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Abstract: The development of the Tinnitus Cognitions Questionnaire (TCQ), a scale de
signed to assess positive and negative cognitions associated with tinnitus, is described. Psy
chometric analyses of the TCQ are examined, with a total of 189 subjects from three separate 
samples. The results indicate good test-retest reliability (r = 0.88) and internal consistency 
(Cronbach's alpha = 0.91). Factor analysis revealed two factors that were interpreted as pos
itive cognitions and negative cognitions. TCQ negative items and positive items were found 
to be unrelated (r = 0.09). Correlations between the TCQ and other self-report indices of de
pression, automatic negative thoughts, and tinnitus-specific symptomatology are reported. 
The TCQ may provide a useful index of the cognitive responses of tinnitus sufferers and may 
be employed as a measure of change in outcome research on psychological management of 
tinnitus. 

T he assessment of psychological distress or handi
cap experienced by tinnitus sufferers has been the 
subject of rece1j\t research. A number of measures 

have been developed to assess tinnitus-related distress, 
coping strategies, and cognitive reactions to tinnitus, in
cluding the Tinnitus Effects Questionnaire (TEQ) [1,2]; 
Tinnitus Handicaps Questionnaire (THQ) [3]; Tinnitus 
Reaction Questionnaire (TRQ) [4]; and the Subjective 
Tinnitus Severity Scale [5]. A number of these measures 
have been subjected to factor analyses, the results of 
which suggest several different dimensions of tinnitus
related distress. 

Hallam et al. [1] reported a factor analysis of the TEQ, 
sometimes also known as the Tinnitus Questionnaire 
(TQ), which revealed three factors: emotional distress, 
auditory perceptual difficulties, and sleep disturbance. 
The emotional distress factor consisted of statements 
that reflected "anxious or depressed mood and associ
ated thoughts" (p. 216), such as "It is unfair that I have 
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to suffer with my noises" or "It will be dreadful if the 
noises never go away" (p. 219). An earlier factor analy
sis conducted by Jakes et al. [6] had led to the identifica
tion of a factor described as "intrusiveness," which con
sisted of statements reflecting self-report of loudness 
and self-report of the tinnitus as being unpleasant, dis
tracting, and resulting in inability to cope. In a compre
hensive manual, Hallam [2] reported that the measure 
consists of these four factors plus somatic complaints. 
Henry [7] conducted a factor analysis of the TEQ with 
an Australian sample and identified the following five 
factors: (1) emotional and cognitive distress, (2) intru
siveness, (3) auditory perceptual difficulties, (4) sleep 
disturbance, and (5) physical complaints. 

In a factor analysis of the TRQ, Wilson et al. [4] 
identified four factors: (1) general distress, (2) severe 
distress, (3) interference with work and leisure, and (4) 
activity avoidance. The THQ [3] was developed as a 
measure of perceived degree of handicap associated 
with tinnitus. Both Kuk et al. [3] and Henry and Wilson 
[8] reported similar factorial solutions. The three fac
tors can be interpreted as (1) the emotional, social, and 
physical sequelae of tinnitus; (2) effects of tinnitus on 
hearing acuity and communication; and (3) appraisal of 
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tinnitus. These results of research on measures (TEQ, 
TRQ, THQ) of tinnitus-related distress serve to high
light the fact that reactions to and perceptions of tinnitus 
may vary along several dimensions, each of which may 
have to be evaluated by the clinician assessing a patient 
with tinnitus. Further study of the nature of these dimen
sions and of the sources and consequences of percep
tions of tinnitus may assist us in understanding psycho
logical adjustment to tinnitus. 

The measures already mentioned were designed pri
marily to measure the extent of distress or handicap asso
ciated with tinnitus. A second type of instrument should 
be developed to study more precisely the coping charac
teristics of tinnitus patients. Such measures may assist 
the researcher in identifying the particular features of 
coping with tinnitus that lead to good or poor adaptation 
to the problem. This line of research has been pursued 
most vigorously in the area of chronic pain, wherein the 
presence of certain coping strategies and cognitive con
tent have been found to be associated with poor psycho
social functioning (reviewed by Wilson et al. [9]). In the 
tinnitus area, Kirsch et al. [10] found that those who cope 
poorly were more depressed and anxious than were those 
who coped well. Halford and Anderson [11] also found 
that subjects who reported more severe distress from tin
nitus were more anxious and depressed. Although these 
results help to identify the broad psychological features 
of those who cope poorly, they do not reveal the precise 
characteristics of the coping styles of those patients who 
do become depressed and anxious. 

