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T innitus is the perception of sound that does not have an ex-
ternal source. It can be constant or intermittent and per-
ceived as ringing, buzzing, or other sounds.1,2 The subjec-

tive symptom of chronic tinnitus (ie, tinnitus lasting longer than 6
months) is experienced by millions of people worldwide.3 An esti-
mated 50 million adults in the US experience tinnitus.4 Most people
with tinnitus are not bothered by it. For those who are, tinnitus se-
verity is associated with insomnia, depression, anxiety, and poorer
quality of life (QoL).5 Any condition or exposure that injures or dam-
ages the auditory system can contribute to the generation of sub-
jective tinnitus, such as presbycusis (hearing loss caused by aging),
prolonged exposure to loud sounds (noise-induced hearing loss),
acoustic trauma (brief exposures to very high-intensity sounds), and
injuries and diseases that affect the brain and auditory system.6

Tinnitus is of particular interest to the US Department of Vet-
erans Affairs (VA) and the US Department of Defense (DOD) be-

cause it is the most prevalent service-connected disability among
veterans, with nearly 3 million individuals receiving compensation
for the condition.7 Tinnitus and hearing loss in veterans and service
members are sometimes associated with military noise (eg, gun-
fire, military vehicles); chemical (eg, solvents) exposures; otoacous-
tic trauma caused by bombs and blast exposure; traumatic brain in-
jury (TBI); physical injuries, such as head or neck trauma; and
structural damage to the auditory system (eg, perforated tympanic
membranes).8,9 Tinnitus and hearing loss acquired during military
service might be exacerbated by subsequent exposure to nonmili-
tary risk factors (eg, recreational gunfire, power tools, machinery,
and music). Tinnitus is usually irreversible, so affected service mem-
bers and veterans might face a lifetime of clinical care to manage
problems associated with tinnitus.

This clinical practice guideline (CPG)10 was developed by a team
of interdisciplinary subject matter experts, with support from the

IMPORTANCE The most recent US clinical practice guideline (CPG) for tinnitus was published
in 2014. The US Department of Veterans Affairs (VA)/US Department of Defense Tinnitus
Clinical Practice Guideline Work Group recently completed a new guideline. The work group
consisted of experts across disciplines who were supported by the VA Office of Quality and
Patient Safety and the Defense Health Agency Clinical Quality Improvement Program. This
article summarizes the first VA/US Department of Defense CPG for tinnitus management.

METHODS AND OBSERVATIONS The guideline was based on a systematic review of clinical
and epidemiological evidence. Rigorous methods determined the strength of the
recommendations. Developed by a panel of multidisciplinary experts, it provides a clear
explanation of the logical associations between various care options and health outcomes
while rating the quality of the evidence and strength of the recommendations for 20
questions focused on evaluating and managing care for adults with bothersome tinnitus.
The guideline provides an evidence-based framework for evaluating and managing care
for adults with bothersome tinnitus.

CONCLUSIONS AND RELEVANCE The CPG offers patients with tinnitus and clinicians an overview
of evidence-based education and self-management, care options, and recommended outcome
measures to monitor effectiveness and potentially improve patient health and well-being.
Findings of a lack of sufficient evidence resulted from evaluating the quality of the body of
evidence and emphasize the gaps in knowledge that need further study. Addressing these gaps
may enable a comprehensive evaluation of the potential benefits and limitations of various
tinnitus care options, ultimately improving patient care and clinical practice.
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Office of Quality and Patient Safety, Veterans Health Administra-
tion, and the Clinical Quality Improvement Program, Defense Health
Agency. Development of this first VA/DOD CPG for tinnitus was
partially motivated by the fact that the most recent CPG developed
in the US was completed 10 years ago.11

