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coping strategies [11]. In the present article, the published research on coping with tinnitus is reviewed and
suggestions are provided for future studies on coping
with tinnitus.

Abstract—This narrative article on coping with tinnitus has
four primary objectives. First, theoretical perspectives about
defining and categorizing coping are discussed. Second, an
overview of the empirical research on coping with tinnitus is
provided, focusing on how coping with tinnitus has been measured and on the trends that were found in research on coping
with tinnitus. Third, the problems related to the current state of
research on coping with tinnitus are highlighted. Fourth, suggestions are provided on ways that researchers can improve
research on coping with tinnitus.

WHY STUDY COPING WITH TINNITUS?
The first reason to study coping with tinnitus is that
tinnitus is experienced by a remarkable number of individuals. Epidemiological estimates indicate a prevalence of
tinnitus between 4.4 and 15.1 percent across adult population studies and across different countries (see Møller
Table 5.1 [12]). Further, in each of their annual reports
since 2007, the Veterans Benefits Administration reported
that tinnitus was the most prevalent service-connected

Key words: adaptation, auditory rehabilitation, chronic health
condition, coping, disability, impairment, psychometrics, rehabilitation, tinnitus, Veterans.

INTRODUCTION
Abbreviations: CBT = cognitive behavioral therapy, CET =
Coping Effectiveness Training, PTM = Progressive Tinnitus
Management, RCT = randomized controlled trial, TCQ = Tinnitus Coping Questionnaire, TCSQ = Tinnitus Coping Strategy
Questionnaire, TCT = Tinnitus Coping Training, TFI = Tinnitus Functional Index, TRQ = Tinnitus Reaction Questionnaire,
TRT = Tinnitus Retraining Therapy, VA = Department of Veterans Affairs.
*Address all correspondence to Erin Martz, PhD, CRC;
National Center for Rehabilitative Auditory Research, VA
Portland Health Care System, Bldg 6, Rm 114A, 3710 SW
US Veterans Hospital Rd, Portland, OR 97239; 503-2208262, ext 56006. Email: Erin.Martz@va.gov
http://dx.doi.org/10.1682/JRRD.2015.09.0176

Having a chronic impairment can be stressful and can
trigger multiple psychological reactions related to loss of
functioning, physical discomfort, and unwanted change
[1–3]. Research indicates that individuals with chronic
impairments and disabilities may be more vulnerable
than the general population to the development of negative affective states such as anxiety, depression, and distress [4–7]. Researchers have observed this trend among
individuals with tinnitus [8–10], which is an impairment
that involves ringing or hissing in the ears that is not produced by external sound. In response to the stress triggered by the onset or continued existence of a chronic
impairment or disability, individuals may use various
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disability among U.S. Veterans receiving compensation.
Given the prevalence of tinnitus in the general and Veteran
populations, as well as its associated economic costs (e.g.,
costs of treatment and disability compensation), greater
attention and understanding are needed regarding how
individuals cope with tinnitus. Tinnitus-related coping
should be an essential psychological construct to research,
not only because of the prevalence of tinnitus and its economic costs but also because most types of tinnitus are not
curable at this time and, as such, may be a continuous
source of stress for individuals.
The second reason to study coping is that a coping
intervention may be more useful than other types of psychological interventions for tinnitus because coping
interventions do not attempt to change individuals’ views
about the source of stress. Some interventions for tinnitus
attempt to change the perception of tinnitus from a negative stimulus to a neutral stimulus (e.g., Tinnitus Retraining Therapy [TRT] [13–14]) or to alter the cognitive
distortions associated with having tinnitus (e.g., cognitive
behavioral therapy [CBT] [15–17]). Coping research suggests that trying to change an individual’s perspective
that an event is a negative or aversive stimulus does not
have to be the focus of a coping intervention. Instead, a
coping intervention would focus on helping individuals
select a coping strategy that effectively reduces the effect
of the negative stimuli on an individual’s life. Thus,
instead of focusing on reframing the source of stress,
coping interventions would allow individuals to view
stressful stimuli, such as tinnitus, as a negative stimulus
or an “unchangeable stressor”—meaning that it cannot be
altered by the individual [18].
Coping interventions would teach individuals about
the range of coping strategies available for managing a
variety of stressful stimuli and, in the context of tinnitus,
how to strategically cope with the fluctuating symptoms
of tinnitus. A wealth of empirical research indicates that
the effective use of coping can help to decrease negative
psychological responses to aversive stimuli (i.e., stress)
across a wide range of populations [11,19]. Thus, teaching individuals to better cope with their tinnitus, while
acknowledging that tinnitus can be very stressful to experience, may help them to decrease their negative affective
responses.

