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Protocol Document 
Audi1st Contact v1.3
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Audio 1st Contact Clinic Guidelines
1. Purpose
· The Queensland Government ‘Ministerial Taskforce on Health Practitioner Expanded Scope of Practice’1 document highlights the potential for the use of Allied Health in full and extended scope roles in enhancing patient care through the medical system, with Audiology Led Triaging in ENT a highlighted potential. 

· Pilot projects undertaken in the National Health Service (NHS) in the United Kingdom in the fields of Tinnitus Management and patients referred for ENT intervention for hearing related issues found that a majority of referrals otherwise waiting for ENT intervention could be managed by a direct diagnostic Audiological process instead (60-85% of tinnitus patients and 75% of hearing loss patients, resulting in a reduction of waiting time of approximately 71%) using a criteria-led triaging process2.

· Although a major difference between NHS and Queensland Health is the potential for Audiologists to directly refer for MRI and the provision of hearing aids directly in the NHS, there is the potential for a similar Audiologist Led Triaging process to be piloted in the areas of Adult Hearing Loss and Tinnitus with modified criteria as designed collaboratively between the ENT and Audiology Departments at Ipswich Hospital.
2. Scope

This document applies to the ENT and Audiology Departments at Ipswich Hospital 

3. Process 
· The Audiology Led ENT Triaging Clinic is to be run and managed by the Senior Audiologist who will be credentialed in the extended scope of practice aspects (if and when required) for successful function of the clinic.

· Referrals to the Audiology Led ENT Triaging Clinic (or ‘Audiology 1st Contact Clinic) will be determined at the point of triaging of incoming ENT referrals, with the relevant ENT professional triaging appropriate referrals into the ‘Audiology 1st Contact Clinic’ as per the flowchart below.
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3.1 Criteria
Inclusion Criteria for ‘Audiology 1st Contact Clinic’
· Age greater than or equal to 12 years 

· Referred to ENT for ear and/or tinnitus related issues

· Asymmetrical Hearing Loss

· Hearing Loss (subjective, evidenced or suspected)

· Tinnitus (unilateral and bilateral)

· Aural Fullness

· Previously investigated dizziness with no determined cause following investigation at Vestibular Clinic or similar 

It is recommended that if the referral is accompanied with hearing test results from a hearing aid clinic or screening clinic that assessment in the ‘Audiology 1st Contact Clinic’ not occur an sooner than 12 weeks from the previous hearing test/ screen date (to avoid patient frustration in the perception of repeating tests).

Exclusion Criteria for ‘Audiology 1st Contact Clinic’

· Age less than or equal to 11 years 
· When the referral is for medical clearance for the fitting of hearing aids (in paediatric and teenage patients only)
· Recurrent and recent Otitis Externa
· Active tympanic membrane perforation or mastoid involvement
· Vertigo as a single symptom
· Recent sudden hearing loss
· Recent trauma to ear or foreign body in ear
· CAPD requests (these should be redirected to appropriate agency that undertakes such assessments- UQ Audiology Clinic, selected private providers)
· When patient has already been seen by Ipswich Hospital Audiology Department for same reported issue and ENT investigation has been recommended (and therefore the reason for referral)
· When patient is referred to ENT for a non-ear related issue in conjunction with the ear related issue
3.2 Test Battery and Appointment Scheduling
3.2.1 Scheduling
6 appointments of 1 hour length each has been allocated on a Wednesday (3 in AM and 3 in PM) for the ‘Audiology 1st Contact Clinic’ for which is to be seen solely by the dedicated and relevantly experienced Senior Audiologist. 

3.2.2 Test Battery
It is determined that the minimum test battery for patients accessing the ‘Audiology 1st Contact Clinic’ is:

· Case History (as per Queensland Health Statewide Audiology Adult Case History Template)

· Otoscopy 

· Full Diagnostic Pure Tone Audiometry (or appropriate behavioural test measure in patients unable to perform Pure Tone Audiometry) from 250-8000 Hz air conduction in line with general recommended procedure and 500- 4000 Hz bone conduction

· Standard (226 Hz) Tympanometry

· Wideband Absorbance (when possible)

· Full Diagnostic Acoustic Reflexes (when possible) from 500-4000 Hz and including Reflex Decay if possible

· Otoacoustic Emissions- DPOAEs primarily with TEOAEs if considered clinically useful

· Full Diagnostic Speech Audiometry Curve

Other tests that may be performed if clinically appropriate or necessary include:

· Tinnitus Questionnaire

· Weber and Bing

· Suprathreshold Adaptation Test (if Reflex Decay unable to be performed and retrocochlear pathology suspected)

· Auditory Binaural Loudness Balance

· Auditory Brainstem Response

3.3 Management Processes following attendance in Audi 1st Contact Clinic
3.1.1 Indicators for automatic reinstatement on ENT waiting list
· Conductive hearing loss with definitive evidence of middle ear pathology (particularly Type B tymps)

· Clear evidence in audiological assessment of treatable or medically manageable aural condition (eg: Otosclerosis)

· If the referral includes a non-ear related issue for ENT intervention

· Patient has a strong request or desire to be seen by ENT

· Other cases of concern as discussed between Senior Audiologist and ENT

3.1.2 Indicators for direct recommendation and arrangement for MRI
· Sensorineural asymmetry (>10 dB over 3 adjacent frequencies, >15 dB over 2 adjacent frequencies, > 20 dB at 1 frequency). Asymmetry must be confirmed as sensorineural in nature through bone conduction results or all results ruling out any conductive possibility.

