basically deterrnined by the patient' s audi tory function and 
responsiveness to sounds. 

TRT is not a cure; instead, it allows some tinnitus patients to achieve a condition in 
which they are not aware of their tinnitus (Jastreboff and Hazell, 1998). In most cases, 
even though tinnitus is stili perceived, it does not in.duce annoyance and no longer 
has a negative impact on the patient's life (Bartnik et al, 1999, 2001a; Jastreboff, 
2000). For cases where tinnitus coexists with hyperacusis, TRT is aiined at desensi­
tizing the patient to sound, which results in irnproving loudness tolerance by 
decreasing abnormally increased gain within the auditory pathways (Hazell,1995). 

TRT is recmnmended to almost all patients with tinnitus who do not require 
surgery because of some organie pathology. Patients qualified for TRT have come 
from various backgrounds, are of different ages, and are frorn a11 walks of life 
(Skarżyi1.ski et al, 2000). In each ca.se they are given a thorough audiological evalu­
ation, and in justified cases also a 1nedical examination. The purpose of the diagno­
sis is to rule out any other medical problerns that might contribute to tinnitus and 
retard habituation. More than 90% of patients in our clinic who qualified for TRT 
had sensorineural tinnitus. However, we also apply TRT after removing acoustic 
neuromas and all types of rrliddle ear surgery, including otosclerosis or tympano­
sclerosis operations, when tinnitus is still a problem. 
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Clinical Protocol /01' Tinnitus Retraining Therapy 

We strictly apply all the procedures regarding an established protocol (Jastreboff 
and Hazell, 1993). The protocol comprises the following: 

1. Case history (filling in the initial contact questionn.aire)
2. Audiological evaluation
3. Medical evaluation in justified cases
4. Se1ection of the treatment category
5. Directive counseling
6. Choosing and fitting the rn.ost suitable noise generators and hearing aids
7. Follow-up counseling according to the individual needs of the patient and
- established schedule

Case History 

The interview is based on a questionnaire that detennines a certain order of the 
collected data: personal i.n.forrnation, work history, the onset o.f tinnitus and/or 
hyperacusis and the duration, the location of tinnitus, the assurned (possible) 
cause of tinnitus and/or hyperacusis, the coexistence of dizziness or vertigo and 
b.eadache, other illnesses or aihnents, medications, the history of ear problems 
(possible ear infections, surgery, etc.), the exposure to harmful factors such as 
loud noise, ototoxic drugs, rn.echanical and chemical injuries, farnily history, 
social habits, and usage of sti1nulants such as coffee, strong tea, and cigarettes 
(how often and how 1nuch). 

The infonnation received fron1 the interview is necessary to be able to carry out 
the directive counseling. All those .facts fr01n the case h.istory are useful in explain­
ing to the patient the possible causes of the tinnitus. Sorn.etin1es the coexistence of 
other illnesses or rnedications may have an influence on the habituation process, 
which is discussed with the patient. 

Audiological Evaluation 

The audiological evaluation is an impoi"tant part of our protocol. It allows us to 
assess the psychoacoustical parameters of tinnitus and detect the presence of 
any other disorders in the auditory system. This also allows us to tell patients 
that their tinnitus does not i.ndicate any serious 1nedical problem in the auditory 
pathways. In the directive counseling session we always thoroughly discuss the 
results of all the audiological tests to inform patients of the condition of their audi­
tory syste1n. On the basis of these tests, we can tell patients in greater detail how 
their middle ear works and the state of their inner ear and audHory nerve. An 
audiological evaluation consists of the following: 

• Pure-tone audiogram for frequencies up to 12 kl-Iz
• Acoustic imrn.ittance and acoustic reflexes
• Otoacoustic e1nission distortion product (to assess and in.fonn the patient

about the condition of the outer hair cells in the in.ner ears)
• Loudness discomfort level for pure tones for 1, 2, 4, and 8 kHz and ti1u1itus

frequency (to assess the level of sound tolerance)