DEFINING AND CATEGORIZING COPING
Definitions and Taxonomies of Coping
Coping is triggered in the presence of stress and, fundamentally, can be regarded as a person’s efforts to manage stress. Lazarus and Folkman’s transactional theory on
stress and coping [20] was adopted by many researchers as
a cornerstone for their coping research. Lazarus and Folkman defined coping as the “constantly changing cognitive
and behavioral efforts to manage specific external and/or
internal demands that are appraised as taxing or exceeding
the resources of the person” [20 (p. 141)]. In the context of
chronic impairments such as tinnitus, coping can be
defined as the cognitive, affective, and behavioral attempts
to reduce stress related to a disability or impairment for
which an individual does not necessarily have automatic,
adaptive responses [20–21]. Other researchers proposed
that coping also can be viewed as a psychologically normal response in circumstances that require special psychosocial efforts or are unusually taxing [22].
Folkman and Moskowitz pointed out that individuals’ coping levels should not be regarded as indicative of
mastery or resolution of a stressor given that in some situations involving chronic stress (e.g., impairments or disabilities), the stress involves “chronic, inherently
unresolvable situations and conditions” [23 (p. 754)].
Thus, coping should not be viewed as resolving stress—
but managing stress—especially in the context of chronic
impairments. Littleton et al. noted that individuals with
chronic impairments “may have to ‘cycle’ through using
[coping] approach strategies multiple times before these
strategies result in the individual . . . reducing its effects
to a manageable level” [24 (p. 985)]. Thus, successful
coping does not mean that stress or the negative stimulus
is extinguished, removed, or changed into a neutral or
positive stimulus; instead, effective coping reflects the
individual’s ability to respond to stress to decrease the
individual’s negative affectivity (i.e., negative psychological responses).
Regarding the classification of types of coping, over
the past few decades researchers have provided a variety
of taxonomies to categorize coping strategies. Given the
broad range of theoretical perspectives on how to define
stress and the clinical and empirical observations about
the ways individuals cope with stress, taxonomies were
used to bring order and clarity to the study of coping.
One approach was to categorize the dimensions, groups,
or families of coping strategies. Lazarus and Folkman’s
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1984 model contained a dichotic taxonomy of coping
strategies, for which responses fell into two broad, theory-based categories: (1) problem-solving coping, which
involves strategies that attempt to change what is causing
stress (e.g., action-oriented, planning, and goal-focused
strategies); and (2) emotion-focused coping, which
involves strategies that endeavor to manage or reduce the
negative emotional reactions to stress (e.g., relaxation
exercises, meditating, praying, acceptance, use of humor,
avoidance, denial, crying, blaming, and distraction techniques) [20]. Lazarus and Folkman’s dichotic taxonomy
of coping strategies was challenged by numerous
researchers [25–26]. Folkman and Moskowitz later considered other types of coping taxonomies with additional
categories (e.g., social support coping, meaning-focused
coping, and religious coping) [23].
Krohne proposed a coping taxonomy involving a
hierarchical framework that spanned from broad “macroanalytic” coping dimensions to specific “micro-analytic”
coping behaviors [27]. The three main categories were
(1) the macro-analytic level of theoretical abstraction,
including coping dimensions, dispositions, or axes, such
as engagement versus disengagement coping [28] or
approach/vigilance/attention versus avoidance coping
dimensions [29–31]; (2) a midrange level of abstraction
that reflected conceptually coherent groups of coping
reactions or strategies (e.g., denial, confrontation, distancing, seeking social support) that could be assessed by
numerous multidimensional coping instruments; and
(3) the lower-level or micro-analytic range of abstraction
that involved coping behaviors or reactions and that
reflected situationally influenced, specific coping behaviors that also could be assessed by numerous multidimensional coping instruments.
As coping research evolves, coping researchers continue to be challenged in understanding types of coping
strategies through the use of taxonomies. There is a huge
selection of possible coping taxonomies. For example,
Skinner and colleagues analyzed around 100 systems for
categorizing coping strategies [32]. They summarized the
taxonomies as including the lower-order (e.g., subordinate or “inductive bottom-up”) approaches and higherorder (e.g., superordinate or “deductive top-down”)
approaches to categorizing coping strategies [32].
Coping Versus Adaptation
A psychological concept that is similar to coping and
is sometimes used interchangeably in tinnitus research

