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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 guide offers systems a selection of standardised referral pathways from primary care to help shape 

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 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 systems and, as necessary, adapted for local services to 

facilitate an effective referral system. 

 

Jeremy Davis  
GIRFT clinical lead for ENT and consultant ENT surgeon at Medway NHS Foundation Trust 
 
Francis Stafford  
Former GIRFT clinical lead for ENT and consultant ENT surgeon at South Tyneside and Sunderland 
NHS Foundation Trust 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/Transforming-ENT-Outpatient-Services-FINAL-V2-June-2023.pdf
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Standardised referral guidelines 

 

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.  

This guide builds on the existing information on standardised referral pathways and 

templates set out in the GIRFT guide on transforming ENT outpatient services. 

These are the key good practice points for 

services to adopt for implementation and   

evaluation: 

• 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. 

     

 

https://gettingitrightfirsttime.co.uk/surgical_specialties/ent-workstream/#ENT
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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 patients Advantages to primary care Advantages to secondary 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 actions may obviate the need for 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 and 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 with some ear referrals is invaluable, where it is available in a community 

setting and also available to secondary care. 

 

For patients presenting with obvious thyroid/neck lumps, NICE NG12 should be followed, which often 

means there is no need for a community ultrasound.  

 

Examination of the nasal cavity is limited to anterior rhinoscopy in most GP practices. Flexible 

nasendoscopy performed by GPwSI may be available in some practices and this provides a more 

thorough examination of the nasal passages and upper aerodigestive tract. 

 

 

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.  

 

▪ Triage of all non-cancer pathway referrals should be encouraged and can sometimes be appropriate 

for cancer pathway referrals. 

 
▪ Advice and Guidance (A&G) 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 

Emergency Department (ED) and/or a Same Day Emergency Care (SDEC) service. 

 
▪ Immediate acute life-threatening conditions require immediate transfer to ED. 

 
▪ Other acute life-threatening conditions such as severe epistaxis, periorbital abscess, impacted 

oesophageal or inhaled foreign body and suspected ingested button batteries should be discussed 

urgently with ENT on-call team and transferred to ED or ENT SDEC as agreed with the on-call team. 

 

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. 

 

https://www.nice.org.uk/guidance/ng12
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Standardised referral pathways 

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

 

Colour coding for the flowcharts 

   

                     Presentation/Findings 
 

 

 

 

 

 

 

 

                                                    

   

 

  

 

 

Tinnitus Sinusitis 

Ear wax Chronic rhinosinusitis 

Vertigo and dizziness Epistaxis 

Acute and chronic otitis externa Smell disorders 

Hearing loss Sore throat and tonsillitis 

Tympanic membrane perforation Neck lumps (including thyroid) 

Ear pain Non-specific throat symptoms 

Facial weakness Snoring and sleep apnoea 

Nasal blockage and rhinitis  

 

 

 

 

 

 

 

 

 

 

 

 

 

Referral 

Guidance for management in  
primary care 

Notes/Information 
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Ear 

Tinnitus 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ NG155 – Tinnitus: assessment and management 

▪ NICE - Scenario Management of Tinnitus 

▪ Incidental pathology – Seek Advice and Guidance from/or refer to appropriate specialty 

▪ Tinnitus UK – Self help tips 

 

INDICATIONS FOR REFERRAL  

See relevant pathways for tinnitus associated with hearing loss, dizziness, or ear pain. 

Significant psychiatric symptoms e.g. suicide ideation Emergency psychiatric referral to 
crisis mental health management 
team 

Tinnitus associated with sudden onset of significant 
neurological and acute uncontrolled vestibular symptoms 

Refer immediately for neurological 
assessment 

Tinnitus that bothers despite support provided Refer to ENT service, or direct to 
audiology or tinnitus service if 
available 

Sudden onset of pulsatile tinnitus Refer immediately to ENT 

Persistent distressing unilateral tinnitus  Refer routinely to ENT service, or 
audiology service with access to 
MRI 

Persistent distressing pulsatile tinnitus Refer routinely to ENT service 

Persistent distressing pulsatile tinnitus associated with other 
neurological or cardiological features 

Refer to neurology or vascular 
teams 

Persistent distressing bilateral tinnitus  Refer to ENT service, or audiology 
or tinnitus service if available 
(arrange parallel referral to mental 
health service if patient is experiencing 
significant psychological distress)  

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including past middle ear disease and surgery. 
▪ Onset and duration of symptoms. Is tinnitus persistent or intermittent? (include other ear 

symptoms). 
▪ Impact of tinnitus on quality of life (can patient sleep?). 
▪ Details of previous treatment and outcome including antibiotic or irrigation prescriptions. 
▪ Appearance of the ear canal (effusion, inflammation or wax). 
▪ Audiology and audiogram results if available. 

 

 

https://www.nice.org.uk/guidance/ng155
https://cks.nice.org.uk/topics/tinnitus/management/management/
https://tinnitus.org.uk/support-for-you/what-can-i-do/self-help-tips/
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Tinnitus referral guideline    

 

 

 

  

 

 

 

 

  

 

  

 

  

 

 

 

 

 

Refer immediately to ENT service 

Refer routinely to appropriate specialty 

Presentation with tinnitus 

Tinnitus associated with: 

▪ a high risk of suicide – refer to 
crisis mental health 
management team 

▪ sudden onset of significant 
neurological symptoms – refer 
for neurological assessment 

▪ suspected stroke – follow local 
stroke referral pathway 

▪ acute uncontrolled vestibular 
symptoms – refer for 
neurological assessment 

▪ sudden onset pulsatile tinnitus – 
refer to ENT service 

Tinnitus affecting 
mental wellbeing 
despite receiving 

support 

Refer urgently to 
ENT service 

Persistent tinnitus: 

▪ persistent unilateral – refer to ENT 
service to exclude middle ear or 
retro cochlear cause, or direct to 
audiology service with MRI 
access 

▪ persistent bilateral (unresolved and 
distressing) – refer to ENT service, 
or direct to audiology or tinnitus 
service if available 

▪ persistent pulsatile – refer to 
vascular or cardiology service if 
neurovascular symptoms present 
e.g. audible carotid/cardiac bruit 

▪ persistent pulsatile – refer to ENT 
service where neurovascular 
symptoms are absent 

▪ tinnitus that bothers despite support 
provided – refer to ENT service, or 
direct to audiology or tinnitus 
service if available 

▪ persistent objective tinnitus 

Note: 

For tinnitus with associated hearing loss – see 
the hearing loss pathway 
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Ear wax  

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ NICE CKS – Earwax 
▪ BSO/ENT UK - Clinical Guidance on Microsuction of the External Ear Canal 

 

INDICATIONS FOR REFERRAL                                                           

Refer to local community/audiology-based pathways or routinely to ENT service if these are 
not available: 

▪ where ear wax obstructs the view of the ear canal or tympanic membrane and prevents 
adequate assessment in a patient with ear symptom; 

▪ to enable effective use of a hearing aid. 
 

Presence of a foreign body Refer to ENT on-call/ENT SDEC 

Risk of possible button battery within the ear 
canal 

Refer immediately to ENT on-call 

Significant hearing loss, pain, discharge, 
dizziness/vertigo, or facial weakness 

Refer immediately to ENT on-call 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including degree of functional impairment. 
▪ Details of previous treatment and outcome, such as use of ear drops/spray and compliance 

and use of correct technique. 
▪ Result of ear microsuction if attempted. 
▪ Otoscopic findings. 
▪ Results of hearing tests if available. 

 

 

 

 

 

 

 

 

 

 

 

https://cks.nice.org.uk/topics/earwax/
https://www.entuk.org/resources/207/clinical_guidance_on_microsuction_of_the_external_ear_canal#:~:text=It%20provides%20a%20summary%20of%20the%20indications%20and,required%20training%20to%20ensure%20it%20is%20undertaken%20safely.
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Ear wax referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

 

 

 

Presentation with 
symptomatic ear 

wax 

History and 
examination 

Evidence of 
additional 

pathology? 

