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	Ein cyf / Our ref: 066/23/FOI 


	Dyddiad / Date: 13th June 2023


Further to your request for information dated 9th May 2023, I am pleased to provide the following response. Please accept our sincere apologies for the delay. 
Your request: 
I’m writing to request copies of the following for Betsi Cadwaladr University Health Board (BCUHB): 
1. Any in place/in use health board policies, procedures, guidelines, protocols, pathways, or other documents, which address the diagnosis, investigation, and/or management, of any of the following: 
a) Pulsatile Tinnitus
b) Non-pulsatile tinnitus
c)   Patulous Eustachian Tube Disorder
d) Sjogren’s  
2. Any in place/in use policies, procedures, guidelines, or other documents (of any of the hospitals within your health board area) which address the diagnosis, investigation, and/or management, of any of the following: 
a) Pulsatile Tinnitus
b) Non-pulsatile tinnitus
c)   Patulous Eustachian Tube Disorder
d) Sjogren’s  
Our response: 
Please refer to the embedded documents below for our responses in relation to the information requested. In relation to Patulous Eustachian Tube Disorder and Sjogren’s there are no specific pathways, however the department has agreed standard management and investigation pathways that come from NICE guidance and have been taught to the whole department from long term training and local education sessions. These education/management points are not written out in BCUHB created documents.
Please note that any information that is personal has been redacted under Section 40 – Personal Information of the Freedom of Information Act.
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We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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Standard Operating Procedure:

Adult Tinnitus Pathway (ATP)/Tinnitus Assessment
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Purpose/Background

The North Wales Audiology Service in Betsi Cadwaladr University Health Board (BCUHB) is
audited annually against the Adult Rehabilitation Quality Standards (Welsh Government,
2016), and as such, each clinician within the service has a requirement to conduct
themselves in accordance with the Standards. Similarly there are standards of practice
created by the UK audiology professional bodies, the British Society of Audiology and the
British Academy of Audiology, which each clinician has a responsibility to follow.

This procedure sets out the requirements for practice for Adult Assessment (Tinnitus) via
ATP and other referral into Audiology (e.g. ENT). It is written for all clinicians within the
Adult Rehabilitation teams in the North Wales Audiology Service.

The procedure is applicable to all standard appointments; clinical judgement should be
applied in situations where patients have additional needs.

Procedure
e Health and Safety and Hygiene

Relevant health and safety procedures should be followed at all times, including the hand
hygiene policy. All equipment should be cleaned as appropriate.

e Preparation and Introduction

All available patient information should be reviewed before the patient is brought into the
clinic room (journal, referral, audiogram etc.). When the patient is brought into the room,
the clinician should introduce themselves and anyone else in the room. The patient should
be asked if they consent to others staying in the room throughout the appointment,
including any relatives or friends who may have accompanied them to the appointment.
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The clinician should check (and update, if necessary) the patient’s details on Auditbase. A
brief explanation of the form that the appointment will take should be given and consent
should be sought in order to continue.

e History

The reason for the referral and the patient’s expectations should be established. Following
this, the patient should be encouraged to give a full explanation of their tinnitus, e.g. when
and how it arose, if it has changed over time, how it affects them and how they manage it at
the moment. The information should be recorded appropriately using a journal template to
be saved into auditbase. For review appointments, any changes in tinnitus awareness
and/or management should be discussed. An individual management plan should be
developed, and needs should be identified in collaboration with the patient.

e Otoscopy

Otoscopy should be performed safely and correctly, in compliance with the BSA
recommended procedures. Any abnormalities and/or contraindications should be identified
and recorded. Where necessary, the patient should be advised on ear care and/or local wax
management services.

e Testing

If necessary, audiometry and tympanometry should be carried out in accordance with the
BSA recommended procedures. If any additional tests are required (e.g. ULLs, OAEs,
acoustic reflexes), these should also be performed, care should be taken when completing
these tests as not to aggravate tinnitus levels.

