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Foreword

The GIRFT guide to transforming Ear, Nose and Throat outpatient services, published in 2023, set out
the vision, reasons and tools for clinicians and managers in ENT services to maximise the opportunity to
take new approaches for the benefit of patients.

This guideline offers systems a selection of standardised referral pathways from primary care to guide
the development of local patient referral guidelines. These would ensure that relevant primary care
interventions have been initiated, and that secondary care clinicians receive the necessary clinical and
administrative referral information that would result in a decrease in rejected or redirected referrals,
administrative time spent triaging referrals, and increased conversion to treatment.

Standardised ENT referral guidelines aim to:

= promote evidence-based assessment and management of patients for some of the most common
ENT conditions;

= build consistency and reduce unwarranted variation in referrals across the country, supporting
decision making;

= streamline referral and treatment pathways for patients, optimising referrals into secondary care. This
will support healthcare professionals to make informed decisions and share learning in relation to
referring patients to the right service;

= ensure that appropriate tests and investigations are organised prior to or concurrently with the
referral in order to maximise efficiency of the ENT clinical episode, reduce the number of follow-up
appointments and subsequently shorten patient waiting times for treatment;

= co-design referral pathways and templates with stakeholders including clear criteria and guidance to
support the referrer.

The referral guidelines should be reviewed by the systems and, as necessary, adapted for local services
to facilitate an effective referral system.

Jeremy Davis, GIRFT ENT clinical lead
Su De, GIRFT ENT (Paediatric) clinical lead

Francis Stafford, Former GIRFT clinical lead for ENT and consultant ENT surgeon at South Tyneside
and Sunderland NHS Foundation Trust
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https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/Transforming-ENT-Outpatient-Services-FINAL-V2-June-2023.pdf

Standardised referral guidelines

This guide builds on the existing information on standardised referral pathways and
templates set out in the GIRFT guide on transforming Ear, Nose and Throat
outpatient services.

These are the key good practice points for BOREE VENTUK sut® D
services to adopt for implementation and

evaluation: Transforming Ear, Nose and

Throat Outpatient Services

A practical guide to delivery

Optimise stakeholder engagement.

Develop referral pathways and templates
with supporting aids.

Promote and implement pathways and
templates.

Agree metrics to enable the
measurement of success.

Standardised referral pathways and templates provide a safe, effective, equitable and patient-centred
referral process driving the quality of the referral information.

Considerations for delivery and evaluation

= Engage relevant stakeholders to review existing pathways (including the GIRFT pathways) and
referral forms across the system to identify what is working well and what requires changes. This
information is crucial for developing pathways and templates that are suitable for the system.
= Co-design referral pathways and templates with stakeholders including clear criteria and guidance to
support the referrer.
= The minimum requirement for referrals should be made clear on the referral templates so that all
actions required are completed. Tests already carried out should be made clear, with results included
in the referral, to avoid duplication and accelerate the patient’s journey. It is best practice to have the
pathways and templates easily accessible online.
= Promote the pathways and templates at all levels using appropriate forums. Pilot the developed
pathways and templates to demonstrate early impact and identify and rectify issues before wider
implementation.
= Key metrics for evaluation include:
= The quality of referrals
o number of referrals returned to referrer;
o conversion to treatment rate for GP referrals;
o time spent reviewing referrals; and
o feedback from practitioners on the quality of referrals.
= Awareness and uptake of the standardised referral pathway and templates - the percentage
of referrals made using the referral templates; and the percentage of referrers using the
referral templates.
= Feedback from referrers on how easy it is to use the templates including time spent
completing the template. This is useful for future development.

The current guide expands on this earlier resource and provides further details on best practice
for standardised referral which clinicians can adapt and use for their local service.
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https://gettingitrightfirsttime.co.uk/surgical_specialties/ent-workstream/#ENT

Benefits from standardised referral guidelines

Standardised referral guidelines enhance clinical knowledge and promote best practice care. They
ensure patients receive care in the most appropriate setting. The development and consultation to
develop agreed referral guidelines builds collaboration and reduces fragmentation across the health
service, reduces variation and improves health outcomes. These benefit patients, primary care and
specialist services as set out in the table below.

Advantages to secondary
care

Advantages to patients Advantages to primary care

Care provided at the right
place, at the right time
Fewer patients find their
appointments being rejected
or redirected after booking
More rapid access to
specialist advice as required
referral information is
provided on time

Reduced financial burden
with regard to travel and/or
loss of income

Fewer OPD visits needed to
achieve diagnosis and
treatment plan

Enhance clinical knowledge
and promote best practice
care linked to evidence-
base

Clear understanding if/
when a specialist review is
required

Ability to initiate further
preventative or therapeutic
measures in primary care
Reduced risk of rejection or
redirection of a subsequent
referral

Access to useful condition
specific resources for
patients

Reduced unnecessary
attendances for patients in
secondary care

Ability to easily triage
patients to correct clinics
Only patients that require the
service are seen by clinicians
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Interventions prior to referral/concurrent
referrals/referrals to ENT services

Some guidelines recommend non-surgical interventions and/or treatment/investigations prior to referral.
Some of these interventions may obviate the need to referral to secondary care.