studies is the construct of adaptation. Both coping and
adaptation can be used to represent the psychosocial
reactions that individuals experience related to the stress
of a chronic impairment or disability. However, the two
concepts should be distinguished, in that coping reflects
the more immediate or proximal psychological reactions,
while adaptation refers to the longer-term or distal psychological processes of adjusting to an impairment or
disability [1,21,33]. As Holahan et al. stated, coping is “a
stabilizing factor” that can help individuals maintain psychosocial adaptation during stressful periods. It encompasses cognitive and behavioral efforts to reduce or
eliminate stressful conditions and associated emotional
distress” [34 (p. 25)]. Thus, coping can be viewed as the
strategies individuals use on an hourly or daily basis to
manage stress, which can facilitate the longer-term process of adaptation to impairments and disabilities.
However, not all researchers make clear conceptual
distinctions between coping and adaptation. For example,
the term “adaptive coping” is used to indicate that the
coping strategy is effective in reducing an individual’s
distress, while “maladaptive coping” or “nonadaptive
coping” is used to reflect that the coping strategy is ineffective for stress reduction [23]. If viewed as reflective of
the outcome of a coping strategy for a specific stressor,
the adaptive versus nonadaptive coping distinction
appears to be straightforward and to be an appropriate
hybrid term using coping and adaptation terms. But the
conceptual clarity becomes attenuated if researchers or
clinicians attempt to categorize some coping strategies as
always unhealthy or nonadaptive. For example, the coping strategy of crying can reduce one’s stress levels (i.e.,
adaptive coping), but it can also be viewed as an expression of negative affectivity (i.e., nonadaptive coping).
When studying coping strategies in the context of an
unalterable stressor such as tinnitus, it is important to
note that different kinds of coping may be needed when
an individual has an incurable physical impairment. An
individual may use emotion-focused coping strategies to
reduce stress levels and may use problem-solving coping
to take action to reduce the stress created by the impairment. Thus, an individual with a chronic impairment
such as tinnitus may need to use both types of coping
strategies and both types may be considered adaptive;
yet, only one type (problem-solving coping) may actually
resolve the stress, while the other type (emotion-focused
coping) may help an individual to manage or reduce the
stress. This illustrates why it is not useful to categorize
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certain coping strategies as always adaptive or nonadaptive. Commenting on the contextual and fluctuating
nature of coping with medical issues, Lazarus wrote,
“What a person does to cope depends on the context in
which the disease occurs, and this will change over time
because what is attended to, and the threats themselves,
also change” [35 (p. 236)]. Livneh also noted that coping
with stress caused by impairments (e.g., tinnitus) should
involve the fluid use of different types of coping strategies in order to meet changing demands and types of
stressors that vary over time [36].
Temporal and Matching Aspects of Coping Strategies
Many studies have focused on two variables that
influence the effectiveness of coping strategies in reducing stress. These two aspects are the timing of its usage, or
the temporal aspect of coping [36], and matching the type
of stress with the type of coping strategy selected [37].
Regarding the temporal aspects of coping, Suls and
Fletcher’s meta-analysis of empirical coping research
supports the concept that coping has a temporal element
that is related to its effectiveness in reducing stress levels
[31]. Their meta-analysis examined two groups or families of coping strategies: (1) avoidant coping, which was
defined as “a strategy that focuses attention away from
either the source of stress or away from one’s psychological/somatic reactions to the stressor”; and (2) nonavoidant coping (sometimes called approach coping), which
was defined as a strategy for which “the respondent
focuses attention on the source of stress and/or one’s psychological/somatic reactions to the stressor” [31
(p. 250)]. Suls and Fletcher compared the efficacy of
these two primary groups of coping strategies for reducing pain, stress, and anxiety. The results indicated that
across studies, avoidant coping was effective in reducing
stress soon after the onset of a stressor (up to a 2 wk
period). The approach, nonavoidant, or attention coping
strategies were related to better long-term outcomes, such
as more positive adaptation over time, which Suls and
Fletcher explained as consistent with Lazarus and Folkman’s [20] or Horowitz’s [38] theories on coping with
trauma. Those theorists described that right after the
onset of a stressor, attention processes may be overwhelmed, but as individuals gradually adjust to information related to the stressor, they become more able to pay
attention to the stressor and “attentional strategies
become more beneficial” [31 (p. 279)].