CHAP
T

ER 10 ■ TINNITUS RETRAINING THERAPY 135 

• Special psychoacoustical tests of the characteristics of tinnitus: tinnitus pitch,
tinnitus loudness measured for frequency of tinnitus pitch (to assess and
explain to patients the psychoacoustical para1neters of their tinnitus)

• Threshold of broadband noise and minimal 1nasking level for broadband
noise (to be able to discuss with patients the level of broadband noise that
is required to mask tinnitus at the beginning of treatment and how it
changes during TRT)

• Test of live speech recognition (to assess the condition of the auditory path­
ways regarding communication)

• Test of auditory brainstem responses (ABRs) for retrocochlear Jesion (to
deterrnine that there is no pathology at the level of the auditory nerve,
especially no acoustic neuroma)

We repeat some of these audiological tests during follow-up visits. Some tests, 
including the loudness discomfort level and minimal masking level, change 
during TRT, which shows the progress of therapy. 

Medical Evaluation 

Some patients qualified for TRT require a medical evaluation to deterrnine if there 
are any problems related to tinnitus that ca11 influence TRT. lf we find such pro­
blems (e.g., psychological disturbance, depression, hormonal disorders, illness 
of circulatory system), the patient needs to be treated simultaneously by special­
ists in these fields. 

Selection of the Treatment Category 

On the basis of the interview and some of the audiological tests, the tinnitus 
patient is assessed using one of five treatment categories (Jastreboff, 2000). The 
factors determin.ing the appropriate category are the irnpact of tinnitus on the 
patient' s life, the presence or absence of hyperacusis, subjective hearing loss, 
and the presence of prolonged worsening of tinnitus and/or hyperacusis after 
exposure to rnoderate or loud sound. "Prolonged effect" means enhancement of 
tinnitus and/or hyperacusis as a result of noise exposure for several hours or 
days. The subjective perception of hearing loss takes place when patient subjec­
tively reports problems with hearing in con1munication. 

The separate categories are characterized by the following parameters: 

Category O

• Hyperacusis: absent
• Noise exposure: no prolonged effect
• Subjective hearing loss: absent

In category O, tinnitus is a limited proble1n and has little in1pact on the patient's 
life. The directive counseling session and the recornmendation to" avoid silence" 
by using enriched environmental sounds at a level somewhat lower than the tin­
nitus are often sufficient. Th.is means that every day, the patient must be able to 
spend substantial amounts of time with environmental sounds just below the 
level of their mixing point. 
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Category I 

• H yperacusis: absent
• Noise exposure: no prolonged effect
• Subjective hearing loss: absent

In category I, the patient considers tinnitus a serious problem that affects his or 
her life. Treatment consists of a directive counseling session, follow-up visits, and 
a noise generator set at a levei close to the mixing point. 

Category II 

• Hyperacusis: absent
• Noise exposure: no prolonged effect
• Subjective hearing loss: significant

In category II, subjective hearing loss is usually considered the biggest problem, 
even if the patient shows onJy a small hearing loss on the audiogram. After d:irec­
tive counseling, we recom1nend a hearing aid or hearing aid with noise generator 
in one unit. The aid is needed to i1nprove communication and provide sound 
therapy. The patient must be able to spend substantial amounts of time during 
the day using the hearing aid, with the level of environmental sounds set just 
below the mixing point. 

Category III 

• Hyperacusis: present
• Noise exposure: no prolonged effect
• Subjective hearing loss: irrelevant or significant

Category III is characterized by significant hyperacusis with or without tinnitus. 
A noise generator is necessary to help desensitize the hyperacusis. After directive 
counseling, the patient is told ·to set the noise generator close to the hearing 
threshold, and during treatment the level is gradually increased to that of the 
mixing point. Hyperacusis is always treated first, then tinnitus. 