Methods
The VA and DOD Evidence-Based Practice Work Group initiated the
first VA/DOD CPG for tinnitus. This new CPG was developed using
standards and methods that were implemented previously for 23
other VA/DOD CPGs12 and is based on a systematic review of clini-
cal and epidemiological evidence that provides an evidence-based
framework for evaluating and managing care for adults with both-
ersome tinnitus. The methods followed the Guideline for Guidelines13

and aligned with the National Academy of Medicine’s principles of
trustworthy CPGs (eg, explanation of evidence quality and strength,
management of potential conflicts of interest, interdisciplinary
stakeholder involvement, use of systematic reviews, and external
review of the final guideline). Full details regarding the guideline de-
velopment process are described in the eMethods in the Supple-
ment. This article summarizes the tinnitus CPG, which was pub-
lished online in 2024.10 The complete CPG and supporting materials
(including a patient summary, provider summary, and reference card)
can be accessed online.10 Within the complete work group (WG), the
systematic review process is thoroughly described, including the
methods for grading the quality of the evidence, using the Grading
of Recommendations Assessment, Development, and Evaluation
(GRADE) approach.14-16 To guide this CPG’s systematic evidence
review, the WG drafted 20 questions on clinical topics of the
highest priority for the VA and DOD populations. The questions
followed the population, intervention, comparison, outcome, tim-
ing, and setting framework.

The strength of a recommendation was defined as the extent
to which one can be confident that the desirable effects of an inter-
vention outweigh its undesirable effects (Table). The relative
strength of each recommendation was based on 4 domains: (1) con-
fidence in the quality of the evidence; (2) balance of desirable and
undesirable outcomes; (3) patient values and preferences; and (4)
other considerations, such as resource use, equity, acceptability,
feasibility, and subgroup considerations. A given recommenda-
tion’s strength (ie, strong vs weak) was distinct from its clinical im-
portance (eg, a weak recommendation was evidence based and
still important to clinical care). This CPG’s use of GRADE reflected a
more rigorous application of the methods than previous iterations;
the determination of the strength of the recommendation was more
directly associated with the confidence in the quality of the evi-
dence on outcomes that are critical to clinical decision-making.14-16

Recommendations
Monitoring (Recommendations 1-2)
The WG suggested using validated subjective outcome measures (eg,
Tinnitus Functional Index) to monitor the effectiveness of tinnitus
management. Evidence suggests that self-report measures are ef-
ficient in assessing tinnitus severity and responsiveness to treatment-
related changes.17-21 Conversely, psychoacoustic measurements
(eg, minimum masking level, pitch, or loudness matching) are not

responsive to treatment changes and should not be used to moni-
tor tinnitus intervention outcomes.21

Education and Self-Management (Recommendations 3-5)
The WG suggested educational counseling to reduce the func-
tional impact of tinnitus. Evidence from a single randomized clini-
cal trial (RCT) included in a systematic review (SR)22 supports edu-
cational counseling by an audiologist. The CPG patient focus group
indicated that their initial lack of understanding and knowledge about
tinnitus might have delayed their care, reinforcing the value of
early educational counseling.

Mobile applications (apps) provide an additional modality for
accessing self-management tools, but evidence from a single RCT23

was insufficient to make a recommendation for or against web-
based or app-based self-management tools for tinnitus. Readily
available products include sound libraries, guided relaxation and
wellness exercises, sleep hygiene guidance, and various combina-
tions of sound and stress-reduction guidance. However, RCTs
supporting the efficacy of web-based and app-based technology
without direct clinician involvement are lacking. Despite the lim-
ited evidence of benefit, the WG determined there is little or no harm
in educating patients of the availability of web-based or app-based
self-management tools.

The WG determined that there is insufficient evidence to recom-
mend for or against the use of computer-based games and training
programs for tinnitus self-care. Prototype computer-based games that
focus on auditory training by using sound in various active percep-
tual training paradigms (eg, frequency discrimination training, audi-
tory cognitive training, and auditory attention training) are available.
The WG’s confidence in the quality of the evidence, limited to 3 RCTs,
was very low due to small sample size and poor study quality.

