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Referral Process for ENT Casualty Clinic  

Phone call to ENT SHO 
on-call Casualty Clinic

(:0191 2448599

 

Patient triaged by on-call 
clinician 

Emergency (same day)?

GP to inform patient to 
attend ENT Casualty clinic 
immediately.  GP to add 

referral to RAS 
Emergency Only queue 

(EBS)

GP to inform patient of 
appointment date/time* 

agreed with on-call 
clinician. GP to add 

referral to RAS 
Emergency Only queue

*Please note appointment 
times are approximate as 
acute emergencies will take 
priority.

F2F appointment 
required?

Advice & Guidance given 
by on-call clinician 

No

Yes

Yes

No

 

  



 

 

 

 

Nasal Trauma (adults) 

Nasal Trauma

Within last 2 weeks?

Nasal obstruction, unresponsive to 
steroid spray for 3 months?

Do both of the following apply?
Nose swollen but straight

Patients breathing unaffected

Septal haematoma?No further intervention Routine referral to ENT
Give information leaflet
No further intervention

Up to 14 days from injury 
refer to ENT Casualty Clinic 

for manipulation 

Emergency referral to ENT 
Casualty Clinic

(:0191 2448599

No Yes

No Yes No Yes

No Yes

 

 

 

 

 

 

 

 

 

 

Patient information at: https://www.entuk.org/patients/conditions/40/nasal_injuries 

https://www.entuk.org/patients/conditions/40/nasal_injuries


 

 

 

 

Nasal Blockage / discharge with or without facial pain  

Chronic nasal blockage / discharge, with 
or without facial pain

Encompassing: chronic rhinitis (including 
allergic rhinitis), sinusitis, inflammatory 

nasal polyps, nasal neoplasm

Are nasal symptoms bilateral or unilateral?
Is patient overusing generic nasal 

decongestants  
Look for visible polyps / enlarged 

turbinates 

GP Assessment 

Continue self management

If symptoms are due to ALLERGY
Consider skin prick test/immunoglobulin 
assay (serum RAST test) 
Make patient aware that condition is not 
curable, but can be managed;
Patient information leaflet
Allergen avoidance
Importance of concordance with treatment
Nasal spray technique

Bilateral Symptoms?

Consider maintenance nasal steroid spray
Continue self management

 
Information and advice for self help

Patient information leaflets
Self medication / over the counter 

medicines

• ALLERGY: refer to box
• Patients leaflet 
• Intranasal saline douche bd (e.g. 

Neilmed)
• Simple analgesia
• Nasal steroid spray 
• Short courses antibiotic seldom useful 

Yes

• If there is septal deviation: consider 
referral for septoplasty

• Urgent referral (2 week wait EBS) if 
symptoms could be due to a neoplasm 
(very uncommon): associated with 
symptoms such as facial pain, diplopia, 

bleeding)

No

Symptoms improved after 6 weeks? Yes

• Topical steroid drops for 4 weeks 
(remember to re-start initial drug 
therapy above after 4 weeks)

• Consider oral steroids if visible polyps 
(prednisolone 30mg od for 5 days, 
then stop)

• Antibiotics only if purulent nasal 
discharge (refer to local antibiotic 
prescribing guidelines) for 2 weeks

No

Symptoms improve?

Yes

Refer to ENT (EBS), include the following 
information:
• Patient history, symptoms, treatment 

tried, duration, response, any trial of 
steroids, any side effects

• Skin prick test/immunoglobulin assay 

results if done

No

Notes
Large polyps may respond to topical 
treatment and is first line
Consider earlier treatment with oral 
steroids for polyps in patient with asthma

  



 

 

 

 

Hearing Problems in Children 

 

 

Refer to local Paediatric 
Audiology Service

Routine referral to ENT

No Yes

Otoscopy abnormality (e.g. recurrent ear 
infections, cholesteatoma)

 

 

 

 

 

 

Local Paediatric Audiology Service Arrangements 

Children resident in Northumberland, Newcastle, or North Tyneside aged ≤ 4 years and/or has special needs: refer 

to Freeman Hospital audiology department (referral form included in appendix) 

Specialist paediatric audiology facilities are only available at Freeman Hospital in Newcastle, Newcastle 

Hospitals@Manor Walks in Cramlington, or North Tyneside Hospital and appointments will be allocated at the most 

local available facility. 