There may be investigations or referrals to other services that can be organised at the time of referral to
ENT that facilitate decision-making at the first appointment that may greatly improve the effectiveness
and efficiency of hospital consultations. GIRFT encourages systems to develop routes to access
particular investigations either as individual practices or communities of practice.

In particular, audiometry in children less than four years of age or with special needs/neurodiversity,
cannot always be provided concurrently with the ENT appointment, depending on local provision. A
referral to the local paediatric audiology service, where this is available to primary care, so that a hearing
assessment is available at the time of the ENT appointment will enhance the quality of the consultation
e.g. children referred to ENT with recurrent acute otitis media.

In addition, the management of some childhood ENT conditions requires multidisciplinary working,
particularly with paediatrics. Pathways between ENT and general paediatrics are encouraged with clear
guidance to primary care on where referrals should be sent within a system. For example, neck lumps
without ‘red flag features’ can be managed by paediatrics. Local pathways for glue ear will usually
include both ENT and paediatric audiology - these should be streamlined to enhance efficiency with clear
guidance to primary care.

Access to ENT

Access to ENT services varies depending upon local resources and historical arrangements. Many
smaller units have amalgamated into larger regional/sub-regional inpatient units, and emergency and
rapid access is centralised, or emergency and on-call provision rotates between providers.

= E-referral service should be in place for routine, urgent and urgent suspected cancer pathway
referrals.

= Advice and Guidance should be available alongside the e-referral service.

= There should be clear policies in place for emergency access to ENT services within a system both
during and after regular working hours. This may be delivered by the ENT on-call team through the
children’s Emergency Department (ED) and/or a Same Day Emergency Care (SDEC) service in
ENT.

= Acute life-threatening, conditions such as stridor, severe epistaxis, periorbital abscess, impacted
oesophageal or inhaled foreign body, should be sent to a children’s ED with onsite ENT provision,
with the emergency ENT service informed of the referral.

= Suspected ingested button batteries require removal within two hours. They should be referred
immediately to a children’s ED with onsite ENT provision in accordance with regional pathways.

ENT service providers should ensure that care pathways are flexible and responsive to the individual

needs of patients. A personalised approach not only improves patient experience and engagement but
also supports more equitable and effective outcomes across diverse populations.
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Standardised referral pathways

Click on the relevant condition or symptoms below to jump to that pathway

Acute and chronic otitis externa

Persistent recurrent and complicated acute otitis media

Otitis media with effusion

Chronic otitis media (COM)

Ear wax

Lower motor neurone facial weakness

Rhinitis

Chronic rhinosinusitis

Epistaxis

Obstructive sleep apnoea

Sore throat and tonsillitis

Colour coding for the flowcharts

Referral
Presentation/Findings

_______________________________

Guidance for management in primary
care

Z
@]
—
@
o
=
3,
o
=}
3
o
=3
o
5

_______________________________
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Ear

Acute and chronic otitis externa

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

= NICE CKS: Otitis externa
=  ENT UK resources: Otitis externa

to Acute Otitis Media.
Take history.

Perform otoscopy.

Ear swab for microbiology.

corticosteroids for 7-14 days.

Otitis externa is uncommon in children. Ear discharge in this age group is more likely to be due

Consider treatment with topical antibiotics (ciprofloxacin drops) with or without topical

INDICATIONS FOR REFERRAL

Non-response to topical antibiotic treatment

Ear canal occluded by oedema and unable to
clear discharge

Presence of suspicion of a foreign body
especially if there is suspicion that it is a battery

Refer urgently to ENT on-call/ENT SDEC
(immediately if suspicion of button battery)

Immunosuppressed patients with deep seated
otalgia

Cellulitis spreading to face

Cranial nerve weakness

Refer immediately to ENT on-call

INFORMATION TO INCLUDE IN REFERRAL

Details of previous treatment.
Degree of functional impairment.

Relevant history, onset and duration of symptoms.

Relevant medical history (e.g. immunocompromise, dermatological conditions).
Result of ear swab for fungal and bacteria microscopy and culture.

[ Presentation/Findings ]

Guidance for management in primary
care

Referral
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https://cks.nice.org.uk/topics/otitis-externa/
https://www.entuk.org/resources/183/otitis_externa_global_ent_guideline/

Acute and chronic otitis externa referral guideline

Presentation with

otitis externa

(Ear canal

occluded by
oedema and
unable to clear
discharge.
Suspicion of

\foreign body

~

<«— No _]

Assess history and
examine ear canal, ear
drum, mastoid, pinna

i

( Red flags:

= Immunosuppressed patients
with deep seated otalgia

= Cellulitis spreading to face

= Cranial nerve weakness

= Suspicion of button battery in

) e

k ear canal

\

Emergency
referral to ENT
on-call

- Yes —»

J

|
Yes

v

Refer urgently to

ENT

service/SDEC

|

Swab discharge C+S

Prescribe ear
drops/spray for 1
week (topical
steroid/antibiotic)

l

No

Symptoms
improving/resolved?