Amplification Devices (Recommendations 6-10)
The WG suggests hearing aids for adults with hearing loss and coch-
lear implants for adults who meet candidacy requirements. The WG
suggests cochlear implants vs implantable bone conduction de-
vices (BCDs) or contralateral routing of signal/sound (CROS) hear-
ing aids for tinnitus management in adults with single-sided
deafness (SSD) who meet candidacy requirements.

Evidence suggests that hearing aids are associated with a re-
duced functional impact of tinnitus.24,25 Despite the low confi-
dence in the quality of the evidence regarding sample size, risk of
bias, and heterogeneity, the benefits of hearing aids outweighed the
potential harms. This conclusion was reinforced by the patient fo-
cus group, which emphasized that hearing aids were associated
with a reduced functional impact of tinnitus.

Surgical indications for cochlear implants have evolved and ex-
panded in recent years to include patients with less severe hearing
loss and those with SSD. Evidence from recent SRs and RCTs, largely
derived from studies evaluating patients with SSD, suggests that
cochlear implantation is effective at reducing self-perceived tinni-
tus handicap in adults who meet candidacy requirements.26-32 The
confidence in the quality of the evidence was low. Overall, the evi-
dence showed durable improvement in tinnitus outcomes follow-
ing cochlear implantation for participants with SSD compared with
those who did not undergo cochlear implantation.27-29

Although not included in the systematic evidence review nor
associated with the strength of the recommendation, an SR con-
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cluded that many participants with bilateral hearing loss who un-
derwent cochlear implantation also demonstrated substantial re-
ductions in tinnitus functional impact.32 Furthermore, a high degree
of satisfaction and the ability to maintain active duty status has been
reported for service members who undergo cochlear implantation.33

Evidence indicated rare risks of harm associated with cochlear
implantation, including postoperative infections, worsening tinni-
tus symptoms, postoperative meningitis, long-term facial nerve dys-
function, cochlear implant device failure, and electrode migration.
Given the infrequent incidence of risks, the benefits of cochlear

implantation for tinnitus management outweigh its harms
and burdens.

The WG determined there was insufficient evidence to recom-
mend for or against CROS hearing aids for tinnitus management in
adults with SSD. A trial of CROS amplification is required before sur-
gical procedures for SSD (eg, cochlear implantation, implanted
BCDs). Very limited evidence exists to recommend for or against
CROS hearing aids as a management tool for tinnitus.26

The WG also determined insufficient evidence to recommend
for or against implantable BCDs in adults with SSD. BCDs include vari-

Table. Recommendations

Topic No. Recommendation Strength
Monitoring 1 We suggest using validated subjective outcome measures (eg, Tinnitus Functional

Index, Tinnitus Handicap Inventory) to monitor the effectiveness of tinnitus
management.

Weak for

2 We suggest against psychoacoustic measures (eg, minimum masking level,
loudness matching) to monitor the effectiveness of tinnitus management.

Weak against

Education and self-management 3 We suggest educational counseling to reduce the functional impact of tinnitus. Weak for

4 There is insufficient evidence to recommend for or against the use of web-based
or app-based self-management for tinnitus.

Neither for nor against

5 There is insufficient evidence to recommend for or against the use of
computer-based games, training programs, or both for tinnitus self-care.

Neither for nor against

Amplification devices 6 We suggest hearing aids for tinnitus management in adults with hearing loss
(see narrative for discussion of patients without hearing loss).

Weak for

7 There is insufficient evidence to recommend for or against CROS hearing aids
for tinnitus management in adults with single-sided deafness.

Neither for nor against

8 We suggest cochlear implantation for tinnitus management in adults who meet
candidacy requirements.

Weak for

9 There is insufficient evidence to recommend for or against implantable BCDs
for tinnitus management in adults with single-sided deafness.

Neither for nor against

10 We suggest cochlear implants vs implantable BCD or CROS hearing aids for
tinnitus management in adults with single-sided deafness who meet candidacy
requirements.