Management tips for children with grommets: 

• Child can swim but no deep diving 

• No difference in infection rates between swimmers/non-swimmers 

• Persistent perforation occurs in <1% of cases – further surgery may be required later 

• Grommets should fall out in 6-9 months and perforation heal concurrently 



 

 

 

 

Guidelines for Paediatric Referrals to Audiology 

Please use these guidelines for making a referral for a hearing assessment. 
 

• Parental or professional concern about a child’s hearing, or development of auditory or vocal behaviour, 

should always be taken seriously. 

• Genuine concern can be determined by asking the following questions. 

1) Is the child able to follow age-appropriate instructions when spoken to, in a normal voice, from behind or out of 

sight. See Reaction to sounds checklist p.35 of Parent Child Health Record (PCHR) (appendix i) 

2) Is the child’s babbling or speech and language age appropriate? See Making sounds checklist p.36 PCHR to 

establish if there is speech and language delay (appendix ii) 

If there is concern after ascertaining the above information, then consider immediate referral to Audiology. 

General Information 

• Children are routinely offered a newborn hearing screen at <3 months old. Results can be found in the PCHR and 

on the child health information system. 

• School hearing screening is no longer offered, therefore do not delay, and refer immediately if there is genuine 

concern about the hearing. 

• If a recent fluctuating hearing loss associated with a cold is reported, consider monitoring the hearing for at least 3 

months prior to referral. 

• If strong parental / professional concern refer immediately.  

• If the child has repeated ear infections refer to ENT, not audiology. 

Other criteria used for referral to Audiology are: 

• Confirmed or strongly suspected bacterial meningitis, or meningococcal septicaemia 

• Temporal bone fracture 

• Severe unconjugated hyperbilirubinemia 

Although the clinician in charge is responsible for referring the above, it is important to be aware when a hearing 

assessment is required. 

Referral Procedure 

• All GP referrals should be via the Electronic Booking System (EBS) using the Paediatric Audiology Hearing 

Assessment Referral form (appendix iii).  

• All non EBS referrals should be made by emailing Paediatric Audiology Hearing Assessment Referral form 

(appendix iii) to nuth.AudiologyReferrals@nhs.net  

 

Referrals will only be accepted from GPs, HVs, School Nurses, Speech and Language Therapists and 

Paediatricians. 

PCHR at: https://www.healthforallchildren.com/wp-downloads/79534v3.02-PCHR.pdf 

mailto:nuth.AudiologyReferrals@nhs.net
https://www.healthforallchildren.com/wp-downloads/79534v3.02-PCHR.pdf


 

 

 

 

Adult Hearing Loss / Tinnitus 

Adult with gradual hearing loss 
longer than 4 weeks duration or 

tinnitus (including unilateral 
tinnitus/hearing loss)

Examine ears 

Ear clear of wax?

Yes

Contraindication to 
syringing?

No

Refer to ENT Nurse 
Practitioner (EBS)

Yes

Remove wax prior to referral

No
Yes

Refer to Direct Access 
Audiology (EBS)

New sudden hearing loss
 (under 4 weeks duration) using 

Rinne s/Weber s (see link) / 
pulsatile tinnitus

No

Sudden Hearing Loss

Consider short course of high 
dose steriods

Normal appearance 
of ear canals and 

tympanic membranes

Yes

No

Criteria for direct referral to audiology

• Patients with symmetrical non-fluctuating hearing loss of gradual onset
• Patients with unilateral tinnitus, unilateral hearing loss
• Reassessment of hearing aid
• Patient known to the service
• Any ear wax has been removed
• NORMAL appearance of canals and tympanic membranes, and any pre-existing ear condition has 

been investigated by ENT surgeon or audiological physician 

Emergency referral to ENT 
Casualty Clinic

(:0191 2448599

Refer to ENT Otology (EBS)

Pulsatile Tinnitus

 

Rinne’s/Weber’s Tuning Fork Tests: 

https://oxfordmedicaleducation.com/clinical-examinations/tuning-fork-rinnes-webers-test 

 

https://oxfordmedicaleducation.com/clinical-examinations/tuning-fork-rinnes-webers-test


 

 

 

 

Non-infectious Sore Throats in Adults  

Symptoms persisting > 6-8 weeks?