Yes —»

Preventative
measures as
appropriate
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Persistent, recurrent and complicated acute otitis media

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

=  NICE CKS: Otitis Media (acute)
= NICE NG91: Otitis Media
= ENT UK: Middle Ear Infections (Otitis Media)

Most cases of acute otitis media (AOM) can be safely treated in primary care.

= Assess patient history.

= Perform otoscopic examination.

= |f AOM with perforation or discharge in a child with grommets, take a swab for microbiology
and consider treatment with topical antibiotics (ciprofloxacin ear drops). NB is safe even in the
presence of a perforated ear drum.

= Look for ‘red flag’ symptoms and signs.

INDICATIONS FOR REFERRAL

Persistent AOM/chronic otitis media: Acute Refer urgently to ENT on-call/lENT SDEC
otitis media that has not responded to two
courses of antibiotics according to local guidance

Recurrent AOM: five or more episodes per year | Refer routinely to ENT service (and (if

(less if other concerns e.g. hearing loss) available) concurrently to paediatric
audiology for hearing assessment in children
<4 years)

<3 months old with a temperature over 38C Complicated AOM: Refer immediately to ENT

Severe systemic symptoms emergency on-call service

Red flag symptoms: headache, nystagmus or
blurred vision, nausea or vomiting, photophobia,
facial paralysis, swelling/erythema/tenderness
behind the ear, neurological signs

Significant co-morbidities including
immunocompromise

INFORMATION TO INCLUDE IN REFERRAL

» Patient history including frequency of infections, hearing/speech concerns, and relevant co-
morbidities.

= Details of antibiotics already prescribed immunisation history.

» Ear swab result if discharge is present.

[ Presentation/Findings ] Referral

Guidance for management in primary
care

Page | 8


https://cks.nice.org.uk/topics/otitis-media-acute/
https://www.nice.org.uk/guidance/ng91
https://www.entuk.org/patients/conditions/10/middle_ear_infections_otitis_media_under_review/

Persistent recurrent and complicated acute otitis media referral guideline

Presentation with acute otitis media History and examination

v

( - _ ) / Complicated AOM \
Visible perforated tympanic

3 months old with a temperature over 38C
membrane ?nd/or « 5| = Severe systemic symptoms.
mucopurulent discharge? » Red flag symptoms: headache, nystagmus of
\ ) blurred vision, nausea or vomiting, photophobia,

facial paralysis, swelling/erythema/tenderness
ear, neurological signs.

Refer to ENT on-call

SOA
\ 4

No = Significant co-morbidities including
l— Yes \ immunocompromise /
» Advise simple analgesia .

Advice simple analgesia

= Swab discharge

= Consider topical antibiotics (2 courses
if required)

= Consider antibiotics (2
courses if required)

Symptoms resolved?

. " No > Refer urgently to ENT on-call/ENT
Yes SDEC

v

Check general health, immune
status, advice re breast

Refer routinely to ENT service
Recurrent episodes (rAOM) (and concurrently to paediatric

audiology for hearing
: : 5 or more episodes per year (less if other assessment in children <4
feeding, exposure to passive concerns e.g. hearing loss)

smoking etc years)
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1.1 Otitis media with effusion
GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

= NICE NG233: Overview | Otitis media with effusion in under 12s | Guidance | NICE
= NICE CKS: Otitis media with effusion

= Take patient history.
= Examination, including otoscopy.
= Consider an autoinflation device (e.g. otovent).

INDICATIONS FOR REFERRAL

History suggestive of OME for >3 months Refer to ENT service (or paediatric audiology):

= Children >4 years of age dependent upon local pathways

This is a specialist referral made by primary care
based on the nature and severity of ear, nose, or
throat symptoms, with timing determined by
clinical judgment rather than fixed timeframes

= Children <4 years of age Refer to ENT service (and/or paediatric
audiology): dependent upon local pathways

This is a specialist referral made by primary care
based on the nature and severity of ear, nose, or
throat symptoms, with timing determined by
clinical judgment rather than fixed timeframes

INFORMATION TO INCLUDE IN REFERRAL

» Relevant history, including impact of hearing loss and history or recurrent AOM.
= Examination.

[ Presentation/Findings ] Referral

Guidance for management in primary
care
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https://www.nice.org.uk/guidance/ng233
https://cks.nice.org.uk/topics/otitis-media-with-effusion/

Otitis media with effusion referral guideline

Refer to ENT service (and
paediatric audiology if <4
years/additional
needs/neurodiversity)
dependent upon local
pathways

<+ Yes A

Presentation with suspected
OME with hearing loss for
>3 months

|

History and examination

Additional indication for ENT
referral? e.g. rAOM, recurrent
tonsilitis, OSA, nasal
obstruction — see relevant
guideline

\_ J

- No »

Refer to paediatric audiology
(or ENT service with
concurrent paediatric

audiology referral if <4
years/additional
needs/neurodiversity)
dependent upon local
pathways
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Chronic otitis media (COM)

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

= NICE CKS: Cholesteatoma

= NICE CKS: Otitis media — chronic suppurative

Consider chronic otitis media when there is:

unilateral/smelly.

trauma, or glue ear and grommet insertion.

