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How people with tinnitus-related insomnia experience CBT-for-insomnia (CBTi): A thematic 

analysis  

 

Abstract 

Objective: Although insomnia often compounds tinnitus, sleeping problems in people 

experiencing tinnitus are rarely treated. This study investigates the experiences of participants 

receiving Cognitive Behavioural Therapy for insomnia (CBTi) as part of a randomized 

controlled trial for managing tinnitus-related insomnia. The aim of this study is to gain 

detailed insight into participants' perceptions and experiences of this treatment. 

Design: Semi-structured interviews were conducted via phone or in-person by one of the two 

clinical psychologists who facilitated the CBTi sessions. Reflexive thematic analysis with 

semantic inductive approach was used for analysis to keep the research question theoretically 

flexible. 

Study sample: Eight participants (3 female, age range 32-69 years) were interviewed six 

months after CBTi completion. 

Results: Three superordinate themes were identified: “Common humanity and transcending 

individual distress”, “Changing the things I can” and “Accepting the things I cannot change”. 

The group environment helped participants to normalize their experiences. Reliable 

tinnitus/sleep information and robust behavioural change techniques helped participants to 

respond and relate to their condition differently.  

Conclusion: Generally, participants reported long-term benefits from CBTi to treat tinnitus-

related insomnia, particularly increased confidence, and getting on with life. CBTi is multi-

component, so clinicians need to respond to individual preferences and lifestyles.  
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Introduction 

 

Tinnitus is a common condition, reported in all age groups and is estimated to affect about 

15% to 30% of the adult population with increased incidence in older adults (Kim et al., 

2015). Tinnitus involves the perception of a noise in the ear or head in the absence of an 

external source of sound (Baguley, McFerran, & Hall, 2013). Detailed understanding of the 

pathophysiology of tinnitus is lacking. It seems to be related to physiological changes in the 

auditory system (Shore, Roberts & Langguth, 2016) and is also closely linked to 

psychological well-being (Kim et al., 2015). At present, there is no cure for tinnitus in that 

there is nothing that makes the noise inaudible. Some chronic tinnitus sufferers experience 

the noise as extremely distressing and disabling; it can cause occupational impairment, 

disrupt interpersonal relationships, and change emotional responses, which can lead to 

anxiety and depression (Baguley et al., 2013). 

Tinnitus can be more noticeable in quiet circumstances such as at bedtime, which may 

contribute to the findings that insomnia is one of the most common complaints of tinnitus 

sufferers and can further affect their well-being (Schecklmann et al., 2015). Insomnia is the 

repeated difficulty initiating or maintaining sleep or waking early with inability to return to 

sleep, causing worry, suffering and impairment (Rieman et al., 2017). 

 

Relationships between Tinnitus and Insomnia  

Similar precipitants and maintaining factors of tinnitus and insomnia have been identified: 

shared underlying physiological mechanistic pathways such as hyperarousal of the 

sympathetic nervous system and activation of the same brain regions regulating emotions in 



the conditions of distressing tinnitus and insomnia (Wallhäusser-Franke, Schredl & Delb, 

2013).  

Correlation studies indicate links between self-rated tinnitus severity and insomnia (e.g. 

Schecklmann et al., 2015). This suggests that physical sensations such as loudness and 

consistency of the noise would predict symptoms of insomnia. The available evidence does 

not support this straight-forward prediction. For example, Aazh and Moore (2019) observed 

that the relationship is mediated by factors such as depression, tinnitus annoyance and 

tinnitus handicap (impact of tinnitus on daily living). Crönlein et al. (2016) showed that 

psychological and cognitive variables contribute to impaired sleeping in people with chronic 

tinnitus. They found that next to somatic complaints, tinnitus patient’s insomnia results from 

insomnia-specific concerns such as increased worrying about deficient sleep, anxiety at 

bedtime and catastrophizing thoughts. Such observations suggest a more complex picture of 

the relationship between insomnia and tinnitus, involving cognitive, emotional, and somatic 

factors. 

It is likely that relationships between tinnitus and insomnia are bidirectional (Asnis et al., 

2018).  Poor sleep may worsen the experience of tinnitus by creating an opportunity for 

greater awareness of tinnitus, reduced tolerance for and altered perception of tinnitus and 

greater distress. More intrusive tinnitus may, in turn, make it more difficult to obtain sleep by 

provoking greater physical and cognitive arousal. People experiencing tinnitus have reported 

that improving night-time sleep would be the most important factor to decrease tinnitus 

severity (Eysel-Gosepath & Selivanova, 2005). 

 

Current treatment approaches 



It is apparent from current UK NICE guidelines that apart from providing amplification in the 

context of an accompanying hearing loss, CBT is the treatment to be considered for people 

with tinnitus-related distress (NICE, 2020). CBT incorporates cognitive and behavioural 

interventions and is based on the theory that dysfunctional cognitive factors (thoughts and 

beliefs) and behavioural responses maintain psychological distress, including tinnitus-related 

distress (McKenna et al., 2014). CBT uses strategies to reduce cognitive-behavioural factors 

that prevent habituation to tinnitus such as thought challenging and relaxation techniques 

(McKenna et al., 2014). In a systematic review and meta-analysis of 28 RCT, Hoare et al. 