· Unilateral tinnitus (but not when tinnitus is on the same side as a demonstratable conductive hearing loss) 

· Pulsatile or clicking tinnitus

· Combination of typical indicators for retrocochlear pathology- unilateral sensorineural hearing loss, tinnitus (typically unilateral), aural fullness (typically unilateral), dizziness, present reflex decay/ suprathreshold adaptation test, speech rollover, reflex pattern indicative of retrocochlear involvement (including significantly better than expected contralateral reflexes), presence of OAEs when they otherwise should not be present (when non-organic hearing loss has been excluded).

If there are contraindications for MRI, consideration of CT and/or ABR assessment recommended as alternative options of confirming or excluding retrocochlear pathology
3.1.3 Management following MRI results

· Recommended that results be sent to signing ENT consultant and managing Senior Audiologist

· Chart review by ENT is arranged with both Audiology and MRI results available

· If results are positive to retrocochlear pathology-urgent ENT to be arranged

· If results are negative to retrocochlear pathology but an incidental condition is found that would require medical involvement, ENT appointment is arranged as per determined Category

· If results are negative to retrocochlear pathology and no other reason for ENT involvement is evidenced in the referral and assessment, Senior Audiologist writes discharge letter with recommendations for alternative management plans 

(One of the most common aspects here would be a referral originating from a hearing test at a private provider which found asymmetry and where the exclusion of contraindications to the fitting of hearing aids (ie: exclude retrocochlear pathology first). By having a MRI arranged and being able to exclude such a condition, communication back to the GP (and hearing aid provider) indicating that this has been excluded should suffice for ongoing management.)

3.1.4 Management of all other patients
· Ability to direct refer to Vestibular Clinic (at CBRT) when vertgo/ dizziness (especially when symptomology consistent with BPPV) for assessment and treatment and when other potential differential diagnoses have been excluded from the audiological assessment

· The treating Physiotherapist communicates outcomes of assessment (and treatment if applicable) with Senior Audiologist

· The patient’s initial ENT referral remains valid until outcomes are known. If there are indications of a need for ENT involvement, the ENT referral is reinstated. If the condition has been treated or managed by the Vestibular Clinic and there are no other indicators requiring ENT involvement, the patient is discharged from the ENT waiting list

· Tinnitus strategies and counselling conducted either in the initial diagnostic assessment or at separate appointment.

· Have ability to refer to more comprehensive tinnitus retraining programs in private hearing aid clinics (that offer such a service), support groups, GP for Mental Health Plan.

· To recommend/refer for hearing aid or rehabilitation

· Audiological monitoring at Ipswich Hospital (eg: C tymps (?), when identifiable otological condition  is detected but not at a degree that would result in medical intervention (eg: otosclerosis pattern with none or very mild hearing loss present that would otherwise result in a ‘watch and wait’ management strategy anyway)

3.1.4 Communication

· Audiology report sent after initial diagnostic appointment to patient and GP advising of results and recommended management at that stage (ie: discharge back to GP care, ENT intervention needed, MRI, Vestibular Clinic, etc.)

· Following MRI results- if NAD and no further action to be taken- letter sent to GP and patient advising of these results and recommended management.

4. References and Suggested Reading

1Ministerial Taskforce on Health Practitioner Expanded Scope of Practice Consultation Paper

http://www.health.qld.gov.au/ahwac/docs/min-taskforce/consultationpaper.pdf
2 NHS Improvement (2010), ‘Audiology Improvement Programme- Pushing the Boundaries: Evidence to Support the Delivery of Good Practice in Audiology’, NHS Improvement, United Kingdom. http://www.improvement.nhs.uk/LinkClick.aspx?fileticket=zRsxjLxTeCw%3D&tabid=56
5. Definition of Terms

	Term
	Definition / Explanation / Details
	Source 

	Staff
	Includes all permanent, temporary, casual staff including contractors, consultants and students working for West Moreton Hospital and Health Service.
	


6. Compliance Monitoring Schedule
	Level of risk
	Low

	Compliance monitoring and review
	

	Frequency
	Quarterly

	Responsible officer 
	Christina Nipperess-Sims (Senior Audiologist)

	Key outcomes
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