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Abstract
In the basic sciences, many researchers now use gap pre-pulse inhibition of the acoustic startle
reflex (GPIAS) to determine if an animal has tinnitus after exposure to an ototoxic drug or intense
noise. Tinnitus is assumed to be present if the silent gap in an ongoing narrow band noise (NBN)
fails to suppress the startle reflex response evoked by an intense noise burst. The lack of gap pre-
pulse inhibition presumably occurs because tinnitus fills in the silent intervals in the background
noise. To test the perceptual aspects of this hypothesis, we asked hearing impaired subjects with
tinnitus if they could perceive 50 ms silent intervals presented in a NBN, which was located
above, below or at the subject’s tinnitus pitch. The same tests were performed on normal hearing
subjects without tinnitus. All subjects, with and without tinnitus, could detect the 50 ms gaps.
Thus, using the stimulus parameters similar to those employed in animal and human GPIAS
studies, we found that the tinnitus percept does not fill in the silent interval in a perceptual gap
detection task; however, these finding do not rule out the possibility that tinnitus interferes with
pre-attentive filtering of sensory stimuli in the GPIAS sensorimotor gating paradigm.
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Introduction
Subjective tinnitus, the perception of a phantom sound in the absence of an external
stimulus, affects 15–17% of the population and about 1% experience serious or disabling
symptoms.[1,2] Subjective tinnitus is usually perceived as a ringing, humming, hissing,
chirping or whistling sensation and is associated with a numerous hearing pathologies such
as presbycusis, noise exposure, otitis media, Meniere’s disease, vestibular schwannoma and
whiplash.[3] In most clinical settings, a detailed case history is taken to identify conditions
that could have triggered the onset of tinnitus. Questionnaires such as the tinnitus handicap
inventory, tinnitus handicap questionnaire and mini-tinnitus questionnaire are often
administered to gauge its emotional severity, degree of annoyance, disability, sleep
disturbance and social impact.[4,5] Psychoacoustic measurements are frequently obtained of
the frequency and intensity of external sounds that match the pitch and loudness of the
internal phantom sensation.[6–8] In addition, the minimum intensity of broad band or narrow
band noise (NBN) needed to mask the tinnitus is often determined.[8]
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Due to the subjective nature of tinnitus and legal and disability issues, there has been
considerable interest in identifying reliable, efficient and cost-effective methods to
objectively assess tinnitus in humans and animal models. Powerful, new structural and
functional brain imaging techniques have proved useful in identifying regions of aberrant
neural activity in the human central nervous system that appear to be linked to tinnitus.[9–14]

However, most of these techniques are time consuming and expensive and in many cases the
results have been variable or have not yet been replicated. While several other methods have
been suggested as objective measures of tinnitus in humans,[15,16] none of these have gained
widespread acceptance as objective measures that can be used to assess tinnitus in individual
subjects.

Auditory neuroscientists have attempted to develop behavioral and electrophysiological
methods for objectively assessing tinnitus in animals.[17–23] One very efficient and
inexpensive paradigm that is being increasingly used to objectively assess tinnitus in
animals is gap pre-pulse inhibition of the acoustic startle reflex (GPIAS).[24–30] The
behavioral measure in this model is the startle reflex, a short latency, robust motoric
response elicited by the abrupt onset of an acoustic startle stimulus, typically an intense,
short duration noise burst presented at random inter-stimulus intervals.[31,32] In the GPIAS
paradigm, the acoustic startle stimulus is presented on a background of continuous, low-
intensity (60 dB sound pressure level [SPL]) NBN. The background noise remains on
continuously for 50% of the trials in a session, but on the other half of the trials, a brief (50
ms) silent interval (gap) is inserted into the ongoing background noise 100 ms prior to the
onset of the startle stimulus. The silent gap serves as a pre-pulse that in normal hearing
animals inhibits the startle response, i.e., gap pre-pulse inhibition.[33,34] However, in animals
with putative noise-induced or salicylate-induced tinnitus, the silent gap fails to suppress the
startle response at certain frequencies of the background noise.[24,25,27,28,35] In these cases,
absent or very weak GPIAS at specific frequencies of the background noise is interpreted as
evidence that the animal is experiencing tinnitus with a pitch similar to the background
noise.[24–30] We and others have hypothesized that when the pitch of tinnitus is similar to
the frequency of the background noise, then the internal phantom sound “fills in” the silent
gap in the NBN thereby reducing or eliminating gap pre-pulse inhibition.[24–30] The GPIAS
paradigm was recently evaluated in humans using the eye blink response as the startle
readout metric.[36] In subjects with mild, high frequency hearing loss (HL) (>8 kHz) and
high-pitched tinnitus, gap inhibition was significantly less than in normal controls; however,
gap inhibition was depressed with low-frequency background noise, where tinnitus was
absent as well as high-frequency background noise where tinnitus was present. The fact that
the gap deficit was present at the low frequencies raises questions about the frequency
specific nature of the GPIAS paradigm and raises questions about whether the tinnitus is
“filling in” the silent gap in the background noise.

