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Entitlement Eligibility Guideline  

Tinnitus 
 
Date reviewed: 27 August 2025  
 
Date created: February 2005 
 
ICD-11 code: MC41  
 
VAC medical code: 38830 Tinnitus  
 

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 an acoustic stimulus in the external environment. 
 
For Veterans Affairs Canada (VAC) purposes, vertigo, hearing loss (HL), and/or 
tinnitus may present as part of the symptom complex of a diagnosed medical 
condition, or they may present as a primary stand-alone diagnosed medical 
condition. In those presenting with symptoms of vertigo, HL, and/or tinnitus, but 
with a known diagnosed cause (e.g. Meniere’s disease), these symptoms are 
included in entitlement and assessment of the medical condition. Prior to 
adjudicating the entitlement and assessment of vertigo, HL, and/or tinnitus, or a 
diagnosed medical condition that may cause these symptoms, a close review of 
previously entitled medical conditions with potentially overlapping symptoms is 
required. 
  
Note: Entitlement should be granted for a chronic condition only. For VAC purposes, 
"chronic" means that the condition has existed for at least six months. Signs and 
symptoms are generally expected to persist despite medical attention, although 
they may wax and wane over the six month period and thereafter. 
 

Diagnostic standard 
 

Diagnosis  
 
A diagnosis from a qualified physician (ear, nose and throat [ENT] 
specialist/otolaryngologist, neurologist, or family physician), nurse practitioner, or an 
audiologist is required.   
 

https://icd.who.int/en
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In the case of objective and/or unilateral tinnitus, a diagnosis from a physician, as 
listed above, is required. 
 
Chronic tinnitus is of at least six months duration. A single indication or complaint of 
tinnitus is not sufficient for diagnostic purposes. 
 
Hyperacusis is an increased sensitivity to sound resulting in everyday sounds being 
perceived as intense, unpleasant, and/or overwhelmingly loud. Hyperacusis and 
tinnitus are often present at the same time. For VAC entitlement purposes, 
entitlement for tinnitus includes hyperacusis. 
 

Diagnostic considerations 
 
An audiogram is required along with a clinical diagnosis. The cause of the tinnitus 
cannot be determined from an audiogram alone.  
 
It is preferred that audiograms submitted to VAC for entitlement or assessment 
purposes be performed by a clinical/licensed/certified/registered audiologist or 
physician. The standards for these audiograms are listed below. Audiograms 
submitted from other sources such as hearing instrument specialists (HIS), may be 
considered by VAC if they meet these standards, and are co-signed by an audiologist 
or physician:   
 

• the hearing should be tested in both ears at 250, 500, 1000, 2000, 3000, 4000, 
6000 and 8000 Hz 

• air and bone conduction values in both ears should be recorded 
• speech reception thresholds (SRTs) for each ear should be recorded  
• an indication of reliability of the audiogram should be indicated 
• narrative description of the test results may also be provided. 

 
Audiograms that do not meet the above standards may be considered by the 
adjudicator on a case-by-case basis. The determination of reliability is based on the 
interpretation of information provided on the audiogram, the age of the audiogram, 
and its consistency with previous audiograms. 
 
When the measured threshold of hearing on an audiogram is decreased, this 
decrease may be temporary or permanent. The shift is referred to as either a 
temporary threshold shift (TTS), or a permanent threshold shift (PTS). Immediately 
after an exposure, there may be a TTS which can often be expected to recover over 
time.  
 
Note: 
  

• Older audiograms may use Acoustical Society of America (ASA) Standard 
values. To convert ASA hearing losses to the International Organization for 
Standardization (ISO) or American National Standards Institute (ANSI) levels, 
refer to Appendix A: ASA to ISO-ANSI conversion. 
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• If an audiogram is unavailable, refer to the hearing loss and tinnitus policy for 
instructions. 
 

Anatomy and physiology 
 
There are two types of tinnitus: subjective tinnitus and objective tinnitus. 
 
Subjective tinnitus is perceived by the individual only, and cannot be heard by 
anyone else. The mechanism and pathophysiology of this type of tinnitus remains 
obscure and is likely multifactorial, occurring at any point along the auditory 
pathway (Figure 1: Ear anatomy). This is by far the most common type of tinnitus and 
is the type associated with sensorineural hearing loss (SNHL). 
 