In the last decade, a steady growth of interest has oc
curred in the development of psychological methods for 
helping people to cope with tinnitus. Earlier approaches 
consisted mainly of biofeedback and relaxation tech
niques, but emphasis in recent years has shifted toward 
the use of cognitive therapy techniques involving either 
attention control methods or the examination and modifi
cation of thoughts and beliefs about tinnitus [12-20]. 
This latter approach is based on the cognitive restructur
ing method advanced by Beck et al. [21] in the treatment 
of depression. Cognitive theorists (notably Beck) would 
argue that psychological problems, such as depression, 
are not caused by the mere presence of the tinnitus but by 
the person's perception of the tinnitus. A person who en
gages in constructive thoughts ("The noise won't hurt 
me"; "It has been as bad as this before, but it generally 
gets better after a while"; and "If I do something enjoy
able, I probably won't notice it as much") would, accord
ing to Beck, not become depressed as a result of the ex
perience of tinnitus. However, a person who engages in 
negative, catastrophic thoughts ("How can I live my life 
with this noise?"; "The noise is making my nerves bad"; 
and "This is the worst thing to happen to anyone") is 
likely to become depressed. Cognitive therapy begins 
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with a detailed analysis of the kinds of thoughts (or self
statements) in which people engage when they notice the 
tinnitus, especially when the tinnitus is very severe or 
when they are distressed. The therapist teaches such peo
ple to develop skills in stopping the negative thoughts 
and in learning to substitute appropriate, constructive 
thoughts. Sweetow [22,23] described the cognitive meth
ods in the management of tinnitus-related distress, and 
some promising results have been obtained in clinical 
outcome studies [12-20,24]. 

The aim of this article is to report on the develop
ment of a measure (the TCQ) designed to assess the 
content of a person's cognitions in relation to tinnitus. 
This questionnaire may be a useful tool in research on 
the cognitive processes involved in coping with tinni
tus. Correlations between the TCQ and other measures 
may reveal important relationships between thinking 
content, other psychological attributes, and emotional 
states. The TCQ also might be employed as an outcome 
measure in studies of the effectiveness of cognitive and 
other types of interventions. The process of improve
ment might also be more carefully investigated using 
such a measure, enabling researchers to examine rela
tionships between changes in cognitions and adaptation 
to the tinnitus. At the idiographic level, the TCQ might 
provide utility also in therapeutic interventions using 
cognitive techniques, by assisting the clinician in the 
identification of problematic cognitions in specific pa
tients or by providing a means by which to select pa
tients who may benefit from cognitive therapy. 

METHOD 

Item Development 

The version of the TCQ presently described was a re
vised adaptation of an earlier form of the questionnaire. 
The original questionnaire consisted of 20 items con
structed on the basis of clinical experience obtained 
during interviews with tinnitus sufferers. This original 
version was administered to 69 tinnitus subjects attend
ing the audiology department of a veterans' hospital. 
Preliminary investigations of the psychometric proper
ties of the original TCQ indicated that both the positive 
and negative items of the scale correlated positively 
with the total score, even without reverse scoring for 
the negative items. These findings suggested that the 
respondents may have been confused by the format in 
which positive and negative items were interspersed 
and that the scale was not being used properly. Thus, a 
revision of the questionnaire was undertaken and in
volved a reorganization of the items so that the negative 
items and positive items were separated, with clear in
structions that the first 13 items referred to negative 



Tinnitus Cognitions Questionnaire 

thoughts and the final 13 items (items 14-26) referred 
to positive thoughts. An additional six items were de
veloped so that an equal number of positive and nega
tive items was ensured. 

Each of the TCQ 26 items is rated on a 5-point scale 
(0-4). For each item, respondents are asked to "indicate 
how often you have been aware of thinking a particular 
thought on occasions when you have noticed the tinni
tus." Each of the five anchor points is supplied with a 
verbal descriptor: never, rarely, occasionally,frequently, 
and very frequently. 