Category IV 

• Hyperacusis: present
• Noise exposure: prolonged effect
• Subjective hearing loss: irrelevant or significant

Category IV is tinnitus and/ or hyperacusis and prolonged effect of symptoms as 
a result of sou.ud exposure. Th.is is definitely the most difficult category to 
treat. In category IV, after directive counseling, the noise generator is set at 
the hearing threshold, and the level of noise is very gradu.ally :i.ncreased to the 
m.ixing point; however, it is often impossible to use the sound 1nuch above the 
hearing threshold. 

The categories of treahnent offer generał guidelir1es for directive counseling and 
the most appropriate approach to sound therapy. These divis:ions are not strict, 
and it may be difficult for the clinician to determine whether the patient' s hyper-

• 

acusis or hearing loss is 1nost proble1natic and should be the focus of treatment. 
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The most appropriate category can be chosen once a determination has been made 
regarding the main ailment of the patient. 

Directive Counseling 

We start with directive counseling (Jastreboff and Hazell, 1998). The counseling 
session lasts ~ 1 hour and is aimed at providing a patient with accurate infor­
mation about tinnitus: the cause in his or her particular case, where abnorrnal 
neuronal act:ivity perceived as tinnitus is generated, and the type of mechanism 
responsible for tinnitus annoyance. The main purpose is to demystify tinnitus, 
reassure the patient, and decrease negative associations of tinnitus. Some patients 
have strong negative beliefs about tinnitus (e.g., tinnitus may intensify to an 
intolerable level; it may cause hearing loss or even deafness). These fears 
release negative emotional associations and distress that make habituation 
impossible. To reassure the patient, we use simple descriptions of the neurophy­
siological model of tinnitus origin. We modify our way of giving information to 
the patient to his or her understanding capacities. The first step of directive coun­
seling is explaining the anatomy and physiology of the audi.tory system. We teach 
the patient the basie function of the auditory system and the brain in reference to 
the perception of tinnitus. 

ANATOMY AND PHYSIOLOGY 

At the begim1ing of the counseling session discuss the basie structure of the ear. In 
order for the patient to understand it better, we use some diagrams of the ear and 
the hearing pathways. We describe the function of the audi.tory system, explaining 
sound changin.g into electrical ilnpulses. We indicate that inner hair cells (lHCs) 
are responsible for initiating impulses, whereas outer hair cells (OHCs) are 
responsible for fine-tuning sounds by enhancing weak signals and attenuating 
loud signals. We tell the patient that the OHC system is controlled by the brain, 
and that OHCs are vulnerable to damage by viral infections, noise, stress, ototoxic 
drugs, mechanical trauma, and other disorders. In addition, we lose ~0.5% of 
OHCs per year as a result of aging. We show the patient photos of normal and 
damaged outer and inner hair cells, indicating that usually the OHCs are 
damaged first, whereas the IHCs are 1nore resistant to injury. 

We tell the patient about the phenomenon of frequency specificity that takes 
place in hair cells on the basilar membrane and in auditory nervous pathways 
as well. We say that, depending on the place of a lesion, the damage of OHCs 
will change the mechanical properties of the Corti organ, and consequently 
abnormal patterns of neuronal impulses can be generated from that place 
(Jastreboff, 1990). 

GENERATION OF ABNORMAL NEURAL ACTIVITY PERCEIVED AS TINN1TUS 

We inform the patient that there is a high level of random spontaneous activity in 
the auditory nervous pathways. This activity is normally interpreted as a "silence" 
and is filtered out at the subcortical levels without being perceived in the cerebral 
cortex. Consequently, we cam1ot hear this activity as a sound. 
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N ext, we explain to the patient how the brain handles th.e information conveyed 
in neuronal in1.pulses. We say that each change of the spontaneous activity caused 
by a pathology in any place of the hearing pathways can be detected frorn the 
background by subcortical centers. The neural system has particularly sensitive 
m.echanjsrns of detecting new signals that have never been experienced. There 
are a few subcortical levels of the brain that detect the signals at the subconscious 
level. They are responsible for filtering, enhancing, and prioritizing the signals 
before they are sent to the cortex and we becom.e aware of the1n. 