A more recent meta-analysis also suggested that
there is a temporal component to coping. Littleton et al.
conducted a meta‐analysis on coping strategies among
individuals who experienced interpersonal violence and
severe injury [24]. They found a significant, positive
association between overall avoidance coping and distress. Further, they found that time moderated the inverse
association between distress and approach coping (i.e.,
coping strategies that directly address stress), indicating
that this association was stronger when more time had
passed since the traumatic event. This supports the findings of Suls and Fletcher’s meta-analysis that approach
coping was more effective than avoidance coping at
reducing stress as the time since its onset increased.
Regarding the need to match the type of stress with
the most beneficial coping strategy, an important clarification was made in the debate about the effectiveness of
coping strategies by Chesney et al. [37]. These researchers emphasized the importance of matching the type of
coping strategy used with the type of stressor; which was
called the “goodness of fit” of coping strategies [20].
Chesney et al.’s idea was that ineffective coping occurs
when the coping strategy is not well matched with the
type of stressor, such as “when people respond to changeable stressors with emotion-focused coping strategies or
when people respond to unchangeable stressors with
problem-focused coping strategies” (i.e., they try to
change the unalterable stressor) [37 (p. 1038)]. These
researchers shifted the emphasis from a focus on the
effectiveness of the outcome (i.e., whether a certain type
of coping strategy reduced stress) to the contextual process of selecting the appropriate type of coping strategy
according to whether the stressor itself was changeable or
unalterable. Chesney and colleagues noted that outcomes
improve with a better fit between the type of stress and
the coping strategy selected to address the stress: “When
there is a poor fit, people experience more psychological
symptoms than when there is a better fit” [37 (p. 1038,
emphasis added)]. Their ideas suggest that if an individual attempted to use problem-solving coping with an
unchangeable stressor (e.g., trying to find a cure for one’s
own tinnitus), then this coping strategy most likely would
be ineffective and may lead to greater stress and negative
psychological reactions. In summary, research suggests
that certain types of coping are more effective when considering both the fit/match of the stressor with the coping
strategy and the temporal factors of coping, both of
which may influence the coping effectiveness.
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EMPIRICAL STUDIES ON COPING WITH TINNITUS: TRENDS IN THE RESEARCH
Concepts
Before reviewing the empirical literature on coping
with tinnitus, one caveat needs to be mentioned. When
analyzing the empirical literature on coping with tinnitus,
it becomes evident that some researchers studying psychosocial responses to tinnitus have interchangeably used
the terms coping and adaptation (in addition to other synonyms, such as accepting or adjusting) in their articles
without clearly distinguishing the concepts [39–44]. Further, because a variety of definitions of coping have been
used in the context of tinnitus, this lack of definitional
clarity has resulted in a fragmented understanding of the
empirical data and, thus, of the patterns and correlates of
tinnitus-related coping.
Descriptive Studies
Sullivan et al. compared coping in a group of 40 individuals with tinnitus to a group of 14 individuals with
hearing impairments [45]. They used the revised Ways of
Coping Checklist [46]. They found that the tinnitus group
utilized significantly more avoidant coping strategies
than the hearing loss group. Further, after dividing the
tinnitus group into depressed versus nondepressed groups
based on their scores on the Symptom Checklist-90 [47],
these researchers found that the depressed group of individuals with tinnitus used significantly fewer problemsolving coping strategies than the nondepressed individuals with tinnitus.
Budd and Pugh focused on directly examining coping with tinnitus and published two articles in 1996. One
article provided information about their Tinnitus Coping
Style Questionnaire based on a sample of 116 individuals
with tinnitus [41]. Their factor analysis suggested that the
Tinnitus Coping Style Questionnaire was composed of
three factors: (1) maladaptive coping (i.e., nonadaptive
coping), such as fantasies about not having tinnitus, complaining about tinnitus, and having catastrophic thoughts
about tinnitus; (2) effective coping, such as using positive self-talk, switching one’s attention, and participating
in activities to reduce attention on tinnitus; and (3) passive coping, such as avoidance of tinnitus or trying to
mask tinnitus. Further, both the maladaptive and the passive coping styles (i.e., coping factors) were significantly
and positively correlated with anxiety, depression, and
reported tinnitus severity, while the effective coping style