Urgent referral to ENT (EBS)

Reassure

Persistent sore throat for >3 weeks with no upper respiratory tract infection

History and examination, including oral examination
Does the patient have any of the following:
• Smoking/alcohol history
• Referred otalgia
• Neck lumps (unilateral or bilateral)
• Hoarseness (see hoarseness pathway)
• Stridor
• Dysphagia
• Weight loss
• Oral ulcer / swelling
• Unable to comprehensively examine oral cavity / oropharynx
• Clinical suspicion of malignancy

Yes

No suspicion of malignancy; 
consider snoring/diabetes/

health related anxiety

No

Routine referral to ENT (EBS)

Yes

No

 

 

 

 

 

 

  



 

 

 

 

Infectious Sore Throats in Adults  

Acute pharyngitis + 
simple tonsillitis

Yes

Does the patient meet the following criteria;
• Recurrent sore throats due to acute tonsilitis with
• 7 or more well documented, clinically significant, adequately treated episodes in the last year, or 5 or more episodes in 

each of the preceding 2 years, or 3 or more episodes in each of the preceding 3 years
• Minimum of 12 months of symptoms
or
• Two or more episodes of peritonsillar abscess (quinsy)
and

Had the information leaflet

• Allow patient time to consider surgery and 
the risks

• Review patient (by telephone or face to 
face) after 1 month

Notes
Consider use of Fever Pain Score (https://
ctul.phc.ox.ac.uk/feverpain/index.php) or Centor 
Score (https://www.mdcalc.com/centor-score-
modified-mcisaac-strep-pharyngitis)
If antibiotics are indicated: Phenoxymethylpenicillin 
500mg qds first line if not penicillin allergic, not 
amoxycillin. Refer to local antibiotic prescribing 
guidelines

Refer to ENT/ ENT Nurse 

Practitioner Clinic (EBS)

Continue conservative 
management

Routine management

Emergency referral to ENT 
Casualty Clinic

(:0191 2448599

Recurrent tonsilitis 

Yes

Consider alternative 
diagnosis (see  Non-

infectious sore throat  

No

Continue conservative 
management

If no improvement, refer to 
ENT (EBS) for pharyngoscopy

Patient wishes to consider 
tonsillectomy?

Consider IFR/Value Based Commissioning Policy 
https://ifr.necsu.nhs.uk/referrals/checklist_dry_run/34.
If treatment agreed

Yes

No

Peritonsillar abscess (quinsy) +/- airway 
obstruction

Neck abscess
Stridor

Patient likely to require 
emergency admission

 



 

 

 

 

Acute Nosebleed

Acute Nosebleed

Apply ointment / cream (e.g. naseptin /
mupirocin), to the nosebleed side twice daily 

for 1 week

Emergency referral to nearest A&E 
department

First aid measures for acute nosebleeds
• Sit patient down
• Lean patient forward (ideally over sink or table)
• Pinch the lower part of the nose between thumb and forefinger
• Pinch nose for 5 minutes. DO NOT release the pressure < 5 

minutes. If persists repeat x 2.
• Consider inserting nasal tampon if familiar with its use
• Spit out any blood

Check if the patient is taking aspirin, clopidogrel, prasugrel, ticagrelor,

NOAC or warfarin. If so, bleeding is less likely to stop easily.

Bleeding stops within 20 to 30 minutes and 
patient haemodynamically well?