We 1nention some possible places of tinn.itus generation in the auditory 
system, and we repeat that in the 1najority of cases, tinrutus is clearly related 
to sorne chan.ges in the inner ear. At the sa1ne tilne tinnitus is not necessarily 
associated with hearing loss. We share the information with the patient that 
,.__,30% of those who sufler frorn tinnitus do not have any hearing difficulty, 
and also that many people with heari.ng loss or even with total deafness do 
not have tinnitus. 

We suggest to the patient that it is discordant dam.age of the OHC and IHC 
system that results in the generation of abnormal neuron.al activity (Jastreboff, 
1990). This can be i-esponsible for initiating a series of processes that lead to the 
peTception of ti1u1itus. Th.is hypothesis is very useful to help undeTstand the mech­
anisn1 by which tiiu1.itus is triggered in cases with r1ormal hearing and with 
hearing loss as well. We repeat that this abnonnal neural activity is not t:i1u1itus 
yet. It is usually a weak signal that is arnplified on its way frorn the ear to the audi­
tory cortex. 

RESULTS OF THE PATIENT'S AUDIOLOGICAL TESTS 

lt is essential to fa1niliarize patients with the results of the audiologica] tests to 
explain what is happening in their hearing system. We discuss the results to 
explain to them where a possible pathology responsible for generation of 
changed neuronal activity (perceived as tinnitus) occurs. The results of the audio­
Iogical tests let us tell patients the condition of different parts of their auditory 
system, and they Jet us eli1nin.ate some of the negative beliefs (e.g., tinnitus is con­
nected witb a serious pathology in the ear or auditory pathways). We discuss the 
rneaning of hearing threshold, impedance audion1.etry, and speech recognition, as 
well as 1ninimal 1nasking level and lqudness disco1nfort level, which are 
especially important in monHoring the process of habituation. 

The tests of characterization of ti1111itus, such as loudness, pitch, and mini1nal 
masking Jevel, are also discussed. We emphasize to the pat:ient that ti1u1itus is 
usually a weak signal. The level of a pure tone equal in loudness to tinnitus is 
1nost often <10 dB sensation level, even if the patient complain.s of very laud tin­
nitus. It is not unc01nmon for our patients to perform a loudness balance at or near 
their threshold. In such patients it is easy to confinn that tinnitus is a phantom per­
ception of neuron.al activity, and it can never be compared with a real, external 
sound. 

We explain that peripheral hearing loss exerts a strong influence on the per­
ceived pitch of tinnitus because most often tinn.itus pitch is located in the range 
of frequencies in the slope of the audiogra1n (Hazell, 1995; Meikle, 1995). Next, 
we evaluate distortion products otoacoustic e1nission (DPOAE). It indicates func­
tional integrity of outer hair cells, and .for almost all of our patients it shows 
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cochlear dysfunction in a frequency region corresponding to their perceived tin­
nitus, even in patients with normal hearing (Bartnik et al, 2002; Hall, 1999; 
Shiomi et al, 1997). This information is invaluable in counseling patients about 
the origin of their tinnitus. The observation of a decrease in DPOAE amplitude 
in some frequency regions in patients with norn1al hearing fits exactly in the 
hypothesis of discordant damage of OHCs and IHCs (Jastreboff, 1990). The infor­
rnation gained frorn DPOAE can also be useful in convincing patients that their 
problem is real (Hall, 1999). 

Finally, we explain to patients the result of the ABR latency test. This allows us 
to tell them that there are no retrocochlear lesions in their auditory pathways. 
Many patients are afraid of tumors, so this information makes them feel much 
calmer. 