was not significantly correlated with depression or
reported tinnitus severity but was significantly and
inversely correlated with anxiety. In a second article published in 1996, Budd and Pugh reexamined the factor
structure of the Tinnitus Coping Style Questionnaire in a
different sample of 108 individuals with tinnitus and
found that the results supported a two-factor (not threefactor) structure of effective and maladaptive coping
styles, thereby eliminating the passive coping style [40].
In this study, only maladaptive coping was significantly
correlated with tinnitus severity, anxiety, and depression.
Bartels et al. utilized Budd and Pugh’s Tinnitus Coping Style Questionnaire to examine the association of coping strategies with anxiety and depression levels among
265 individuals with tinnitus [48]. They adopted Budd and
Pugh’s two-factor structure, namely effective and maladaptive coping, as well as the cutoff scores in the Hospital
Anxiety and Depression Scale [49] to create four groups
(depression only, anxiety only, depression plus anxiety, or
no symptoms [i.e., symptoms were below clinical thresholds]). Their findings indicated that when comparing
groups according to depression only, anxiety only, depression plus anxiety, or no symptoms on the two coping factors, only maladaptive coping (i.e., nonadaptive coping)
showed significant differences between groups. The no
symptoms group exhibited the lowest maladaptive coping
scores, and the depression plus anxiety group reflected the
highest maladaptive coping scores.
Another coping-with-tinnitus instrument, the Tinnitus
Coping Strategy Questionnaire (TCSQ), was developed by
Henry and Wilson [42] based on Henry’s 1992 doctoral
dissertation. Their title resulted in the same acronym as
Budd and Pugh’s coping instrument, the Tinnitus Coping
Style Questionnaire, which might create confusion in certain research circumstances. Henry and Wilson’s TCSQ
consisted of 33 items, each of which was rated twice by
participants, the first time on the frequency that they had
been using a specific coping strategy (TCSQ Frequency)
and the second time on how helpful they found its use
(TCSQ Benefits), creating two subscales. In the second
study in the same article, Henry and Wilson [42] divided
their sample of 81 individuals with tinnitus by their scores
on the Tinnitus Reaction Questionnaire (TRQ) [50],
naming them high-distress (≥17 points on the TRQ) and
low-distress groups (<17 points on the TRQ). They analyzed whether there were significant differences between
high-distress and low-distress groups, finding no significant differences in distress between these two groups on
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either the TCSQ Frequency or Benefits subscales. This
finding suggests that more psychometric analyses needed
to be performed on Henry and Wilson’s TCSQ scale
because their analysis did not distinguish between the
high- and low-distress groups. Further, because results of
a factor analysis of the TCSQ items were not reported, it is
unclear what types of coping (e.g., problem-solving, emotion-focused coping) that the items of this questionnaire
assessed; instead, only the subscales of frequency of use
and the helpfulness of the coping strategies were reported,
which is one major limitation of Henry and Wilson’s
TCSQ.
Andersson et al. [39] examined coping among
157 individuals with tinnitus using Henry and Wilson’s
TCSQ and its association with tinnitus-related distress as
reported by the TRQ [50]. Their results indicated significant, positive zero-order correlations between coping
strategies (i.e., both TCSQ subscales) and tinnitus-related
distress (measured by the TRQ), as well as a multiple
regression for which TCSQ Frequency was a significant
predictor of tinnitus-related distress. Their discussion
contained multiple statements interpreting the positive
association between more frequent use of coping and
greater distress as suggesting “a possible negative role of
coping strategies in relation to tinnitus distress” [39
(p. 56)] and “coping strategies might not be useful and
may even be associated with more distress” [39 (p. 58)].
However, they did acknowledge that “it might be important to help patients distinguish between useless attempts
to try to control something that cannot be controlled (as
often is the case with loudness of tinnitus)” [39 (p. 58)].
Andersson and colleagues’ empirical findings were not
unusual, in view of Folkman and Moskowitz’s statement
that in a majority of studies the use of emotion-focused
types of coping have been found to be related to greater
distress [23]. Folkman and Moskowitz suggested that
such findings may be artifacts of the means by which
studies were conducted (i.e., measurement issues),
because emotion-focused coping involves “actively processing and expressing emotion” [23 (p. 761)]. An additional issue related to Andersson et al.’s study was that
the research did not include a factor analysis of the TCSQ
with the data from their sample, and consequently, information about the types of coping strategies that predicted
distress was not available in their study. A factor analysis
of the TCSQ may have provided a different set of items
than the two subscales (TCSQ Frequency and Benefits)