Contraindication to 
management in the 

community? 

Advise OTC 
drops/spray (with good 
technique) +/- irrigation 

in primary care 

Refer to community 
ear wax removal 

service for 
microsuction or 

electronic irrigator as 
per NICE guidelines 

Treat or refer to 
ENT service 

Irrigation failed or not available 

Check with your PCN if ear 

wax removal for housebound 

people is available (if 

required) 

▪ Otitis media 
▪ Acute otitis externa 
▪ Dermatitis of the ear canal 
▪ Perforation 
▪ Foreign body 

▪ Suspected/confirmed ear 
drum perforation 

▪ Recurrent or recent otitis 
externa 

▪ Previous mastoid or ear 
surgery 

▪ Grommets in place 
▪ Complete unilateral 

deafness of contralateral ear 
▪ Otalgia/otorrhoea 
▪ Previous complications of 

ear irrigation – perforation/ 
severe pain/deafness/vertigo  

Treat or refer to 
ENT service 

Yes 

Yes No 

No 

https://www.entuk.org/resources/207/clinical_guidance_on_microsuction_of_the_external_ear_canal#:~:text=It%20provides%20a%20summary%20of%20the%20indications%20and,required%20training%20to%20ensure%20it%20is%20undertaken%20safely.
https://www.entuk.org/resources/207/clinical_guidance_on_microsuction_of_the_external_ear_canal#:~:text=It%20provides%20a%20summary%20of%20the%20indications%20and,required%20training%20to%20ensure%20it%20is%20undertaken%20safely.
https://www.entuk.org/resources/207/clinical_guidance_on_microsuction_of_the_external_ear_canal#:~:text=It%20provides%20a%20summary%20of%20the%20indications%20and,required%20training%20to%20ensure%20it%20is%20undertaken%20safely.
https://www.entuk.org/resources/207/clinical_guidance_on_microsuction_of_the_external_ear_canal#:~:text=It%20provides%20a%20summary%20of%20the%20indications%20and,required%20training%20to%20ensure%20it%20is%20undertaken%20safely.
https://cks.nice.org.uk/topics/earwax/management/management/
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Vertigo and dizziness  

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ NICE CKS: Vertigo 
▪ NICE CKS: Ménière's disease  
▪ NICE CKS: Vestibular neuronitis 
▪ BMJ learning: Vertigo: diagnosis and management 
▪ Epley manoeuvre video 
▪ Vertigo: Dix-Hallpike manoeuvre video 

 

INDICATIONS FOR REFERRAL  

Sudden onset of debilitating dizziness/imbalance/vertigo 
with associated neurological symptoms (weakness, 
incoordination, dysphagia, dysphonia) should raise the 
possibility of stroke 

Emergency referral to stroke team 
 

Sudden onset of dizziness/vertigo with associated 
unilateral hearing loss and/or tinnitus  

Refer to ENT on-call/ENT SDEC (see 
sudden hearing loss pathway). 

Sudden onset of dizziness/vertigo with ear 
pain/discharge/trauma/barotrauma 

Refer to ENT on-call/ENT SDEC 

Sudden onset with high index of suspicion of cerebellar 
pathology including unable to stand unaided 

Emergency referral to stroke team or 
neurology 

Unresolved dizziness despite evaluation and treatment Routine ENT service referral 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including: 
▪ character of dizziness; is it a feeling as you or the room are spinning OR as if you are 

going to lose your balance OR as if you are about to faint? 
▪ timing; how long does the sensation last? 

o seconds/minutes – consider BPPV, postural hypotension 
o minutes/hours – consider Meniere’s, migraine, stroke 
o days – consider vestibular neuronitis, labyrinthitis, stroke 
o days/weeks – consider presbyvestibulopathy/general imbalance. 

▪ triggers; 
o turning head/turning in bed; BPPV (consider Dix Hallpike test) 
o on getting out of bed: postural hypotension (do lying and standing BP and assess 

medication). 
▪ associated symptoms; 

o previous migraine/visual distortion/noise sensitivity. 
▪ current medication; 
▪ details of current/previous treatment; 
▪ ear surgery (if applicable). 

▪ Description of findings including: 
▪ ear canal and ear drum; 
▪ vestibular examination (including Dix Hallpike test); 
▪ nystagmus assessment; 
▪ neurological assessment (cranial nerves and peripheral nervous system) if appropriate. 

▪ Investigations including: 
▪ audiometry and tympanogram results if available.  

 

https://cks.nice.org.uk/topics/vertigo/
https://cks.nice.org.uk/topics/menieres-disease/
https://cks.nice.org.uk/topics/vestibular-neuronitis/management/management/
https://new-learning.bmj.com/course/10016740
https://www.youtube.com/watch?v=jBzID5nVQjk
https://www.youtube.com/watch?v=8RYB2QlO1N4
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Vertigo and dizziness referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

Presentation with 
dizziness 

Rotatory vertigo as 
main symptom 

Red flags? Refer to ENT service, neurology, or stroke 
team (see indications for referral) 

Confirmatory history and 
examination to ascertain 

BPPV (Hallpike 
Manoeuvre) or acute 
vestibular neuronitis 

▪ Unsteadiness 
▪ Recurrent falls 
▪ Light 

headedness 
▪ Presyncope 
▪ Loss of 

confidence 
▪ Older patient 

(>75 years) 

Detailed history and 
examination and 
appropriate 
management/referral 
(e.g. neurology, 
cardiology, elderly 
care) 

Positional vertigo and 
torsional nystagmus 

fatigue in 30 seconds 
(+ve Dix Hallpike 

manoeuvre) 

▪ Sustained vertigo 
and horizontal 
nystagmus 

▪ Not positional 
▪ Nausea and 

vomiting 

Consider vestibular 
migraine if vertigo plus 
migraine is recurrent 
and examination normal 

Transient unilateral 
hearing loss and 
tinnitus and previous 
episodes of dizziness 

Benign positional vertigo Acute vestibular 
neuronitis 

Treat, refer to neurology 
if diagnosis is not secure 

Refer routinely to ENT 
service, or local 

audiovestibular service if 
available Epley manoeuvre 

Unresolved 

No 

Y
e

s
 

Yes No 
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Acute and chronic otitis externa 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ NICE CKS: Otitis externa 
▪ ENT UK resources:   

▪ Otitis externa 
▪ Necrotising otitis externa 

▪ ENT UK patient information leaflet: Outer ear infection or otitis externa 
 

INDICATIONS FOR REFERRAL  

Otalgia disproportionate with signs in diabetic, elderly 
or immunocompromised patients unresponsive to 
topical therapy 

Refer to ENT on-call/ENT SDEC to exclude 
skull base osteomyelitis/necrotising otitis 
externa/suspected necrotising otitis externa 

Ear canal occluded by oedema and unable to clear 
discharge 

Refer to ENT on-call/ENT SDEC 

Cellulitis spreading to face Refer immediately to ENT on-call 

Cranial nerve weakness Refer to ENT on-call/ENT SDEC 

Otitis externa without red flags not responding to 
topical treatment 

Refer routinely to ENT service 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history, onset and duration of symptoms including otalgia, otorrhoea, facial cellulitis, 
pruritic ear canal, ear canal trauma (as applicable). 

▪ Details of previous treatment. 
▪ Degree of functional impairment/pain. 
▪ Relevant medical history (e.g. diabetic history). 
▪ Result of ear swab for fungal and bacteria microscopy and culture. 
▪ Which drops/spray or other treatment already used (if any). 

 

 

 

 

  

 

 

 

 

 

https://cks.nice.org.uk/topics/otitis-externa/
https://www.entuk.org/resources/183/otitis_externa_global_ent_guideline/
https://www.entuk.org/_userfiles/pages/files/guidelines/Necrotising%20otitis%20externa.pdf
https://www.entuk.org/patients/conditions/99/outer_ear_infection_or_otitis_externa
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Acute and chronic otitis externa referral guideline 

 

 

 

 

 

  

 

 

 

  

 

 

 

 

 

 

 

 

Presentation with 
otitis externa 

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

Clinical evidence of 
serious systemic 

infection? 