HOW DOES THE DETECTION OF ABNORMAL NEURONAL ACTIVITY 

RELATE TO TINNITUS? 

After the first part of our consultation, we tell the patient that each in.correct 
pattern of neuronal activity is easy to notice from the background of spontaneous 
activity. Consequently, this signal may not be filtered, and it can reach the cerebra] 
cortex. This is the case when tinnitus is perceived. We explain to the patient that 
our brain sorts out signals according to their significance, giving important signals 
priority. Of particular importance are signals that are new, associated with 
e1notional or unpleasant situations, related to survival, or a tlu·eat to health or 
life. Tilu1itus meets such conditions, n1ost often posing a threat to the quality of 
life. That is why people focus their attention on it. 

We indicate to the patient that tinnitus is usually associated with negative 
emotions. It causes fear of hearing deterioration, brain tumor, burst blood vessel 
in the brain, psychological disorders, and so on. In addition, people cannot free 
themselves from this sensation, and very often the patient cannot find any effec­
tive help for it. On the contrary, health care professionals often offer the patient 
negative counseling, such as "Nothing can be clone for tinnitus" and "You have 
to learn to live with it," which makes the patient' s beliefs and concerns stronger. 
We explain to the patient that when this signal is labeled as something wrong or 
negative, tl1e activation of the limbie system and autonomie nervous system 
increases. The signal of timutus is qualified as one of the most irnportant tasks 
the brain needs to attend to. This results in enhanced awareness of this signal, 
which triggers the increase of tinnitus inh·usiveness and annoyance. We empha­
size very clearly that the degree of annoyance depends on activation of the 
limbie system and autonomie nervous system. To stress this, we discuss the 
patient' s parameters of tim1itus, indicating that the value of tinnitus loudness is 
usually very close to the hearing threshold, although it may be perceived as a 
very loud sound. We make the patient aware of a difference between sorneone 
who experiences tinnitus and someone who suffers from it. 

At this time we summarize information, by answering the following questions. 

Q: Where is the most probable place of tinnitus generation in the patient's 
particular case? 

A: Most often we can indicate that dysfunction in the inner ear or damage to the outer 
hair cells is responsible for tin nitus generation. 
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Q: What causes tinnitus? 
A: It results from the brain overcompensating (overreacting) to the presence of even a 

small abnormal activity in the auditory nerve. Tinnitus is not a sound; it is the 
perception of neuronal activity. 

Q: Why can tinnitus be so troublesome? 
A: The degree of tinnitus annoyance de-pends on the brain's interpretation of it, and 

successive activation of the brain's systems responsible for emotions and reaction of 
the body. 

Q: What are the main goals of directive counseling? 
A: To reassure the patient and decrease his or her negative reactions to tinnitus. 

Directive counseling seeks to neutralize the negative emotional associations and fears 
caused by tinnitus. 

Q: How can this education help the patient? 
A: Education helps because un.derstanding the causes and effects of tinnitus makes it less 

frightening. Most of ten tinn.itus is a symptom of some disorder in the inner ear, and it 
is not connected with any serious disease. 

Q: What is the next step in therapy? 
A: The next step is to initiate the process of habituation, to retrain the emotional and 

autonomie system to not be activated by tinnitus. 

After the first part of counseling, patients usually feel much calmer and more 
secure. We then tell them that even if they accept that tinnitus does not threaten 
hea.lth or create any harm, the tim1itus will stili be perceived. They may not be 
annoyed by tinnitus so much, but they can still hear it. Consequently, we 
explain to patients that our next goal is habituating the tim1itus perception. 

HOW DOES THE SENSORY SYSTEM OPERATE, AND WHAT RESULTS FROM THIS? 