COM/cholesteatoma).

hearing loss.

= Ear discharge persisting for more than two weeks, without ear pain or fever, especially
= Hearing loss in the affected ear. Particularly with a history of acute otitis media (AOM), ear

= Examination of the ear may reveal tympanic membrane perforation without discharge
(mucosal inactive COM), with discharge (mucosal active COM); or a retraction pocket without
(squamous inactive COM) or with squamous debris/discharge (squamous active

o Mucosal inactive COM (perforated ear drum without discharge): Self-care advice includes to
keep ear dry by placing a waterproof silicone earplug or cotton ball coated with petroleum jelly
in the ear when showering or bathing. No indication for referral to ENT unless active and/or

o Mucosal active COM (perforated ear drum with discharge) can be treated with swabs and
oral/topical antibiotics (Ciprofloxacin). See AOM guidelines.

INDICATIONS FOR REFERRAL

Red flags
Headache

Refer immediately to ENT service or
arrange admission

Nystagmus

Vertigo

Fever

Labyrinthitis

Facial paralysis

Swelling/tenderness behind the ear

Suspected squamous active COM/cholesteatoma

Refer urgently to ENT service

Mucosal active COM (perforated ear drum with
discharge) that has not responded to 2 courses of
antibiotics

Recurrent discharge in the presence of a perforated
ear drum despite self-care measures

Refer routinely to ENT service

INFORMATION TO INCLUDE IN REFERRAL

» Details of previous treatment.

= Relevant history including onset, duration, and severity of discharge.

= Result of ear swab for fungal and bacteria microscopy and culture.

Presentation/Findings

[ J

Guidance for management in primary
care

Referral

Page | 12


https://cks.nice.org.uk/topics/cholesteatoma/
https://cks.nice.org.uk/topics/otitis-media-chronic-suppurative/

Chronic otitis media (COM) referral guideline

~

— Yes —»

— No —»

(~ )
presentation with History and examination
chronic otitis media > ry
. J
. w I
Active KR .
mfechon/mucopurulent < No edllags
discharge - = Headache
. J Yes = Nystagmus
| v = Vertigo
No = Fever
r Swab discharge - II;abyrIinthitiT .
Visible Consider topical - Sjvc(a'ﬁin%‘}‘tr:n?;ness
perforation antibiotics (2 k
in tympanic courses if required) __ -
membrane Discharge clears?
§ Yes L
No il Yes i Yes
v
Suspicion of ~ Refer
squamous active g »  urgently to Self-care
COM/cholesteatoma ENT service advice

No
'

Suspicion of squamous
inactive COM/retraction

Refer routinely
to ENT service

pocket without
debris/infection

— _ N (-

Refer immediately to
ENT on-call

Refer urgently to ENT
service

Recurrent episodes of
discharge: Refer
routinely to ENT service
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Ear wax

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

= NICE CKS - Earwax

almond oil drops/spray) then review.

= Wax is normal and only requires removal where there is a functional concern.
= Prescribe ear drops/spray regularly for two weeks (sodium bicarbonate 5% ear drops, olive or

= Arrange microsuction (practice or community service) if available.

INDICATIONS FOR REFERRAL

Presence or suspicion of a foreign body
especially if there is suspicion that it is a battery

Refer urgently (immediately if suspicion of
button battery) to ENT on-calllENT SDEC

Significant hearing loss due to impacted wax

Previous mastoid surgery

Unable to use/obtain benefit from hearing aid due
to impacted wax

Suspicion of underlying tympanic membrane
pathology and unable to assess due to wax

Refer to paediatric ENT service/paediatric
audiology for microsuction (according to local
pathways)

This is a specialist referral made by primary care
based on the nature and severity of ear, nose, or
throat symptoms, with timing determined by
clinical judgment rather than fixed timeframes

INFORMATION TO INCLUDE IN REFERRAL

= Otoscopic findings.

= Relevant history including degree of functional impairment, details of previous treatment.

= Results of hearing tests — Refer routinely to paediatric audiology concurrently (if
available) in patients <4 years of age if hearing concerns.

[ Presentation/Findings ]

Guidance for management in primary
care

Referral
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https://cks.nice.org.uk/topics/earwax/

Ear wax referral guideline

Presentation with ear
wax

\_

( = Significant hearing loss due to impacted wax

* Previous mastoid surgery

= Unable to use/obtain benefit from hearing aid
due to impacted wax

= Suspicion of underlying tympanic membrane
pathology and unable to access due to wax )

History and R ! Suspected foreign body
examination in ear canal
\ |
\ No Yes
v

A

Yés
v
Prescribe ear drops/spray for 2

weeks (sodium bicarbonate
5%, olive or almond oil)

l

No
v

Refer urgently
(immediately if
suspicion of button
battery) to ENT on-
cal/ENT SDEC

No indication for wax removal

Refer to ENT
service/paediatric

Wax clears?