Folliculitis/cellulitis with 
no high-risk features of 

systemic infection 

Refer via urgent 
suspected cancer 

pathway to ENT service 

Suspicion of 
neoplasm? 

Discharge 
present? 

Swab C+S 

Refer immediately 
to ENT 

service/ENT SDEC 

Refer urgently to 
ENT service/ENT 

SDEC 

Oral antibiotics 
Symptoms 
resolved? 

Ear drum 
appearance? 

Normal or not 

visible - ear 
drops/spray for 1 

week (topical 
steroid/antibiotic) 

Symptoms 
improving/ 
resolved? 

Closed canal requires more 
intense topical treatment Refer urgently to ENT service if not resolved 

Perforation present - Ear 
drops/spray for 2 

weeks 

Symptoms 
resolved? 

Preventative 
measures 

Preventative measures 
as appropriate 

Reassess and 
examine after 6 

weeks 

Persistent 
perforation with 

hearing loss 

Persistent perforation, no 
discharge, no hearing loss 

Refer 
routinely to 
ENT service 

Refer urgently to ENT 
service/ENT SDEC 

No indication for referral. 
Maintain water precautions and 

review again if ear starts 
discharging 

No 

Yes 

No 

Y
e

s
 

N
o

 

Yes 

Yes 

No 

No 

No 

Yes 

Yes 
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Hearing loss 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  
 

▪ NICE NG98: Hearing loss in adults: assessment and management  

▪ NICE CKS: Hearing loss in adults 

▪ ENT UK: Hearing loss 

 

INDICATIONS FOR REFERRAL  

Presentation with hearing loss with or without tinnitus 
(excluding impacted wax and acute infections) 

Refer to audiology service for 
diagnostic assessment 

Unilateral or bilateral sudden or rapid onset of hearing loss 
not explained by external or middle ear causes – over a 
period 3 days or less within the last 30 days 

Refer immediately to ENT service or 
ED 

▪ Unilateral or bilateral sudden or rapid onset of 
hearing loss not explained by external or middle ear 
causes – more than 30 days ago 

▪ Unilateral or bilateral sudden or rapid onset of 
hearing loss not explained by external or middle ear 
causes – over a period of 4 to 90 days 

Refer urgently to ENT service or 
audiovestibular service 

Acquired unilateral HL and altered sensation or facial droop 
on same side 

Refer immediately to ENT service or 
stroke service (if stroke suspected) 

HL with immunocompromise and otalgia with otorrhoea not 
responding to treatment 

Refer immediately to ENT service  

HL not explained by acute external or middle ear causes 
that is/including: 

▪ Unilateral  
▪ Fluctuating HL without upper respiratory tract 

infection 
▪ Hyperacusis 
▪ Persistent tinnitus unilateral /pulsatile 
▪ Vertigo 
▪ Non-age-related HL 

 

Refer routinely to ENT service, or 
direct to audiology service with MRI 
access 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including onset, duration and severity of hearing loss including the description 
of loss (one or both ears, degree of change in hearing). 

▪ Current medication. 
▪ Details of previous treatment and outcome (as applicable). 
▪ Summary of neurological examination. 
▪ Tuning fork test result. 
▪ Audiology and audiogram result if available. 

 

 

   

 

https://www.nice.org.uk/guidance/ng98
https://cks.nice.org.uk/topics/hearing-loss-in-adults/
https://www.entuk.org/patients/conditions/8/hearing_loss_under_review/
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Hearing loss referral guideline 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

  

Presentation with hearing 
loss with or without tinnitus 
(excluding impacted wax 

and acute infections) 

Assess for red 
flags 

No red flags – refer to 
audiology service for 

diagnostic assessment 

Patient fitted with 
hearing aid/arrange 

further audiology 
assessment if 

needed 

Unilateral or bilateral sudden 
or rapid onset or rapid 

worsening of hearing loss (HL) 
not explained by external or 

middle ear causes 

Sudden HL (over a 
period of 3 days or 
less within the last 

30 days 

▪ Sudden HL 
more than 30 
days ago 

▪ Sudden HL over 
a period of 4 to 
90 days 

 

Refer immediately 
to ENT service or 

ED 

Refer urgently to 
ENT service or 
audiovestibular 

service 

R
e

fe
r ro

u
tin

e
ly

 to
 

E
N

T
 s

e
rv

ic
e

, o
r 

d
ire

c
t to

 
a
u
d
io

lo
g
y
 s

e
rv

ic
e
 

w
ith

 M
R

I a
c
c
e
s
s
 

Acquired unilateral HL and 
altered sensation or facial 

droop on same side 

HL with 
immunocompromise and 
otalgia with otorrhoea not 
responding to treatment 

Refer immediately to ENT 
service or stroke service (if 

stroke suspected) 

Refer immediately to ENT 
service  

HL not explained by acute external or 
middle ear causes that is/including: 

▪ Unilateral 
▪ Fluctuating HL with upper respiratory 

tract infection 
▪ Hyperacusis 
▪ Persistent tinnitus unilateral/pulsatile 
▪ Vertigo 
▪ Non-age-related HL 



 
 

Page | 16  
 

6.6   Tympanic membrane perforation 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ 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; refrain from cleaning the 
ears to allow the eardrum time to heal completely and avoid blowing your nose as pressure 
created can damage the eardrum. 

▪ Recurrent or persistent discharge may indicate chronic mucosal disease or cholesteatoma. 
▪ Topical antibiotics often relieve symptoms temporarily. 
▪ Current recommendations are that ciprofloxacin is the topical antibiotic of choice for perforated 

tympanic membrane. 
▪ Take a swab for microscopy and culture 
▪ NHS: Perforated eardrum 

 

INDICATIONS FOR REFERRAL  

If acute event with dizziness, nausea, and vomiting   Refer to ENT on-call/ENT SDEC 

Acute onset facial nerve palsy Refer to ENT on-call/ENT SDEC 

Suspected cholesteatoma Refer routinely to ENT service (assuming 
they will be seen within 3 months), urgent 
referral if waiting times are longer 

▪ As a result of head trauma 
▪ As a result of minor trauma 

Refer to ED  
Refer to ENT on-call/ENT SDEC 

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

Refer routinely to ENT service  

INFORMATION TO INCLUDE IN REFERRAL 

▪ Previous otological history and surgery. 
▪ Past medical history. 
▪ Current symptoms. 
▪ Ear examination findings. 
▪ Audiogram result if available. 
▪ Result of ear swab. 

 

 

 

 

 

 

 

https://www.nhs.uk/conditions/perforated-eardrum/
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Tympanic membrane perforation guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

Presentation with perforated tympanic membrane 

Longstanding 
perforation 

Refer to ENT on-
call/ENT SDEC 

Significant 
hearing loss 

Acute traumatic or first-time 
presentation 

 

Water 
precautions 

Clean and dry 
No hearing loss 

Infected, 
mucopurulent 

discharge 

 

Review after 4 
weeks 

▪ Swab C+S 
▪ Topical ciprofloxacin 

drops 

Infected, mucopurulent 
discharge despite 

treatment consider CT 
scan of mastoid 

 

Asymptomatic, 
not infected  

(may not need 
surgical 

intervention) 

Refer to ENT service with 
advice to continue self-care 

while waiting to be seen 

Not healed, asymptomatic 
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Ear pain 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE 

▪ See considerations for referred ear pain 
▪ See associated pathway for abnormal ear canal and/or tympanic membrane and acute and 

chronic otitis externa 
 

INDICATIONS FOR REFERRAL  

Otitis externa – See acute and chronic otitis 
externa section 

Refer to ENT on-call/ENT SDEC if red flags or 
non-responsive to basic treatment 

Otitis media – See guidance in children referral 
guidelines 

Refer to ENT on-call/ENT SDEC if non-
responsive or red flags 

Normal ear 
▪ examine mouth, TMJ, oropharynx and 

neck. 
 