Objective tinnitus is not only heard by the individual, but may also be heard by 
others. The quality of the tinnitus can reflect the cause; for example, vascular causes 
may be pulsatile, clicking may be caused by spasm of muscles in the palate or ear. 

https://www.veterans.gc.ca/en/about-vac/publications-and-reports/policies/hearing-loss-and-tinnitus
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Figure 1: Ear anatomy 
 

 

Clinical features 
 
Tinnitus occurs in 10-15% of adults and is disabling for 1-3% of the adult population. 
Tinnitus can be constant, intermittent, or occasional; it may also wax and wane.   
Tinnitus is associated with multiple causes, and the type of tinnitus helps to 
determine the cause of the tinnitus. The most common type of tinnitus is subjective, 
non-pulsatile and bilateral; this is the type most often associated with SNHL.   
 
Tinnitus is considered to be chronic when it has persisted for at least six months. 
New onset tinnitus may resolve within that time period. 
 

An illustration of the human ear, clearly labeling its three main sections and 
associated structures. Outer ear: Includes visible parts like the helix, scapha, 
auricle (pinna), antihelix, concha, earlobe (auricular lobule) and external ear canal. 
Middle ear: Contains the tympanic membrane (eardrum), ossicles (malleus, incus, 
stapes), and the eustachian tube. Inner ear: Features the semicircular canals, 
cochlea, and associated nerves (cochlear and vestibular). Between the middle and 
inner ear is the oval window and the round window. Source: Veterans Affairs 
Canada (2024). 
 



5 
 

Tinnitus can be classified in several ways: 
 

1. Subjective versus objective 
 

• Subjective tinnitus: perceived by the individual only, and cannot be 
heard by anyone else. This is by far the most common type of tinnitus.  

• Objective tinnitus: not only heard by the individual, but may also be 
detected by others, usually requiring the use of a stethoscope. There 
usually are no other ear problems (HL, vertigo). This type occurs much 
less often (1.5%), and in most cases, the underlying cause can be 
determined. 

 
2. Etiology - primary versus secondary 

 
• Primary/idiopathic tinnitus with no diagnosed underlying cause; may 

be associated with SNHL. 
• Secondary tinnitus which is determined to be associated with a specific 

source and not associated with SNHL. 
 

3. Pulsatile versus non-pulsatile 
 

• Pulsatile tinnitus is perceived as a rhythmic thumping or whooshing 
sound.   

• Non-pulsatile tinnitus is generally continuous and while it may wax and 
wane, there is no rhythm to the perceived. 
 

4. Unilateral versus bilateral 
 

• Unilateral tinnitus which only ever occurs in one ear. 
• Bilateral tinnitus which can occur in both ears, but may occur 

occasionally in one ear only. 
 

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 
• breathing sound (respiration) 
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• pulse-like sound. 
 
Nocturnal tinnitus may result in symptoms of sleep disturbance or insomnia which 
are generally included in the entitlement and assessment of tinnitus. If a 
consequential entitlement for insomnia disorder is considered, consultation with a 
disability consultant or medical advisor is recommended. 
 
In the overall population, when comparing males and females, there are no 
differences in rates of occurrence of tinnitus. 
  

Entitlement considerations  
 

Section A: Causes and/or aggravation 
 
For VAC entitlement purposes, the following factors are accepted to cause or 
aggravate the conditions included in the Definition section of this entitlement 
eligibility guideline (EEG), and may be considered along with the evidence to assist 
in establishing a relationship to service. The factors have been determined based on 
a review of up-to-date scientific and medical literature, as well as evidence-based 
medical best practices. Factors other than those listed may be considered, however 
consultation with a disability consultant or medical advisor is recommended. 
 
The timelines cited below are for guidance purposes. Each case should be 
adjudicated on the evidence provided and its own merits.  

 

Factors 
 

1. Being exposed to intermittent or continuous noise, other than acoustic 
trauma, that is of sufficient intensity and duration to cause HL greater than 25 
decibels at 3000, 4000 or 6000 frequency (in the ear(s) with tinnitus), prior to 
clinical onset or aggravation. 
 