(2011), reported low to moderate effect sizes for most CBT intervention studies. 

The benefits might be limited due to the CBT interventions not being specific to insomnia. It 

has been argued that although sleeping problems are a significant comorbidity for tinnitus 

sufferers, insomnia is still rarely treated in this population (Asnis et al., 2018). Many CBT 

interventions for tinnitus include a component of insomnia, but given the amount of other 

components that are covered in these interventions, they are usually informational in nature 

rather than practical-oriented (see Greenwell et al., 2016). Also, some tinnitus-related 

insomnia sufferers do not struggle during the day, they only suffer with insomnia, making 

them a poor fit for standard CBT protocols. Insufficient treatment of sleeping problems can 

cause a vicious cycle of untreated insomnia and potentiated tinnitus noise (Eysel-Gosepath & 

Selinova, 2005). A helpful comparison for how this might work comes from experimental 

work with chronic pain, as there are many similarities between pain and tinnitus (Moller, 

2007). Tang, Goodchild and Salkovskis (2012) looked at pain-related insomnia and 

exemplified the demand of a two-dimensional intervention. They proposed that chronic pain-

related insomnia should be treated as a stand-alone problem, because pain management alone 

did not resolve sleeping problems. This is because people with pain-related insomnia share 

underlying characteristics with people who suffer from insomnia independent from pain, 



maintaining dysfunctional behavioural habits around sleep and sleep-related anxiety (Tang et 

al., 2012).  

 

CBT-for-insomnia adapted to tinnitus 

Based on the above, there is a need to offer treatment beyond standard CBT for tinnitus to 

achieve sleep behaviour changes for individuals with comorbid insomnia and as this group 

might be better served by adapting interventions to address insomnia and tinnitus 

simultaneously. CBTi focuses on managing insomnia specific concerns and encompasses a 

range of practical-focused tools that improve sleep including stimulus control, sleep hygiene, 

time-in-bed-restriction, where participants restrict their time in bed to the actual time being 

asleep after tracking their sleep, and relaxation training (Riemann et al., 2017). It is a popular 

treatment choice for sleeping problems with medium to large effect sizes (Okajima, Komada 

& Inoue, 2011).  

The benefits of using CBTi for tinnitus-related insomnia are demonstrated in the literature. A 

recent RCT of 102 participants with tinnitus-related insomnia compared CBTi to audiology 

based care and a sleep support group (Marks et al., 2022). CBTi was significantly more 

effective than both other control groups, and 80% of participants in CBTi reported clinically 

meaningful improvements in sleep, with additional improvements in tinnitus distress, 

functioning and mental health.  This indicates that CBTi is more effective than treatment as 

usual and control groups, and more effective for treating sleep than general CBT for tinnitus 

(Marks et al., 2022).  

 

Aims 



Only one RCT (Marks et al., 2022) has investigated CBTi for tinnitus-related insomnia, 

indicating effectiveness. Alongside this is the need for interventions to improve theories and 

to contribute to understanding how the interventions contribute to change (Skivington et al., 

2021). This is particularly important for complex multicomponent interventions, such as 

CBTi when applied to chronic conditions such as tinnitus. This qualitative study aims to look 

at potential mechanisms underlying the change in outcomes and to contribute to our 

understanding about how CBTi can be of benefit to people with both tinnitus and insomnia.   

This study aimed to take qualitative accounts of tinnitus sufferers who received six CBTi 

sessions as part of an RCT (Marks et al., 2022), and explore the question: How do 

participants experience CBTi for treating their tinnitus-related insomnia? Qualitative 

approaches have already been used to explore peoples’ experiences, reactions, interactions 

and mechanisms of action, for example, with internet-based tinnitus self-management 

programs (Beukes et al., 2018; Greenwell et al., 2019; Greenwell et al., 2020). Reflexive 

Thematic Analysis (TA) was used to gain detailed insight into participants’ perceptions about 

the treatment, how they understand the changes in their experience of tinnitus and sleep that 

occur during treatment, and whether/how CBTi was effective in the long-term. Qualitative 

methods allow deeper exploration of experiences regarding the treatment and can contribute 

to the development of more effective therapies for tinnitus both in routine clinical practice 

and future research. 

 

Methods 

Design 

The study took place as part of a larger RCT (Marks et al., 2022), and participants who had 

completed CBTi within the RCT were invited to take part in an interview study six months 



later, to allow for deeper investigation of their perceived experiences and changes relating to 

treatment. As CBTi for tinnitus-related insomnia is poorly researched, a reflexive approach to 

TA was used for analysis to keep the research question theoretically flexible (Braun & 

Clarke, 2020). The RCT was registered with ClinicalTrials.gov, NCT03386123. Ethical 

approval was granted for the trial by the London-Camden and Kings Cross NHS Research 

Ethics Committee and for the reflective study by the University of Bath Research Ethics 

Committee, 21-052. 