Yes
No

Notes
Treatment options for persistent nosebleeds;
Nasal cautery if bleeding site can be identified
Nasal packing e.g. nasal tampons
Admit to hospital

Nosebleeds can be serious and life threatening. 

Patients who have had serious, prolonged, recurrent nose bleeds 
should be given the information leaflet about prevention of nose 
bleeds

 

Patient information at: https://www.entuk.org/patients/conditions/42/nosebleeds_epistaxis_update 

https://www.entuk.org/patients/conditions/42/nosebleeds_epistaxis_update


 

 

 

 

Chronic Nosebleed 

Chronic recurrent Nosebleeds

Continue conservative treatment

Refer to ENT Nurse Practitioner / GPwSI if 
locally available

Review history
• Is the patient treated with oral anti-

coagulants and/or anti-platelet agents?
• Any history of excess alcohol intake?
• Does the patient have uncontrolled 

hypertension?
• Are there any other signs of bleeding 

tendency?

Exclude  red flags  (see notes)

Notes

Neoplasm is very rare. 
Red flags in patients with recurrent nosebleeds, requiring 
urgent referral to ENT (via eReferral):
• Facial pain / swelling
• Otalgia
• Unilateral nasal obstruction
• Reduced sense of smell
• Visual symptoms
• Dental symptoms

Nosebleeds can be serious and life threatening. 

Patients who have had serious, prolonged, recurrent 
nosebleeds should be given the information leaflet about 
prevention of nosebleeds.

• Manage any reversible causes
• Apply ointment / cream (e.g. naseptin 

cream twice daily for 1 week

Further nosebleeds?

Cautery of Little s area with silver nitrate 

under LA 

Yes No

Further nosebleeds?

Yes

No

 



 

 

 

 

Otitis Externa in Adults and Children 

Otitis externa 

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

Clinical evidence of 
systemic infection?

 

Suspicion of neoplasm 
(uncommon)?

No

2 Week Wait referral to 
ENT (EBS)

Yes

Emergency referral to 
ENT Casualty Clinic

(:0191 2448599

Yes

Discharge present?

Ear drum appearance?

Yes

Ear drops for 1-2 weeks

Normal or not visible 

Symptoms improving / 
resolved?

Check concordance with 
treatment. 

Consider aural toilet

IF on-going symptoms 
Emergency referral to 

ENT Casualty Clinic

(:0191 2448599

Ear drops for 2 weeks
Perforation 

Present
Symptoms resolved?

Folliculitis / cellulitis 
with no high risk 

features of systemic 
infection

No

Oral antibiotics / aural 
toilet if appropriate

Symptoms resolved?

Urgent referral to ENT 
(EBS)

No

Preventive measures as 
appropriate 

Yes

Take swab for C&S

No

Urgent referral to ENT 
(EBS)

Reassess and examine 
after 6 weeks

Persistent perforation, 
no discharge, no hearing 

loss

Preventive measures as 
appropriate 

Yes

No

Healed

Consider referral to ENT 
(EBS) if patient wishes 

to consider 
tympanoplasty 

Persistent perforation 
with hearing loss

Routine referral to ENT 
(EBS)

 



 

 

 

 

Balance 

Dizziness

 Rotatory vertigo  as 
main symptom?

Are there any red 
flags?

(See box)

Notes
Prompt advice and guidance from ENT is available; this can also aid triaging symptoms, and we can often 
offer recommendations to help patients manage their symptoms whilst awaiting an outpatient review
If the patient has previously been managed for the same condition and discharged we would encourage you 
to seek advice and guidance prior to routine re-referral

Flow chart adapted from Barraclough K et al. BMJ 2009;339:749

Refer to secondary care; use clinical judgment 
how urgently this should be, but may require 

admission

Red flags which suggest a brain 
stem stroke or other central 
cause
Any central neurological symptoms or 
signs, particularly cerebellar signs
New type of headache (especially 
occipital)
Acute deafness
Vertical nystagmus

Have a high index of suspicion of 
cerebellar pathology in those with 
severe symptoms, including unable to 
stand at all unaided, and no 
improvement within a few hours