2. Exposure to at least one episode of acoustic trauma sufficient to have caused 
some decibel loss of sensorineural hearing (permanent or temporary) just 
prior to clinical onset or aggravation. The following exposures may result in 
acoustic trauma: 
 

• fireworks 
• loud music 
• heavy machinery 
• gunfire 
• blast injury (i.e. exploding grenades, mines, or bombs). 
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Acoustic trauma is caused by short-term intense exposure to loud noise 
resulting in sudden damage to the hair cells of the organ of Corti, usually 
producing immediate symptoms of SNHL, pain (especially with loud noises) or 
tinnitus in the affected ear(s). The immediate symptoms, including 
sensorineural deafness, may abate over a few days.  

 
3. Exposure to at least one episode of aural trauma caused by noise just prior to 

clinical onset or aggravation of tinnitus. Aural trauma caused by noise is 
caused by exposure to a blast resulting in sudden physical damage to any 
portion of the middle or inner ear. Aural trauma caused by noise can result in 
physical damage to the organ of Corti and this may cause tinnitus, usually 
associated with SNHL. 
 

4. Sustaining damage to the middle ear from inequalities in the barometric 
pressure (other than due to noise) on each side of the tympanic membrane 
(TM), known as otic (ear) barotrauma, within approximately 30 days prior to 
clinical onset or aggravation of tinnitus. 

 
Ear barotrauma can occur when there is a difference in the air pressure 
between the middle ear and the external environment. It can present with ear 
pressure, pain, tinnitus and HL. Ear barotrauma is generally associated with 
eustachian tube dysfunction. Normally the air in the middle ear is absorbed 
into the mucosal lining and is continually replaced via the eustachian tube. 
 
When the eustachian tube is blocked, the pressure in the middle ear 
decreases and the TM is retracted. The stretching of the TM can lead to 
bleeding or bruising in the TM, fluid in the middle ear, and occasionally TM 
rupture. 
Less severe injuries, including most TM rupture, generally heal with time. 
 
More severe injuries can involve the structures of the middle ear and may lead 
to a perilymphatic fistula. A perilymphatic fistula occurs most commonly 
when the thin membranes at either the oval or round windows are disturbed 
by trauma, resulting in a leak of fluid from the labyrinth into the middle ear. 
Perilymphatic fistulas can cause symptoms of dizziness, SNHL and tinnitus. 
 
The following exposures may result in ear barotrauma: 
 

• flying 
• sky diving 
• underwater diving 
• working in a submarine  
• being treated in a hyperbaric or hypobaric oxygen chamber 
• slap to the outer ear. 
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5. Having a moderate or severe traumatic brain injury (TBI) at the time of 
clinical onset or aggravation of tinnitus. It is important for timelines to be 
established.  
 
Note: If considering entitlement for chronic tinnitus due to mild TBI, 
consultation with a disability consultant or a medical advisor is 
recommended.  
 

6. Having a head injury with temporal bone fracture within a few weeks of 
clinical onset or aggravation of tinnitus. Transverse fractures of the temporal 
bone may cause injury to the cochleovestibular nerve resulting in tinnitus. 
 
Fractures of the temporal bone may also result in tinnitus as a result of 
ossicular chain injuries. 
 

7. Using medication from the specified list of medications below during or just 
prior to clinical onset or aggravation of  tinnitus. In the majority of cases, some 
SNHL of greater than 25 decibels at 3000, 4000 or 6000 frequency occurs at 
the same time. 

 
• parenteral aminoglycoside antibiotic: 

 
• gentamicin 
• streptomycin 
• kanamycin 
• amikacin 
• netilmicin 
• tobramycin 

 
• intravenous administration of: 

 
• ethacrynic acid 
• furosemide 
• bumetanide 
• vancomycin 
• erythromycin 
 

• chemotherapeutic agents: 
 

• nitrogen mustard 
• bleomycin 
• cisplatin 
• a-difluoromethylornithine 
• vincristine 
• vinblastine 
• misonidazole 

https://veterans.gc.ca/en/node/115658
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• 6-amino nicotinamide 
• carboplatin 

 
• salicylates 
• quinine. 