  

Participants  

Participants were screened using self-report measures for sleep, tinnitus and organic sleep 

disorders. Those meeting minimum thresholds then took part in an assessment with a clinical 

psychologist to ascertain inclusion and exclusion criteria (see supplementary Table 1). An 

upper age limit was set at 70 years to avoid developmental insomnia in older adults. Full 

details of the assessment process are published in the full RCT (Marks et al., 2022). 

Recruitment for the qualitative study took place at the follow up session after completion of 

CBTi. Only those eligible participants who completed CBTi and attended the follow up were 

invited to volunteer for the interviews. The first eight respondents were included. Gender, 

age, tinnitus, and insomnia duration varied; quantitative measures were taken as part of the 

RCT and indicated how tinnitus distress and insomnia changed following CBTi (Table 1). 

Names were replaced with pseudonyms to ensure confidentiality.  

 

 

 

 

 



Table 1.  

Participants’ characteristics (all names are pseudonyms) 

*Education: Secondary education refers to education up until the age of 18 years, and tertiary 

education refers to higher or further education (e.g. University or College).  

*TQ = Outcome measure for tinnitus distress; reliable change on the TQ is indicated by a 

reduction of at least 11 points. 

*ISI = Standardised measures of insomnia; assesses the severity, impact, and characteristics 

of insomnia over the last two weeks with scores of 15–21 reflecting moderate insomnia and 

higher scores reflecting severe insomnia. 

 

 Gender Age Ethnicity Education Hearing 

loss 

Tinnitus 

duration 

Pre 

TQ* 

Post 

TQ 

Insomnia 

duration 

Pre 

ISI* 

Post 

ISI 

Oscar M 69 White Secondary No 20 

months 

33 20 20 

months 

17 13 

Hannah F 57 White Tertiary Yes 30 

months 

23 7 30 

months 

19 5 

Matthew M 46 White Other (e.g. 

apprenticeship) 

Yes 12 

months 

30 17 6 months 

 

16 5 

Paul M 53 White Tertiary Yes 168 

months 

67 19 168 

months 

15 3 

Farah F 57 White Tertiary Yes 42 

months 

41 16 42 

months 

17 7 

Declan M 52 White Tertiary No 54 

months 

42 11 54 

months 

18 10 

Bella F 32 White Tertiary No 10 

months 

33 8 14 

months 

15 0 

Ravi M 39 White Not disclosed No 36 

months 

42 13 36 

months 

19 6 



Braun and Clarke’s reflexive TA guidance states that the sample size cannot be determined 

wholly in advance of analysis (2021), but must be small enough to manage the data and large 

enough to provide a holistic and detailed understanding of the experience from within this 

participant group. As these participants were relatively homogenous in terms of experience 

(all report chronic tinnitus and insomnia), recruitment from one clinic setting and receipt of a 

standardised treatment with the same two clinicians, a total of eight participants were likely 

to provide sufficient data to explore their experiences. Furthermore, at the point of analysing 

the last two interviews, no new themes were identified, suggesting that code saturation may 

have been reached, but that meaning saturation may not have been achieved (discussed 

further in our limitations) (Braun & Clarke, 2021).  

 

Procedures 

Participants who met inclusion criteria were randomly allocated to CBTi as part of the RCT. 

CBTi was delivered in a group setting and consisted of six sessions over eight weeks. The 

treatment methods were based on the UK standard treatment of insomnia, adapted to tinnitus. 

Participants were eligible only if they had completed the RCT and their final, six-month 

follow up. They were given information about this interview study, and if interested, they 

provided full, informed consent. All interviews were conducted by one of the trial clinicians 

and lasted 40 – 50 minutes. Participants were advised that the interviews were a chance to 

explore and reflect on therapy experiences, both positives and negatives. Interviews were 

conducted based on the interview schedule (see supplementary material) and asked 

participants to reflect on their experiences of CBTi including being in a group, balance 

between insomnia and tinnitus, barriers of treatment, changes, and future implications. A 

chronological order of the procedural steps is illustrated in Figure 1. Full explanation and 



detail of the treatment involved in CBTi is described in the published RCT by Marks et al. 

(2022).  

 

Figure 1 

Chronological order of procedural steps 

*insert Figure 1 here* 

 

Analysis 

The team adopted a critical realist epistemological perspective, trying to depict theory out of 

experience based on the assumption that meaning, language, and experience are directly 

linked (Potter & Wetherell, 1987). A semantic and inductive approach was chosen for the 

analysis to stay close to participants’ accounts and limit top-down approaches (Braun & 

Clarke, 2020). It should be acknowledged, however, that qualitative research is a recursive 

process of critical reflection, and all stages of analysis were inevitably somewhat influenced 

by the researchers’ epistemological stance as they were active in creating the themes (Mills, 

Durepos & Wiebe, 2010).  