Weak for

Sound-based intervention alone 11 There is insufficient evidence to recommend for or against auditory cognitive
training (eg, frequency discrimination training, auditory attention training)
for the reduction of tinnitus distress and functional impact.

Neither for nor against

12. We suggest the therapeutic use of sound for tinnitus self-care. Weak for

13. There is insufficient evidence to recommend for or against sound therapy with
altered music (eg, notched music therapy, spectrally altered music) to reduce
the impact of tinnitus.

Neither for nor against

Behavioral intervention alone 14 We suggest CBT by a trained clinician for adults with bothersome tinnitus. Weak for

15 There is insufficient evidence to recommend for or against the following
psychological interventions by a trained clinician for adults with bothersome
tinnitus (unranked): acceptance and commitment therapy, mindfulness-based
therapies, and mindfulness-based stress reduction.

Neither for nor against

Combined sound-based
and behavioral intervention

16 We suggest sound therapy combined with CBT for tinnitus management
by a multidisciplinary team.

Weak for

17 We suggest sound enrichment with ongoing directed tinnitus education
by an audiologist.

Weak for

Neuromodulation/neurostimulation 18 There is insufficient evidence to recommend for or against repetitive transcranial
magnetic stimulation for tinnitus management.

Neither for nor against

19 There is insufficient evidence to recommend for or against transcutaneous electric
nerve stimulation for tinnitus management.

Neither for nor against

20 There is insufficient evidence to recommend for or against transcranial direct
current stimulation for tinnitus management.

Neither for nor against

21 We suggest against low-level laser therapy for tinnitus management. Weak against

Manual therapy 22 We suggest a multidisciplinary approach for assessing and treating patients with
bothersome tinnitus and temporomandibular disorder, cervical spine dysfunction,
or both to reduce the functional impact of tinnitus.

Weak for

Complementary and integrative health 23 There is insufficient evidence to recommend for or against acupuncture
for tinnitus management.

Neither for nor against

Herbals, nutraceuticals, and supplements 24 We suggest against the use of ginkgo biloba, dietary or herbal supplements,
or nutraceuticals for tinnitus management.

Weak against

Pharmacotherapy 25 We suggest against the use of anticonvulsants, antidepressants, antiemetics,
antithrombotics, betahistine, intratympanic corticosteroid injections, or N-methyl
D-aspartic acid receptor antagonists for tinnitus management.

Weak against

Abbreviations: app, application; BCD, bone conduction device; CBT, cognitive behavioral therapy; CROS, contralateral routing of signal/sound.
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ous amplification devices that transmit sound to the inner ear by vi-
brating the skull to bypass the normal sound conduction pathway
of the ear canal, tympanic membrane, and ossicular chain. On the
balance of benefits and harms, the harms of implantable BCDs for
tinnitus management in adults with SSD were considered to slightly
outweigh its benefits. This finding was based on the available evi-
dence, which indicated equivocal improvement for tinnitus func-
tional impact and a low but real risk of substantial complications.

Finally, the WG suggests cochlear implants vs implantable
BCDs or CROS hearing aids for tinnitus management in adults with SSD
who meet candidacy requirements. Evidence suggests that cochlear
implantation is associated with a reduced effect and distress of
tinnitus compared with implantable BCDs or CROS hearing aids in
adults with SSD.26,34

Sound-Based Intervention Alone (Recommendations 11-13)
The WG suggested therapeutic use of sound for tinnitus self-care. Evi-
dence suggests this is associated with reduced self-perceived tinni-
tus handicap, promotes relaxation, and facilitates distraction from tin-
nitus. The use of sound for tinnitus self-care has been referred to as
sound therapy or sound enrichment. Sound can be delivered with
ear-level devices (eg, hearing aids, sound generators, wireless
earphones) or through external sound-playing devices (eg, mobile
phones, music devices, and tabletop sound spas) and implemented
with or without professional guidance. Sound enrichment is typi-
cally most effective when combined with professional guidance.