The negative items (1-13) are scored 0-4, whereas 
the positive items (14-26) are reverse-scored: 4-0. The 
scoring procedure involves the simple addition of the 
number circled by the respondent for items 1-13 and 
the addition of reverse-scored items 14-26. The total 
score of the TCQ has a potential range from 0 to 104. A 
high score represents a greater tendency to engage in 
negative cognitions in response to tinnitus and low en
gagement in positive cognitions. In the present study, all 
the TCQ-positive, TCQ-negative, and TCQ-total scores 
were calculated. 

Subjects 

The TCQ and various other self-report measures were ad
ministered to 200 subjects drawn from three separate 
samples. Sample 1 consisted of 60 subjects referred by an 
audiological department of a veterans' hospital. Sample 2 
consisted of 50 subjects, and sample 3 consisted of 90 
subjects, all of whom responded to media advertisement. 

The total sample consisted of 138 male and 62 fe
male subjects. The mean age was 57.6 years, with a 
range of 20-83 years. With regard to duration of tinni
tus, 41.4% reported duration of 0-5 years, 22.3% re
ported duration of 5-10 years, 22% reported duration of 
10-20 years, and 14.3% reported duration of more than 
20 years. Hearing loss accompanied tinnitus in 130 sub
jects. Bilateral tinnitus was reported by 97 subjects. 

For a subset of 32 subjects (20 from sample 1 and 12 
from sample 2) who represented subjects assigned to 
waiting-list control conditions in two treatment out
come studies [13 ,14], responses to the TCQ were avail
able from two administrations separated by a period of 
6-8 weeks. The responses to these two administrations 
were used for the calculation of test-retest reliability. 
Notably, owing to missing data (i.e., lack of response to 
all items of the TCQ by some subjects), the analyses for 
the TCQ were conducted on 189 cases. 

Assessment Procedure 

Besides completing the TCQ, subjects were adminis
tered a number of additional self-report questionnaires. 
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The TRQ is a 26-item self-report scale designed to as
sess the psychological distress associated with tinnitus 
[4]. The items describe some of the potential effects that 
tinnitus might have on lifestyle, general well-being, and 
emotional state. 

The THQ is a self-report questionnaire designed to 
measure perceived degree of handicap due to tinnitus 
[3]. The THQ consists of 28 items that describe poten
tial effects of tinnitus on hearing, lifestyle, health, and 
emotional status. Notably, data for the THQ are avail
able only for subjects in samples 1 and 2 who partici
pated in two treatment outcome studies [13,14]. 

The TEQ is a self-report questionnaire designed to as
sess dimensions of complaint about tinnitus [1,2]. In a 
factor analysis reported by Hallam et al. [1], three factors 
were identified: (1) emotional distress, (2) auditory per
ceptual difficulties, and (3) sleep disturbance. Jakes et al. 
[16] also used a set of items to extract an "irrational be
liefs" subscale. This subscale has particular relevance to 
cognitive interventions for tinnitus and, therefore, was in
cluded for attention in the present study, together with the 
other three subscales. These subscales are designated as 
(1) TEQ-auditory perceptual (TEQ-AP); (2) TEQ-emo
tional distress (TEQ-ED); (3) TEQ-insomnia (TEQ-IN); 
and (4) TEQ-irrational beliefs (TEQ-IB). A total score on 
the TEQ also was calculated (TEQ-total). 

The Beck Depression Inventory (BDI), a widely used 
self-report measure of depression, presents good evi
dence in support of its reliability and validity [25,26]. A 
measure of depression was included to provide a more 
general index of emotional state not directly linked to 
tinnitus . 

The Automatic Thoughts Questionnaire (ATQ) was 
devised by Hollon and Kendall [27] as a measure of the 
frequency of occurrence of automatic thoughts associ
ated with depression. A high score represents a greater 
frequency of occurrence of these thoughts. Notably, data 
for the ATQ is available only for the 50 subjects in sam
ple 3 who participated in a treatment outcome study [14]. 