 
Note:  
 

• Individual medications may belong to a class of medications. The 
effects of a specific medication may vary from the class. The effects of 
the specific medication should be considered.  

• If it is claimed a medication resulted in the clinical onset or aggravation 
of tinnitus, the following must be established: 
 

• The medication was prescribed to treat an entitled condition.  
• The individual was receiving the medication at the time of the 

clinical onset or aggravation of tinnitus. 
• The current medical literature supports the medication can 

result in the clinical onset or aggravation of tinnitus. 
• The medication use is long-term, ongoing, and cannot 

reasonably be replaced with another medication or the 
medication is known to have enduring effects after 
discontinuation. 

 
8. Having otosclerosis at the time of clinical onset or aggravation of tinnitus. 

Otosclerosis is a primary disorder of the labyrinthine capsule characterized by 
new bone formation and often involving the footplate of the stapes. 
Otosclerosis itself, or surgery for the condition, can cause tinnitus. 
 

9. Having tuberculosis involving the temporal bone on the affected side of the 
head prior to clinical onset or aggravation of tinnitus 
 

10. Having Paget’s disease of bone affecting the skull at the time of clinical onset or 
aggravation of tinnitus. Also known as osteitis deformans, it is a disease of bone 
marked by repeated episodes of bone resorption and new bone formation 
resulting in weakened deformed bones of increased mass. 
 

11. Having chronic eustachian tube disorder during or just prior to clinical onset 
or aggravation of tinnitus. 
 
Eustachian tube disorder causes include, but are not limited to: 
 

• eustachian tube obstruction from any cause 
• chronic rhinosinusitis with obstruction 
• adenoid pathology 
• chronic allergic disorders. 

 

https://veterans.gc.ca/en/node/79594
https://veterans.gc.ca/en/node/79595
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12. Having chronic tympanic membrane disease during or just prior to clinical 
onset or aggravation of tinnitus. TM diseases would include, but are not 
limited to TM perforation with or without surgery.  

 
13. Having chronic middle ear disease during or just prior to clinical onset or 

aggravation of tinnitus. Middle ear disease would include, but is not limited to: 
 

• chronic otitis media  
• cholesteatoma, a cyst like growth originating in the middle ear, with erosion 

into the semicircular canal 
• ossicular chain discontinuity due to infection, surgery, or trauma 
• TM surgery with complications. 

 
14. Having an acute infection from a virus listed below within approximately 30 

days prior to clinical onset or aggravation of tinnitus associated with SNHL. 
This is generally sudden SNHL (SSNHL), with HL developing rapidly in less 
than 72 hours.  
 
The viruses include, but are not limited to, the following: 
 

• Lassa virus 
• mumps virus 
• measles virus 
• pertussis virus 
• varicella-zoster virus. 

 
15. Having perilymphatic leaks from head injury, head trauma or barotrauma 

during or just prior to clinical onset or aggravation of tinnitus. 
 

16. Having at least one source of vascular sound, an abnormal sound generated 
by the turbulent flow of blood in an artery due to either an area of partial 
obstruction or a high rate of blood flow, in and around the affected ear prior to 
clinical onset or aggravation of tinnitus. 
 

17. Having an autoimmune disease with associated SNHL of greater than 25 
decibels at 3000, 4000 or 6000 frequency in the ear(s) with tinnitus, prior to 
clinical onset or aggravation of tinnitus. 
 
An immune disease would include, but is not limited to: 
 

• systemic lupus erythematosis  
• rheumatoid disease 
• polyarteritis nodosa 
• systemic sclerosis/scleroderma 
• dermatomyositis 
• Cogan’s syndrome. 

 

https://veterans.gc.ca/en/node/79573
https://veterans.gc.ca/en/node/79601


11 
 

18. Having an intracranial neoplasm prior to clinical onset or aggravation of 
tinnitus. 
 

19. Having specific complications of neurological disease at the time of clinical 
onset or aggravation of tinnitus; this would include, but is not limited to: 
 

• trigeminal neuralgia with associated stapedius muscle spasm 
• myoclonus of the middle ear or palatal muscles 
• multiple sclerosis and other demyelinating diseases, usually with SNHL 
• cerebral anoxia - due to ischemic changes in the auditory cortex 
• raised intracranial pressure 
• pseudotumor Cerebri – can cause pulsatile tinnitus. 