Evidence suggests that the therapeutic use of sound (eg, broad-
band noise, mixed pure tones, and tinnitus-matched sound) is as-
sociated with reduced self-perceived tinnitus handicap.35-38 Sound
therapy can be generic or proprietary. Recommended use time var-
ies across protocols, sound types, and devices. The WG’s confi-
dence in the quality of the evidence was low. The benefits were bal-
anced with the potential harm of increased tinnitus loudness and
the time necessary to achieve therapeutic effect. The patient focus
group participants noted that sound therapy delivered via hearing
aids was an important component of their tinnitus management.

The search for sound-based interventions for tinnitus yielded
evidence on auditory cognitive training; therefore, the WG in-
cluded this approach for consideration. The WG determined that
there is insufficient evidence to recommend for or against auditory
cognitive training, such as frequency discrimination training and
auditory attention training. Studies that met the inclusion criteria
focused on computer-based gaming modalities that targeted audi-
tory attention, auditory memory, auditory processing speed, and
frequency discrimination. The evidence suggests that auditory
cognitive training might be associated with improved attention,
memory, and concentration in patients with tinnitus.39-41 Limited evi-
dence for frequency discrimination training revealed no substan-
tial reduction in self-perceived tinnitus handicap or tinnitus severity.42

However, the body of evidence was limited, and confidence in the
quality of evidence was very low.

The WG also determined that there is insufficient evidence to rec-
ommend for or against sound therapy with altered music (eg, notched
music therapy, spectrally altered music). Study outcomes were mixed,
and results were predominantly characterized by Tinnitus Handicap
Inventory and Tinnitus Functional Index score reductions for the ex-
perimental and control groups.43-46 By contrast, 2 other studies47,48

found no significant change in their experimental or control groups.

These therapies cannot be generalized to patients with severe hear-
ing loss because most studies required that patients have hearing
thresholds less than 70 dB hearing level (dB HL).

Behavioral Interventions Alone (Recommendations 14-15)
The WG recommended cognitive behavioral therapy (CBT) for tinni-
tus management. CBT focuses on improving thoughts, feelings, and
behaviors associated with tinnitus. CBT was more effective than
control conditions in reducing tinnitus distress and improving
functionality.49-52 The effectiveness of CBT is robust across modali-
ties (eg, in-person, internet-based, telephone; individual, and
group).50-52 CBT was associated with reduced symptoms of anxiety
and depression in patients with tinnitus.49,50,52 To a lesser extent, evi-
dence also suggests that CBT was associated with improved sleep52,53

and QoL53 in participants with bothersome tinnitus. Less is known
about the efficacy of other psychological interventions (ie, accep-
tance and commitment therapy, mindfulness, mindfulness-based
stress reduction, and relaxation training) in adults with bothersome
tinnitus. Overall, the efficacy of CBT for reducing tinnitus distress has
been supported more often than other psychological interventions.

Combined Sound-Based and Behavioral Interventions
(Recommendations 16-17)
Combined sound-based and behavioral interventions have been as-
sociated with reductions in tinnitus effect compared with sound
therapy alone.22,37,54 There is evidence that the combination of
sound therapy and CBT (based on the Progressive Tinnitus Man-
agement program) was associated with significant reductions in tin-
nitus effect and improved degree of confidence among patients in
their ability to self-manage their tinnitus reactions.22,54 There were
no studies identified that compared the effectiveness of CBT as a
standalone treatment with the combination of CBT and sound
therapy. There is evidence to suggest there is benefit to providing
sound enrichment with ongoing directed tinnitus education by an
audiologist, as evidenced by clinically relevant reductions in the func-
tional impact of tinnitus.55-59 Additional evidence suggests the ben-
efit of multiple sessions of tinnitus-specific educational counseling
combined with hearing aids for hearing loss when appropriate, as
evidenced by reductions in tinnitus distress regardless of counsel-
ing type (TRT-based counseling or tinnitus masking method).59

While there is consistent research to suggest that a combina-
tion of sound therapy and behavioral interventions is associated with
reduced tinnitus distress, there were study limitations (ie, partici-
pant attrition rates, small sample size) that limit confidence in the
data. Overall, the benefits of the treatment outweigh any risks or
harm and the collective body of evidence is encouraging in that it
shows a robust reduction in tinnitus-related distress when using a
combination of sound-based and behavioral interventions.