The Locus of Control of Behavior Scale (LCB) is a 
17-item self-report scale designed to assess locus of 
control of behavior [28]. This term refers to the extent 
to which people perceive events as a consequence of 
their behavior and, therefore, potentially under personal 
control. High scores indicate high external locus of 
control [28] . Data for the LCB are available only from 
the 60 subjects in sample 2 who participated in one of 
our treatment outcome studies [13]. 

Statistical Analyses 

The TCQ was examined for several psychometric prop
erties, including internal consistency (Cronbach' s al
pha, item-total correlations) and test-retest reliability. A 
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principal-components factor analysis was performed us
ing varimax rotation with Kaiser normalization. Only 
those factors having eigen values of one or more were 
considered, and items were included in a factor only if 
they had a factor loading of 0.40 or more and their high
est loading was on that factor. Pearson product-moment 
correlations between the TCQ and the other assessment 
devices also are examined. 

RESULTS 

Means and Standard Deviations 

For sample 1, the mean TCQ-total score was 59.05 (SO = 

18.41); for sample 2, the mean TCQ-total score was 
41.56 (SO = 14.64); and for sample 3, the mean TCQ
total score was 41.67 (SO = 15.31). The difference in 
mean TCQ-total scores among the three samples was 
investigated with a one-way analysis of variance. A sig
nificant difference in mean TCQ-total scores was ob
served among the three samples, with sample 1 obtaining 
a significantly higher mean TCQ-total score as compared 
with samples 2 and 3. The overall mean TCQ-total score 
for the entire sample (n = 189) was 47.16 (SO = 16.20). 

The means and standard deviations of the TCQ
positive, TCQ-negative, TCQ-total, TRQ, TEQ (full 
scale and subscales), THQ, BDI, LCB, and ATQ are pre
sented in Table 1. As can be seen from these means, the 
sample can be characterized as exhibiting mild to mod
erate depressive symptomatology (the BOI) and moder-

Table 1. Means and Standard Deviations for TCQ-positive, 
TCQ-negative, TCQ-totaI, TRQ, TEQ (total scale and 
subscales), THQ, BDl, LCB, and ATQ 

Measure Mean SD 

TCQ-positive 22.74 12.71 
TCQ-negative 24.35 11.54 
TCQ-total 47.16 18.05 
TRQ 49.45 22.25 
TEQ-tota1 51.00 16.69 
TEQ-AP 5.33 2.97 
TEQ-1N 6.72 3.24 
TEQ-IB 8.01 4.10 
TEQ-ED 12.45 4.41 
THQ 49.47 19.63 
BD! 11.01 7.36 
LCB 29.57 12.23 
ATQ 49.44 21.40 

TCQ = Tinnitus Cognitions Questionnaire; TCQ-P = TCQ-positive item 
score; TCQ-N = TCQ-negative item score; TCQ-T = TCQ-total score; TRQ = 
Tinnitus Reaction Questionnaire; TEQ = Tinnitus Effects Questionnaire; 
TEQ-T = TEQ-total score; TEQ-AP = TEQ-auditory perceptual subseale; 
TEQ-ED = TEQ-emotional distress subscale; TEQ-IB = TEQ-irrational be
liefs subscale; TEQ-IN = TEQ-insomnia subscale; THQ = Tinnitus Handicap 
Questionnaire; BDI = Beck Depression Inventory ; LCB = Locus Of Control 
Of Behavior Scale; ATQ = Automatic Thoughts Questionnaire. 
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ate to severe tinnitus-related distress (the TRQ, TEQ
emotional distress) and handicap (TEQ-total, THQ). 

Frequency Distribution 

An inspection was made of the percentage of subjects 
who responded in each of the five levels for the individual 
items. For only one item, 50% or more of the subjects re
sponded to the never category: For instance, 58% of re
spondents selected item 13, "I think: 'With this noise, 
life is not worth living.'" Items with highest endorsement 
rates (i.e., at least 20% responding at level 3 (frequently) 
or 4 (very frequently)) included items 1, 2, 5-9, and 11. 
All these items represent negative cognitions. Apparently, 
many of the subjects in the present sample endorsed items 
indicating that they engaged in negative cognitions that 
reflect despair, persecution, hopelessness, loss of enjoy
ment, a desire for peace and quiet, and beliefs that others 
do not understand the severity of the noise. 