and, consequently, may have provided different results in
the correlational and regression analyses.
Psychological Interventions for Tinnitus
The unchangeable nature of tinnitus itself necessitates that people who experience bothersome tinnitus
have to learn new coping skills. While individuals may
naturally or intuitively use coping strategies to reduce
their stress, one skill that can be helpful to individuals
with tinnitus is teaching them how to distinguish between
what is modifiable (e.g., enrich their sound environments
in order to alter their primary focus on tinnitus) and what
tinnitus-related issues are unmodifiable (e.g., the fact of
having tinnitus). Coping Effectiveness Training (CET) is
one intervention that specifically teaches individuals to
distinguish between changeable and unchangeable stress
and how to select the most appropriate type of coping
strategy according to the type of stress [18]. However,
because no empirical interventions have been published
using CET among individuals with tinnitus to date, this
intervention will be discussed in a later section.
While a variety of clinical interventions have been
developed over several decades to address the psychosocial sequelae associated with tinnitus, there is a paucity
of psychological interventions that not only teach coping
skills but also assess coping strategies using psychometrically valid coping instruments in the context of tinnitus.
The next section will review the trends observed in metaanalyses on tinnitus interventions, specifically those
related to CBT interventions, in order to better understand the general trends in tinnitus intervention research;
the subsequent section will focus on interventions that
have purported to teach coping skills to individuals with
tinnitus, yet have not adequately assessed coping strategies in the reported results.
Meta-Analyses of Psychological Interventions for Tinnitus
Numerous meta-analyses have been conducted on the
efficacy of psychological treatments for tinnitus. One of
the first meta-analyses, conducted by Andersson and
Lyttkens, examined the results of 18 empirical studies
that included CBT, relaxation, hypnosis, biofeedback,
educational sessions, and problem-solving interventions
[51]. They found that CBT interventions demonstrated
specific types of efficacy; that is, CBT was more effective in reducing participants’ ratings of tinnitus annoyance than tinnitus loudness. A medium effect size of 0.48
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was found for CBT on negative affect (i.e., depression
and anxiety).
Martinez-Devesa and colleagues provided a
Cochrane review on CBT interventions for tinnitus and
found that across the studies they analyzed, CBT
decreased tinnitus severity (i.e., subjective loudness of
tinnitus) and depression while increasing quality of life
[52]. Hesser and colleagues’ meta-analysis on the efficacy of CBT interventions for tinnitus indicated that CBT
was moderately effective in reducing tinnitus-related
annoyance and distress and improving mood (anxiety and
depression) [53]. According to these researchers, the data
indicated that the effects of 10 CBT interventions were
robust over a 3 to 18 mo time period.
Hoare and colleagues’ meta-analysis examined data
from 28 randomized controlled trials (RCTs) for tinnitus
management that included interventions for adults with
tinnitus containing validated outcome instruments and at
least one other group (no treatment or a comparative
treatment group) [54]. According to Hoare et al., only the
CBT RCTs were comparable. Findings indicated that
across studies, CBT did not appear to be effective in
reducing depression and anxiety among individuals with
tinnitus, but the results indicated that CBT was associated with reductions in self-reported tinnitus severity.
Hesser et al. noted that one issue related to the challenge
of comparing the results of CBT interventions was that
researchers may include a range of techniques and methods in CBT intervention [53]. The main strategies typically included in CBT interventions were focusing on
altering cognitive distortions, using positive imagery, and
employing stress management techniques.

findings between the two treatments and the control group
still significant at a 12 mo follow-up.
While Kröner-Herwig and colleagues did not measure coping directly when they first published their
research on a 10-session intervention using Tinnitus Coping Training (TCT) [56], they corrected that oversight by
assessing coping in a later intervention study that used a
modified 11-session TCT [57]. In their 2003 article, coping was measured using four items taken from Frenzel’s
Tinnitus Coping Questionnaire (TCQ) [58], which was
published in German; details were not provided on the
psychometrics of these four items nor of the TCQ. The
results of Kröner-Herwig et al.’s 2003 study indicated
that the group that received TCT exhibited significant
improvement in coping compared with two minimal contact groups and a wait-list control group [57].
Zachriat and Kröner-Herwig conducted a longitudinal study consisting of two treatment groups of either an
11-session TCT group or a 5-session habituation group
and a control group that received one session of education only [43]. Coping was measured by Frenzel’s TCQ
[58]. The two treatment groups exhibited significantly
less tinnitus-related disability than the control group. The
use of coping strategies was significantly greater in both
the TCT group compared with the habituation group and
the habituation group compared with the educational
control group. This study also reflected the previously
noted problem with using the TCQ; i.e., no details were
given on the psychometrics of the instrument and no factor analysis was conducted to examine the coping patterns that were unique to the sample.

Coping Interventions for Tinnitus
Henry and Wilson conducted an RCT of 60 individuals with tinnitus [55]. They compared three groups: (1) a
treatment group involving a cognitive educational program that consisted of “cognitive coping skills training”
(including attention diversion, imagery training, and
thought-management skills), which was taught in combination with tinnitus education; (2) an education-only treatment group; and (3) a wait-list control group. Coping was
assessed by the two subscales in their TCSQ instrument.
The results indicated that the two treatment groups, but not
the control group, had significant improvements on both
the TCSQ Frequency and TCSQ Benefits subscales. However, there were no significant differences between the two
treatment groups on the two coping subscales nor were the