e Patient Briefing/Management

An explanation of tinnitus generation and persistence should be given in accordance with
the patient’s ability to comprehend and retain the information. General management of
tinnitus should be discussed, specifically related to the patient’s history. Counselling,
dependant on the patient’s level of tinnitus distress, should be carried out. The patient
should be shown their audiogram, including their hearing levels and an explanation given as
to how this may affect their tinnitus. The clinician should explain the mechanisms of
tinnitus, the habituation process and triggers for tinnitus. If the hearing loss is suitable for
aiding a trial of an appropriate hearing aid should be discussed. Sound
enhancement/blending should be discussed and sound apps or equipment (e.g. Sound apps
or sound oasis) demonstrated. It may also be necessary to explain hearing tactics at some
point. Other management may include sleep hygiene, relaxation, CBT,
mindfulness/meditation.
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For reassessments, the patient should be asked if their tinnitus awareness is changing. If
the patient is very distressed by the tinnitus, or if its onset was very traumatic, they may
need to ‘tell their story’ again; this maybe a ‘word for word’ repeat of the original tinnitus
history but it should be listened to carefully. As well as being an important part of
adaptation to tinnitus, new information might be obtained.

A blue book containing written information, at a level suitable for the patient’s
comprehension, should be issued. This should include details of the audiology service,
information about tinnitus management, relaxation, sleep, and communication tactics as
appropriate. Hearing test results and a copy of the individual management plan should also
be added unless declined by the patient. All information should be explained to the patient
and they should be given the opportunity to ask questions.

Onward referral should be considered where necessary. To Radiology for MRI if unilateral
tinnitus or hearing loss identified, ENT for pulsatile tinnitus, Mental health services, Social
Services and any other appropriate service.

e Impressions

If the patient requires a custom mould, impression/s should be taken in accordance with the
BSA recommended procedure. If the patient is to be fitted with a dome, the appropriate
dome can be trialled in the patient’s ear to determine comfort and fit.

e Record Keeping

If any assessment or intervention is not carried out, reasons should be recorded. A clear
and accurate journal entry should be made using the standard template. Auditbase referral
forms and outcome codes should be completed as appropriate and saved into Auditbase.
The ATP report found in documents in Auditbase should be completed back to the referrer,
saved into patient specific documents in Auditbase and any other referral forms should be
completed. A tinnitus follow up appointment should be made or the patient should be
added to the appropriate waiting list, as required.

Other documents to be read in conjunction to this SOP:

e Adult Hearing Loss Pathway Assessment SOP

e ATP/Tinnitus assessment (Adults) SOP

e Reassessment SOP

e Tinnitus Issue / Exchange SOP

e Tinnitus FU SOP

e Onward Referrals SOP

e Referral to Mental Health Services SOP

e Peer Review Competency — Adult Assessment (Direct Referral or Reassessment)
e BSA Recommended Procedures
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New tinnitus referral received

Create referral

, out

come status

, complete referrer (put surgery if direct from Primary Care, Audiology or ENT if internal referral)

Place pt on E/C/W - ATP New w/list.

Process may differ per site —Tinnitus team triage referrals or
w/list monitored and updated with what appt pt needs

DNA - clinician to
complete

TINN - ATP appt booked — band 6 or above (Tinnitus Team)

75 mins if direct from GP. 60 mins if ref from Aud/ENT and had audio

OPTIONAL Remote Assess Tinn booked (if audio already done) —

band 6 or above (Tinnitus Team). 45mins

DNA letter to
referrer and
remove from w'list.

Code 102, send

During ATP appt - no
further action required

During ATP appt —

During ATP appt — decision to issue HA

no device issued but

Outcome code
(treatment commenced
during ATP appt)

Then 51 if pathway
complete or 53 if
declined further
treatment.

Referral closed and pt
removed from w/list.

further appt needed
Outcome code
(treatment
commenced during
ATP appt)

Book TINN - FU
Move to E/C/W -
Tinnitus FU w/list.

If a patient re-accesses the service
for Tinnitus following completion of
their pathway. Open new referral

! TINN Existing (code 30), and place on
E/C/W - Tinnitus Reassess w/list

Tinnitus team will monitor and update :
the w/list with what appt the pt needs
and the length of appt. i

Under ATP referral — outcome code
(treatment commenced during ATP appt),
delete ATP waiting list entry, detach ATP
appt from ATP referral .