Reliability 

The internal consistency of the TCQ was examined by 
Cronbach's coefficient alpha and by computing item
total correlations. Cronbach's alpha was found to be 
0.91, indicating good internal consistency. Item-total 
correlations (corrected for exclusion of the item to be 
correlated) are presented in Table 2. These correlations 
varied from 0.43 (item 5, "I think: 'Nobody understands 
how bad the noise is''') to 0.66 (item 18, "I think 'There 
are things in life worse than tinnitus"'). The test-retest 
correlation was 0.88 (retest period, 6-8 weeks), which 
indicates adequate stability over time. 

Factor Analysis 

A principal-components factor analysis was performed 
using varimax rotation with Kaiser normalization to in
vestigate the factorial structure of the TCQ. This analy
sis produced a two-factor solution. Table 3 displays the 
loading of each item on these two factors. 

Factor 1 accounted for 31.4% of the variance and 
consisted of all the positive cognitions (items 14-26). 
Factor 2 accounted for 26.0% of the variance and con
sisted of all the negative cognitions (items 1-13). 

Correlations Between Negative and Positive Items 
oftheTCQ 

Pearson-product moment correlations among the TCQ
negative item scores, TCQ-positive item scores, and 
TCQ-total scores were examined. A correlation of 0.77 
was found between TCQ-positive item scores and the 
TCQ-total, and a correlation of 0.71 was seen between 



Tinnitus Cognitions Questionnaire International Tinnitus Journal, Vol. 4, No.1, 1998 

Table 2. Tinnitus Cognitions Questionnaire (TCQ) Items and their Means, Standard Deviations, and Item-Total Correlations 

Item-Total 
TCQItem Correlation M SD 

1. I think "If only the noise would go away" 0.44 2.75 1.06 
2. I think "Why me? Why do I have to suffer this horrible noise?" 0.52 1.79 1.29 
3. I think "What did I do to deserve this?" 0.47 1.41 1.27 
4. I think "The noise makes my life unbearable" 0.59 1.54 1.20 
5. I think "Nobody understands how bad the noise is" 0.43 2.27 1.21 
6. I think "If only I could get some peace and quiet" 0.46 2.58 1.14 
7. I think "I can't enjoy what I'm doing because of the noise" 0.54 2.07 1.00 
8. I think "How can I go on putting up with this noise" 0.62 1.80 1.21 
9. I think "The noise will drive me crazy" 0.63 1.62 1.27 

10. I think "Why can ' t anyone help me? 0.50 1.80 1.33 
11. I think "My tinnitus is never going to get better" 0.50 2.51 1.26 
12. I think "The noise will overwhelm me" 0.58 1.47 1.27 
13. I think "With this noise, life is not worth living" 0.53 0.81 1.16 
14. I think "No matter how unpleasant the noise gets, I can cope" 0.60 1.77 1.18 
15. I think "The noise might be unpleasant, but it won ' t drive me crazy" 0.57 1.88 1.25 
16. I think''\' 11 be able to enjoy things if I keep my attention off the noise" 0.59 1.64 l.35 
17. I think ''I'm not the only person with tinnitus" 0.62 1.78 1.41 
18. I think "There are things in life worse than tinnitus" 0.66 1.65 1.40 
19. I think "The noise will eventually get less annoying if I try to di stract myself from it" 0.61 1.61 1.25 
20. I think "I have coped with the noise before, so I can cope again this time" 0.59 1.69 1.28 
21. I say to myself "It will help if I try to think of something pleasant" 
22. I tell myself "I can learn to live with it" 
23. I think "The noise might be there, but I can still enjoy things" 
24. I tell myself "Think of something else other than the noise" 
25. I tell myself "I won't think about the noise" 
26. I think "The noise is a nuisance but Ijust won ' t let it bother me" 

TCQ-negative item scores and the TCQ-total score. 
Note that the positive items were reverse-scored; thus, the 
higher the score on the positive scale, the more dysfunc
tional are the cognitions. Consistent with the results of the 
factor analysis, the TCQ-negative and TCQ-positive 
scales were found to be unrelated (r = 0.09). 

Correlations with Other Measures 

Correlations among the TCQ-total, TCQ-positive, TCQ
negative, and other measures of tinnitus distress and gen
eral psychopathology were computed. These Pearson
product moment correlations are reported in Table 4. 