TINNITUS RESEARCH RELATED TO COPING:
COMMON PROBLEMS
Although numerous researchers have realized that
coping is an important issue to consider in the context of
tinnitus, their studies have been complicated by several
issues. The first is the aforementioned lack of conceptual
clarity about the definition of coping as well as the lack of
a definitional distinction between coping and adaptation.
A second common problem with research purportedly
on coping with tinnitus is that the term “coping” may be
cited in the title or body of the article without the concomitant measurement of coping variables or coping outcomes
[56,59]. A related issue is that coping is described as
an effect of a tinnitus intervention without researchers
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assessing coping with a coping instrument. Examples of
this issue can be found in Scott et al.’s “self-control technique” intervention [60], Henry and Wilson’s and Andersson and Kaldo’s CBT interventions [55,61], and Wise et
al.’s study that compared a tinnitus-management therapy
group to a problem-solving group intervention [62]. Further
examples are studies that contain the word “coping” in the
title of a tinnitus intervention, such as “tinnitus coping
training” [56] or “tinnitus coping therapy” [63], but did not
actually measure coping variables in the research.
A third issue across many studies is that some intervention studies that purportedly bolstered coping used
proxy measures to assess coping [56,60,64–67]. Instead
of directly measuring coping, researchers imputed coping
by observing changes in negative affectivity (e.g.,
decreases in depression and anxiety) [56,60,63–67].
Thus, coping was not measured directly using psychometrically sound coping instruments; rather, coping
changes were represented by indirect observations of
decreases in anxiety or depression scales.
A fourth major issue with tinnitus-related coping studies is that, of the studies that included some form of coping
measurement, most did not utilize a psychometrically
sound coping instrument with published validity and reliability. For example, the Tinnitus Coping Style Questionnaire by Budd and Pugh had an unstable factor structure
[40–41], yet some researchers [48] still used it as part of
their analyses and failed to examine the structure of the
coping factors in their particular sample. A related issue is
that other research studies used coping instruments with
unpublished psychometrics, such as the Strategies for
Handling Stress questionnaire used by Hallberg et al. [68]
or the Impact Psychologique de L’acouphène by Philippot
and colleagues [69]. Without publically available psychometrics, it is difficult to know whether the coping instrument is psychometrically sound.
A fifth issue is that while some researchers have used
a psychometrically sound instrument in their research,
their choice of a specific instrument to represent the construct of coping reflected an error related to construct
validity. For example, the Tinnitus Functional Index
(TFI) [70] is a psychometrically sound instrument that
contains only one item: “How easy was it for you to cope
with your tinnitus?” If researchers were to use this instrument, they would have no information about the type of
coping strategy used. The TFI scale as a whole should
not be used to reflect, represent, or imply coping.

Suggestions for Tinnitus Research Involving Coping
The application of coping to tinnitus research is
fraught with a spectrum of issues that range from differing coping definitions to not directly measuring coping or
not using psychometrically sound measurement instruments, which has resulted in a fragmented understanding
of coping with tinnitus. Further, if researchers publish
articles on coping with tinnitus using scales with unstable
or unknown factor structures without first exploring the
factor structure of the questionnaire relative to their sample, then all subsequent analyses, results, and interpretations should be viewed with caution.
The following are suggestions for researchers who are
planning studies on tinnitus that include coping strategies:
1. When using a tinnitus-related coping instrument (e.g.,
Budd and Pugh’s Tinnitus Coping Style Questionnaire
or Henry and Wilson’s TCSQ) to assess coping with
tinnitus, researchers are strongly advised to conduct an
exploratory (not confirmatory) factor analysis of their
sample’s data in order to examine the number of coping factors that are represented. Budd and Pugh’s Tinnitus Coping Style Questionnaire, to date, has an
unstable factor structure based on their sample’s
responses, whereas Henry and Wilson’s TCSQ does
not provide information about the actual types of coping strategies that are used, only frequency of coping
use and its perceived effectiveness.
2. If researchers predict that their sample size will be too
small to meet the minimum sample size for conducting
a factor analysis according to generally accepted standards [71–72], then it is advisable to use one of the
psychometrically sound coping instruments from the
general field of coping, such as the Ways of Coping
Checklist [73–74] or the Brief COPE [75]. Further, the
coping scale should be anchored directly to coping
with the stress of tinnitus by making it clear in the
instrument’s instructions that subjects should provide
answers about how they respond to tinnitus-related
stress and not general life stress or even stress related
to their hearing difficulties.
3. Conducting a factor analysis of a scale, such as Budd and
Pugh’s Tinnitus Coping Style Questionnaire, in each
research study can help researchers group coping strategies into content-related categories (e.g., problemsolving coping, emotion-focused coping) that are
specific to their sample, which in turn can facilitate
understanding the data, e.g., by identifying distinctive
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associations between distress and different types of
coping.
4. Researchers should ensure that they are making clear
conceptual distinctions between the constructs of coping and adaptation, given that these definitions have
been used interchangeably in the tinnitus literature.
5. Coping should not be represented by changes on scales
that measure negative affectivity (e.g., anxiety or
depression scales), but should be measured directly by
psychometrically sound coping instruments.
6. The variable of time or the temporal aspect of coping
should be considered in research on coping with tinnitus in view of the aforementioned findings of Littleton
et al.’s meta‐analysis on coping strategies [24]. Their
meta-analysis confirmed the trend noted in Suls and
Fletcher’s meta-analysis [31], indicating that while
avoidant coping strategies may decrease stress in
recent-onset conditions, coping strategies that directly
approach or confront problematic conditions, situations, or events were found to be more effective in
reducing stress in a long-term manner. Livneh also
provided an in-depth exploration of the temporal
aspects of coping strategies [36]. This line of research
suggests that when individuals have chronic impairment, they may often face new challenges for which
they do not yet have automatic responses; thus, they
will utilize a variety of coping strategies during the
gradual process of adapting to their chronic impairment. It should be expected that the use of specific
coping strategies will vary over time (e.g., an individual with tinnitus might use avoidant coping when first
dealing with tinnitus and later use an approach coping
strategy, such as problem-solving).
7. Researchers should consider creating coping interventions or using existing ones, such as CET [18], that
specifically promote and teach the use of coping skills,
especially for individuals who are facing stress from
chronic impairments such as tinnitus. While some
interventions for tinnitus, such as TRT [13–14,76] and
Progressive Tinnitus Management (PTM) (which uses
CBT [15–17]), may have components that teach coping skills, they include a focus on changing individuals’ perspectives about stress (e.g., TRT’s reclassifying
negative stimuli to neutral stimuli or CBT’s addressing
cognitive distortions). Coping interventions typically
do not attempt to alter individuals’ perspectives on
stress but instead attempt to build individuals’ skills in
understanding and managing different types of stress.