If the hypothesis that tinnitus “fills in” the silent intervals in the background noise is correct,
then subjects with tinnitus should show an impaired ability or should be unable to detect
silent intervals in NBNs tuned to the pitch of their tinnitus. Conversely, these same subjects
should be able to detect silent gaps in NBNs presented above or below the tinnitus pitch
because the phantom sound of tinnitus is spectrally different from their tinnitus. To test this
hypothesis, we evaluated 13 subjects with tinnitus (mean age 50 years) and varying degrees
of HL and compared their results to 13 normal hearing subjects without tinnitus. Long
duration silent gaps (50 ms) were employed to match previous animal and human studies
and to minimize temporal acuity deficits as a source of impaired performance in the hearing
impaired subjects.[37]
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Methods
Subjects were recruited from flyers mailed to members of the University at Buffalo Tinnitus
support group and from flyers posted in the University at Buffalo Speech and Hearing Clinic
and in public areas at the university. The research project and recruitment notices were
approved by the Institutional Review Board at the University at Buffalo and the research
was carried out in accordance with the Declaration of Helsinki and National Institutes of
Health (NIH) guidelines. Participants were informed about the nature of the study and
signed a consent form prior to beginning the project. Participants were informed that they
could elect to withdraw from this study at any point. Patients of both sexes above the age 18
were invited to participate in the study. Inclusion criteria for the tinnitus group included the
presence of tinnitus for more than 3 months and the ability to perform the hearing tests.
Exclusion criteria consisted of (1) tinnitus patients with intermittent and fluctuating tinnitus
or (2) if the intensity of the NBN stimuli presented at 15 dB sensation level (SL) exceeded
the limits of the audiometer or exceeded the subject’s loudness discomfort level. For the
non-tinnitus subjects, inclusion criteria were thresholds of 20 dB HL or less from 0.25 to 8
kHz, 35 dB or less above 8 kHz and the ability to perform the hearing tasks.

Subjects
A total of 26 subjects participated in this study. The tinnitus group consisted of nine males
and four females with a mean age of 50 years of age. The non-tinnitus group consisted of
four males and nine females with a mean age of 24 years of age.

Audiometry
Air conduction and bone conduction thresholds were measured in an audiometric sound
booth using a Grason Stadler (GSI)-61 audiometer and standard audiometric procedures. Air
conducted thresholds were measured using pulsed tones from 0.25 to 8 kHz under TDH50P
headphones; high frequency thresholds were measured at 10, 12.5 and 16 kHz using
Sennheiser HDA 200 headphones. Bone conducted thresholds were measured using a Radio
Ear B-71 bone oscillator.

Gap stimuli
One-third octave wide, NBN (one-third octave intervals, center frequencies from 1,000 to
16,000 Hz) of 90 s duration were generated digitally (NCH tone generator, V 2.00) and
stored on the hard disk of a personal computer. Eighteen gaps (0.1 ms rise/fall time) of 50
ms duration were inserted into each NBN at randomly spaced intervals; these NBN gap
stimuli were also stored on the disk of the computer. NBN stimuli and NBN gap stimuli
were played out through the D/A converter (44 kHz sampling rate, 16 bit D/A) on the
computer, routed to the GSI high frequency audiometer and presented to subjects through
Sennheiser HDA 200 headphones.