Confirmatory history and examination to rule in benign positional vertigo 
(Hallpike manoeuvre) or acute vestibular neuronitis 

Positional vertigo and 
torsional nystagmus 

fatigues in 30 seconds 
(+ve Dix- Hallpike 

manoeuvre)

History of rotational 
vertigo, nausea & 

vomiting and ongoing 
imbalance  

History of migraine or 
vertigo associated with 

aura +/- headache 
(exam normal)

Transient unilateral 
hearing loss AND 

tinnitus, AND previous 
episodes of imbalance

Benign paroxysmal 
positional vertigo

Labyrhinthitis/ acute 
vestibular neuronitis

Routine ENT referral / 
ENT GPwSI (if locally 

available)

Epley Manoeuvre

Unsteadiness
Recurrent falls
Lightheadness

Presyncope
Loss of confidence
Older patient (eg > 

75 years)

Detailed history 
and examination, 
and appropriate 
management / 
referral (eg falls 

and syncope 
service, cardiology)

Avoid prolonged use of 
vestibular sedatives > 4 

weeks (betahistine/
prochloperazine. Online 

resources (blue box)

If fails, routine referral to 
ENT Advice and 

Guidance / ENT GPwSI (if 
locally available) 

Consider:
• ENT advice and Guidance
• Online resources eg 

Southampton balance 
retraining

• www.ne1dizzy.org.uk  

Routine referral to ENT 
Advice and Guidance / 
ENT GPwSI (if locally 
available) for rehab

Migraine associated 
vertigo 

Consider Meniere s 
disease

Trial of betahistine max 4 
weeks 

Trial of migraine medication  

No Improvement: refer 
to Neurology

No

Yes

Yes

No

YesYes NoNo

 



 

 

 

 

Hoarse Voice in Adults  

Hoarse voice > 3 weeks

Red flags include:

• SMOKING HISTORY
• Referred otalgia
• Dysphagia
• Neck lymphadenopathy
• Unexplained weight loss
• Haemoptysis

Red flags present?

Yes

Treat as for infectious sore throat and 
reassess if symptoms do not resolve.

Provide patient leaflet

No

History of:
• Occupational voice use
• Steroid inhalers
Check thyroid status

No

Urgent referral to ENT under 2 week rule (EBS)

Yes

Treatment:
• Voice care – provide patient leaflet (see 

below)
• Optimum steroid dose and inhaler device
• Optimise inhaler technique 
• Hydration
Follow up at 6-8 weeks – sooner if symptoms 
worsening

Symptoms resolved 

Consider referral to ENT (EBS)

No

Continue conservative treatmentYes

 

Patient information at: https://www.entuk.org/patients/conditions/31/hoarseness 

 

https://www.entuk.org/patients/conditions/31/hoarseness


 

 

 

 

Feeling of something in throat 

Feeling of something stuck in the 
throat?

Refer to ENT.
Use clinical judgement to determine the urgency 

of referral

:

Are symptoms:
• Noticed between rather than during meals?
• Not aggravated by swallowing food?
• Noticed at midline or suprasternal notch?
• Intermittent?

On physical examination does the patient have:
• Normal oral cavity, head and neck examination?
• No pain?
• Normal voice quality?

If the patient has any of the following:
• Smoking / alcohol history
• Significant referred otalgia
• Dysphagia
• Hoarseness (see hoarseness pathway)
• Stridor
• Persistently unilateral symptoms
• Abnormal neck examination e.g. enlarged 

nodes
and/or clinical concern

No

Reassure the patient, no further intervention
Advise the patient to return if they develop any 

new symptoms
Antacid (e.g. peptac) if oesophageal symptoms 

(consider need for OGD or TNO (transnasal 
oesophagoscopy) particularly if new or 

worsening symptoms)

Yes

New symptoms develop?Yes

 

  



 

 

 

 

Feeling of something stuck in the throat  

Important considerations – 

Q1 is there actually obstruction to the passage of food -is the patient having to change or liquidise their diet? 

