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ENTITLEMENT ELIGIBILITY GUIDELINES

TINNITUS

MPC No code
ICD-9 388.3

The Tinnitus Entitlement Eligibility Guideline will apply to claims where the
2006 edition of the Table of Disabilities would apply.  Refer to the TOD
Transition Protocols. 

Please Note: Entitlement should be granted for a chronic condition only.  For
VAC purposes, “chronic” means that the condition has existed for at least 6
months.  Signs and symptoms are generally expected to persist despite
medical attention, although they may wax and wane over the 6-month period
and thereafter.

DEFINITION

Tinnitus is defined as the perception of a sound in one or both ears or in the head
when it does not arise from a stimulus in the environment.   

DIAGNOSTIC STANDARD

Diagnosis by a qualified medical practitioner and/or
clinical/licensed/certified/registered audiologist is required.   A single indication or
complaint of tinnitus is not sufficient for diagnostic purposes.  The condition must be
present for at least 6 months.

ANATOMY AND PHYSIOLOGY

The mechanism and pathophysiology of tinnitus remains obscure.  There are
basically two types of tinnitus: subjective tinnitus and objective tinnitus.  Subjective
tinnitus is perceived by the individual only, and cannot be heard by anyone else. 
This is by far the most common type of tinnitus.  Objective tinnitus is not only heard 
by the individual, but may also be heard by others.

Tinnitus regularly accompanies such disorders as presbycusis, noise-induced
hearing loss and otosclerosis.  It is one of the three symptoms of Meniere’s disease. 
For most people, tinnitus is less bothersome during the day when they are
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surrounded by noise related to their job or activities.  Tinnitus often becomes more
noticeable at night and may, in many individuals, cause trouble with sleeping.

Tinnitus can occur as a result of certain abnormalities affecting the outer ear, the
middle ear, the inner ear, the eighth cranial nerve or the brain.  The most common 
origin of tinnitus, however, appears to be the inner ear.

CLINICAL FEATURES

Tinnitus can be constant, intermittent, or occasional.  It may be pulsatile
(synchronous with the heartbeat).

Individuals who experience tinnitus have provided many different descriptions of what
the tinnitus sounds like to them.  Descriptions include:

• high-pitched sound
• ringing sound  
• whistle
• squealing sound
• steam
• wind
• rushing water
• roaring
• hum
• transformer hum
• television hum
• chirping sound
• muffled speech
• breathing sound (respiration)
• pulse-like sound

The loudness of tinnitus as perceived by an individual can vary dramatically.  Some
individuals perceive it as very quiet, and are usually aware of the sound only when
they are in a quiet environment with no significant background noise, such as night
time when going to sleep.  Others perceive tinnitus as an extremely loud sound that
can be heard even when in the presence of other extremely loud sounds.  It is the
perception of the individual with tinnitus that is  important.

It is not unusual for tinnitus to change in loudness, depending upon the background
noise present, exposure to loud sound, physical exertion, emotional pressure,
medications, or other factors.
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The presence of tinnitus can produce a number of detrimental effects, even when no
hearing loss is present.  If hearing loss is also present, in conjunction with the
tinnitus, these negative effects are even more problematic.  The effects can include:

• hearing problems
• communication distraction
• speech discrimination difficulty
• psychological/psychiatric implications
• lifestyle changes

PENSION CONSIDERATIONS

A. CAUSES AND/OR AGGRAVATION

THE TIMELINES CITED BELOW ARE NOT BINDING.  
EACH CASE SHOULD BE ADJUDICATED ON THE EVIDENCE PROVIDED
AND ITS OWN MERITS.

1. Exposure to at least one episode of acoustic trauma sufficient to have caused
some decibel loss of hearing (permanent or temporary) just prior to clinical
onset or aggravation

Acoustic trauma means a condition of sudden aural damage resulting from 
short-term intense exposure, or a single exposure, to loud noise such as that
made, at close quarters, by:
• fireworks
• small arms fire
• gunfire
• artillery fire
• exploding grenades, mines or bombs
• blast injury

2. Exposure to noise, other than acoustic trauma, that is of sufficient intensity
and duration to cause hearing loss of 25 decibels or more at 3000, 4000 or
6000 frequency [in the ear(s) with tinnitus], prior to clinical onset or
aggravation

3. A head injury or head trauma just prior to clinical onset or aggravation

This would include:
• head injury/concussion with or without unconsciousness or skull

fracture
• direct trauma to all or part of the auditory apparatus
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4. Treatment with at least one ototoxic drug which also produces, in the majority
of cases, some sensorineural hearing loss of 25 decibels or more at 3000,
4000 or 6000 frequency (in the ear(s) with tinnitus), during or just prior to
clinical onset or aggravation

The drugs include, but are not limited to, the following:
    

(A)     a parenteral aminoglycoside antibiotic:
• gentamicin 
• streptomycin 
• kanamycin 
• amikacin 
• netilmicin 
• tobramycin 

B)      intravenous administration of:
• ethacrynic acid 
• furosemide 
• bumetanide 
• ancomycin 
• erythromycin 

C)      chemotherapeutic agents:
• nitrogen mustard 
• bleomycin 
• cisplatin 
• a-difluoromethylornithine 
• vincristine 
• vinblastine 
• misonidazole 
• 6-amino nicotinamide 
• carboplatin 

5. Treatment with salicylate or quinine derivatives for a condition for which the
drug cannot be ceased or substituted, during or just prior to clinical onset or
aggravation
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6. Otosclerosis months to years prior to clinical onset or aggravation 

Otosclerosis is a primary disorder of the labyrinthine capsule characterized by 
new bone formation and often involving the footplate of the stapes.