Refer via urgent suspected cancer pathway if 
red flags (e.g. neck lump, hoarseness, oral cavity 
lesion, other head and neck symptoms such as 
dysphagia)  
                          OR  
 
Refer urgently to ENT service if symptoms 
persist after 4 weeks 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including onset, duration, location and severity of pain.  
▪ Does pain spread? 
▪ Other otological symptoms (otorrhoea, tinnitus, hearing loss, vertigo, facial weakness). 
▪ Upper aerodigestive tract red flag symptoms (dysphagia, odynophagia, dysphonia, neck lump). 
▪ Any dental issues or existing issues with the jaw joint (consider if any symptoms are 

particularly more severe when eating). 
▪ Details of previous ear problems and treatment including surgery. 
▪ Any previous head and neck cancer. 
▪ Smoking status. 

 

 

 

 

 

 

 

   

 

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgettingitrightfirsttime.co.uk%2Fwp-content%2Fuploads%2F2025%2F07%2FENT-Referral-Guidelines-Paediatric-combined-July-2025.pdf&data=05%7C02%7Cndi.john1%40nhs.net%7C167583f81df04c0d9fbb08ddd00a99b6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638895466122982070%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Hd%2BQavu1norplyztJp4bHnLVfX610l5WuufUea71MSE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgettingitrightfirsttime.co.uk%2Fwp-content%2Fuploads%2F2025%2F07%2FENT-Referral-Guidelines-Paediatric-combined-July-2025.pdf&data=05%7C02%7Cndi.john1%40nhs.net%7C167583f81df04c0d9fbb08ddd00a99b6%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638895466122982070%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=Hd%2BQavu1norplyztJp4bHnLVfX610l5WuufUea71MSE%3D&reserved=0
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Ear pain referral guideline 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

Presentation with ear 
pain (otalgia) 

Treat suspected causes 
(e.g. infection) 

History and examination 

Red flags 

e.g. neck lump, hoarseness, 

oral cavity lesion, dysphagia 

No apparent cause 

Detailed head and neck 
examination 

Symptoms resolved? 
Refer to ENT service 
(via urgent suspected 

cancer pathway or 
other urgent referral 

depending on findings) 

▪ No significant 
findings 

▪ Persistent 
unexplained otalgia 
with normal 
examination  

Consider advice on 
primary prevention 

▪ Reconsider diagnosis 
▪ Consider complications that 

may require further treatment or 
specialist referral 

No 

Yes 
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Considerations for referred ear pain 

 

Referred ear pain may be felt in the ear, localisation of pain is often not accurate in the head and neck. It is important to explain this when giving advice. 

Source of pain Examination Features Pathway 
 

C2 C3 ▪ Examine the neck 
▪ Assess neck movements and 

tenderness 

▪ Is there neck stiffness or 
discomfort? 

▪ Is there limited range of neck 
movement? 
 

MSK management 

V ▪ Examine the mouth and teeth – 
TMJ 

▪ Assess jaw opening and 
tenderness of the TM joint 

▪ Is there pain on chewing – TMJ 
dysfunction? 

▪ Is there teeth sensitivity, pain on 
palpation and biting - ?dental 
pathology/impacted wisdom tooth 

▪ A sinonasal/salivary gland tumour 
or infection may give facial pain 
and other signs, not isolated 
otalgia 
 

?Dentist/oral surgery 

VII The facial nerve is an uncommon cause of referred otalgia. Herpes zoster may cause ear pain acutely before 
vesicles appear and before onset of facial palsy. 
 

IX & X Examine the oropharynx and palpate 
the neck 

▪ Is there sore throat, pain on 
swallowing, dysphagia?  

▪ Are other risk factors such as age, 
smoking, weight loss and neck 
lump present? 
 

Urgent suspected cancer 
pathway referral to ENT 
service/Head and Neck 
service if patient meets the 
criteria 

Neuralgia ▪ Oropharynx and neck 
▪ Assess the soft tissues and 

cervical spine 

Is the pain associated with headache? ▪ Treat as neuralgia 
▪ Seek guidance from pain 

clinic and neurology 
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Facial weakness 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ NICE CKS – Bell’s palsy 
▪ For people presenting with Bell’s palsy within 72 hours of the onset of symptoms, consider 

prescribing prednisolone. Options include:  
▪ giving 50 mg daily for ten days; or 
▪ giving 60 mg daily for five days followed by a daily reduction in dose of 10 mg (for a total 

treatment time of ten days) if a reducing dose is preferred (NICE CKS, 2023). 
▪ Facial palsy UK – Stroke 

INDICATIONS FOR REFERRAL                        

Clinical features, history and examination 
suggesting facial palsy caused by upper motor 
neurone, trauma and acute systemic or severe 
local infection  

Refer immediately to neurology or ENT 
service according to clinical findings 
 

Suspected cancer, neck and parotid lumps Refer via urgent suspected cancer pathway 

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

Refer urgently to neurology 

Ocular symptoms (pain, itch or irritation) and 
cornea remains exposed after attempting to close 
eyelid 

Refer urgently to ophthalmology. Provide 
advice on eye care measures while awaiting 
referral 

Uncomplicated episode of Bell’s palsy Treat and refer urgently to ENT service if not 
recovered after 3 weeks 

Emotional consequences of persistent facial 
paralysis or paresis 

Refer to psychological service. 

Do not routinely refer adults with an uncomplicated episode of Bell’s palsy (unilateral lower 
motor neuron pattern facial weakness including weakness of eye closure) and no evidence of 
another medical condition such as middle ear disease, if symptoms less than three weeks. 
 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Symptoms: 
▪ Excluded worsening or new neurological findings. 
▪ Excluded features suggestive of upper motor neurone cause – such as limb weakness or 

postural imbalance. 
▪ Excluded features suggestive of cancer, such as gradual onset of symptoms of persistent 

facial paralysis, parotid gland mass, skin cancer. 
▪ Ear pain/discharge. 
 

▪ History: 
▪ Previous stroke, brain tumour, parotid tumour, or skin cancers of the head and face. 
▪ Systemic illness or fever. 
▪ Incomplete recovery after 3 weeks of onset of symptoms. 
▪ Ocular symptoms, such as pain, irritation, itch, or skin vesicles. 

 

  

https://cks.nice.org.uk/topics/bells-palsy/
https://cks.nice.org.uk/topics/bells-palsy/
https://www.facialpalsy.org.uk/causesanddiagnoses/stroke/#:~:text=The%20lower%20part%20of%20one,will%20present%20without%20forehead%20sparing.
https://cks.nice.org.uk/topics/bells-palsy/management/management/#advice
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Facial weakness referral guideline 

 

 

 

 

 

  

Presentation with facial 
weakness 

Gradual onset over 
more than a few days 

OR adult systematically 
unwell? 

Other neurological 
deficits? 

Absence of forehead 
muscle weakness? 

History of head or facial 
trauma? 

Signs of otitis media? 

Vesicles in ear or face? 

Unlikely to be Bell’s Palsy. 

Discuss with neurology 

Discuss with neurology, 
arrange for neuroimaging 

Discuss with neurology, 
arrange for neuroimaging 

 

Discuss with relevant 
surgical specialty. Arrange 

neuroimaging 

Discuss with ENT service 

Consider antiviral 
management 

Refer to ENT service if 
facial weakness persists 
over 3 weeks. Advise on 
eye care while awaiting 

referral 

Yes 

Yes 

Yes 

Yes 

Yes 

Yes 

No 

No 

No 

No 

No 

No 
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Nose 

Nasal blockage and rhinitis 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ History should cover six main symptoms: nasal blockage, discharge, anosmia, facial pain, 
allergy and epistaxis. 

▪ Determine if nasal blockage is persistent or intermittent. If persistent: 
▪ Exclude red flag symptoms 
▪ Determine if unilateral or bilateral. 

▪ Identify five risk factors – asthma, trauma, recreational drugs, medications and occupation. 
▪ If persistent, unilateral nasal obstruction consider structural cause i.e. deviated nasal septum. 
▪ Use GIRFT Pan London Rhinitis guidance for management of rhinitis. 