We provide an overview about the regulation of our sensory system. We tell the 
patient that our sensory system works on detection and enhancement of contrast, 
and at the same time it adjusts amplification of incoming signals depending on 
their characteristics. In practical tenns this means that the bigger the contrast 
with the environment, the easier the perception of the signal. For example, a 
small candle is a big stilnulus for our vision in a dark background, whereas the 
same candle may go unnoticed in the daylight. We give similar examples here con­
cerning different sensory subsystems to show the patient that the absolute 
strength of a physical stimulus is less important than its contra.st against the back­
ground. It is easy for the patient to understand that the weak sound will be per­
ceived clearly when there is no other sound around (a big contrast with the 
environment). According to this, a tinnitus-related signal coming from the im1er 
ear will be easy to detect if the patient is in silence. At the same time, if there 
are no sounds around us, the brain will try to get any kind of information frmn 
the ear. In these cases, the central auditory system will strengthen every neuronal 
activity related to tinnitus. We talk about an experiinent in which young people 
with normal hearing and without tinnitus started to perceive tinnitus while 
being in an anechoic chamber (an almost totally silent and echo-free room). We 
explain to the patient what happened in that situation . We tell the patient that 
all of us could potentially hear tinnitus if we were in an environment quiet 
enough, as a result of increased gain in <the auditory pathways by the brain. 
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This also can lead to hyperacusis, which can reach an extrem.ely high level so that 
the patient cannot tolerate norma! everyday sounds. In the case of hearing loss, the 
gain in the central auditory pathwayzi will increase in exactly the same way as 
with somebody ren1aining in a soundproof room. 

Therefore, taking into consideration all these facts, our first goa1 will be to 
decrease gain within the auditory pathways. After increasing the level of acousti­
cal background of the surroundings, tinnitus is supposed to merge with the back­
ground. At this point we hope the tinnitus ceases to be noticeable. Next, we 
discuss the ways we can facilitate this. 

WHAT SPECIFIC APPROACH TO SOUND THERAPY DO WE TAKE? 

We tell the patient that, because it is pivotal that each sig:nal in the central nervous 
system is detected on the basis of contrast, we have to decrease the co:ntrast 
between neuron.al activity perceived as tin:nitus and generał background activity 
with:in the auditory system. Th.is will reduce or even remove the tinnitus. Accord­
ing to this, the sound serves the purpose of reducing the contrast in hearing path­
ways between the tinnitus signal and the background sound. We tell the patient 
very clearly that he or she should not create the situation where the tinnitus 
signal is the only stimulus. Thus a strong emphasis is placed on the rec01nmen­
dation to "avoid silence." W hat matters is the existence of the sound, not the 
source of it. It is i1nportant for the sound used during the training to be neutral 
(not to attract the patient' s attention) and set at the level be low the mixing 
point. The sound 1nay be produced by various devices such as an air-conditioner, 
radio, cassettes, and bedside sound generators. We make patients aware that they 
cannot habituate to s01nething they cannot perceive. Consequently, complete 
masking of the tinnitus is prohibited. At the same ti1ne we remind patients to 
avoid loud sounds because the association between a loud noise and tinnitus 
has been known for 1nany years. 

We use Fig. 10-lA,B,C to teach patients the relation of the tinnitus signal to the 
acoustic background. 

We indicate that patients should create a situation similar to that in Fig. 10-lC. 
We tell patients about the best way to decrease the contrast between tinnitus signal 
and background activity. This acoustic situation can "turn down tinnitus" after 
some time for patients in each category (Bartnik et al, 2001a). We finish directive 
counseling by explaining to patients the importance of enhancing the natura! 
process of habituation, then decide on the best kind of devices for TRT sound 
therapy. 

The n.ext visit is arranged for fitting a hearing aid or noise generator. 

Choosing and Fitting the Most Suitable Hearing Aid, Hearing Aid with 
Noise Generator, or Noise Generator 

Patients from category II, who have subjective hearing loss that creates communi­
cation problems, are advised to use hearing aids with noise generators. lf for smne 
reason that is impossible, we recommend just hearing aids. Frorn the beginning 
the patient is instructed that the hearing aido provides an additional auditory 
signal to facilitate habituation during the day and to in1prove communication 
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For category I patients: 

• We adjust the volume to the rnixing point and tell the patient that he or she
. 