To ensure transparency, reflexive TA was used based on the guidance of Braun and Clarke 

(2020). The first author (LC) achieved deep immersion of the data through a process of 

verbatim transcription, checking of accuracy, re-reading and noting down initial ideas of 

recurring codes/themes. LC demonstrated her reflexive engagement with theory, data and 

interpretation by writing a reflective log during initial data familiarisation. The log presents 

the researcher’s subjectivity as a ‘resource’ which affected analysis and interpretation (Braun 

& Clarke, 2020). Line-by-line codes that represent important features to answer the research 



question were applied by utilising the software programme NVivo. EM reviewed and 

checked the codes of the first interview before coding the other interviews. Codes were 

collated into potential themes/subthemes and a thematic map was developed. The themes 

were reviewed and refined which involved discussion with the research team. Each theme 

was described in detail and suitable extracts were chosen so that each participant’s personal 

story was constructed around key themes. See supplementary material for the thematic map 

(supplementary Figure 2) and examples of how the coding was conducted on an excerpt of 

the material (supplementary Table 2).  

The research team consisted of two MSc students in Applied Clinical Psychology, and three 

clinical psychologists, two of whom delivered CBTi (EM & LMK). The first author who 

transcribed the interviews and led analysis had no personal experience with tinnitus, nor has 

she worked with tinnitus sufferers. Thus, analysis was less likely to be influenced by prior 

experience/expectations. 

 

Results 

Accounts revealed three overarching themes that were present in all interviews: “Common 

humanity and transcending individual distress”, “Changing the things I can”, and “Accepting 

the things I cannot change”. Associated subthemes are summarized and described below. 

Theme 1: Common humanity and transcending individual distress 

The group environment of this study’s treatment allowed participants to connect, collaborate 

and exchange with people who suffer from similar problems and put their tinnitus-related 

insomnia into a different, more shared perspective.  

Mutual understanding, support and motivation 



Most participants described that before treatment they often felt lonely and isolated, because 

friends and relatives did not understand the impacts of tinnitus-related insomnia. Participation 

in the group reduced loneliness because participants realised that other group members shared 

their suffering. 

I used to feel alone, because I didn’t think that anybody understood these 

noises that you are hearing and how they affect you… then going to the 

course… I realised that other people have similar issues, and you are not 

alone. (Farah, 57 years, female) 

Participants were particularly frustrated by the misconception of professionals who often 

underestimated the psychological impact of ‘severe’ tinnitus and insomnia because of the 

high prevalence of more ‘mild’ tinnitus in the population. Participants seemed relieved to 

meet other group members who had insight into their distress: “Other people have the same. 

Other people get it” (Bella, 32 years, female). The possibility to exchange with like-minded 

peers led participants to recognize the normality of their experiences. It helped them to realise 

that there are different degrees of tinnitus impact, and to identify their condition as “medical 

and serious” (Bella), something that made them feel validated and important; being part of a 

scientific trial added to this.  

I think just having the voice … having audience to help you share your 

experiences, it was quite powerful … it just made you part of something 

important really. (Ravi, 39 years, male) 

Moreover, the group acted as a support system where members helped each other and 

explored how peers managed their tinnitus and insomnia, and “what worked for them and 

what didn’t" (Hannah, 57 years, female). Listening to other group members’ success stories 

enhanced their optimism and belief that the treatment works. 



Just listening to the people that were there, they were really lovely people… I 

enjoyed listening that they were improving. That helped. (Oscar)  

This shows that seeing other group members improve created happiness for the other, 

motivation to stay dedicated to the tasks and increased hope for recovery. Prevailing kindness 

in the group was described as another type of support next to understanding and motivation.  

“Because I was quite shy … people, you don’t know, it’s quite difficult to chat 

with, but the people in the group were really nice and kind of everybody just 

got on. That was nice.” (Farah) 

 

Putting tinnitus and insomnia into perspective 

During the regular group sessions, some participants compared and contrasted their condition 

against others, causing mixed feelings. Firstly, realising that there are people who sleep less 

or have more intrusive tinnitus caused positive feelings: “I was grateful that I didn’t have it 

as bad as other people … it was comforting to know that” (Ravi). Downward comparisons 

seemed to affect people’s judgements about their symptom severity and made them feel 

fortunate for being “not as bad” (Paul, 53 years, male) when they realised there was worse 

suffering in the group. For some this even generated some feelings of guilt and being an 

“imposter” who did “not have the right” (Bella) to be part of CBTi: “I get a break from the 

tinnitus, whereas none of the others did … I did think I shouldn’t be here really” (Paul). In 

contrast, improvements reported by others could put pressure on some participants to 

similarly improve, creating feelings of “competitiveness” (Matthew, 46 years, male). For 

some this undermined motivation to continue treatment and lowered hopes for recovery. 