 
20. Having Meniere’s disease (MD) at the time of clinical onset or aggravation of 

tinnitus.  
 

Note: Where entitlement is granted for MD, tinnitus is included in the 
entitlement and assessment of this condition. 

 
21. Inability to obtain appropriate clinical management of tinnitus. 
  

Section B: Medical conditions which are to be included 
in entitlement/assessment 
 
Section B provides a list of diagnosed medical conditions which are considered for 
VAC purposes to be included in the entitlement and assessment of tinnitus. 
 

• Hyperacusis 
 

Section C: Common medical conditions which may 
result, in whole or in part, from tinnitus and/or its 
treatment 
 
No consequential medical conditions were identified at the time of the publication 
of this EEG. If the merits of the case and medical evidence indicate that a possible 
consequential relationship may exist, consultation with a disability consultant or 
medical advisor is recommended. 
 

Appendix A: ASA to ISO-ANSI conversion 
 
It is important to note the literature indicates American audiometric data collected 
prior to 1969/1970 may be based on the ASA standard. As late as 1977 it was 
recommended audiogram blanks be labelled as ISO or ANSI to ensure all hearing 
levels in a report were actually ISO or ANSI (Hearing and Deafness, 4th ed., p. 287). 

https://veterans.gc.ca/en/node/115654
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Table 1 shows the conversion of ASA hearing losses to ISO-ANSI levels by adding 
decibels.  
 

Frequency Decibels added 
125 9 
250 15 
500 14 
1000 10 
1500 10 
2000 8.5 
3000 8.5 
4000 6 
6000 9.5 
8000 11.5 

 

Links 
 
Related VAC guidance and policy:   
 

• Chronic Otitis Media – Entitlement Eligibility Guidelines 
• Hearing Loss - Entitlement Eligibility Guidelines 
• Meniere’s Disease – Entitlement Eligibility Guidelines 
• Otosclerosis - Entitlement Eligibility Guidelines 
• Paget's Disease of Bone (Osteitis Deformans) - Entitlement Eligibility 

Guidelines 
• Rheumatoid Arthritis – Entitlement Eligibility Guidelines 
• Traumatic Brain Injury – Entitlement Eligibility Guidelines 
• Vertiginous Disorders – Entitlement Eligibility Guidelines 
• Hearing Loss and Tinnitus - Policies 
• Pain and Suffering Compensation – Policies 
• Royal Canadian Mounted Police Disability Pension Claims – Policies 
• Dual Entitlement – Disability Benefits – Policies 
• Establishing the Existence of a Disability – Policies 
• Disability Benefits in Respect of Peacetime Military Service – The 

Compensation Principle – Policies 
• Disability Benefits in Respect of Wartime and Special Duty Service – The 

Insurance Principle – Policies 
• Disability Resulting from a Non-Service Related Injury or Disease – Policies 
• Consequential Disability – Policies 
• Benefit of Doubt – Policies 

 

  

https://veterans.gc.ca/en/node/79573
https://veterans.gc.ca/en/node/79573
https://veterans.gc.ca/en/node/79587
https://veterans.gc.ca/en/node/115654
https://veterans.gc.ca/en/node/79594
https://veterans.gc.ca/en/node/79595
https://veterans.gc.ca/en/node/79595
https://veterans.gc.ca/en/node/79601
https://veterans.gc.ca/en/node/115658
https://veterans.gc.ca/en/node/79609
https://www.veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/hearing-loss-and-tinnitus
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/pain-and-suffering-compensation
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/royal-canadian-mounted-police-disability-pension-claims
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/dual-entitlement-disability-benefits
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/establishing-existence-disability
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-benefits-respect-peacetime-military-service-compensation-principle
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-benefits-respect-peacetime-military-service-compensation-principle
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-benefits-respect-wartime-and-special-duty-service-insurance-principle
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-benefits-respect-wartime-and-special-duty-service-insurance-principle
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-resulting-non-service-related-injury-or-disease
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/consequential-disability
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/benefit-doubt
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