For the tinnitus subjects, tinnitus pitch matching was conducted with the NBN stimuli.
Subjects were first instructed to select the NBN that most closely matched the pitch of their
tinnitus. Then the NBN was presented at a comfortable listening level to the ear contralateral
to the subject’s tinnitus. Pairs of pseudorandomly selected frequencies of NBN were
presented on each trial and the subject was asked to report, which one was closest to their
tinnitus. After a series of iterative comparisons (15–20 pairs), the tinnitus pitch was defined
as the center frequency of the NBN that most closely matched the tinnitus percept on three
consecutive trials. After determining the tinnitus pitch, the intensity of the NBN was varied
using standard audiometric (1 dB steps) procedures to determine the threshold of the NBN at
the frequency of the tinnitus pitch match. Once threshold was determined at the tinnitus
frequency, the subject was instructed to match the intensity of the NBN so that it was equal
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in loudness of their tinnitus. The NBN stimulus was presented to the tinnitus ear and
gradually increased or decreased in 1 dB steps until the subject matched the intensity of the
NBN to the loudness of their tinnitus. Tinnitus loudness was defined as the intensity that
matched the loudness of the tinnitus on three consecutive trials. Thresholds were also
determined for NBN presented one octave above the tinnitus pitch and one octave below the
tinnitus pitch. The pitch matching data from the tinnitus subjects were evaluated to identify
the most common pitch matching frequencies (modes) among the 13 subjects with tinnitus.
The three most common frequencies for the pitch match were 1.2 kHz, 8 kHz and 12.6 kHz.
These three frequencies were used to test the gap detection performance of the normal
subjects without tinnitus.

The NBN gap stimuli were presented at a level 15 dB above the NBN threshold (i.e., 15 dB
SL) for normal hearing subjects without tinnitus and the tinnitus subjects. For the subjects
with tinnitus, the NBN gap stimuli were presented at the tinnitus frequency, one octave
above the tinnitus frequency and one octave below the tinnitus frequency. NBN gap
detection performance was evaluated when the NBN gaps were presented to the tinnitus ear
as well as the contralateral ear. Because some tinnitus subjects had very high thresholds, the
NBN gap stimuli could not be presented at 15 dB SL at the designated test frequencies.
Consequently, in the right ear, NBN gap detection was assessed 1-octave below, 1-octave
above and at the tinnitus frequency in 11, 11 and 12 subjects respectively. In the left ear,
NBN gap detection was assessed 1-octave below, 1-octave above and at the tinnitus
frequency in 11, 10 and 11 subjects respectively. In 13 normal hearing subjects without
tinnitus, NBN gap detection was assessed at 1.2 kHz, 8 kHz and 12.6 kHz, three common
frequencies that tinnitus subjects matched their tinnitus pitch to [Table 1].

Prior to beginning the NBN gap testing, all subjects were instructed to quickly press the
response button connected to the audiometer if they detected a gap and to refrain from
pressing the button if they did not detect a gap. The experimenter monitored the presentation
of the gap in the NBN on the computer monitor and recorded the participant’s responses to
trials with a NBN gap (i.e., correct responses within ~2 s of the gap); other responses
occurring outside this ~2 s response window during the remainder of the 90 s NBN gap
presentations were considered false positive responses. The false positive response interval
was ~54 s (90 s stimulus minus 18 2-s NBN response intervals).

Results
Hearing levels

Figure 1a and b shows the audiograms from 13 normal hearing subjects without tinnitus in
the left and right ears. Hearing thresholds in the left and right ears were <20 dB HL between
0.25 and 16 kHz except for one subject whose thresholds ranged from 20 to 30 dB HL
between 10 and 16 kHz. Hearing thresholds in the subjects with tinnitus were typically
higher than non-tinnitus subjects. Hearing thresholds in the left ear were typically <40 dB
HL at 2 kHz or below except for one subject that had thresholds between 80 and 100 dB HL
in the right ear. Thresholds above 2 kHz generally increased with frequency rising to 60–80
dB HL for most subjects. However, a few subjects had thresholds <20 dB HL at most
frequencies while one had thresholds between 80 and 100 dB HL. For each tinnitus subject,
Table 1 shows the location (right ear, left ear, right and left ear or centrally located in the
head) of the dominant tinnitus (Td), the subjects description of the tinnitus (e.g., buzzing,
ringing or hissing etc.), the NBN pitch matched to Td, the intensity of the NBN that matched
the loudness of Td and the NBN minimum masking level of Td.
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NBN gap detection in tinnitus subjects
Figure 2a and b shows the percentages of correct responses of tinnitus subjects on the NBN
gap detection tasks. (Note: Since the mean numbers of false positive responses were
extremely low in tinnitus and no-tinnitus subjects, typically 1–2 false positives in 90 s, we
did not attempt to correct for false positive responses.) The 50 ms silent gaps were
embedded in one-third octave bands of noise located 1-octave below, 1-octave above and at
the pitch of the subject’s tinnitus. Despite the fact that the NBN were only 15 dB above
threshold, mean (+standard error of mean [SEM]) percentages of gaps detected in the NBN
were quite high in the subjects with tinnitus ranging from 81% to 94% in the left ear and 85–
92% in the right ear. A Kruskal-Wallis one-way analysis of variance on ranks performed on
the data from the left ears (H = 3.636, 2 df) and right ears (H = 1.469, 2 df) of tinnitus
subjects indicated that there were no significant differences (P > 0.05) in the percentage of
correct responses across the three NBN frequencies (1-octave below, 1-octave above and at
the tinnitus frequency). Importantly, tinnitus subjects were able to detect the silent gaps
located in NBN located at the tinnitus frequency with the same precision as when the NBN
was located above or below the tinnitus frequency.