Stapes mobilization and stapedectomy as surgical procedures for otosclerosis
may cause tinnitus.

Otosclerosis itself or surgery for the condition can cause tinnitus.

7. Severe or prolonged malnutrition

Severe malnutrition can result in segmental demyelination of the vestibular
and/or cochlear nerves.  This has been documented in beri-beri (thiamine
deficiency) and nicotinic acid deficiency.  This cause should be considered in
all clients who have been Prisoners of War or in a malnourished state.  The
tinnitus develops before the malnourished state has been corrected.

8. Certain disorders of the face or teeth just prior to clinical onset or aggravation

Such disorders of the face and teeth would include:
• bruxism
• trigeminal neuralgia with associated spasm of the stapedius muscle
• myoclonus of the middle ear or palatal muscles
• Costen’s syndrome - a temporomandibular joint dysfunction syndrome

that can cause symptoms of pain and tinnitus or exacerbate existing
tinnitus

9. Chronic eustachian tube disorder during or just prior to clinical onset or
aggravation

Eustachian tube disorder includes, but is not limited to:
• eustachian tube obstruction from any cause
• chronic rhino-sinusitis with obstruction
• adenoid pathology
• chronic allergic disorders

10. Chronic tympanic membrane disease during or just prior to clinical onset or
aggravation

Tympanic membrane diseases would include, but are not limited to:
• tympanic membrane perforation with or without surgery
• hemotympanium following blast trauma
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11. Chronic middle ear disease during or just prior to clinical onset or
aggravation

Middle ear disease would include, but is not limited to:
• middle ear cleft/air volume dysfunction
• serous, or chronic otitis media
• cholesteatoma with erosion into the semicircular canal
• ossicular chain discontinuity due to infection, surgery, or trauma
• tympanic membrane surgery with complications

12. Chronic inner ear disorder during or just prior to clinical onset or aggravation

Inner ear disorders would include, but are not limited to:
• chronic inner ear infections with co-existent sensorineural hearing loss 

This would include mumps, measles, varicella zoster and chronic 
labyrinthitis complicating chronic suppurative otitis media or bacterial
meningitis.

• perilymphatic leaks from head injury, head trauma or barotrauma
• benign positional vertigo following head injury or labyrinthine disorders

13. At least one source of vascular sound in and around the affected ear prior to
clinical onset or aggravation

Sources of vascular sound in and around the ear include, but are not limited
to, the following:
• acquired arteriovenous fistulae
• glomus jugulare tumour
• Paget’s disease
• benign intracranial hypertension
• carotid stenosis/occlusion including ischemia
• vertebrobasilar arterial occlusion including ischemia
• cerebral atherosclerosis
• intracranial aneurysm
• increased thyroid gland vascularity
• persistent stapedial artery
• hemorrhage, thrombosis and spastic changes of cerebral circulation
• glomus tympanicum
• cervical artery bruit
• congenital anomalies of cranial arterio-venous circulation
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14. Immune disease with associated sensorineural hearing loss of 25 decibels or
more at 3000, 4000 or 6000 frequency (in the ear(s) with tinnitus), prior to
clinical onset or aggravation

An immune disease would include, but is not limited to:
• AIDS
• systemic lupus erythematosis
• rheumatoid disease
• polyarteritis nodosa
• scleroderma
• dermatomyositis

15. A primary or metastatic intracranial neoplasm prior to clinical onset or
aggravation

A primary or a metastatic intracranial neoplasm is a benign or malignant
neoplasm affecting the brain, meninges, skull or cranial nerves (e.g. acoustic
neuroma).

16. Certain complications of a neurological disease at the time of onset or
aggravation

This would include, but is not limited to:
• trigeminal neuralgia with associated stapedius muscle spasm
• myoclonus of the middle ear or palatal muscles
• lesions of the lateral pontine tegmentum
• multiple sclerosis and other demyelinating diseases usually with

sensorineural hearing loss
• temporal lobe epilepsy with auditory hallucinations
• cerebral anoxia - due to ischemic changes in the auditory cortex
• raised intracranial pressure
• pseudotumor cerebri - administration of certain drugs in patients with

this disease can aggravate pre-existing tinnitus
• carbon monoxide poisoning can cause tinnitus

17. Otic Barotrauma 

Sensorineural hearing loss is a rare complication following otic barotrauma. 
Sensorineural hearing loss with tinnitus is more commonly seen following
rapid ascent during diving whereupon gaseous nitrogen forms in the cochlea.
Such damage is generally considered irreversible.
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18. Meniere’s Disease

Tinnitus may be a symptom of Meniere’s disease and should be claimed as
such.

19. Inability to obtain appropriate clinical management

See Introduction to Entitlement Eligibility Guidelines.

B. MEDICAL CONDITIONS WHICH ARE TO BE INCLUDED IN
ENTITLEMENT/ASSESSMENT 

• Hyperacusis

C. COMMON MEDICAL CONDITIONS WHICH MAY RESULT IN WHOLE OR IN
PART FROM TINNITUS AND/OR ITS TREATMENT
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