Additional resources 
▪ 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) 
▪ NICE CKS: Allergic rhinitis 
▪ Allergy UK: Hay fever and allergic rhinitis 
▪ NHS advice on allergic rhinitis: Allergic rhinitis 
▪ ENT UK resources 

▪ Rhinitis and hay fever guidance  
▪ Cocaine Induced ENT pseudo-GPA (CIE pGPA) 

INDICATIONS FOR REFERRAL  

Failure to adequately manage nasal symptoms with medical 
therapy 

Routine referral to ENT service 

Unilateral polyps especially those with atypical appearances 
e.g. ulcerated or bleeding or in people over 60 years old 

Refer via urgent suspected cancer 
pathway 

Visible nasal mass Refer via urgent suspected cancer 
pathway  

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

Refer urgently to ENT service 

RED FLAGS  

Periorbital oedema/erythema 

Refer immediately to ENT on-call 
team 

Severe headache 

Frontal swelling 

Signs of sepsis 

Signs of meningitis/neurological signs 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Which medications have been trialled and for how long? 
▪ Highlight two main features of nasal blockage – persistent or intermittent, unilateral or bilateral 
▪ Examination to include: 

▪ intranasal examination – anterior rhinoscopy; 
▪ presence of polyps, tumour, septal perforation; 
▪ turbinates size (normal nasal structures) can be misdiagnosed as polyps. 

https://future.nhs.uk/LondonESRTHVLC/view?objectId=242997573
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://cks.nice.org.uk/topics/allergic-rhinitis/
https://www.allergyuk.org/types-of-allergies/hayfever/
https://www.nhs.uk/conditions/allergic-rhinitis/
https://www.entuk.org/patients/conditions/71/rhinitis_and_hayfever_new
https://www.entuk.org/resources/204/cocaine_induced_ent_pseudogpa_cie_pgpa
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Nasal blockage and rhinitis referral guideline 

 

 

 

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Nasal blockage 
presentation 

(6 key symptoms to 
consider) 

  
▪ Nasal blockage 
▪ Rhinorrhoea 
▪ Smell loss 
▪ Facial pain 
▪ Allergy 
▪ Epistaxis 

Nasal blockage symptoms 
2 descriptors to consider: 

▪ Persistent or intermittent  
▪ Unilateral or bilateral 

Intermittent 

Exclude red flags? 

Symptoms non-responsive after 3 
months of medical treatment 

Refer urgently to ENT service 

Risk Factors 
▪ Previous nasal 

trauma/surgery 
▪ Asthma 
▪ Medications causing 

rhinitis (BRS/ENT UK 
guidance in development)  

▪ Recreational drugs: 
smoking and cocaine (See 
ENT UK guidelines) 

▪ Occupation 
 

 

 

 

 

▪ Consider 
structural 
obstruction: 
nasal septal 
deviation 

▪ Obtain NOSE 
score* 

▪ Consider trial 
of nasal 
steroids 

▪ Consider 
inflammatory/
mucosal 
cause 

▪ CRS 
guidelines 

▪ Rhinitis 
guidelines 

Refer routinely to ENT service 

Consider acute 
sinusitis/recurrent acute 
sinusitis (see acute sinusitis 
pathway) 

Consider allergic or non-
allergic rhinitis  

▪ Consider allergy testing 

(RAST) 

▪ Discuss possible 

causes/allergen avoidance 

▪ Treat with nasal steroids +/- 

oral/nasal antihistamine 

using GIRFT Pan-London 

Rhinitis pathway  

▪ NOTE: follow all steps and 

check patient compliance 

Refer routinely to ENT service 
or allergy clinic  

Persistent 

Symptoms non-responsive after 3 months of 
medical treatment 

Unilateral Bilateral 

https://www.entuk.org/resources/204/cocaine_induced_ent_pseudogpa_cie_pgpa
https://future.nhs.uk/LondonESRTHVLC/view?objectId=242997573
https://future.nhs.uk/LondonESRTHVLC/view?objectId=242997573
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*Nose obstruction and symptom evaluation (NOSE) instrument 

 

1. Ask the patient to complete the questionnaire by circling the response closest to describing their current symptoms. 

2. Sum up the patient’s answers and multiply by 5 to create a score out of 100 for analysis. 

 

     NOTE:  

     Patients presenting with a NOSE (Nasal Obstruction Symptom Evaluation) score of more than 30 are most likely to benefit from surgical intervention. 

 

 Not a Problem Very Mild 

Problem 

Moderate Problem Fairly Bad 

Problem 

Severe Problem 

1. Nasal congestion or stuffiness 0 1 2 3 4 

2. Nasal blockage or obstruction 0 1 2 3 4 

3. Trouble breathing through my nose 0 1 2 3 4 

4. Trouble sleeping 0 1 2 3 4 

5. Unable to get enough air through my nose during 
exercise or exertion 

0 1 2 3 4 

 NOSE Score (multiply total score x5)  
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Sinusitis  

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE 

▪ NICE CKS - Sinusitis 
▪ NG79 - Sinusitis (acute): antimicrobial prescribing 
▪ NICE CKS – Sinusitis: differential diagnosis 
▪ NHS advice on sinusitis - Sinusitis (sinus infection) 
▪ ENT UK: Sinus infection (Sinusitis) - UNDER REVIEW | ENT UK 

 

INDICATIONS FOR REFERRAL                        

Recurrent acute sinusitis Refer routinely to ENT service 

Chronic sinusitis with failure to adequately 
manage nasal symptoms with medical therapy 

Refer routinely to ENT service 

Baro sinusitis (sinusitis caused by air travel, 
diving) 

Refer routinely to ENT service 

Visible nasal mass Refer via urgent suspected Head and Neck 
cancer pathway 

RED FLAGS 

Periorbital oedema/erythema 

Refer immediately to ENT on-call team 

 
Visual symptoms (reduced visual 
acuity/ophthalmoplegia) 

Severe headache 

Frontal swelling 

Signs of sepsis 

Signs of meningitis/neurological signs 

NOTE: 

Patients with facial pan and the absence of nasal symptoms are unlikely to have a diagnosis of 
sinusitis. Please consider headache management in primary care, and if required, a referral to a 
headache clinic. 
 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history, onset, duration, frequency, and severity of symptoms including if acute or 
chronic sinusitis. 

▪ Details of previous treatment including: 
▪ previous antibiotics use; 
▪ previous nasal steroids or irrigation, and 
▪ previous ENT surgical history. 

▪ Appearance of nasal passages and throat including presence or absence of polyps. 
 

 

         

 

https://cks.nice.org.uk/topics/sinusitis/
https://www.nice.org.uk/guidance/ng79/resources/visual-summary-pdf-4656316717
https://cks.nice.org.uk/topics/sinusitis/diagnosis/differential-diagnosis/
https://www.nhs.uk/conditions/sinusitis-sinus-infection/
https://www.entuk.org/patients/conditions/45/sinus_infection_sinusitis
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Sinusitis referral guideline 

 

 

 

 

  

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Sinusitis 

Refer appropriately as 
described in indications 

for referral section 

Red flag symptoms Single episode less than 10 days  

▪ Advice self-care measures 
▪ Advise patient to use 

decongestant for a maximum of 7 
days  

Recurrent acute sinusitis 
(> 3 a year) 

Failure to improve in 3 
months but not 

progressive 

Offer antibiotics, 
topical/systemic steroids  

Refer routinely to 
ENT on-call/ENT 

SDEC if non-
responsive/high risk 

service 

▪ Progressive/severe  
▪ Development of 

red flags 

▪ Consider nasal steroids for 14 
days 

▪ Consider delayed prescribing 
strategy for antibiotics 

See chronic 
rhinosinusitis referral 

guidance 

Refer routinely to ENT 
service  

Persistent/progressing symptoms 
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Chronic rhinosinusitis  

             

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ Diagnosis can be found from BMJ Best Practice - nasal polyps, related guidance NICE CKS - 
Sinusitis which is based on EPOS 2020 and ENT UK – Nasal polyps. 