ON

L Yes —— »

Refer to paediatric ENT
service/paediatric audiology for
microsuction (according to local

pathways)

Reassess: symptoms resolved?

-% +»  audiology according to
symptoms and local
pathways
< = Reassure
- + .
3 = Self care advice
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Lower motor neurone facial weakness

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

NICE CKS - Bell’s palsy

Treatment with oral steroids if not contraindicated should be commenced within 72 hours in
cases that are typically and clearly Bell's palsy.

Consider acyclovir especially if vesicles present.

Provide guidance on eye protection for all cases until resolution.

INDICATIONS FOR REFERRAL

Suspected acute otitis media, chronic otitis media,
systemic iliness, neck/parotid swelling

Refer immediately to Children’s ED/ENT
SDEC

Atypical features or more neurological symptoms
(cranial nerve, limbs)

Bilateral signs or a recurrent episode

Gradual progression

No improvement after three weeks of treatment and
incomplete recovery after six weeks of onset of
symptoms and uncertain diagnosis

Ocular symptoms (pain, itch or irritation) and cornea
remains exposed after attempting to close eyelid —
provide advice on eye care measures while awaiting
referral

Refer urgently to ophthalmology

INFORMATION TO INCLUDE IN REFERRAL

Symptoms
» Worsening or new neurological findings.

History

Previous history of facial nerve palsy.

Incomplete recovery after three months of onset of symptoms.
Ocular symptoms, such as pain, irritation,

Previous or recent acute or chronic otitis media.

or itch.

Presentation/Findings

Guidance for management in primary
care

Referral

Page | 16


https://cks.nice.org.uk/topics/bells-palsy/
https://cks.nice.org.uk/topics/bells-palsy/management/management/#advice

Lower motor neurone facial weakness referral guideline

Typical presentation of
Bell's palsy within 72 hours
of onset

l

Treat with oral steroids if not
contraindicated (+ antivirals
if vesicles present on
palate/ear)

i

Eye symptoms (pain, itch,
or irritation) and cornea
remains exposed

w
Presentation with lower motor neurone
facial weakness

Refer immediately to

J
\ 4 ~\
Suspected acute otitis media, chronic
otitis media, systemic illness,
parotid/neck masses y
No
v
( = Atypical features or more \
neurological symptoms (cranial
No - nerve, limbs)
» Bilateral signs or a recurrent
episode
\ = Gradual progression j
A
Improvement after three weeks of
—_—>

treatment/complete recovery after six
weeks of onset

Eye care advice

Yes *  Children’s ED/ENT SDEC
A A
—— Yes
No
Yes * Self-care advice as
appropriate
Refer urgently to

ophthalmology
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Nose
Rhinitis

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

= Consider use of nasal steroids with low bioavailability in treatment of suspected rhinitis in

children

= Nasal blockage symptoms in children can be related to enlarged adenoids
= BSCAI guidance on management of rhinitis: BSCAI guideline for the diagnosis and
management of allergic and non-allergic rhinitis (revised edition 2017; first edition 2007) —

Rhinitis in children section p.877

= |f available, consider IgE and RAST testing, with allergen avoidance advice
= NHS advice on allergic rhinitis: Allergic rhinitis
= ENT UK: Chronic rhinosinusitis in children — see section on allergies

INDICATIONS FOR REFERRAL

Unilateral facial swelling with or without dental
sepsis

Acute bacterial sinusitis deteriorating despite
medical treatment — visual disturbance/signs,
neurological signs, frontal swelling/severe
unilateral or bilateral headache, eye pain,
swelling or abnormal eye movement

Periorbital cellulitis (and/or
ophthalmology/paediatrics dependent on
local/regional guidance)

Refer immediately to a children’s ED with
onsite ENT provision, and notify ENT on-call

Unilateral nasal blockage/bloodstained discharge

Visible nasal mass (inferior turbinates are normal
nasal structures and care should be taken not to
mistake these as abnormal nasal masses)
Urgent suspected cancer pathway)

Refer urgently to ENT service

Failure to improve nasal symptoms/cough
symptoms with medical treatment

Refer routinely to ENT service

INFORMATION TO INCLUDE IN REFERRAL

»  Which medications have been trialled and for how long?

= Relevant history including:

= previous treatment and outcome (?previous adenoidectomy);
other medical history (asthma, cystic fibrosis, primary ciliary dyskinesia);

= medication history;
= pets.

=  Examination to include:

= intranasal examination — anterior rhinoscopy;
= turbinates (normal nasal structures) can be misdiagnosed as polyps;
* enlarged adenoids are not usually visible on anterior rhinoscopy.