By the third week their sleep was better, this was better, everything was better, 

and I couldn’t understand, because I was following everything and yet I had 

not improved by that stage. (Oscar) 

 

Theme 2: Changing the things I can  

The rigorous behavioural CBTi components seemed to serve as structures and motivational 

guidance, while cognitive techniques helped to shift attitudes towards tinnitus and insomnia. 

Education about tinnitus and insomnia helped participants to differentiate between tinnitus as 

a “constant” and insomnia as a “variable … the thing they could do something with” 

(Hannah). This realisation motivated participants to change what they could, and accept what 

they could not.  

 

Using structure and tools to support change 

CBTi is a multi-component treatment, offering various techniques; a ‘toolbox’ from which 

the ‘tools’ that work best could be chosen, and different participants benefitted from different 

tools. Some found that a sleep diary helped them to “stick to the routine” (Declan, 52 years, 

male), reflect on sleep patterns, on actual hours asleep, and on daytime activities that might 

impact sleep. Relaxation and imagery techniques were perceived as particularly effective 

when struggling to sleep. Matthew said that he used relaxation techniques such as breathing 

not to dwell on the noise in the night; this helped him “more than anything”. Other 

participants used relaxation to “go back to sleep” (Declan) or “put them into the moment” 

(Matthew).  



Some reported certain techniques being detrimental, such as the addition of sound enrichment 

on top of tinnitus could be perceived as “irritating” (Ravi). Bella found the breathing 

exercises induced anxiety if she could not regulate her breath. Furthermore, some participants 

experienced the thought challenging as “unhealthy” and “too deep” (Oscar) and preferred not 

to hold onto a negative thought but to rather “just let it go” (Matthew). Together this 

indicates how the multicomponent nature of CBTi may allow for individual variability and 

improvement with participants able to use the tools that resonated most with their needs and 

preferences.  

All participants seemed to benefit from the realisation that the "structure around sleep" is 

important (Declan), which motivated engagement in lifestyle changes including increased 

exercise, reduced screen time before bed, reduced caffeine, and alcohol intake, and 

maintenance of good sleep hygiene. Time-in-bed-restriction was regarded as particularly 

effective in improving the ability to sleep. Bella commented that it “cured her sleep”. The 

start of the time-in-bed-restriction was challenging, particularly “keeping the wake-up time 

stable even on weekends” (Ravi) or “on a dark October morning” (Hannah). Nevertheless, all 

participants continued with the programme and early sleep improvements acted as an 

incentive to continue with the rigid routine.  

From the initial beginning part of the study, I saw the improvements of getting 

my sleep better and better and I just continued with that trust and faith 

knowing that it was leading to a positive outcome. (Ravi)  

The structure of CBTi in terms of fixed bedtime and wake-up times, sleep hygiene rituals and 

restriction helped participants to engage in changes and consequently sleep improved. 

Interestingly, changing sleep behaviour also seemed to be crucial for improvements in overall 

wellbeing and tinnitus severity.  



It’s nice to know for me personally, what tinnitus is … but in increase how to 

manage it, which is what the sleep intervention assisted in, because I think the 

more sleep I’m getting, … the far, far, better the tinnitus is becoming. 

(Declan) 

Structure and routine were not possible for everyone due to shift work or unplanned life 

events. Hannah underlined that due to her unusual work patterns she could not always keep 

the routine, because sometimes she was coming home after her bedtime, it was “hard to 

unwind” and go straight to bed after work. 

 

Feeling more confident 

After completing the treatment all participants mentioned that they felt more confident and 

less anxious about coping with tinnitus and insomnia in the future. Participants described 

being “set for life” (Bella) to deal with future stressors and being equipped with “knowledge 

and techniques to make tinnitus more manageable” (Declan).  

I’ve always got the exercises to go back to if I have problems … I’m feeling 

happier to accept another time in the future knowing that I can handle my 

situation now. (Ravi) 

The ‘toolbox’ of exercises provided seemed to increase participants’ sense of self-

management and internal control. Paul, for example, experienced the tinnitus noise louder 

after the treatment. In spite of this, he described himself as being able to “cope” with it, since 

learning the management techniques.  

All participants described how their sleep had improved mainly due to sticking to the routine 

they established during the CBTi course. Everyone described the stabilising effect of time-in-



bed-restriction as having a lasting success, leading to longer, and better-quality sleep. The 

impact included waking up feeling “energised” (Farah) and refreshed in the morning, and 

performing better during the day, for example with “more analytical thinking” (Bella). 

Improved sleep was linked to tolerating tinnitus more, underlining the importance of changes 

in sleep behaviour during treatment. 