Create new referral — , outcome
code 30, save, add to E/C/W/P-AHP New
treatment w/list, and attach the ATP appt
to the AHP referral. Then check outcome
code is 60, save. Book TINN — New HA appt.
(ATP ref still open until outcomes evaluated at FU)

During ATP appt — decision to exchange HA

During ATP appt — decision to issue

Under ATP referral — outcome code
(treatment commenced during ATP appt),
delete ATP waiting list entry, detach ATP
appt from ATP referral .

Create new referral — ,
outcome code 30, save, add to E/C/W/P-
existing treatment w/list, and attach the
ATP appt to the existing reassess referral.
Then check outcome code is 60, save.

Book TINN - Exchange appt. (ATP ref still
open until outcomes evaluated at FU)

[TINN —New HA appt —band 5 or \

above (Tinnitus Team)
Under AHP referral, code 52, book
TINN - Follow Up, move (from AHP

New In Treatment) to E/W/C -
Tinnitus FU w/list. (ATP ref still open

\unti/ outcomes evaluated at FU)

v

J

[TINN -Exchange appt — band 5 or \

tinnitus device
Under ATP referral — outcome code
(treatment commenced during
ATP appt)
-If issued during ATP appt, change
last part of ATP appt to TINN -
Equipment appt (for stats), book
TINN - FU, move (from ATP New) to
Tinnitus FU w'list (stays on code 52)
- If booking to see again for
equipment, book TINN - Equipment
appt.
Following Tinnitus Equipment appt,
book TINN - FU, move to Tinnitus
FU w/list as above.

above (Tinnitus Team)

Under AHP referral, code 52, book
TINN - Follow Up, move (from AHP
Existing In Treatment) to E/W/C -
Tinnitus FU w/list. (ATP ref still open
\unti/ outcomes evaluated at FU)

J

v

iThis could be: Phone triage, Remote/F2F
Tinnitus FU, Tinnitus Reassessment,
Booked Repair.

TINN - Follow Up appointment (30-45 mins, Remote or F2F) — band 5 or above (Tinnitus Team)

If final FU/no further appts, ATP pathway closed,
(on ATP and/or AHP pathways), remains on Tinnitus FU w/list.

If further FU booked, outcome code

. If on AHP pathway too, also closed,

. Remove from w/lists.
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Purpose/Background

The North Wales Audiology Service in Betsi Cadwaladr University Health Board (BCUHB) is audited
annually against the Adult Rehabilitation Quality Standards (Welsh Government, 2016), and as such,
each clinician within the service has a requirement to conduct themselves in accordance with the
Standards. Similarly there are standards of practice created by the UK audiology professional bodies,
the British Society of Audiology and the British Academy of Audiology, which each clinician has a
responsibility to follow.

NICE guidelines (2018) as well as the BSA and BAA have recommended the following set of responses
to patients who present in Audiology and may required further medical investigation or treatment.
This procedure sets out the requirements for practice for referral to ENT. It is written for all clinicians
within the Adult Rehabilitation teams in the North Wales Audiology Service. It covers all patients
accessing the service including new and existing patients.

Procedure

Identifying patients that need onward referral to ENT

There is a significant range of reasons that patients may require further medical investigation or
treatment. It is not feasible to document all possible cases here, so whilst this document aims to set
out some of the common presentations requiring ENT/medical input, clinical judgement will be
required.

It is important to get a clear history from the patient including the nature, onset and duration of any
symptoms along with any history of symptoms or investigations in the past. The patient’s referral
letter or records should be consulted to establish if their presentation is new or if there have been
changes to their presentation. In some cases, some of the referral reasons listed below may have
already been investigated or relate to longstanding conditions and therefore further ENT input is not
required. In all cases, it is important the referral and reason is discussed with the patient and their
consent is gained to refer.

In all cases, unregistered staff should seek clinical advice from an audiologist of band 5 or above when
considering ENT referral. In some cases, it may be appropriate to seek further guidance from a more
senior/specialist clinician, the on call ENT doctor, emergency medics or the patient’s GP.