Yes - if people are not able to swallow solid there may need either an urgent head and neck or an urgent 

GI referral. Obstructive dysphagia and early satiety are key symptoms of lower oesophageal cancer. 

No - with globus sensation people may be aware of a lump on swallowing that sometimes is better when they 

swallow food and worse with dry or saliva swabs. Globus sensation is in fact a negative predictor for 

oesophageal cancer in those undergoing diagnostic OGD. 

Q Is the patient obese? Some globus patients have sleep related breathing disorders; snoring, even sleep 

apnoea. At times such patients are literally running out of space down which to swallow or breathe due to the 

increase in neck fat deposition. This presents a challenging conversation but obviously one which belongs in 

primary care. 

Q Should I prescribe a trial of proton pump inhibitors? No. Proton pump inhibitors are of no proven benefit 

over placebo in persistent throat symptoms. While the said placebo response approaches a 30% fall in 

symptom intensity, this does not justify giving a drug with the PPI side-effect profile and most patients would not 

be happy if you disclosed that they were being given the treatment because of its placebo effect 

Q Are there other symptoms? Globus is rarely an isolated experience. It is much more commonly associated 

with for example throat clearing, catarrh, mucus, mild loss of voice from time to time, throat discomfort. This is a 

well-recognised family of interrelated functional throat symptoms.  

Q Does the patient complained of postnasal drip? Explain that this is an impossible phenomenon as there is 

no open space below the nasopharynx down which anything can drip. The symptom is due to heightened 

awareness of the natural upper respiratory mucus blanket often due in adequate hydration. Consider using 

NeilMed sinus rinse in addition to the throat advice 

Q Does the patient have throat clicking? Reassure that this is due to an awareness of contact between 

laryngeal cartridges and the anterior vertebral bodies during dry swallows.  

Patients with persistent throat symptoms are best managed on a cognitive behaviour therapy model. 

Negative cognitions are principally catastrophizing over suspected cancer, symptom monitoring and 

amplification through anxiety, dry mouth and increasingly difficult saliva swallows. Drug induced xerostomia and 

dryness due to other causes such as diabetes may be relevant. 

Recognised aetiological factors include neurotic personality trait, symptom monitoring, anxiety, health-related 

anxiety, external stressors e.g., major adverse life events or minor daily hassles.  

Q – Has the patient suffered from other issues of health-related anxiety? Have they already been seen 

with physical symptoms for which no medical explanation could be round?  

Yes - supplement behavioural change with reattribution of negative cognitions and address underlying health-

related anxiety as a primary treatment approach rather than as an afterthought when all else fails 

 No - if seems to be a one-off episode perhaps triggered by physical change refer to the behavioural guidance 

for a minimum of eight weeks 

  



 

 

 

 

Management of Discharging Ear  

Patients with discharging ear

ASOM* Follow NICE 
Guidelines

2 week course of topical 
antibiotic / steroid drops 

and review

*ASOM:    new onset otalgia/otorrhoea +_ URTI
** CSOM: persistent discharge over 6 weeks following ASOM or recurrence of discharge from previous known 
perforation. 
*** out of licence with perforation, however safe to use for one or two weeks.

Mucoid discharge? Consider 
suppurative otitis media 

Acute Chronic

Serious discharge, tragal 
tenderness & itchiness? 
Consider otitis externa

Only hearing ear or better 
hearing ear; consider 

ofloxacin or ciprofloxacin 
eye drops for 2 weeks as 
first l ine (out of licence)

No pre-existing hearing loss; 
consider 2 weeks course of 
Sofradex/Gentisone HC***

If otorrhoea present
Otorrhoea persistent

Routine ENT referral (EBS) 

Absence of oedema/
cellulitis; topical treatment 

for 2 weeks 

Oedema of ear canal or 
cellulitis

Commence oral antibiotics 
(flucloxacillin/macrolides)

Emergency referral to ENT 
Casualty Clinic

(:0191 2448599

First line:
Otomize/sofradex/

gentisone HC/Ciprofloxacin 
& dexamethasone

IF otorrhoea / debris 
persistent more than two 
weeks refer to local GPSI/

nurse practitioner/ ENT 
Casualty Clinic

(:0191 2448599

 



 

 

 

 

Primary Care Management of Snoring in Adults  

Presentation with snoring to 
Primary Care Clinician

History and examination, Epworth 
Sleepiness Scale (ESS)

Consider providing information from the 
British Snoring and Sleep Apnoea 

Association

Simple snoring is not commissioned by 

NHSE.