Neuromodulation/Neurostimulation (Recommendations 18-21)
The WG determined there was insufficient evidence to make a rec-
ommendation for or against neuromodulation or neurostimula-
tion. The eMethods in the Supplement provides more information.

Manual Therapy (Recommendation 22)
The WG suggests a multidisciplinary approach for evaluating and
treating patients with bothersome tinnitus and temporomandibu-
lar disorder (TMD), cervical spine dysfunction, or both. This recom-
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mendation applies to patients with somatosensory tinnitus, a sub-
type of tinnitus in which the tinnitus characteristics (eg, loudness,
pitch) can be modulated by voluntary movements of the eyes, head,
neck, or jaw. While there is no clinical consensus on diagnosing so-
matosensory tinnitus,60 there is agreement that patients with an
underlying biomechanical deficit that modulates their tinnitus
may benefit from physical therapy services (eg, manual therapy) to
address the underlying co-occurring cervical spine dysfunction or
TMD as part of their tinnitus care.

Complementary and Integrative Health (Recommendation 23)
The WG determined that there is insufficient evidence to recom-
mend for or against acupuncture for tinnitus management. The
eMethods in the Supplement provides more information.

Herbals, Nutraceuticals, Supplements (Recommendation 24)
The WG suggests against the use of ginkgo biloba, dietary or herbal
supplements, or nutraceuticals for tinnitus management. The
eMethods in the Supplement provides more information.

Pharmacotherapy (Recommendation 25)
The WG suggests against the use of anticonvulsants, antidepres-
sants, antiemetics, antithrombotics, betahistine, intratympanic
corticosteroid injections, or N-methyl D-aspartic acid receptor
antagonists for tinnitus management.61,62 The eMethods in the
Supplement provides more information.

Comparison With Other Guidelines
A recent SR comparing several tinnitus CPGs for chronic tinnitus in
adults published between 2011 and 2021 identified 10 guidelines for
analysis and comparison regarding treatment recommendations.63

Recommendations for 13 types of tinnitus management strategies
were compared. Large differences in guideline development and
methods were identified, and reporting was judged to be poor in sev-
eral guidelines. Seven of the 10 guidelines included a systematic
search of the literature to identify the available evidence. Six of the
10 guidelines used a framework for guideline development. Coun-
seling (5 of the 10 guidelines) and CBT (8 of the 10 guidelines) were
the only interventions recommended for managing bothersome
tinnitus by all the guidelines that included these interventions. TRT,
sound therapy, hearing aids, and cochlear implantation were not
unanimously recommended, either due to lack of evidence, a high
risk of bias, or judgment of no benefit. The authors of the SR sug-
gested that future guidelines could benefit from using validated re-
porting tools to improve reporting and transparency and inclusion
of guideline experts and patients to improve the quality of CPGs on
tinnitus. These recommendations were followed in developing the
VA/DOD CPG (2024) by using reporting tools and guideline ex-
perts, multidisciplinary subject matter experts, and a patient focus
group. The VA/DOD recommendations were compared with the rec-
ommendations in the SR. In addition to counseling (education) and
CBT, other tinnitus management options suggested include tinni-
tus programs, such as TRT, Progressive Tinnitus Management, and
Tinnitus Activities Treatment; sound therapy; hearing aids; cochlear
implants; and manual therapy for TMD, cervical spine dysfunction,
or both for managing bothersome tinnitus. One factor that contrib-
utes to differences between CPGs is the training and experience of
the WG members who develop them. The WG for the new VA/DOD

CPG for tinnitus comprised otolaryngologists, audiologists, psy-
chologists, pharmacologists, other clinicians, and researchers who
had experience evaluating and treating patients with tinnitus. All the
WG members for this CPG were affiliated with either VA or DOD
health care facilities. This combination of WG experience and cir-
cumstance, tempered by the time-tested processes of VA/DOD CPG
development, resulted in a tinnitus guideline we hope is practical
and useful for clinicians, patients, and caregivers.