Common presentations requiring ENT referral

e Sudden or rapid onset of hearing loss

Refer adults with sudden onset or rapid worsening of hearing loss in one or both ears, which is not
explained by external or middle ear causes, as follows:

If the hearing loss developed suddenly (over a period of 3 days or less) within the past 30 days, the on
call ENT doctor should be contacted immediately for input or the patient should be advised to attend
the emergency department. Due to the variety of causes of sudden hearing loss, the treatment
timescale should be decided locally by the medical team. Prompt treatment may increase the
likelihood of recovery and so this should be actioned immediately.

If the hearing loss has worsened rapidly (over a period of 4 to 90 days), refer urgently (to be seen
within 2 weeks) to ENT.

If a hearing loss developed suddenly or rapidly more than 30 days ago it may be appropriate to still
discuss with ENT.

¢ Unilateral/asymmetrical hearing loss

Unilateral or asymmetrical hearing loss is defined by a difference in the left and right bone conduction
thresholds of 20dB or greater at two of the following frequencies over 500, 1000, 2000 and 4000 Hz.

In most cases these patients can be investigated within audiology using the MRI referral pathway. In
some cases it will be appropriate to seek ENT input if the patient is unsuitable for MRI or if there are
abnormal findings on the scan - see MRI SOP for more details.

Existing patients in the central and west area with asymmetrical hearing loss currently cannot be
referred for an MRI directly and need to be referred to ENT. New patients only can be referred for MRI
in these areas.

e Conductive hearing loss

Conductive hearing loss is defined as 20 dB or greater average air-bone gap over three of the following
frequencies: 500, 1000, 2000, 3000 or 4000 Hz. Patients with unilateral or bilateral conductive loss
should be considered for referral to ENT for investigation. In some cases, where there is a conductive
loss but the patient does not want any intervention,n it may be agreed that a referral is not required,
for example, where there is no middle ear effusion and Otosclerosis is suspected. A lesser conductive
hearing loss may be referred in some cases at the discretion of the Audiologist.

e Significant deterioration in hearing

Evidence of deterioration of hearing by comparison with an audiogram taken in the last 24 months,
defined as a deterioration of 15 dB or more in bone conduction threshold readings at two or more of
the following frequencies: 500, 1000, 2000, 3000 or 4000 Hz. In the absence of recordable bone
conduction thresholds, air conduction thresholds should be considered instead.

In some cases where there is not a recent audiogram the patient history will have to be used to
establish the time frame of deterioration. Other presentations may be appropriate for referral at the
discretion of the audiologist.

e  Fluctuating hearing loss

Patients with hearing loss that fluctuates and is not associated with an upper respiratory tract
infection should be referred for investigation by ENT.





e Altered auditory perceptions

Altered auditory perceptions or abnormal difficulty hearing in noisy backgrounds that is not in keeping
with the patient’s audiogram should be investigated further. This may include having problems with
sound localisation, the perception of pitch and loudness or difficulty following complex auditory
directions. In the first instance it is suggested that a senior Audiology clinician reviews the patient to
see if further advanced diagnostic testing would be of benefit. An ENT referral may be of benefit
depending on the outcome of these investigations. If there is sudden onset of these symptoms then
immediate ENT input should be sought.

e Hearing loss with facial changes

Adults with acquired unilateral hearing loss and altered sensation or facial droop on the same side
should be referred immediately to ENT. If stroke is suspected, follow the local medical emergency
protocol and seek immediate medical assistance.

e Pain or discharge

Patients reporting otalgia with otorrhoea who are immunocompromised need immediate treatment
from ENT or their GP. If it does not respond to treatment within 72 hours they should be referred to
be seen by ENT within 72 hours. Audiology clinicians may need to direct the patient to their GP or
contact the local ENT service depending on whether the patient has already received initial treatment.

Patients should be referred to ENT urgently if they have a history of discharge (other than wax) from
either ear in the last 90 days that has not resolved, has not responded to prescribed treatment, or
reoccurs.

Patients with pain affecting either ear (including in and around the ear) that has lasted for 1 week or
more and has not responded to first-line treatment should be referred to ENT.

e Middle ear effusion

Adults of Chinese or south-east Asian family origin who have hearing loss and a middle ear effusion
not associated with an upper respiratory tract infection should be referred urgently to ENT (as USC).