.

has to be able to separate tinnitus from the sound of the insh·ument at the
1noment of fitting.

• We demonstrate to the patient how to set the generator very close to the
1nixing point in each ear.

• We explain how to use a noise generator, turn it on and off, and set the vohune.
• We advise the patient to use the noise generator as much as possible

(minimum 8 hours a day, preferably throughout the day).
• We tell the patient to put on the noise generator upon waking every morning.
• The instrmnent must be taken off at night, but the patient should have sorne

other soft sound around the bed during the night.
• The patient is told to set the instrument at the mixing point and not to change

the sound level even if he or she cannot hear the sound frorn the instrument
because of another environmental noise. If ti1mitus gets louder during the
day, after the patient has set the noise generator, he or she should not increase
the volmne.

• The patient is told that the tinnitus may appear to worsen after he or she has
worn the noise generator for a few weeks. Th.is is only a ternporary experi­
ence, however, and the patient should not worry about it.

• We repeat the recmnmendation to "avoid silence." Low levels of background
sound (below the rnixing point) are recornmended.

For category III and IV patients: 

• We ask the patient to tell us when he or she begins to hear noise from the
generator. For category IV patients, we set the volume at the hearing
threshold; for category III patients/ we adjust the volu1ne slightly above
that point.

• We ask the patient to repeat this activity for both ears because smnetirnes the
level of noise can be a little different in each ear.

• We recommend that the patient not wear ear protection if he or she is used to
wearing it; instead, ear protection should be worn only when the patient is
exposed to loud noise.

• The rest of the fitting protocol includes the same recommendations as for
patients from category I.

Follow-up Counseling According to Individual Needs of the Patient and 
Established Schedule 

After providing the patient with hearing instruments, it is important to monitor 
the therapy. Category III and IV patients usually need to be seen more often. 

On average we follow the following schedule of appointments. 

4-week appointn1ent

• Check if the patient is wearing the instrument(s) properly (volume setting,
comfort of using, period of use).
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• Listen to the patient' s questions and concerns and try to resolve them.
• Reinforce goals.

3- and 6-month. appointments

• Check volume setting, time period of use, and comfort.
• Category III and IV patients may be asked to gradually increase the volume

to the mixing point.
• Ask the patient if he or she has ever forgotten about the noise

generator (indicates that habituation of the sound frorn the instrument has
begun).

• Review counseling.
• Listen to the patient' s questions and concerns and try to resolve them.
• Reinforce goals.

12- and 18-month appointments

• Check volume setting, time period of use, and comf ort.
• Change volume setting to the mixing point for category III and IV patients if

the patients wear noise generators comfortably for most of the day.
• Assess subjective aspects of hyperacusis in category III and IV patients and

observe if hyperacusis has ceased to be a problem.
• Repeat counseling.
• Listen to the patient's questions and concerns and try to resolve them.

Usually after 24 months of therapy we let patients stop weadng the noise gen-
erators if they have shown that they do not need them anymore. In some cases 
patients do not want to part with the noise generators, and they are allowed to 
continue wearing them. Some are ready to live without generators only in the 
third year of therapy. 

Conclusion 

In our opinion, tinnitus retraining therapy has many advantages, including the 
fact that it is completely noninvasive. Following therapy, we have observed 
chan.ges in tiru1itus reaction, in tinnitus awareness, and in the particular life activi­
ties previously prevented or affected. 

We realize that tinnitus retraining therapy has some weaknesses as well. lt 
is time consuming in that it takes about 18 months for stable effects to 
become obvious. In addition, some patients do not get satisfactory results 
after this long period of treatment . TRT requires s01ne patience and discipline 
from the patient and well-educated, experienced professionals to conduct it 
properly. 
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