The benefits of getting a proper night sleep and being refreshed for the day … 

it’s kind of beneficial all-round … It improved my tinnitus … feeling better 

with myself, it’s a win-win. (Declan) 

 

Theme 3: Accepting the things I cannot change 

Allowing tinnitus to be there 

Some participants explained how they were frustrated by CBTi being “all about just 

managing it [tinnitus] rather than actually a cure” (Bella). Those who showed a strong urge 

to “fix” their tinnitus seemed particularly reluctant to believe in the potential benefits of the 

treatment at first. Nevertheless, when offered information about the process of habituation, 

participants gained an understanding of tinnitus and why ’fighting’ it can be 

counterproductive. 

That explanation of why it feels worse when you pay more attention to it and 

… when you can get to a place where you don’t see it as a threat, your body 

will naturally habituate it and tune it out. That was really helpful … - a 

concrete scientifically physiological cure. (Bella)  

There were two strands of changed relationships to tinnitus. One appeared to related to 

habituation, whereby tinnitus was perceived as less threatening, so participants felt less drawn 



to attend to it. The other related to acceptance, which felt more appropriate when tinnitus was 

not something that involves a real threat. Matthew described changing from “trying to fix” to 

seeing tinnitus as “a part of oneself”. Every participant described how “accepting” tinnitus 

helped them to shift attention away from the noise, making it less intrusive and more of a 

“subconscious thing” (Declan).  

I learned I shouldn’t be focusing on it and I should accept it and that makes a 

lot of difference … Now, I know it’s there, I hear it and it doesn’t bother me 

the same. (Farah)  

This shows that participants engaged in a process that increased psychological flexibility. 

Participants changed their negative thoughts and simply acknowledged the tinnitus and 

allowed it to be there without judgement or resistance. This change was described as a 

journey rather than a result.  

It started to change … must be third week or the fourth week when I stopped 

concentrating on the noise of the tinnitus. (Oscar) 

Some participants described starting to “accept” their tinnitus after treatment indicating that 

continued use of treatment techniques was helpful in strengthening the processes of 

allowance and increased flexibility. 

Reliable tinnitus education was important to dispel unhelpful myths about possible cures and 

about anxiety-provoking information on the internet. For example, for Declan the tinnitus 

became “less threatening and dominating” when he realised that the noise will not make him 

deaf. The information seemed to help participants to allow their tinnitus to be present and feel 

less intimidated by it. 

 



Getting on with life 

Most participants described significant differences between before and after treatment, for 

example, from perceiving going to bed as “torture” (Oscar) “to looking forward to going into 

bed again” (Bella). This change seemed to require practice over time. Six months after 

completion of CBTi, participants described “getting on with it” and continuing their life 

without letting their tinnitus and insomnia be a burden.  

I learned to accept well, I’ve got the tinnitus, let’s just crack on with it … 

don’t let it … let parties or anything like that off… At the end of the day, there 

is no cure for it … you just got to get on with it. (Paul) 

Participants received information about tinnitus that highlighted the benefits of adaptation. 

Participants stopped being ‘stuck’ in a vicious cycle of perceiving tinnitus as a threat and 

fighting it hopelessly. After treatment they seemed to be less focused on their tinnitus and 

how their future might be destroyed by it; they were more focused on living their life in the 

present, and how they could adapt to live alongside tinnitus. Additionally, participants 

learned that they could sleep ‘normally’ even with audible tinnitus; this change reduced 

worries about deficient sleep and allowed more positive and relaxed responses: 

Coming to this group made me look at it a bit differently … I still get the bad 

night sleep and stuff, but I don’t worry about it, I don’t worry about sleep in 

the day. It is what it is. Sleep isn’t really something that you should think 

about (Matthew). 

Ravi described not thinking about sleep anymore and going to bed “as any normal person … 

not occupied thinking about tomorrow” as he concluded “even if you had a bad night you can 

get through that”. 

 



Discussion 

The present study sought to explore the experiences of chronic tinnitus sufferers who had 

received CBTi. Three overarching themes were identified: “Common humanity and 

transcending individual distress”, “Changing the things I can”, and “Accepting the things I 

cannot change”. Findings indicate that participants experienced CBTi as a treatment that 

helped them to improve sleep and reduce tinnitus distress. This is in line with clinical 

evidence showing that tinnitus distress and insomnia improve after CBTi (Marks et al., 2022), 

and extends our understanding of the ways in which such changes may occur. The group 

setting of CBTi embraced common humanity and transcended individual suffering, 

associated with increased kindness to self and others, and motivation to engage with more 

challenging aspects of treatment. Reliable tinnitus and sleep information helped participants 

to understand the possibility of effective action, enabling them to focus their efforts on the 

most helpful approaches to change and expend less effort on less helpful behaviours (e.g. 

‘fighting it’). Structured behavioural approaches including time-in-bed-restriction, sleep 

hygiene and relaxation were seen to have had important impacts on sleep, to have improved 

tinnitus tolerance, and increased feelings of self-efficacy when facing current and future 

stressors. Cognitive techniques supported a shift in perspective, where tinnitus was ‘allowed’ 

and accepted, rather than being something to escape or remove. Together these changes 

seemed to create confidence within the participants, enabling them to live their lives more 

fully, with less worry about the future. These findings offer important insight into the aspects 

of CBTi that may be of particular benefit to this population.   