Overall, the TCQ-total displays moderate correla
tions with most other tinnitus-related measures, such as 
the TRQ, the THQ, and the TEQ-total. The TCQ-total 
correlated more highly with the subscales of the TEQ, 
which measure emotional distress (TEQ-ED) and irratio
nal beliefs (TEQ-IB), than with the auditory perception 
subscale (TEQ-AP). In each case, the TCQ-negative 
scale had higher correlations than either the TCQ-total 
or TCQ-positive scale with these other tinnitus-related 
measures. The correlation between the BDI and the 
TCQ-negative scale was higher than were the correla
tions between the BDI and the TCQ-positive or TCQ
total scales. Examination of the nontinnitus cognitive 

0.49 1.90 1.27 
0.61 1.70 1.23 
0.64 1.70 1.17 
0.57 1.81 1.34 
0.49 1.89 1.28 
0.61 1.75 1.21 

measures reveals higher correlations between the A TQ 
and both the TCQ-total and the TCQ-negative than 
with the TCQ-positive subscale. Precisely the same re
sult occurred on the LCB. 

DISCUSSION 

The development of a new scale designed to assess re
ported engagement in negative and positive cognitions 
in response to tinnitus has been described. Psychomet
ric analyses of the TCQ indicate good test-retest reli
ability (r = 0.88) and internal consistency (Cronbach's 
alpha = 0.91). Factor analysis yielded two factors that 
were interpreted as negative cognitions and positive cog
nitions. The independence of the positive versus the neg
ative questions of the scale suggests that the negative 
cognitions of people who experience tinnitus clearly are 
independent of any positive cognitions that they report
edly experience. The pattern of correlations with other 
measures tends to support this view. Scores on the set 
of positive items of the TCQ may not be considered to 
be predictive of responses to the negative items. That is, 
endorsement of only a few positive items does not indi
cate necessarily that a respondent would endorse a large 
number of negative items (and vice versa). 

The lack of association between negative and posi-
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Table 3. Factor Loadings of the Tinnitus Cognitions Questionnaire (TCQ) Items: Two-Factor Solution 

TCQItem 

1. I think "If only the noise would go away" 
2. r think "Why me? Why do I have to suffer this horrible noise?" 
3. I think "What did I do to deserve this?" 

4. I think "The noise makes my life unbearable" 
5. r think "Nobody understands how bad the noise is" 
6. r think "If only r could get some peace and quiet" 
7. I think "I can't enjoy what I'm doing because of the noise" 
8. I think "How can 1 go on putting up with this noise" 
9. I think "The noi se will drive me crazy" 

10. I think "Why can't anyone help me? 
II. I think "My tinnitus is never going to get better" 
12.1 think "The noise will overwhelm me" 
13. I think "With this noise, life is not worth living" 
14. I think "No matter how unpleasant the noise gets, I can cope" 

Factor 1 Factor 2 

0.64 

0.78 
0.74 
0.83 
0.67 
0.71 
0.74 
0.83 
0.82 
0.76 
0.62 
0.81 
0.63 

0.73 
15. I think "The noise might be unpleasant, but it won't drive me crazy" 0.67 
16. I think "/' 11 be able to enjoy things if r keep my attention off the noi se" 0.82 
17. r think ''{' m not the only person with tinnitus" 0.75 
18. I think "There are things in life worse than tinnitus" 0.76 
19. r think "The noi se will eventually get less annoying if 1 try to distract myself from it" 0.80 
20. I think " I have coped with the noise before, so I can cope again thi s time" 0.79 
21. I say to myself " It will help if I try to think of something pleasant" 
22. I tell myself " I can learn to live with it" 

23. I think "The noi se might be there, but I can still enjoy things" 
24. I tell myself "Think of something else other than the noise" 
25. I tell myself " [ won't think about the noise" 
26. I think "The noise is a nuisance but I just won't let it bother me" 

tive thoughts about tinnitus may be interpreted within 
the states-of-mind model advanced by Schwartz [29] 
and Schwartz and Garamoni [30] (see also Schwartz 
[31] and Schwartz & Michelson [32]). This model pos
tulates an optimal balance between the frequency of 
negative and positive thoughts that occur in internal di
alogue (i.e., self-statements within the stream of con
sciousness of the individual). Operationally, a low pro-