NBN gap detection in no-tinnitus subjects
Since HL and tinnitus could potentially affect performance on the NBN gap detection task,
we tested the ability of normal hearing subjects without tinnitus to detect 50 ms gaps
embedded in NBN located at 1.2, 8 and 12.6 kHz; frequencies at which the tinnitus pitch
was often present in out tinnitus subjects. Figure 2c and d shows the percentages of 50 ms
gaps that were detected in the left ear and right ear of normal hearing subjects without
tinnitus. Mean (SEM, n = 13) gap performance ranged from 91% to 99% in the left ear and
from 87% to 99% in the right ear. There was no significant difference in performance in the
left ear across the three frequencies (Kruskal-Wallis one-way analysis of variance on ranks,
H = 5.559, 2 df, P > 0.05). However, in the right ear, there was a small, but significant
difference in performance across the three frequencies with performance at 12.6 kHz being
significantly better than that at 1 kHz (Kruskal-Wallis one-way analysis of variance on
ranks, H = 7.683, 2 df, Tukey post-hoc analysis, P < 0.05).

Since the gap detection data from no-tinnitus and tinnitus subjects were collected at different
frequencies, an exact comparison of their results is not possible. To overcome this
limitation, we compared the mean performance of tinnitus subjects (above, below and at the
tinnitus frequency) with the mean performance of no-tinnitus subjects at 1, 8 and 12.6 kHz.
The mean percent correct in the left ears of no-tinnitus subjects was 95.5% (standard
deviation [SD]: 9.2, n = 36) versus 86.8% (SD: 14.9, n = 32) in the left ears of tinnitus
subjects; this difference was statistically significant [Figure 3a; Mann-Whitney rank sum
test, U = 800, P < 0.01]. In the right ears, the mean percent correct in no-tinnitus subjects
was 93% (SD: 12.1, n = 36) versus 88.6% (SD: 12.8, n = 34) in the tinnitus subjects; this
difference was not significant [Figure 3b; Mann-Whitney rank sum test, U = 796, P =
0.114].

NBN detection and HL
HL is known to impair gap detection performance; however, the effects of HL are
predominantly seen with very short duration gaps and presumably exert little or no impact
on long duration gaps such as those employed here and in animal studies utilizing GPIAS to
test for tinnitus.[37–39] To evaluate this possibility, gap detection performance was plotted as
a function of HL in the left and right ear of tinnitus subjects. Data obtained above, below
and at the tinnitus frequency of the left ear and right ear were subjected to linear regression
analysis as shown in Figure 3c and d. In the left ear [Figure 3c], percent correct scores
decreased slightly with increasing HL, but only the results 1-octave above the tinnitus

Campolo et al. Page 5

Noise Health. Author manuscript; available in PMC 2013 December 30.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



frequency showed a statistically significant decrease (slope −0.31%/dB, F = 5.72, 1, 8 df, P
< 0.05). In the right ear [Figure 3d], percent correct scores again decreased slightly, but
significantly with HL 1-octave above (slope −0.45%/dB, F = 10.21, 1, 9 df, P < 0.01) and at
the tinnitus frequency (slope −0.31%/dB, F = 12.8, 1, 10 df, P < 0.01).

Discussion
Does tinnitus fill in” silence in the gap?