[ Presentation/Findings ]

Guidance for management in primary
care

Referral
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https://www.bsaci.org/wp-content/uploads/2020/01/Scadding_et_al-2017-Clinical_amp_Experimental_Allergy.pdf
https://www.bsaci.org/wp-content/uploads/2020/01/Scadding_et_al-2017-Clinical_amp_Experimental_Allergy.pdf
https://www.nhs.uk/conditions/allergic-rhinitis/
https://www.entuk.org/patients/conditions/64/chronic_rhinosinusitis_in_children_new

Rhinitis referral guideline

= Simple rhinitis +/- eye

signs of rhinitis J

Presentation with history

* No red flags

» |IgE and RAST testing if available with allergen avoidance
— advice
Avoid triggers
Saline nasal douching
Oral or nasal antihistamines
Nasal corticosteroid with low bioavailability:

Azelastine (azelair and rhinolast) are licensed for 6+.
Flixonase (Fluticasone propionate) is licensed for 4+,
Avamys (Fluticasone furoate) is licensed for 6+.

Dymista (Azelastine hydrochloride + Fluticasone propionate)
and Ryaltris (Olopatadine hydrochloride + Mometasone
furoate) are licensed for over 12.

Combination therapy (intranasal + antihistamine) can be
started from 6+ as individual sprays or off license with
Dymista (Azelastine hydrochloride + Fluticasone propionate)

Symptoms non-responsive after three months

» Ensure treatment compliance

= Consider steroid nasal drops

= Consider short course of
systemic steroids

= Consider course of leukotriene
receptor antagonist

v

>{ Red flag symptoms

Refer urgently to ENT
on- callENT SDEC

__, Referroutinely to ENT

service
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Rhinitis management guideline’
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https://www.bsaci.org/wp-content/uploads/2020/01/Scadding_et_al-2017-Clinical_amp_Experimental_Allergy.pdf

Chronic rhinosinusitis

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

children.

related to adenoiditis.

Consider use of nasal steroids with low bioavailability in treatment of suspected rhinitis in
Symptoms consistent with recurrent rhinosinusitis and chronic rhinosinusitis in children can be

ENT UK guidance: Chronic rhinosinusitis in children | ENT UK.

EPOS 2020 guidance: EPOS2020 executive summary.pdf (p102- 103).

INDICATIONS FOR REFERRAL

Periorbital oedema/erythema

Refer immediately to a children’s ED with

Visual symptoms (reduced visual
acuity/ophthalmoplegia)

onsite ENT provision, and notify ENT on-
call

Severe headache

Frontal swelling

Signs of sepsis

Signs of meningitis/neurological signs

?nasal foreign body (unilateral mucopurulent
rhinorrhoea) especially button battery

Visible nasal mass (inferior turbinates are normal
nasal structures and care should be taken not to
mistake these as abnormal nasal masses)

Refer to ENT urgent suspected cancer
pathway

If suspected nasal mass or foreign body (e.g.
unexplained persistent unilateral nasal
blockage/bloodstained or offensive nasal discharge)

Refer urgently to ENT service

No improvement with medical treatment

Refer routinely to ENT service

INFORMATION TO INCLUDE IN REFERRAL

Relevant history including:
= previous treatment and outcome;
medication history;

Examination to include:

Allergy test result (RAST test)

other conditions such as asthma and cystic fibrosis.

intranasal examination - anterior rhinoscopy.

Presentation/Findings

Guidance for management in primary
care

Referral
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https://www.entuk.org/patients/conditions/64/chronic_rhinosinusitis_in_children_new
https://www.rhinologyjournal.com/Documents/Supplements/EPOS2020_executive_summary.pdf

( Presentation with chronic \

Chronic rhinosinusitis referral guideline o ESE
rhinosinusitis symptoms >12 weeks

one of which should be nasal
obstruction AND/OR discoloured nasal
discharge

Examination k +/- facial discomfort/pressure j
[ and history

Medical Management

= Saline rinses

» Intranasal steroids (low bioavailability) / \
Presence of red flag

symptoms
/ \ = Periorbital oedema/erythema
i » Visual symptoms (reduced
l Unilateral symptoms visual
» Nasal Mass acuity/ophthalmoplegia)
= Suspected foreign body = Severe headache
Improvement? (unilateral nasal = Frontal swelling
discharge, with = Signs of sepsis
mucopurulent/smelly = Signs of
v v discharge) meningitis/neurological signs
_ \ / = Suspected button battery
Improvement In No improvement nasal foreign bOdy (bIOOd-

symptoms in 6-

in symptoms stained rhinorrhoeal/visible
12 weeks \battery, excoriation) /
l l v l

Continue Refer routinely to
treatment ENT service

Refer urgently to ENT service Refer immediately to ENT on-call
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Epistaxis

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

= NICE CKS: Epistaxis (nosebleeds)

= History.
=  Examination.

= Advise on first aid measures and trial of petroleum jelly (vaseline) or antimicrobial
(Chlorhexidine + Neomycin e.g. Naseptin) cream. Patients/parents should be encouraged to
comply with treatment (2-3 applications per day for 14 days).

= Check full blood count (FBC) prior to referral.

= Cautery with silver nitrate if appropriate can be carried out in primary care in older children.

This requires training and equipment.