▪ Correct use of topical nasal steroids is key to successful treatment. See NHS - Fluticasone 
nasal spray and drops 

▪ Information on understanding the condition and self-care measures can be obtained at Chronic 
Rhinosinusitis - SmellTaste 

▪ ENT UK: How to use nasal sprays 
▪ ENT UK: How to use nasal drops 

INDICATIONS FOR REFERRAL  

Failure to adequately manage nasal symptoms 
with medical therapy (once compliance and 
technique for intranasal steroids is ensured, 
ENT UK patient information sheet above)  

Refer routinely to ENT service 

Unilateral polyps, especially those with atypical 
appearances e.g. ulcerated or bleeding or in 
people over 60 years old 

Refer via urgent suspected Head and Neck 
cancer pathway 

Visible nasal mass Refer via urgent suspected Head and Neck 
cancer pathway 

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

Consider discussing with ENT service via 
Advice and Guidance (A&G) for urgent review 
outside of the urgent suspected cancer pathway 
criteria 

RED FLAGS  

Periorbital oedema/erythema 

Refer immediately to ENT on-call team 

Visual symptoms (reduced visual 
acuity/ophthalmoplegia) 

Severe headache 

Frontal swelling 

Signs of sepsis 

Signs of meningitis/neurological signs 

NOTE: 

Patients with facial pain and the absence of nasal symptoms are unlikely to have a diagnosis of 
sinusitis. Please consider headache management in primary care and if required a referral to a 
headache clinic. 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including:  
▪ previous treatment and outcome; 
▪ medication history; 
▪ other conditions such as asthma, cystic fibrosis and aspirin intolerance. 

▪ Examination to include: 
▪ intranasal examination - anterior rhinoscopy. 

▪ Allergy test result (RAST test). 

https://bestpractice.bmj.com/topics/en-gb/1130
https://cks.nice.org.uk/topics/sinusitis/
https://epos2020.com/Documents/supplement_29.pdf
https://www.entuk.org/patients/conditions/41/nasal_polyps_under_review/
https://www.nhs.uk/medicines/fluticasone-nasal-spray-and-drops/#:~:text=Blow%20your%20nose%20gently%2C%20then,spray%20once%20into%20your%20nostril.
https://www.nhs.uk/medicines/fluticasone-nasal-spray-and-drops/#:~:text=Blow%20your%20nose%20gently%2C%20then,spray%20once%20into%20your%20nostril.
https://www.smelltaste.org.uk/chronic-rhinosinusitis-crs/
https://www.smelltaste.org.uk/chronic-rhinosinusitis-crs/
https://www.entuk.org/patients/conditions/79/how_to_use_nasal_sprays/
https://www.entuk.org/patients/conditions/77/how_to_use_nasal_drops/
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Chronic rhinosinusitis referral guideline 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

Presentation with chronic 
rhinosinusitis symptoms >12 weeks 

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

discharge  

+/- facial discomfort/pressure 

+/- reduction in sense of smell 

Medical Management 

▪ Saline rinses 
▪ Intranasal steroids (nasal 

spray/drops) 
▪ Consider short course (maximum of 

7 days) of systemic steroids  

Presence of red flag 
symptoms 

▪ Periorbital oedema/erythema 
▪ Visual symptoms (reduced 

visual acuity/ophthalmoplegia) 
▪ Severe headache 
▪ Frontal swelling 
▪ Signs of sepsis 
▪ Signs of meningitis/ 

neurological signs 

Refer immediately to ENT on-call 

Unilateral symptoms 

▪ Bleeding 
▪ Crusting 
▪ Cacosmia 
▪ Mucopurulent 

rhinorrhoea 
▪ Nasal Mass 

Refer urgently to ENT service 

Improvement? 

Improvement in 
symptoms in 6-

12 weeks 

No improvement 
in symptoms 

Refer routinely to 
ENT service 

Continue 
treatment 

Examination and 
history 

Identify and control underlying causes 
(e.g. allergy), advise to avoid allergic 
triggers, practise good dental hygiene, 
stop smoking 
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Epistaxis 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ Treatment options for persistent nosebleeds – application of nasal ointment, nasal cautery with 
silver nitrate if bleeding site can be identified and primary care has been taught this procedure.  

▪ Blind random nasal cautery is not recommended if bleeding point not visible. 
▪ See ENT UK for Nosebleeds (Epistaxis). 

 

INDICATIONS FOR REFERRAL 

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

Refer immediately to ENT on-call, consider ED 
immediately if very severe 

 

Sinonasal neoplasm is very rare but can present 
with unilateral persistent epistaxis. Red flags to 
be aware of include facial pain/swelling, otalgia, 
unilateral nasal obstruction, reduced sense of 
smell, visual and dental symptoms 

Consider referral via urgent suspected Head 
and Neck cancer pathway 

Severe epistaxis in adults Refer urgently to ENT on-call/ENT SDEC 

Recurrent short-lived epistaxis which fails to 
resolve with nasal cautery or if nasal cautery is 
not available in primary care 

Refer to ENT service 

INFORMATION TO INCLUDE IN REFERRAL 

▪ History to include: 
▪ history and family history of bleeding disorders; 
▪ history of previous treatment and outcome including course of systemic and topical 

medications prescribed; 
▪ current medication list particularly any drugs that might affect bleeding, and blood 

pressure; 
▪ history relevant to use of blood products e.g. Jehovah’s witness. 
 

▪ Examination to include: 
▪ intranasal examination – anterior rhinoscopy; 
▪ result of full blood count and clotting studies. 
 

 

 

 

 

 

 

https://www.entuk.org/patients/conditions/42/nosebleeds_epistaxis_update
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Epistaxis: acute nosebleed referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Bleeding stops within 
20-30 minutes and 

patient 
haemodynamically well? 

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 
▪ Consider nasal cautery or inserting packing if familiar with its use 
▪ Breathing through open mouth 
▪ Spit out any blood rather than swallow 
▪ Rinse mouth with ice water 
▪ Ice pack to forehead and back of neck 
 

Check if the patient is taking blood thinners. If not, bleeding is likely to stop. 

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

mupirocin) to the 
nosebleed side (BD for 

1 week) 

Refer to ED, notify ENT 
on-call Yes No 

Presentation with acute 
nosebleed 
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Epistaxis: chronic nosebleeds referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Presentation with 
chronic nosebleeds 

Review history 

▪ Manage reversible causes 
▪ Apply ointment/cream (e.g. Chlorhexidine 

+ Neomycin - Naseptin cream) twice 
daily for 1 week 

Cautery of Little’s area 
with silver nitrate under 

LA if vessels visible 

Further nosebleeds? 
Continue conservative 

treatment 

Refer to ENT service 

Further nosebleeds? 

▪ Is the patient treated with oral 
anticoagulants and/or anti-platelet 
agents? 

▪ Any haematological, liver, renal 
disease? 

▪ Any history of excess alcohol 
intake? 

▪ Does the patient have uncontrolled 
hypertension? 

▪ Are there any other signs of 
bleeding tendency? 

 

Exclude red flags 

Yes No 

No 

Yes 
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Smell disorders  

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ Information on self-care measures including smell retraining can be obtained at Home - 
SmellTaste. 

▪ Patient information on parosmia and phantosmia can be found at Parosmia and Phantosmia - 
SmellTaste. 

▪ ENT UK suggest Omega 3 supplements (daily for 2-3 months) and Vitamin A drops (four drops 
in each nostril once daily for 2-3 months) alongside smell training.  

▪ Ensure patient safety – advise regarding checking food labels for expiry, checking gas cookers 
etc. 

▪ Consider inflammatory nasal pathology for cause of smell disorder (rhinitis, chronic 
rhinosinusitis) and manage medically. 
 