 

The benefits of a group-based therapy for tinnitus aligns with other findings in this area. 

Participants recognised the value of seeing other people in the same situation, sharing and 



understanding their suffering. Identification with other group members can normalise 

challenging experiences; this process was echoed in the current participants’ experiences of 

tinnitus-related distress and insomnia. Similarly, Thompson, Pryce and Refaie (2011), 

observed that that group and peer interaction led to greater validation of feelings and reduced 

isolation, compared to individual therapy. Thompson et al. (2011) also noted that group 

participants focused more on downward comparisons (“mine is not that bad”) than upward 

ones (“I could be like that”) than did people in individual therapy; a similar process is 

reported here. Further, the group offered another type of support, that of kindness and 

motivation. This allowed upward comparisons to be helpful. Seeing other group members 

improve created a sense of warmth and happiness for the other, and confidence that the 

individual would be able to engage in a similar task and benefit from it. This fits with 

evidence that seeing the success of others positively reinforces behaviours (Morrison, 2001). 

 

However, there was some variability in how comparisons were made, and there were some 

potential pitfalls relating to group dynamics, where more difficult feelings arose in relation to 

others. This included guilt or self-blame from downward social comparisons, one’s tinnitus is 

less intrusive than another’s. Upward social comparisons caused additional pressure, for 

example if individuals perceived their own progress as slower than their peers, engendering 

difficult feelings such as hopelessness and self-critical thoughts or unrealistic expectations, 

which in turn could increase the self-applied pressure on sleep. Such findings indicate 

potential internal barriers (negative views, self-doubts) to recovery that might be exacerbated 

by the group, and also affect the wellbeing of participants and the cohesion of the wider 

group. Group therapy should therefore proceed with care, and facilitators must be aware of 

the different responses of participants to group dynamics and social comparisons, and address 

this as part of the group, to minimise unhelpful social comparisons, normalise a range of 



responses and build strong relationships between group members when possible (see Table 

2). 

 

The second theme highlighted how important skills training was in helping participants to 

feel more in control and resilient. In line with other research it was, however, apparent that 

preferences for different techniques varied across participants (Greenwell et al., 2019; Pryce 

et al. 2018). For example, Pryce et al., (2018) found that identifying a preference was part of 

patients developing coping strategies and control, whether via physical devices or cognitive 

strategies. This points to the importance of multicomponent treatments for mixed groups, and 

the ability to offer an intervention than can enhance a sense of control. Increasing control can 

reduce worry which, in turn, may improve tinnitus tolerance and resilience.  

Few participants described techniques as “irritating” (sound enrichment), anxiety inducing 

(breathing exercise) or “unhealthy” (thought challenging technique). Those findings give 

valuable information about possible detrimental effects of the treatment, meaning the 

programme could have potential to increase depressive or anxious thoughts and feelings, and 

that careful facilitation and follow up is important.  

 

The theme of “Accepting the things I cannot change” is found across the treatment literature 

in tinnitus, where acceptance is correlated with improved quality of life in tinnitus sufferers 

(Riedl et al., 2015). Acceptance describes a shift from focusing on ‘curing’ tinnitus and trying 

to fight it, to understanding how to allow and accept tinnitus as part of life, which, in turn, 

enables the individual to move forwards. This finding is interesting as CBTi is not ostensibly 

an acceptance-based approach, yet the thread of acceptance ran throughout different themes 

and arose alongside specific cognitive and behavioural aspects of the intervention. This 



included reliable information and peer discussion that helped participants to perceive tinnitus 

as less scary and more part of oneself. Strategies such as time-in-bed-restriction and 

relaxation led to improved sleep which appeared to make thinking less catastrophic and 

reduce the need to change things, so creating space for a new, more accepting response to 

tinnitus. Acceptance has been identified as a significant process and outcome in other 

acceptance-based psychological treatments for tinnitus. This includes Mindfulness-Based-

Cognitive-Therapy for tinnitus (MBCT-t) where people shift from ‘fighting’ to ‘allowing’ 

tinnitus (Marks et al., 2020) and Acceptance-and-Commitment-Therapy (ACT), where 

improvements in distress have been found to be mediated by changes in tinnitus acceptance 

(Westin et al., 2011).  CBTi appears to involve a similar experience of adjustment and 

acceptance, whilst also leading to significant reductions in sleep disturbances.  