History, include:
Loudness of snoring
Excessive / intrusive daytime sleepiness
Witnessed apnoea's
Impaired alertness
Nocturnal choking episodes
Waking unrefreshed
Co-morbidity e.g. hypothyroidism, ischaemic heart disease, cerebrovascular disease, diabetes, hypertension
Smoking history
Alcohol consumption
Medication history
Consider psycho-social impact

Examination, include:
BMI
Collar size

Refer to Sleep Service (check TFT when 

refer)
Continue with lifestyle measures

OSA Suspected?

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

Consider providing NUTH  Self Help for 
Snoring  DVD

No

Offer lifestyle advice / intervention and 
consider if patients should be reassessed 

following that before referral to secondary care
Yes

Lifestyle measures 
successful?

No

Yes

  

STOP BANG Questionnaire: https://britishsnoring.co.uk/stop_bang_questionnaire.php 

 

https://britishsnoring.co.uk/stop_bang_questionnaire.php


 

 

 

 

Paediatric Obstructive Sleep Apnoea   

Paediatric Obstructive Sleep Apnoea

Occasional snoring 
No witnessed pauses

Small tonsils (Grade 1-2)

Snores most nights 
Witnessed pauses

Large tonsils (Grade 3-4)

History and examination 
Does the patient have the following:

• Habitual snoring
• Witnessed apnoea's
• Restless, sweaty sleeper
• Daytime tiredness/hyperactivity 
• Mouth breathing
• Significant co-morbidity (see figure 1 below) – have a lower threshold for referral to tertiary care 

paediatric ENT service

Assess tonsil size – see figure 2

Figure 1. Co-morbidities increasing 
likelihood of significant OSA

• Craniofacial syndrome
• Chronic respiratory disease 
• Congenital cardiac disease 
• Neurological/neuromuscular disease

Likely primary snoring 

Referral to Paediatric ENT (EBS)
• Include tonsil size in referral
• Please ask parents to bring a short video 

of child sleeping to clinic appointment

 

 



 

 

 

 

Recurrent Nosebleeds in Children 

Recurrent Nosebleeds in Children

Review History 

• Frequency of severity of epistaxis
• Does the child frequently pick his/her nose?
• Is the patient treated with oral anticoagulants/

antiplatelet therapy?
• Is there a family history of bleeding problems?

*First aid measures for acute nosebleeds
• Sit patient down
• Lean patient forward (ideally over sink or table) 
• Pinch the lower, soft part of the nose between thumb 

and forefinger as firmly as possible
• Do not release pressure on nose for at least 5 minutes
• If bleeding persists, repeat process x2
• If ongoing bleeding, heavy bleeding or child unwell, 

present to local A&E department

Check if patient is taking anticoagulants– if so, bleeding is 
less likely to stop easily and may need to attend local A&E 
sooner

• If high volume brisk bleeding, consider early referral to Paediatric ENT clinic but start naseptin/
mupirocin as below

• If low volume bleeding, prescribe naseptin cream. Apply to affected nostril 3 times a day for 2 weeks.

• Caution: if peanut allergy, prescribe mupirocin as an alternative. 

• Following this, Vaseline moisturisation of nostrils twice a day to moisturise mucosa and act as a barrier 
cream 

Further nosebleeds?

