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numbers, how inadequate their insurance is for tinnitus 
reimbursement. They are beginning to realize that they 
are uninsured. 
The economic reality to many tinnitus patients is the issue 
of cost. The tinnitus patient in seeking cost control, 
following referral patterns established by managed care 
systems, and receiving limited and no reimbursement, 
paradoxically, is experiencing an emerging artificial self 
imposed rationing of tinnitus care. This is compounded 
by an increased overall cost due to visits to multiple 
offices, increased dissatisfaction and frustration with care, 
and increased stress with resultant increase in tinnitus 
impairment, han4icap and disability. 
The development of outcomes, to be evaluated by 
insurance plans, is believed to be a starting point to 
identify and establish a basis for reimbursement and to 
extend the state-of-the-art for the diagnosis and treatment 
of tinnitus to the entire tinnitus population. 
Rationing of medical care for the tinnitus patient already 
is evident in offices attempting tinnitus diagnosis/ 
treatment. In general, physicians and audiologists, in 
particular, have been restricted in their recommendations 
for both diagnosis/treatment despite years of experience 
with patients with tinnitus, particularly of the severe 
disabling type. The patient, at present, is faced with 
significant costs for both diagnosis/treatment, both of 
which receive minimal reimbursement. For example, the 
audiological procedure for tinnitus evaluation is 
considered "investigatory". This issue has been 
significant since the mid 1980's. Managed care policies 
of interference in reimbursement for procedures known 
to be significant for diagnosis and the questioning of drug 
therapies prescribed in attempting tinnitus control by 
labeling them as "experimental", or "investigational", and 
the recommendation of mandatory generic drugs and the 
questioning of physicians as to indications - all - are 
designed to reduce cost. They have resulted in limiting 
the state-of-the-art methods for diagnosis and treatment 
to only those who can afford such care. 
For the tinnitus patient it is proposed that rationing if 
and when it exists be under the control and decision of 
the patient, not the professional and/or managed care. 
Specifically, the patient should first and foremost be 
informed as to what the state-of-the-art is for both 
diagnosis and treatment. Secondly, depending upon the 
severity of the complaint, the patient can then elect what 
system(s) or protocols are to be followed in an attempt 
to achieve goals which they have set for their symptom 
of tinnitus. 
It is because tinnitus is a "soft" complaint, not life 
interfering, yet with significant behavioral change, that 
a triage system is recommended for all patients with 
tinnitus. The patient should enter into the evaluation and 
treatment plan as an equal partner with the professional 
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and managed care plan. The patient should not be told 
what to do. The patient should discuss with the profes­
sional and managed care plan what their problem is. 
It is proposed that all tinnitus patients have a medical 
evaluation which completes certain basic needs, namely 
to eliminate and identify the presence or absence of 
disease in the area of the head and neck, and other body 
systems which may be life interfering or contribute to 
the complaint of tinnitus . A well informed patient will 
then have the opportunity to select a plan of therapy. The 
tinnitus protocol to be followed is recommended to be 
based on a triage system reflecting the severity of the 
symptom of tinnitus and the desire of the patient for 
tinnitus control. 
Quality of care cannot be maintained when working in 
an environment designed primarily for cost effectiveness. 
It is agreed that cost effectiveness needs to be attempted 
by any and all who are involved in the delivery of medical 
care. However, unfortunately, as Elwood has identified, 
at this time increasing evidence has accumulated 
indicating that under the guise of cost effectiveness 
quality of care has been compromised. This is the case 
for tinnitus. Tinnitus patients are confused by managed 
care companies as to what is covered and what is not 
covered. With care, first and foremost, being discussed 
from the standpoint of cost, not quality, tinnitus patients 
are frequently being exposed to trials of procedures and 
treatment methods which satisfy the policies of managed 
care but are not productive for tinnitus relief. 
Professionals must assume the responsibility for 
informing the tinnitus patient of advances in the field of 
Tinnitology. Local, national, international tinnitus 
information agencies together with professionals and 
basic scientists - must not forget what is most significant 
to the tinnitus patient, namely, what is the medical 
significance of the symptom of tinnitus, and can the 
patient be "cured" of the complaint. Although there is no 
cure for tinnitus at the present time many modalities of 
therapy are available which attempt to provide tinnitus 
relief. The providing of such information by tinnitus 
professionals and tinnitus patients to managed care plans 
and the working together with managed care plans will 
assure the delivery of quality care and avoid the rationing 
of such care to the tinnitus patient. 

PROPOSAL FOR OUTCOMES DETER­
MINATION TINNITUS FOR DIAGNOSIS/ 
TREATMENT 

A. Goals: 
1. To develop an outcomes evaluation for the symptom 

of tinnitus for diagnosis/treatment correlating a 
medical protocol with a stated goal. 
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2. To differentiate outcomes based upon objective and/ 
or subjective tinnitus. 

3. For subjective tinnitus to identify tinnitus patient 
groups: 
a) tinnitus particularly of the severe disabling type; 
b) tinnitus not annoying and 
c) tinnitus annoying but able to cope with it. 