Table 4. Intercorrelations between all measures 

TCQ-N TCQ-P TCQ-T TRQ THQ BOI 

TCQ-N 1.00 .09 .71 .58 .59 .46 
TCQ-P 1.00 .77 .25 .19 .05 
TCQ-T 1.00 .55 .52 .33 
TRQ 1.00 .74 .45 
THQ 1.00 .50 

BD! 1.00 

TEQ-T 
TEQ-AP 
TEQ-ED 
TEQ-IB 
TEQ-IN 
ATQ 
LCB 

0.69 
0.78 
0.82 

0.80 
0.74 
0.79 

portion of positive thoughts in relation to the total of 
negative plus positive thoughts is said to characterize 
moderate or severe psychopathology, with precise ra
tios being provided to define the ranges involved at 
each level of severity. If a high frequency of endorse
ment of negative thoughts were associated with a low 
frequency of endorsement of positive thoughts, the 
states-of-mind model essentially would be refuted. In 

TEQ-T TEQ-AP TEQ-ED TEQ-IB TEQ-IN ATQ LCB 

.65 .25 .64 .47 .41 .50 .46 

.11 .01 .06 .15 .07 .13 .1 7 

.50 . 17 .46 .41 .31 .49 .43 

.60 .24 .52 .54 .38 .64 .44 

.75 .61 .60 .58 .44 .39 .38 

.49 .12 .48 .39 .36 .51 .62 

1.00 .50 .85 .74 .69 .34 .50 

1.00 .27 .17 .13 .07 .23 
1.00 .54 .58 .33 .46 

1.00 .38 .31 .48 
1.00 -.08 .46 

1.00 
1.00 

Key: TCQ-P = TCQ-positive item score; TCQ-N = TCQ-negative item score; TCQ-T = TCQ-total score; TRQ = Tinnitus Reaction Questionnaire; THQ = Tinnitus 
Handicap Questionnaire; BDI = Beck Depression Inventory; TEQ-T = Tinnitus Effects Questionnaire-total score; TEQ-AP = Tinnitus Effects Questionnaire-Au
ditory Perceptual subscale; TEQ-ED = Tinnitus Effect Questionnaire-Emotional distress subscaJe; TEQ-IB = Tinnitus Effects Questionnaire-Irrational Beliefs sub
scale; TEQ-IN = Tinnitus Effects Questionnaire-Insomnia subscale; ATQ = Automatic Thoughts Questionnaire; LCB = Locus of Control of Behaviour Scale. 
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this study, no association was found between positive 
and negative thoughts, consistent with the view that in
dividual subjects vary widely on the two measures. The 
correlation of 0.55 between the TCQ-total scale and the 
TRQ (equivalent to the algebraic solution that would be 
achieved by calculating the ratios according to the 
states-of-mind methodology if one preserves the positive 
score without the reverse scoring) indicates a moderate 
relationship between the proportion of negative thoughts 
endorsed on the TCQ and a measure of psychological 
distress related to tinnitus. Notably, here the conven
tional methodology for calculating the proportion of pos
itive thoughts is one that involves real-time recording of 
verbalized thoughts for a fixed interval rather than through 
a self-report questionnaire; this method was not available 
in the present study. Nevertheless, a fruitful area for fur
ther research might be to apply this states-of-mind meth
odology to tinnitus patients. 

The TCQ may be a useful measure of the reported 
cognitive responses to tinnitus . The TCQ may assist 
clinicians in identifying patients who have a high re
ported level of negative thoughts about tinnitus and a 
low frequency of endorsement of positive thoughts. 
Such people might be good candidates for cognitive 
therapy for tinnitus. Researchers might find the TCQ to 
be a valuable tool for inclusion on studies of coping 
with tinnitus. Some caution is required with respect to 
the usage and interpretation of the TCQ. What should 
be acknowledged is that the TCQ can be considered to 
be only a scale designed to measure what people report 
their cognitions to be in response to tinnitus . What is 
not assessed is the extent to which people actually en
gage in these reported cognitions. A future study in 
which correlations between the TCQ and verbalized re
ports of thoughts during specific tasks would assist in 
providing further validation of the measure. 
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