Refer to Paediatric ENT 
Clinic (EBS) for 

consideration of nasal 
cautery

Yes
Continue conservative 

treatment
No

 

 

 

 

 



 

 

 

 

Recurrent acute otitis media in children 

Recurrent acute otitis media in children

History and examination
• Follow Nice guidelines

• Document otoscopic findings 

If >4 episodes of recurrent acute otitis media in 12 months, consider 3 month trial of 
prophylactic trimethoprim (see box below)

If frequent perforation with discharge, consider early referral to Paediatric ENT 

Ongoing recurrent episodes 
despite trial of trimethoprim?

Refer to Paediatric ENT 
Clinic (EBS)

Yes

Continue with 
management in Primary 

Care

No

Prophylactic Trimethoprim:
• Please refer to BNF for Children for dosage. 

Prescribe dose as recommended for prophylaxis 
in recurrent urinary tract infection

• If develops an episode of acute otitis media 
during the 3 month course of prophylaxis, stop 
trimethoprim temporarily and treat as an acute 
infection as per the NICE guidance above.

• Recommence prophylactic trimethoprim 
following this to complete 3 month course.

 

 

 

Nice Guidelines: 
https://www.nice.or.uk/guidance/ng91/resources/visual-summary-pdf-4787282702 

 

https://www.nice.or.uk/guidance/ng91/resources/visual-summary-pdf-4787282702


 

 

 

 

Appendix i – Reaction to sounds checklist 

 



 

 

 

 

Appendix ii – Making sounds checklist 

 

 

 



 

 

 

 

Appendix iii – Paediatric Audiology Hearing Assessment Referral 

Newcastle upon Tyne Hospitals – Freeman Hospital 

PAEDIATRIC AUDIOLOGY HEARING ASSESSMENT REFERRAL  

(6 months – 4 yrs old and for children with special needs) 

We will only accept electronic referrals via email or eReferral from Speech and Language Therapists, GP’s, 

Health Visitors and School Nurses. There must be a genuine parental or professional concern about the child’s 

hearing; this is not a screening service.   

Please use eReferral to make this Audiology referral (located under Children and Adolescents – Audiology and 

choose 4 yrs and under service).   For patients UNDER 6 MONTHS please contact the Head of Audiology on 

tel: 0191 223 1043 for advice.  

Only to be used for children resident in Newcastle, North Tyneside and Northumberland 

Date Of Referral:  

  

Patient Name 
 

Previous 

name 

 

Date of Birth  Gender      
 

NHS Number 
 

Address 
 

Telephone 

Home:    

Mobile:   

Alt. No: 

  

Name, 

Address and 

Job Title of 

Referrer 
School/Nursery/ 

Speech Language 

Therapist/ Health 

Visitors  

 
Surgery 

Phone: 

Surgery 

Email: 

 

Do you require a copy of the results 

in addition to GP?     

YES/NO Practice 

Code: 

 

Ethnicity  Interpreter 

Required? 

 

 

 

 

Y/N If Y specify language: 

 

 

 Special Requirements? If yes please state: 

(eg Hearing Loop, Wheelchair Access,)  

 

 



 

 

 

 

 

Please provide the following information  

Outcome of any previous hearing assessments  

Are there any hearing concerns? Or is this 

assessment part of further investigations? 

 

Known eyesight difficulties  

Is the child able to sit with minimal support? OR 

Is the child able to follow simple instructions, 

including waiting? 

 

Do they have any sensitivities or dislikes? 

(noise, new environments, having their ears touched, 

having items on their head) 

 

Known behavioural or developmental diagnosis  

 

All GPs should please process this referral on eReferral.   If Health visitors, school nurses or speech 

and language therapists do not have access to eReferral via the GP, then please email a copy to 

nuth.AudiologyReferrals@nhs.net via an NHS,net account or .gov account and write “secure” in the 

subject line.  

PAPER COPIES ARE NO LONGER ACCEPTED. 

Appointments are available at the following locations / outreach clinics please indicate a preference;  

Freeman Hospital  North Tyneside General 

Hospital 

 Cramlington Manor 

Walks 

 

 

Contact name for the Audiology Department is Mrs Kate Johnston, Phone: 0191 2231043   

 

mailto:nuth.AudiologyReferrals@nhs.net