4. Protocol should reflect a Medical Audiologic Team 
Approach. Multiple disciplines are involved 
highlighted by Neurology, Psychiatry, Psychology, 
and Audiology. 

5. Administratorlinsurance plans need to consider 
tinnitus to be a chronic complaint. 

6. The clinical course of tinnitus is individual for each 
patient with significant impairment/handicap/ 
disabili ty. 

B. MethodlResult: 
Outcome systems to emphasize measurement of 
results and method rather than method and result. 
Outcome measurements based on: 
1. Patient Questionnaire 
2. Billing Records 
3. Results to reflect whether a health plan or doctor 

is knowledgeable of the state-of-the-art of tinnitus. 
4. Patient satisfaction. 
5. Tinnitus treatment results to include: 

a) Coping Ability; 
b) Compliance; 
c) Noise Control 

6. Data to be statistically significant. 
7. Measurement of outcome rather than process. 
8. Meaningful comparisons 

C. Costs: 
Cost sharing system to be developed between 
purchaser/ provider/ insurance company. Providers 
to be held accountable for quality. 

D. Standards for Results: 
1. Results for sensory component based upon 

parameters of tinnitus identification. 
2. Results for affect component i.e. anxiety/ 

depression, memory; fear. 
3. Duration of result. 
4 . Remission. 
S. Recurrence. 

E. Consumer Issues: 
1. Patient to look at quality as well as price. 
2. Patient responsibility for cost to be individual. 
3. Patient to assume responsibility for costs 

consistent with financial status. To realize that a 
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cost sharing program needs to be assumed by the 
patient with his/her deductible co-payment of 
their individual insurance plan. 

4. Patient should look at the product rather than only 
at the price tag. 

PROPOSAL FOR TRIAGE SYSTEM 
TINNITUS EVALUATION/TREATMENT/ 
MANAGED CARE 

A. General: 

A triage system for medical audiologic evaluation of 
tinnitus is proposed which reflects the degree of 
involvement and/or interest of the neurotologist/ 
audiologist for tinnitus; patient concern; and degree 
of severity of tinnitus. 

For subjective tinnitus the triage system should reflect 
three tinnitus patient groups: 
a) Subjective tinnitus - occasional; not noticeable, 

not severe; 
b) Subjective tinnitus - significant complaint; not 

severe; coping satisfactorily; 
c) Subjective tinnitus severe disabling type. 

All neurotologists/audiologists should convey an 
interest and sensitivity to the patient for the symptom 
of tinnitus; and to provide neurotologic expertise for 
the evaluation of the presence or absence of disease 
of the head and neck as manifested by history, 
physical examination; and to include a screening test 
for hearing. 
The evaluationltreatment of tinnitus is multi­
disciplinary. All audiologists should convey an 
interest and sensitivity to the patient for the symptom 
of tinnitus; and to establish a team approach with an 
otologist/neurotologist for tinnitus diagnosis/ 
treatment. 
The extent of completion of the recommended tinnitus 
diagnostic protocol and degree of involvement of the 
neurotologist in attempting treatment is individual; 
reflects the interest in tinnitus; and is the basis of a 
triage system. 

B. Goals 

To differentiate between objective/subjective tinnitus. 
To recognize that tinnitus is not a unitary symptom; 
and attempt to identify clinical type(s). 
To differentiate between efforts for diagnosis; and 
attempts for tinnitus treatment/control. 
To identify and differentiate between components of 
tinnitus - sensory affect, psychomotor. 
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To differentiate subjective tinnitus of the severe 
disabling type from non-disabling type. 
To differentiate for treatment - between recom­
mendations for each component of tinnitus. 
To no longer tell patients "to live with it". 
To recognize that treatment modalities are available 
which provide tinnitus relief. 
To develop a triage system for patient referral to 
physicians based upon the return of a questionnaire 
to be prepared by ATA reflecting the clinical interest 
and involvement in the physician office for tinnitus. 

Guidelines to include: 
a. General Otolaryngology - to exclude disease of 

the head and neck with particular emphasis on 
the presence or absence of acoustic tumor. 

b. Neurotology consultation - to exclude disease of 
the head and neck and to perform a tinnitus 
evaluation with a trial of therapy to include 
instrumentation. 

c. Neurotology referral consultation - to complete 
the above plus attempt to identify the clinical 
type(s) of tinnitus; attempt medication and/or 
instrumentation either alone and/or in combi­
nation and follow-up care. 

Such an approach would have a significant impact 
in elimination of patient reports that physicians 
and offices are still advising patients with tinnitus to "live 
with it". 

C. MedicaVAudiologic Triage System: 

1. Tinnitus of all Clinical Types: 

Goal: to exclude major disease of the head and neck 
and specifically acoustic tumor. 

a. Neurotology Examination: 
Tinnitus Screen - all clinical types of tinnitus. 

b. Medical Audiologic Protocol: 
- Neurotologic history 
- Neurotologic physical examination 
- Audiometric testing - site of lesion 
- Referral for tinnitus evaluation. 