INDICATIONS FOR REFERRAL  

Unilateral symptoms e.g. anosmia + nasal 
obstruction + facial/orbital pain 

Refer via urgent suspected Head and Neck 
cancer pathway 

Cacosmia – foul smell in one nostril (consider 
foreign body or dental disease) 

Consider Advice and Guidance ENT and 
dental review 

Phantosmia rarely indicate a space occupying 
lesion e.g. temporal lobe lesion. Normally few 
seconds of intense smell, same smell each time 

Consider Advice and Guidance ENT or 
neurology who may recommend referral for 
MRI 

Visible nasal mass Refer via urgent suspected Head and Neck 
cancer pathway 

Suspected nasal mass (e.g. unexplained 
persistent unilateral nasal blockage/bloodstained 
or offensive nasal discharge) 

 

Consider Advice and Guidance ENT for urgent 
review outside of the urgent suspected cancer 
referral criteria 

Severe frontal headaches, persistent 
nausea/vomiting, meningism, neurological 
symptoms 

Refer to ED or urgent suspected cancer 
pathway/neurology as appropriate 

Visual symptoms, ophthalmoplegia, orbital 
swelling/proptosis 

Refer via urgent suspected Head and Neck 
cancer pathway 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including duration, onset, and triggers (preceding events). 
▪ Nasal symptoms such as discharge. 
▪ Use of recreational drugs, alcohol. 
▪ Medication history. 
▪ Neurological symptoms. 
▪ Intranasal examination – anterior rhinoscopy. 

 

 

 

https://www.smelltaste.org.uk/
https://www.smelltaste.org.uk/
https://www.smelltaste.org.uk/parosmia-and-phantosmia/
https://www.smelltaste.org.uk/parosmia-and-phantosmia/
https://www.entuk.org/patients/conditions/81/anosmia_smell_disorders/#:~:text=Sometimes%20it%20is%20not%20possible,colds%2C%20and%20COVID%2D19)
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Smell disorder referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Presentation with altered 
smell 

History and examination Discuss with/refer to 
neurology 

Suspected neurological 
cause? 

Manage any underlying 
ENT conditions as per 

guidance 

Clear history of viral 
illness or expected side 

effect to medical 
procedure, normal 

examination of cranial 
nerves and nose and no 

red flags? 

▪ Reassurance and 
self-care measures 

▪ Intranasal steroids 
for 8 weeks 

Seek Advice and 
Guidance 

Refer routinely to ENT 
service 

Yes 

No Yes 

No 

Unresolved 

Unresolved 

Unresolved at 3 months 
and/or causing significant 
distress or unclear cause 
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Throat 

Sore throat and tonsillitis  

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE   

▪ Go here for the Fever Pain Score and Centor Score 
▪ NICE CKS: Acute sore throat  
▪ NICE NG84: Sore throat (acute): antimicrobial prescribing 
▪ ENTUK Commissioning guide: Revised ENT UK Tonsillectomy commissioning guide 
▪ Shared decision making tool NHS Recurrent tonsillitis decision aid 

INDICATIONS FOR REFERRAL  

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

Refer immediately to ENT on-call/ED in an 
emergency 

Peri-tonsillar abscess (quinsy) Refer to ENT on-call/ENT SDEC 

Clinical dehydration/marked systemic illness or 
sepsis 

Refer to ENT on-call 

Suspected deep neck space infection, or 
Lemierre’s syndrome 

A suspected rare cause such as Kawasaki 
disease, diphtheria, tularaemia, or yersinia 
pharyngitis 

Tonsillar/post tonsillectomy haemorrhage 

Patient is immunocompromised 

‘Red flags’ such as tonsillar mass, oral/tonsillar 
ulceration, neck lumps, otalgia, hoarseness, 
dysphagia, odynophagia, loss of weight 

Refer to ENT as an urgent suspected Head 
and Neck cancer referral 

 

Atypical prolonged symptoms: tonsillar ulceration 
either without classic infective symptoms or not 
resolved after antibiotics 

≥ 40 years old with > 4-6 weeks of one or more: 
persistent unexplained 
hoarseness/dysphagia/odynophagia/otalgia 

Unexplained neck mass 

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 

▪ Relevant history, onset, duration, frequency and severity of symptoms. 
▪ Allergy history. 
▪ Funding approval should be attached (if appropriate to local policy). 
▪ Outcome of shared decision meeting. 

 

 

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://cks.nice.org.uk/topics/sore-throat-acute/
https://www.nice.org.uk/guidance/ng84
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
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Sore throat and tonsillitis referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Presentation with sore 
throat and/or tonsillitis 

History and examination 

Symptom management 

Consider antibiotics after 
tests and review 

Red flags 
Refer to ENT service in 
line with indications for 

referral 

Consider Advice and Guidance  

Consider tonsillectomy 
following shared 
decision-making 
conversation? 

Recurrent episodes of 
acute tonsilitis as per 

commissioning guidance 

Manage conservatively in 
primary care 

Consider referral to ENT 
service No Yes 
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Neck lumps (including thyroid) 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ NICE NG12: Section 1.8 – Head and Neck cancers 
▪ NICE NG230: Thyroid cancer: assessment and management 

 

INDICATIONS FOR REFERRAL  

Unilateral neck lumps are common presentation for a malignancy of the UADT, and this should be 
considered at the time of referral and relevant red flags mentioned. Always look in the mouth at the 
tonsils, tongue and floor of mouth. 

Evidence of sepsis or airway compromise Refer immediately to ENT on-call/ED if 
emergency 

Immunocompromised (including diabetics) 

 

For infective pathology consider immediate 
antibiotics, review at 48 hours or if 
appropriate, admission via ED or via ENT on-
call 

An unexplained lump in the neck Refer via urgent suspected Head and Neck 
cancer pathway 

An unexplained persistent swelling in the parotid 
or submandibular gland 

Refer via urgent suspected Head and Neck 
cancer pathway 

Suspicious mass on imaging Refer to appropriate urgent suspected cancer 
pathway e.g. Head and Neck; thyroid 

Thyroid lump or mass. Send bloods for TFTs but 
do not wait for results before referral 

Refer via urgent suspected thyroid cancer 
pathway 

Localised skin abscess e.g. infected 
sebaceous cyst - If there is no 
immunocompromise and the individual is fit 
and well, consider trial of oral antibiotics in the 
community – follow local guidance as per skin 
infections – infrequently can require incision and 
drainage 

If secondary care needed, refer to ENT on-
call/ENT SDEC 

Thyroid masses are found in the anterior triangle 
of the neck and move on swallowing. Most are 
benign in nature. Malignant thyroid lesions may 
be associated with rapid enlargement, pain and 
hoarse voice. All thyroid masses without a 
definite diagnosis should be referred via: 

Refer via urgent suspected thyroid cancer 
pathway 

Salivary masses can be infective, there may be 
associated systemic symptoms and maybe 
overlying redness of the skin: consider trial of oral 
antibiotics and encourage oral hygiene and 
hydration. If immunocompromised or systemic 
symptoms 

Refer immediately to ENT on-call 

Salivary stone disease is often associated with 
intermittent swelling most commonly of 
submandibular gland on eating. Referral for 
intermittent swelling does not need to be on an 
urgent suspected cancer pathway 

If concerned seek advice via ‘Advice & 
Guidance’ 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history, onset, duration and site of neck lump. 
▪ Documented risk factors including smoking/tobacco use, alcohol, HIV, poor oral hygiene, 

previous irradiation of the head and neck, FHx thyroid cancer. 
 

https://www.nice.org.uk/guidance/ng12/chapter/Recommendations-organised-by-site-of-cancer#head-and-neck-cancers
https://www.nice.org.uk/guidance/ng230
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 Neck lumps (including thyroid) referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Presentation with neck 
lumps 

Ultrasound to check 
position of lump 

Palpable lump 

(i.e. you can feel it) 
Not palpable  

Refer via urgent 
suspected Head and 
Neck cancer pathway  

Refer via urgent 
suspected thyroid cancer 

pathway 

 

Thyroid lump 

Refer to one-stop thyroid 
clinic 

 

Neck lump 

Refer to one-stop neck 
lump clinic 

No lump detected 

Refer based on other 
symptoms and clinical 

findings 
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Non-specific throat symptoms 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ See Non-specific throat symptoms referral guideline 
▪ Globus: a practical guide for general practice 