INDICATIONS FOR REFERRAL

Severe and persistent epistaxis over 30 minutes
not ceasing despite simple or conservative
measures

Acute nasal fracture with septal haematoma

Refer immediately to children’s ED/ENT on-
call

Nose bleeds in under two years old (consider
safeguarding)

Underlying significant co-morbidity e.g. bleeding
disorder, medication that causes blood thinning

Associated ipsilateral nasal obstruction,
significant cervical lymphadenopathy, nasal/facial
swelling/numbness

Acute nasal fracture with deformity or swelling
precludes assessment of deformity (within one
week)

Refer urgently to ENT on-call/ENT SDEC

Recurrent epistaxis with significant impact on the
patient’s quality of life and trial of treatment with
nasal emollients/Chlorhexidine + Neomycin (e.g.
Naseptin) has been unsuccessful

Late presenting nasal fracture with
deformity/nasal obstruction

Refer routinely to ENT service

INFORMATION TO INCLUDE IN REFERRAL

= History of previous treatment, bleeding disorders including family history, medication including
course of systemic and topical medications prescribed.
» Results of blood tests (FBC and clotting studies).

[ Presentation/Findings ]

Guidance for management in primary
care

Referral
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https://cks.nice.org.uk/topics/epistaxis-nosebleeds/

Epistaxis: acute nosebleed referral guideline

Presentation with acute
nosebleed

A 4

Suspected septal
haematoma or button
battery

T
Yes

v

Refer immediately to
Children’s ED/ENT on-
call

Refer urgently to ENT
on-call/ENT SDEC

—— No —»

<“— No

<+“— Yes —

Apply first aid measures

Sit patient down
Lean patient forward

Pinch the lower part of the nose between the thumb and forefinger
Pinch nose for 10 minutes. Do not release the pressure <10

minutes. If it persists repeat x2
Breathing through open mouth

Spit out any blood rather than swallow
Rinse mouth with ice water

Ice pack to forehead

l

haemodynamically well?

Bleeding stops within
20-30 minutes and

Apply ointment/cream (e.g.
Chlorhexidine + Neomycin -

patient Naseptin) to the nosebleed side

Yes
L

twice daily for 1 week

A
No

(

Child below 2 years of age

Underlying significant bleeding disorder

Ipsilateral nasal obstruction, significant cervical
lymphadenopathy, nasal/facial swelling/numbness
Suspected nasal fracture

\

J
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Epistaxis: chronic nosebleed referral guideline

4 )

= Child below 2 years of age
Presentation with Review hist » Underlying significant bleeding disorder
chronic nosebleed eview history ’ = |psilateral nasal obstruction, significant
cervical lymphadenopathy, nasal/facial
l swelling/numbness
» Suspected nasal fracture
» Manage reversible causes \ i )
=  Apply ointment/cream (e.g.
Chlorhexidine + Neomycin -
Naseptin cream) twice daily for 1

Refer urgently to ENT

week service
» Arrange FBC (+/- clotting

studies)

Cautery of Little’s area l

with silver nitrate under Continue conservative

LA if vessels visible ~ «<— Yves —|  Further nosebleeds? |~ No —* treatment
(if possible)
4 \ No I

Further nosebleeds?
- Yes —  Referto ENT service
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Epistaxis from a broken nose referral guideline

Presentation with a
broken nose

l

History and examination

\4

» Large volume of blood loss/haemodynamically o
unstable Refer urgently to ENT emergency clinic
= Meeting NICE guidelines for CT head L w o " Broken noses where there is a deformity need to be
= Suspect other facial bone fractures reviewed by ENT 5-7 days post-injury, if MUA is
= Major trauma needed this occurs within 10-14 days
( Septal haematoma

Yes

;

Refer immediately to Children’s ED
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Throat

Obstructive sleep apnoea

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

NICE CKS - Obstructive sleep apnoea syndrome
ENTUK Commissioning guide: Revised ENT UK Tonsillectomy commissioning guide

Snoring is not an uncommon presentation in children and does not require treatment unless
associated with obstructive events.

Take history detailing evidence of apnoea, frequency and duration. Ask parents for a video if
possible.

Examine nose, oropharynx/tonsils.

Consider nasal allergy testing and trial of nasal saline irrigation and/or intranasal steroids for 6-
8 weeks.

If mild, consider an expectant approach - 50% cases will improve in 6 months.

If child is overweight, institute weight management measures.

Sleep studies are not routinely advised.

INDICATIONS FOR REFERRAL

Acute airway compromise Refer immediately to children’s ED/ENT on-call
Failure to thrive, recession/tracheal tug, Refer urgently to ENT service

significant comorbidity, severe symptoms, | (Otherwise arrange a routine referral to ENT
choking episodes service)

INFORMATION TO INCLUDE IN REFERRAL

Relevant history including co-morbidities, genetic, anatomical, developmental concerns.
Examination findings.
If overweight, commence measures to address this concurrently.

[ Presentation/Findings ] Referral

r
Guidance for management in primary |
care !