Thus, coping interventions should include both stress
management and problem-solving components in
order to teach a range of more effective coping skills.
The use of coping interventions, such as CET, in the
context of tinnitus may help individuals realize that
while some aspects of their lives are unchangeable
(e.g., tinnitus), they can utilize a variety of coping
strategies to modify the stressors that are changeable.
Future Research
We have adapted a specific coping intervention for
individuals with tinnitus. The intervention is called CET
and is a psycho-educational group intervention that targets coping skills. Chesney and Folkman created CET in
1994 [18] and grounded it in Lazarus and Folkman’s theory of stress and coping [20]. Chesney et al. emphasized
that CET teaches a framework for choosing among coping strategies and fitting the coping strategy to the
changeability of an event [77]. CET specifically focuses
on teaching individuals about stress and coping, problemsolving, matching the type of coping strategy with the
type of stressor (categorized as changeable vs unchangeable), and using social support as a form of coping.
Chesney and Folkman noted that CET also combines
stress management techniques with a unique component
of “a meta-strategy for choosing among coping strategies
to maximize effectiveness in managing stressful situations and reducing stress. The meta-strategy converts the
major tenets of stress and coping theory into action” [18
(p. 173)]. CET focuses on helping individuals choose the
most appropriate type of coping for a particular type of
stressor, which is one reason why CET is distinct from
CBT interventions. Numerous clinical studies have been
conducted using CET [37,77–80], which suggest that the
CET intervention can help to reduce distress and improve
coping among individuals with several types of chronic
conditions and disabilities.
Chesney and Folkman’s CET intervention has been
adapted for tinnitus (in consultation with Dr. Chesney),
and we are now testing it in a pilot study that compares a
CET psycho-educational group intervention to a CBT
psycho-educational group, an Acceptance and Commitment Therapy [81–82] psycho-educational group for tinnitus, and a usual-care group. This research is being
conducted in the context of the PTM program [15–17].
PTM, which is endorsed by the Department of Veterans
Affairs (VA), currently utilizes components of CBT as
the psychological component of the intervention.
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CONCLUSIONS
At the present time, the research on coping with tinnitus (in both the areas of coping assessments and coping
interventions) is fragmented because of a variety of theoretical, methodological, and statistical choices made by
researchers. The purpose of this article was to highlight
some of the problematic issues in the research on coping
with tinnitus, as well as to suggest some approaches for
researchers who plan to conduct research on coping with
tinnitus, in order to help reduce discordant findings in
future research.
Coping should be an essential construct in tinnitus
research because for many individuals with tinnitus, it is
a chronic stressor from which they cannot escape. As
Wilson et al. asserted about coping with tinnitus: “the
fact remains that learning to live with the problem or coping with the problem is precisely what people need to be
able to do” [83 (p. 282)]. Helping individuals learn how
to better cope with tinnitus may bring relief to those who
experience significant distress and suffering because of
their tinnitus.
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