A patient with unilateral middle ear effusion in the absence of, or that persists after, an acute upper
respiratory tract infection should be referred to ENT. Tympanometry should be performed in order to
confirm this. In order for ENT to triage the referral appropriately it is helpful to ask and record in the
referral the following additional information:

Duration of unilateral hearing loss.

Any nasal symptoms (blocked nose, difficulty breathing through the nose etc), deep nasal pains.
Any bleeding from the nose.

Any recent Upper Respiratory Tract Infection.

History of nasal polyps/deviated septum/nasal surgery/cleft palate etc.

Ethnicity of patient (East Asians have higher incidence of Nasopharyngeal Tumours)
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Patients with bilateral middle ear effusion should be advised to trial over the counter treatments first
such as nasal sprays, otovent device or steam inhalation. These patients should be reviewed by their
GP or by Audiology if the patient is returning to the service anyway e.g. for a hearing aid fitting. If the
symptoms persist a referral to ENT may be warranted.





e Abnormal morphology the ear

Patients should be referred to ENT if there is partial or complete obstruction of the external auditory
canal that prevents full examination of the eardrum or taking an aural impression and it cannot be
safely cleared by an audiologist trained in wax removal. This may be deemed urgent in some cases e.g.
foreign bodies.

Patients with any other abnormal appearance of the outer ear or the eardrum, such as: inflammation,
polyp formation, perforated eardrum, abnormal bony or skin growths, swelling of the outer ear, blood
in the ear canal should be considered for referral to ENT at the discretion of the audiologist. This may
be deemed immediate or urgent in some cases.

¢ Tinnitus and hyperacusis

In most cases patients with persistent unilateral or asymmetrical tinnitus can be investigated within
audiology using the MRI referral pathway. In some cases it will be appropriate to seek ENT input if the
patient is unsuitable for MRI or if there are abnormal findings on the scan - see MRI SOP for more
details. Existing patients in central and west area with asymmetrical tinnitus currently cannot be
referred for an MRI directly and need to be referred to ENT. New patients only can be referred for MRI
in these areas.

Patients with tinnitus which is pulsatile (unilateral or bilateral) and occurs frequently or for prolonged
periods (more than 5 minutes) should be referred to ENT for investigation.

Hyperacusis or tinnitus which is causing significant distress should be flagged with a member of the
tinnitus team or a senior clinician. In some cases these patients may require medical input from their
GP or ENT especially if there are significant mental health concerns or the patient is reporting suicidal
ideation.

e Vertigo

Patients that have vertigo has not fully resolved or is recurrent and that is in keeping with a peripheral
vestibular disorder other than BPPV should be referred to ENT for further investigation. If patients
present with symptoms of BPPV they can be seen locally using the AVP pathway. If patients present
with other symptoms of dizziness of imbalance not in keeping with a peripheral vestibular problem
they should be directed to their GP or A&E. It may be beneficial to seek input from a clinician who
specialises in vestibular assessment to aid this decision making.

e Hearing loss that is not age related

Based on the discretion of the audiologist some patients with a hearing loss which does not fit with
Presbyacusis may warrant referral to ENT for investigation.

Method of referral

For cases that need immediate attention the ENT department should be contacted directly or the ENT
on call team paged to get immediate medical advice. Alternatively the patient should be directed or
taken to A&E.

For patients that need an urgent appointment a referral letter should be written using the ENT referral
document on Auditbase. Full details should be recorded in the letter including relevant details from
the patient history, symptoms, otoscopy, the results of any Audiological investigations and any actions
taken by Audiology. It is important that the letter is sent within 24 hours and that the urgency is
flagged so clear to the person receiving the referral. A copy should be sent to the patient’s GP.





For patients that need routine input a referral letter should be written using the ENT referral
document on Auditbase. Full details should be recorded in the letter including relevant details from
the patient history, symptoms, otoscopy, the results of any Audiological investigations and any actions
taken by Audiology. A copy should be sent to the patient’s GP.
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