 

Strengths and Limitations 

This novel study is the first to explore how people with tinnitus-related insomnia experience 

CBTi, and offers unique insight into potential processes of change. The TA approach offers 

meaningful insight into how tinnitus sufferers experience CBTi, leading to clinical 

recommendations (Table 2). Although not all participants receiving CBTi were interviewed, 

results were based on a sample that was representative of those taking part in the RCT, as the 

trial data indicates that almost all participants receiving CBTi were well engaged in treatment 

(only 2 of 33 CBTi participants - 6% - did not complete treatment) and 80% reported 

improved insomnia at the end of treatment (Marks et al., 2022). Even so, those participants 

who took part in the interview study had all completed therapy so were likely to be motivated 

and positive. More diverse results and valuable insight into the contextual factors affecting 

outcome and experience could have been provided by purposefully sampling to include non-



completers. Interviews were lengthy and conducted by one of the facilitators of CBTi which 

encouraged participants to disclose rich and detailed information. The interviewer was, 

however, a therapist in the trial, which could have led to some positive response bias, so the 

interviewer encouraged participants to be honest about the negative experiences as well as the 

positive ones.  Participants reflected a range of ages and genders, although all participants 

were Caucasian, and the majority reported having received a tertiary education. Furthermore 

the study was performed at one clinical setting. These issues limit the transferability of 

findings to a more diverse sample and other settings, and future research should attempt 

broader recruitment strategies to improve diversity. This is particularly relevant for education 

as CBTi does include an educational component which could exacerbate health inequalities if 

not appropriately delivered. To avoid the risk of developmental insomnia contributing to 

sleep disorder in the participants, an upper age limit of 70 years was set as an inclusion 

criteria, but this does limit the applicability of the findings to adults in later life.  Interviews 

were conducted more than six months after treatment completion, which allowed assessment 

of longer-term impacts, embedding of skills, reflection upon learning and identification of 

changes since finishing therapy. This, however, could also affect accuracy of memory recall 

especially of effects that may not have been so long-lasting. Although eight participants were 

interviewed and very similar themes were found across participants, indicating code 

saturation, a larger sample size could have led to further insights and development of further 

meaning.  

Future research should aim to develop larger scale trials that allow for the assessment of 

potential causal pathways and mediators of change. Findings here indicate that key elements 

of CBTi for tinnitus include both therapy-specific elements (psychoeducation, relaxation, 

sleep restriction, stimulus control) and group-specific elements (social support, awareness of 

others suffering), and dismantling trials and measurement of mediators such as 



‘belongingness’ to the group could be used within future trials to develop logic models which 

could then be used to refine and improve interventions.  

  

Table 2 

Clinical recommendations based on results 

Underline uniqueness 

of patients’ symptoms 

and progress  

It should be highlighted that although participants share similar 

experiences of tinnitus-induced insomnia, they differ in symptom 

severity and improvements are achieved at different rates during 

treatment. Although social comparisons are natural for individuals, 

this will make participants aware of unique recovery processes and 

the possible negative effect of social comparisons. Therapists 

should take care to reduce unhelpful social comparisons by 

normalising individual differences in experience and recovery. 

Create a supportive 

group environment 

Mutual understanding, kindness, and support among participants 

should be enforced. Clinicians should offer each group member 

equal time to share their experiences. A kind group atmosphere 

can act as additional therapeutic effect and satisfy participants’ 

validation needs. Praise can act as motivation to engage in tasks.  

Check in with each 

patient  

Patients should be offered a variety of techniques to manage their 

tinnitus and insomnia. Techniques should be regularly reviewed 

with patients to explore their applicability. Alternatives should be 

discussed if some technique are perceived as detrimental. 

Use informational 

materials and encourage 

Reliable tinnitus and sleep education should be used to clarify 

unhelpful myths and expectations. Peer discussion may be helpful 



peer discussions  to stimulate changes of attitudes and behaviours that lead to a 

more positive response.   

Stay flexible to 

individual preferences 

and lifestyle 

Although CBTi is a group treatment, individual contexts should be 

taken into consideration when developing a treatment plan. Daily 

routines cannot be generalised for everyone due to different work 

patterns or lifestyles. Clinicians should remain flexible and 

consider modifications to individual treatment plans.  

 

 

Conclusion 

This is the first study to offer direct insight into tinnitus sufferers’ experiences of receiving 

CBTi to treat tinnitus-related insomnia. Qualitative findings indicate benefits of group 

therapy including mutual understanding, support and motivation, although care must be taken 

to manage potential pitfalls from group therapy, including unhelpful social comparisons. 

Cognitive and behavioural approaches of CBTi allowed focus on both insomnia and tinnitus, 

which enabled participants to feel more accepting of tinnitus, which appeared to reduced 

distress. Learning practical sleep tools was an effective way of improving sleep and 

increasing confidence and activity. Individual lifestyles, preferences and needs needed to be 

considered to tailor the treatment to each participant. Future research could explore if such 

benefits arise in a more diverse sample of tinnitus sufferers receiving CBTi, particularly those 

who did not complete all treatment sessions.  

 

Interested readers can access the supplementary material at http://tandfonline.com/doi/suppl. 

 

http://tandfonline.com/doi/suppl
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