The GPIAS paradigm has been frequently used in auditory neuroscience to obtain evidence
of tinnitus in animals[24,25,28,30] and more recently a modified gap-startle paradigm was
used to test for tinnitus in humans.[36] The underlying hypothesis of GPIAS is that tinnitus
“fills in” the silent gap that precedes the acoustic startle stimulus. Evidence from some
animal studies has suggested that the “filling in” of the gap often spans several test
frequencies, whereas others have shown that GPIAS impairment is limited to a narrow range
of frequencies associated with noise induce tinnitus. Presumably, if the spectrum of the
background noise containing the gap matches the pitch of the tinnitus, then the ability to
hear the silent interval (gap) is impaired. Moreover, gaps in NBN that no longer inhibit the
startle response are used to index the pitch of the subject’s tinnitus. In contrast, a silent gap
embedded in a NBN located above or below the tinnitus pitch should not inhibit the startle
response as has been reported in some of the animal studies. Here, we tested this hypothesis
by asking subjects if they could detect silent gaps embedded in NBN located above, below
or at the tinnitus pitch. The gaps employed were 50 ms in order to match previous animal
and human studies and to eliminate temporal acuity deficits as a confounding effect of HL,
i.e., gap thresholds greater than 40 ms are seldom if ever seen in subjects with sensorineural
HL.[37] Our results indicate that tinnitus subjects are able to detect the silent gaps on 81–
89% of the trials [Figure 2a and b] when the spectrum of the NBN matches the pitch of the
tinnitus. Moreover, gap detection performance at the tinnitus frequency was similar to
performance one octave below or one octave above the tinnitus frequency, i.e., there was no
significant difference between gap detection performance at the tinnitus frequency versus
frequencies 1 octave above or below the tinnitus frequency. These results indicate that even
when the spectrum of the NBN was near the tinnitus pitch and the patient was experiencing
tinnitus the “gaps” were readily detected. Taken together, these results suggest that with the
gap stimuli employed in our study, which were similar to those used in previous human and
animals studies, the phantom sound of tinnitus did not simply fill in the silent interval as
previously hypothesized by ourselves and others.[24,25,28,30] However, this interpretation
needs to be tempered by the fact that the stimulus parameters employed in our study
produced gap detection scores close to 100%. This near-ceiling effect in gap performance
may have made the detection task insensitive to slight differences in performance between
tinnitus and no-tinnitus subjects. The ceiling effect in gap performance could be minimized
by reducing the duration of the gap. However, this would shift the nature of the task to one
emphasizing temporal resolution. In contrast, advocates of GPIAS emphasize the use of long
duration gaps in order to rule out impaired temporal resolution as a confounding factor in
GPIAS tests of tinnitus. A final cautionary note is that our moderate samples sizes (n = 13)
may have been underpowered to detect slight differences in performance between tinnitus
and non-tinnitus subjects or performance differences at the tinnitus frequency versus NBN
located 1-octave above or 1-octave below the tinnitus frequency.

GPIAS and gap detection
The present results highlight a discrepancy between gap detection and GPIAS performance.
Several factors could contribute to this disparity. One possible explanation for the lack of
correspondence between gap detection and GPIAS is that the former is a perceptual task
involving attention,[40] whereas the latter is a sensorimotor gating phenomenon that
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presumably involves pre-attentive filtering of sensory stimuli.[41] Thus, it is conceivable that
tinnitus could interfere with the GPIAS, but not prevent the subject from perceiving the gap
altogether. Further studies are needed to determine if humans with tinnitus show impaired
GPIAS performance when tested with acoustic stimuli similar to those employed here (i.e.,
NBN at 15 dB SL).

Differences in the acoustic stimuli used in GPIAS testing and our gap detection study need
to be considered. Most animal studies of GPIAS present the noise containing the gap at 60
dB SPL. In the case of a rat, a 60 dB SPL signal would be approximately 55 dB SL near 16
kHz and 40–45 dB SL an octave below or above 16 kHz. Detecting a 50 ms gap presented at
40–55 dB SL would be substantially easier than detecting a silent gap presented at 15 dB
SL.[42,43] However, in many of our subjects with HL [Figure 1c and d], the 15 dB SL NBN
could conceivably provide strong loudness cues due to recruitment,[44,45] but this caveat
would not apply to a few of our tinnitus subjects that had nearly normal hearing. In either
case, gap detection was not impaired near the tinnitus frequency.

Another acoustic factor to consider is the bandwidth of the NBN. The one-third octave band
NBN used in our human study are identical to those used in GPIAS studies of tinnitus in
mice[46] and similar in bandwidth to the low frequency NBN used for GPIAS testing in
rats.[24,25] Thus, stimulus bandwidth is unlikely to explain why our human subjects were
proficient in detecting the gaps in our NBN. Although our subjects were able to match the
NBN to the pitch of the tinnitus, the perceptual characteristics of the NBN could be still be
different enough from the perceptual characteristics of the subject’s tinnitus to make it easily
detectable [Table 1] (hissing, buzzing, ringing). These subtle perceptual features may be
unavailable to animal subjects during the GPIAS testing. Finally, the NBN stimuli used in
our human studies had abrupt rise/ fall times (~0.1 ms), which could generate spectral cues
to aid detection. Because the NBN used in this study were presented at a very low intensity
(15 dB SL), spectral cues would likely be of little or no value because they would be at or
below the threshold. However, spectral cues might play a more important role in GPIAS
because the NBN are presented at higher SL than those used here.