2. Tinnitus - Severe Disabling Type: 

Goal: To exclude major disease of the head and neck; 
to attempt to identify the clinical type(s) of 
tinnitus and a trial course of therapy to attempt 
tinnitus control. 

100 

a. Neurotology Examination - Tinnitus Screen 
Diagnosis 

b. Medical Audiologic Protocol: 
- Neurotologic history 
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- Neurotologic physical !!xamination 
- Audiometric testing - site of lesion 
- Tinnitus Evaluation 
- Therapy - Selection of a particular modality 
of therapy, instrumentation and/or medi­
cation, to be followed by referral for follow­
up care. 

- Referral - Follow-up care. 

3. Tinnitus - Severe Disabling Type: 

Goal: To attempt to identify the medical signifi­
cance of tinnitus; identification and treatment, 
when appropriate, of factors known to be 
related to the clinical course of tinnitus; 
attempts for tinnitus treatment/control; and 
follow-up care. 

a. Neurotology Referral Examination: 

Tinnitus ScreenlDiagnosis/Treatmenti 
Follow-Up: 

b. Medical Audiologic Protocol: 
Neurotologic history 
Neurotologic physical examination 
Audiometric testing - site of lesion 
Cochleovestibular Test Battery 
Tinnitus evaluation 
Treatment - To be recommended based 
upon differentiation between the sensory 
and behavioraVaffect components of tinnitus. 

- Drug Therapy 
- Instrumentation either alone and/or in 

combination. 
- Psychiatric consultation is recommended 

for treatment of affect. 

D. Recommendations to managed care for neuroto­
logic evaluation/treatment for the symptom of tinnitus 
should consider inclusion of the following: 

1. For tinnitus - not severe: 

a. Neurotologic evaluation. 
b. Screening hearing test. 
c. Asymmetric sensorineural hearing loss: 

MRIIIAC's with Gadolinium. 
d. Follow-up neurotologic office visits for 

appropriate treatment of factors identified in 
the areas of the head and neck considered to 
be contributory to the clinical course of 
tinnitus. 
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2. For severe tinnitus: 

a. Neurotologic evaluation. 
b. Screening hearing test. 
c. Asymmetric sensorineural hearing loss: 

a. MRI/IAC's with Gadolinium. 
d. Follow-up neurotologic office visits for 

treatment of conditions identified in the initial 
evaluation known to influence the clinical 
course of tinnitus. 

e. Tinnitus evaluation. 
f. Follow-up neurotology office visits; attempt 

to control tinnitus: 
a. Instrumentation 
b. Medication 

E. National/International Tinnitus Organizations; 
Tinnitus Self-Help Groups: 

To develop a triage list of professional offices 
identifying their degree of interest and outcomes 
for tinnitus diagnosis/treatment. 

CONCLUSIONS 

1. Managed care is the American Health Care System 
at this time. 

2. Tinnitus is a chronic complaint and requires a 
specialist medical/audiologic team approach for 
diagnosis/treatment. 

3. Programs of information need to be developed and 
shared between the tinnitus patient/managed care 
and professionals involved with tinnitus empha­
sizing quality and also cost effectiveness. 

4. Outcomes of tinnitus treatment need to be identified 
for the development of standards of quality care, 
reimbursement, and to avoid rationing, of tinnitus 
care. 

International Tinnitus Journal Vol. 2, No.2, 1996 

5. A triage system for selecting professionals for 
tinnitus diagnosis/treatment is recommended in 
an attempt to achieve: 
a) increased efficacy for tinnitus control i.e. 

outcomes; 
b) methods for establishing an increased accuracy 

of tinnitus diagnosis and increased efficacy of 
tinnitus control and 

c) cost sharing programs between managed care, 
tinnitus patient/tinnitus professional. 

6. The tinnitus patient should leave the office of the 
neurotologist with information of the presence or 
absence of disease of the head and neck; medical 
significance of tinnitus; and options for therapy 
recommended to attempt tinnitus relief. No longer 
to be told "to live with it". 

7. Patient responsibility is to be well informed, and to 
select tinnitus professionals based upon a triage 
system recognizing the existence of a growing clinical 
experience for tinnitus diagnosis and treatment, and 
to share cost with managed care insurance plans. 

8. Although no cure exists for the symptom of tinnitus, 
multiple modalities do exist for attempting tinnitus 
relief. 

9. The International Tinnitus Journal extends a challenge 
to local, national, international organizations involved 
in efforts for tinnitus, tinnitus patients, professionals, 
basic scientists involved in tinnitus diagnosis/ 
treatment, and most importantly, tinnitus patients and 
to provide information of outcomes of both diagnosis/ 
treatment to offer a database which can serve as a 
reference for managed care to formulate fair and 
equitable programs of reimbursement for tinnitus 
diagnosis and treatment. 

10. Managed care health plans have international 
implications and affect tinnitus patients and 
professionals. Joint cooperation will establish 
standards of care which wi II assure quality and 
realistic reimbursement plans to tinnitus patients. 
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