INDICATIONS FOR REFERRAL  

Airway compromise/stridor 999 

Persistent unexplained hoarseness for longer 
than 3 weeks with negative chest X-ray 

Refer via urgent suspected Head and Neck 
cancer pathway 

Recent onset of lump in the neck or a previously 
undiagnosed lump that has changed over a 
period of 3-6 weeks 

Refer via urgent suspected Head and Neck 
cancer pathway 

Unexplained persistent sore throat associated 
with dysphagia, otalgia, or hoarseness 

Refer via urgent suspected Head and Neck 
cancer pathway 

Referred otalgia as a symptom of laryngeal or 
pharyngeal malignancy 

Refer via urgent suspected Head and Neck 
cancer pathway 

Dysphagia with obstruction in the pharynx or 
cervical oesophagus 

Refer via urgent suspected Head and Neck 
cancer pathway 

Persistently unilateral symptoms Refer via urgent suspected Head and Neck 
cancer pathway 

NOTE: 

If a longstanding intermittent issue, do not refer on urgent suspected cancer pathway unless 
there are additional red flag symptoms. 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history of primary complaint (e.g. sensation of lump in throat, throat tightness): 
▪ does this improve with swallowing or eating? 
▪ does it worsen with strong emotional states (stress, anxiety)? 
▪ are symptoms intermittent? 
▪ onset, duration, and severity of symptoms. 

▪ Smoking and alcohol history. 
▪ Concomitant symptoms presented e.g.: 

▪ heart burn 
▪ reflux 
▪ throat pain 
▪ dysphagia 
▪ aspiration/choking 
▪ chronic cough 
▪ throat clearing, dryness, soreness 

▪ Red flag symptoms: 
▪ regurgitation of solids 
▪ weight loss 
▪ odynophagia (pain on swallowing) 
▪ dysphagia for solids (especially progressive) 
▪ voice changes/hoarseness 
▪ cervical adenopathy/neck lump 
▪ tonsillar/neck mass 
▪ ipsilateral earache 
▪ pain 
▪ risk factors for aerodigestive malignancy: smoking, alcohol use, GERD, age, family history. 

▪ Physical examination: 
▪ complete examination of neck and oropharynx; 
▪ inspect for neck lumps, oral masses, tonsillar/pharyngeal enlargement, mucosal ulceration. 

https://bjgp.org/content/bjgp/75/754/237.full.pdf
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Non-specific throat symptoms referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*RED FLAG symptoms 
▪ Dysphagia (especially progressive) 

▪ Odynophagia 

▪ Aspiration 

▪ Regurgitation 

▪ Weight loss 

▪ Voice changes/hoarseness 

▪ Pain radiating to ear 

Symptoms suggesting globus sensation 

▪ Noticed between rather than during meals 

▪ Intermittent 

▪ Eased by swallowing food 

▪ Noticed at midline or suprasternal notch 

▪ Feels they have to keep clearing throat 

 

On examination, does patient have 

▪ Normal voice quality 

▪ Normal oral cavity, head and neck 

Presentation with 
non-specific 

throat symptoms 

History and 
examination 

Refer via urgent 
suspected Head and 
Neck cancer pathway  

Thyroid 
nodule/goitre 

Neck adenopathy 
Reflux/heartburn 

symptoms 
Suspected anxiety, 
stress or depression 

Refer via urgent 
suspected cancer 

ENT clinic 

Refer via urgent 
suspected cancer 

ENT clinic 

▪ Dietary/ 
behavioural 
modifications 

▪ Alginate 
▪ Consider PPI/H-2 

blocker 

GP to manage 
according to local 

guidance 

*RED FLAG 
symptoms 
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Snoring and sleep apnoea 

GUIDANCE FOR MANAGEMENT IN PRIMARY CARE  

▪ ENT UK – Snoring and sleep apnoea 
▪ The British Snoring & Sleep Apnoea Association website 
▪ NICE CKS - Obstructive sleep apnoea syndrome 
▪ Self-care strategies: alcohol/smoking/sedative advice as appropriate. Tennis ball taped to 

back of sleep wear to prevent rolling onto back, consider use of nasal dilators and/or 
mandibular advancement device, ear plugs for partner/white noise. 

▪ Surgery for snoring/sleep apnoea is not widely available on the NHS. 
 

INDICATIONS FOR REFERRAL  

Daytime somnolence determined by the 
STOPBang questionnaire or an Epworth 
Sleepiness Scale (ESS) score of 11 or more 

Refer to respiratory/sleep service for 
assessment 

Witnessed apnoea’s 

Nocturnal choking or gasping 

Adults with a clinical history of sleep apnoea 

Adults with large benign tonsil hypertrophy and 
convincing apnoea 

Symptoms or signs of oropharyngeal neoplasm 
such as unilateral tonsil and tongue enlargement 

Refer via urgent suspected Head and Neck 
cancer pathway 

Visible nasal mass 

If suspected nasal mass, unexplained persistent 
unilateral nasal blockage/bloodstained or 
offensive nasal discharge 

INFORMATION TO INCLUDE IN REFERRAL 

▪ Relevant history including: 
▪ excessive/intrusive daytime sleepiness (document sleepiness using Epworth sleepiness 

scale | Asthma + Lung UK), smoking history; 
▪ impaired alertness; 
▪ nocturnal choking; 
▪ waking unrefreshed; 
▪ alcohol consumption; 
▪ co-morbidity e.g. obesity/weight gain history, hypothyroidism, ischaemic heart disease, 

cerebrovascular disease, hypertension, and diabetes; 
▪ medication history; 
▪ previous treatment and outcome; 
▪ Epworth sleepiness score (ESS). 

▪ Examination to include: 
▪ BMI 
▪ collar size 
▪ tonsil grade 
▪ pharynx 
▪ bite – recessed mandible, under-projected maxilla.  

▪ Carry out thyroid function and FBC tests. 
▪ Sleep study report. 

 

               

https://www.entuk.org/patients/conditions/34/snoring_and_sleep_apnoea_under_review
https://britishsnoring.co.uk/
https://cks.nice.org.uk/topics/obstructive-sleep-apnoea-syndrome/
https://britishsnoring.co.uk/stop_bang_questionnaire.php
https://nasemso.org/wp-content/uploads/neuro-epworthsleepscale.pdf
https://nasemso.org/wp-content/uploads/neuro-epworthsleepscale.pdf
https://www.asthmaandlung.org.uk/conditions/obstructive-sleep-apnoea-osa/epworth-sleepiness-scale
https://www.asthmaandlung.org.uk/conditions/obstructive-sleep-apnoea-osa/epworth-sleepiness-scale
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Snoring and sleep apnoea referral guideline 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Presentation with 
snoring/sleep apnoea 

History and 
examination, Epworth 

Sleepiness Scale 
STOPBang 

questionnaire 

ESS 10+ and/or 
red flags e.g. 

witnessed 
apnoea? 

Refer to 
respiratory/sleep 

service 

▪ Offer lifestyle advice including weight 
loss, smoking cessation, reduce 
alcohol consumption 

▪ Review sedatives and under active 
thyroid 

Lifestyle measures 
successful? 

▪ Consider providing patient with 
information from the British Snoring 
and Sleep Apnoea Association 

▪ Consider signposting patient to 
mandibular advancement device 

Continue lifestyle 
measures 

Yes 

No 

Yes 

No 
Very large 

benign tonsils 
and convinced 

apnoea 
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Appendices 
 

Glossary 

Acronym/terminology Definition 

BPPV Benign paroxysmal positional vertigo 

C+S Culture and sensitivity 

CT Computed tomography 

ED Emergency department 

FHx Family history 

GERD Gastroesophageal reflux disease 

GPwSI GP with special interest 

MRI Magnetic resonance imaging 

PPI Proton pump inhibitors 

RAST Radioallergosorbent test 

SDEC Same Day Emergency Care 

TFT Thyroid function tests 

TMJ Temporomandibular joints 

UADT Upper aerodigestive tract 

URTI Upper respiratory tract infection 

Refer to ENT service 

(or other specialty) 

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/ED 

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/ENT 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 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 
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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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