HL and gap detection
HL has long been known to impair temporal resolution and the detection of very short
duration gaps at low SL levels. However, HL has little or no effect on detecting long
duration gaps (>30 ms) except in cases of significant (>60 dB) hearing
impairment.[37–39,42,47] Our results are generally consistent with previous results. Detection
of the 50 ms gaps decreased slightly with increasing HL indicating a slight effect of HL on
gap performance [Figure 3c and d]. Gap detection was slightly poorer (9%) in the left ear of
tinnitus subjects with HL than normal hearing subjects [Figure 3a], but no differences were
seen when comparing results from the right ear [Figure 3b]. While a small left ear difference
was seen between tinnitus and no-tinnitus subjects, this difference could be due to HL
[Figure 3c and d] and the fact that these Tinnitus subject were tested at different frequencies
than the no-tinnitus subjects [Figure 2a and b vs. 2c and d]. The key point of Figure 2a and b
is that tinnitus subjects were able to detect the gaps the vast majority of the time at the
tinnitus frequency and there was no significant performance difference between the tinnitus
frequency and frequencies above or below this frequency. These results are consistent with
previous data showing that salicylate and noise induced HL do not significantly interfere
with the detection of long duration gaps such as the 50 ms gap used in this study.[47–49]

One limitation of the current study design was the lack of subject matching when comparing
50 ms gap performance of tinnitus and no-tinnitus groups. A more robust experimental
design would be to match each tinnitus subject with a no-tinnitus subject in terms of HL and
then to test gap performance in the no-tinnitus subject at the same frequencies used for the

Campolo et al. Page 7

Noise Health. Author manuscript; available in PMC 2013 December 30.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



tinnitus subject. Such a comparison would avoid the confounding effects of HL and
frequency mismatch as occurred in Figure 2a and b versus Figure 2c and d.

Summary
An underlying assumption of the GPIAS paradigm is that the phantom sound of tinnitus
“fills in” the silent gap in the background noise and prevents the silent gap from suppressing
the startle reflex. We tested the “fill in” hypothesis in human subjects with tinnitus using gap
detection stimulus parameters similar to those employed in previous animal and human
studies and found that our tinnitus subjects were able to detect the silent gaps regardless of
whether the NBN was above, below or near the tinnitus frequency. Thus, with stimulus
parameters similar to those used in animal and human studies, we found that tinnitus does
not simply “fill in” the silent intervals embedded in the background noise. This raises the
possibility that the underlying perceptual processes that mediate the detection of gaps in
NBN may be different from those involved with gap-inhibition of the startle response in
GPIAS paradigms.
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Figure 1.
Left ear audiograms and right ear audiograms shown for 13 normal subjects (a and b) and 13
tinnitus subjects (c and d)
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Figure 2.
Mean (standard error of mean [SEM], n = 13) data for tinnitus subjects showing the percent
correct detection of 50 ms gaps embedded in narrow band noise (NBN) located 1-octave
below, 1-octave above and at the subject’s tinnitus frequency. Results shown for NBN
presented to the left ear (a) and right ear (b) of tinnitus subjects and left ear (c) and right ear
(d) of no-tinnitus subjects. Mean (SEM, n = 13) data for no-tinnitus subjects showing the
percent correct detection of 50 ms gaps embedded in NBN located at 1.2, 8 and 12.6 kHz
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Figure 3.
Mean (standard error of mean [SEM], n = 13) data for tinnitus subjects (3 frequencies, 1-
octave below, 1-octave above and at the tinnitus frequency) and no-tinnitus subjects (3
frequencies, 1.2, 8 and 12.6 kHz) for the left ear (a) and right ear (b). Mean scores of tinnitus
subjects were significantly less (P < 0.01) than no-tinnitus subjects in the left ear. Scatterplot
showing the percent correct detection of 50 ms gaps versus dB HL in the left ear (c) and
right ear (d) of tinnitus subjects. Data and linear regression lines are shown for frequencies
1-octave below, 1-octave above and at the tinnitus frequency. significant values for the
regression analysis are shown in the legend of each panel
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