Research Recommendations
The WG identified areas needing further research. Recommended
research priorities included:
• Evaluate pretreatment and posttreatment effects of tinnitus in-

terventions using validated outcome measures.
• Compare the efficacy of web-based or app-based training as

standalone tinnitus care with clinician-guided tinnitus care
combined with self-management.

• Evaluate the efficacy of amplification as a tinnitus intervention as
a function of hearing status (eg, normal hearing, hidden hearing
loss, and mild/moderate/severe hearing loss).

• Compare active vs passive sound therapy and the associations
with tinnitus outcome measures, tinnitus functional impact, QoL,
and secondary outcomes (eg, sleep, depression, and anxiety).

• Evaluate the therapeutic and long-term effects of different forms
of CBT interventions and the benefits of cognitive training on
tinnitus functional impact, QoL, and secondary outcomes (eg,
sleep, depression, and anxiety).

• Conduct studies focused on internet-based therapies other than
CBT and evaluate the associations with tinnitus functional impact
and QoL.

• Conduct studies that specifically examine the effectiveness of CBT
alone and CBT combined with sound therapy.

• Conduct large multisite, randomized, placebo-controlled clinical
trials of repetitive transcranial magnetic stimulation to identify the
most effective protocols for reducing the perception of tinnitus,
severity of tinnitus, or both.

• Conduct large clinical trials of physical therapy, chiropractic, and
other forms of musculoskeletal care to determine if these thera-
peutic approaches are effective for reducing the perception of
tinnitus, severity of tinnitus, or both in individuals who have
somatic components associated with underlying biomechanical
issues of the head/neck/jaw.

• Evaluate the comparative effectiveness of different types of
complementary and integrative whole health approaches to im-
prove QoL with tinnitus.

• Conduct large clinical trials to determine whether effective phar-
macological treatment of behavioral/mental health disorders
(eg, major depressive disorder and generalized anxiety disorder)
is associated with reductions in tinnitus severity for patients who
experience these co-occurring conditions.

Conclusions
This synopsis of the VA/DOD CPG for tinnitus summarized the evi-
dence and recommendations for 20 questions focused on evaluat-
ing and managing care for adults with bothersome tinnitus. The full
CPG offers patients and clinicians a comprehensive overview of
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evidence-based education and self-management, treatment op-
tions, and recommended outcome measures that could be used to
monitor effectiveness and associations with other health outcomes
with the overarching goal to improve patient health and well-being.

The CPG use of rigorous GRADE methods determined the
strength of the recommendations. Findings of a lack of sufficient evi-
dence were a direct result of evaluating the quality of the body of
evidence and emphasize gaps in knowledge needing further study.
Addressing these gaps may enable a more comprehensive evalua-
tion of the potential benefits and limitations of various tinnitus care
options, ultimately improving patient care and clinical practice.

The US VA/DOD CPG for tinnitus, published in 2024, was
designed to promote evidence-based care, but it did not mandate
required standard of care. Clinicians are encouraged to apply
evidence-based practices within a patient-centered approach64

and personalize health goals to align with the patient’s capabilities,
needs, and preferences. We recommend using the CPG to
enhance communication, improve care quality, and achieve better
patient outcomes. eModule 1 in the Supplement describes an algo-
rithm for initial evaluation of tinnitus, and eModule 2 in the
Supplement describes an algorithm for managing tinnitus and
improving QoL.
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