A
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https://cks.nice.org.uk/topics/obstructive-sleep-apnoea-syndrome/
https://www.entuk.org/_userfiles/pages/files/guidelines/Revised%20ENT%20UK%20Tonsillectomy%20commissioning%20guide%20edit%20to%20final%20(002).pdf

Obstructive sleep apnoea referral guideline

Presentation with
obstructive sleep
apnoea

l

Consider nasal allergy
testing, trial of nasal

History and examination saline irrigation and/or
— > intranasal steroids for 6-
l 8 weeks
No l
r - ~ 4 Failure to thrive, ) 4 )
recession/tracheal tug, _
Acute airway significant co-morbidity, No improvement/not
compromise severe symptoms and indicated
choking episodes
\_ Y, \_ ‘ y, . Y,
Yes
E'eliler irpn;e[)czlliél:\cla_lry to Refer urgently to ENT Refer routinely to ENT
cnilaren's on- service service

call
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Sore throat and tonsillitis

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE

Fever Pain Score and Centor Score.

NICE NG84: Sore throat (acute): antimicrobial prescribing.

NICE CKS: Sore throat - acute.

ENTUK Commissioning guide: Revised ENT UK Tonsillectomy commissioning guide.

Shared decision making tool NHS recurrent tonsillitis decision aid.

= Take history.

= Examine oropharynx, neck, swab throat.
= |f acute presentation, assess and manage as per guidance.

INDICATIONS FOR REFERRAL

Airway compromise: Breathing difficulty/airway
obstruction/stridor/drooling/severe OSA with
desaturations

Clinical dehydration/marked systemic illness or
sepsis

Suspected deep neck space infection or
Lemierre’s syndrome

A suspected rare case such as Kawasaki
disease, diphtheria, tularaemia, or yersinial
pharyngitis

Tonsillar/post-tonsillectomy haemorrhage

Patient is immunocompromised

Refer immediately to children’s ED/ENT on-
call

Peri-tonsillar abscess (quinsy)

Refer urgently to ENT on-call/ENT SDEC

Indication for tonsillectomy fulfilled and patient
wishes to consider having completed shared
decision-making tool

Refer routinely to ENT service

INFORMATION TO INCLUDE IN REFERRAL

Outcome of shared decision meeting.

= Relevant history including criteria fulfilled in case of referral for tonsillectomy.
= Results of investigations such as FBC, glandular fever screen, throat swab.
= Funding approval should be attached (if appropriate to local policy).

[ Presentation/Findings

Guidance for management in primary
care

Referral
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https://nhsengland-my.sharepoint.com/personal/ndi_john1_england_nhs_uk/Documents/ENT/FeverPain%20(ox.ac.uk)
https://www.mdcalc.com/calc/104/centor-score-modified-mcisaac-strep-pharyngitis
https://www.nice.org.uk/guidance/ng84
https://cks.nice.org.uk/topics/sore-throat-acute/
https://www.entuk.org/_userfiles/pages/files/guidelines/Revised%20ENT%20UK%20Tonsillectomy%20commissioning%20guide%20edit%20to%20final%20(002).pdf
https://www.england.nhs.uk/wp-content/uploads/2023/10/decision-support-tool-making-a-decision-about-recurrent-tonsillitis-in-children-and-adults.pdf

Sore throat and tonsillitis referral guideline

Presentation with sore
throat and/or tonsillitis

Referral to ENT service
History and examination Redflags |~ in line with indications

for referral

Symptom management

— Consider advice and guidance

> Consider antibiotics after
tests and review

l

Recurrent episodes of
acute tonsilitis as per
commissioning guidance

l

_ . Consider tonsillectomy
Manage conservatively in primary following shared

care < No - decision-making - Yes »
conversation? Page | 30

Consider referral to ENT service



Appendix

Glossary

Acronym/terminology

Definition

AOM Acute otitis media

C+S Culture and sensitivity

ED Emergency department

FBC Full blood count

MUA Manipulation under anaesthetic
SDEC Same Day Emergency Care

Refer to ENT
service/paediatric ENT
service/paediatric

audiology

This is a specialist referral made by primary care based on the nature and
severity of ear, nose, or throat symptoms, with timing determined by clinical

judgment rather than fixed timeframes.

Refer immediately to
ENT on-call/lED

Requires immediate action, which typically involves a phone call to the ENT
on-call team to communicate the case urgency and expedite patient

management.

Refer urgently to ENT
on-call/lENT SDEC

Requires that the ENT on-call/ENT SDEC unit is contacted within 12 hours,
typically through phone or local electronic systems (where available). ENT

should assess patients referred on the same day or within a few days.

Refer urgently to ENT

service

Requires an e-referral to the elective outpatient department/community
facility, with the directive that the patient be seen within a 2 to 6 weeks of the

referral.

Refer routinely to ENT

service

Requires an e-referral to the elective outpatient department/community
facility, with the directive that the patient be seen within a timeframe to allow
18-week pathway to be delivered, so ideally no more than 12 weeks from

referral.

Refer via urgent
suspected cancer

pathway

Requires referral for specialist assessment to rule in/out cancer within 28

days of referral.
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