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Ear, Nose and Throat (ENT) diseases represent 10-20% (1) of adult consultations and 

up to 50%  of children’s consultations in general practice (2), a specialty that 

concentrates almost half of the UK medical workforce (3). There is also a high 

proportion of otorhinolaryngology conditions which are dealt by non-specialists in 

secondary care including nasal fractures (4), epistaxis (5), and foreign bodies in the 

ears and nose (6). 

The population proportion of those above 85 years is projected to almost double over 

the next 25 years in the UK (7). Certain pathologies encountered in primary care such 

as age-related hearing loss will be more common (8) and need to be treated efficiently 

to reduce the associated risk of social isolation and depression (9). Moreover, chronic 

rhinosinusitis, a disease affecting around 10% of the UK population (10), has been 

described as the silent epidemic as its incidence and prevalence are predicted to rise 

in the coming years (11, 12). Escalating pollution levels (13) are one of the factors 

contributing to the predicted rise of both chronic rhinosinusitis and allergic rhinitis (14-

17); two conditions commonly managed by General Practitioners (GPs) (18, 19).  

The NHS has published an ENT Elective Care Transformation Programme aiming at 

reducing ENT related healthcare costs and elective services waiting times. The advice 

includes GPs referring directly to audiology services and using specific guidelines to 

manage minor ENT conditions in the community rather than in secondary care (20). 

Whether or not political promises to keep the primary care workforce afloat will be met 

(21), GPs will deal with an increasing number of ENT diseases to address the lack of 

capacity in secondary care (20).  

Economic constraints and consistently increasing prevalence and incidence of ENT 

pathologies in the general population highlight why GPs and physicians need to be 

confident and competent in otorhinolaryngology. This essay suggests important topics 

to equip non-specialist clinicians in dealing with the ENT associated healthcare 

challenges mentioned above. It illustrates why both undergraduate and postgraduate 

ENT education for non-specialists has been inappropriate and it proposes effective 

tools to remedy these gaps in training.  

 

What should a GP or physician learn about ear, nose, and throat 

diseases? 

ENT in primary care: 

The most common paediatric ENT conditions seen in primary care are infections such 

as otitis media, sinusitis, and tonsillitis (22). These infections are often viral and self-

limiting and can be managed with simple analgesia and “watchful waiting” (23). 

Guidelines advise antimicrobial treatment only if the infection does not resolve after 

several days or if specific criteria are present, such as a high CENTOR score for 

tonsillitis (24) or otitis media in a child under 2 years old (25). Otoscopic examination 

skills are essential for the initial diagnosis of otitis media and screening of its 

complications (26). It is important to be aware of the complications associated with 
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these common infections as they can have rare but dramatic effects on patients, such 

as permanent sensorineural deafness following otitis media with effusion (27).  

The commonest presentations in the adult population are otalgia, cough, rhinorrhoea, 

and deafness (28). Similarly to the paediatric diseases mentioned above, otalgia, 

cough, and rhinorrhoea are usually due to self-limiting infections managed by GPs 

(29). Antimicrobial prescription needs to be done carefully as randomized controlled 

trials have shown that antibiotics have a limited efficacy in treating those infections in 

both children and adults (30-34). Minimising antimicrobial prescriptions is also crucial 

in reducing antibiotic resistance, a major challenge facing modern medicine (35). 

Deafness in the adult population is more often due to age-related degeneration than 

infections (36). Following an initial assessment with Weber’s and Rinne’s tests, and 

once impacted ear wax and infections are excluded, patients with progressive hearing 

loss should be referred directly to audiology services (37). Ototoxic medications, 

diabetes, atherosclerosis and kidney disease are all relevant risk factors that may 

guide management (38). In some cases, ear wax is the sole cause of deafness and 

simply removing it with either irrigation or instrumentation may relieve symptoms. 

These are useful skills for GPs and paediatricians as 2 million ear irrigations are 

performed in England and Wales each year (39). 

Dizziness is a common primary care presentation generally classified in four 

categories: vertigo, presyncope, disequilibrium or light-headedness. Vertigo is 

associated with diseases of the inner ear or the vestibular nerve such as benign 

paroxysmal positional vertigo (BPPV) or vestibular neuritis. In addition to a close 

examination of the cardiovascular and neurological systems, clinicians may need to 

test vestibular components by performing the Dix-Hallpike test (40). In patients with a 

history of BPPV, this test may confirm the diagnosis and can be followed by the Epley 

manoeuvre to treat the condition (41). Other vertigo-associated conditions often need 

referral to ENT and/or vestibular rehabilitation services (42).  

A rising concern in ENT is the emergence of human papillomavirus (HPV) related 

oropharyngeal tumours characterised by an increased prevalence of 225% between 

1988 and 2004 in the USA (43). Although the HPV vaccine uptake in the UK has 

generally been good (83% uptake in Year 9 females in 2018 (44)), primary care 

workers and paediatricians need to be well informed on the vaccine’s risk and benefits 

to counter the global anti-vaccine movement (45). By increasing the vaccine’s uptake, 

physicians play a key role in the implementation and delivery of ENT disease service 

and prevention.  

 

ENT related red flags: 

Although most ENT-related conditions seen in primary care are self-limiting, physicians 

should be aware of red flag symptoms that may indicate more serious pathologies. 

Multiple symptoms related to different cranial nerves (e.g. hearing loss combined with 

facial weakness) should be taken seriously as it may illustrate intracranial pathologies 

such as acoustic neuromas (46).  
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Sudden sensorineural deafness should be referred immediately to ENT services to 

exclude malignancy and vascular events (47). Although no treatment shows significant 

effectiveness (48-50), prompt corticosteroid therapy is usually recommended to 

maximise the possibility of functional recovery (47).  

Chronic rhinosinusitis is associated with rare but serious adverse events such as 

complete nasal obstruction due to polyposis (51), orbital abscess (52), and intracranial 

complications (53). Patients with persistent moderate-severe symptoms 3 months after  

initial medical treatment in primary care should be referred to ENT for further 

assessment (18). Nasal and paranasal malignancies are, on the other hand, rare (54). 

A persistent blocked nose, which only affects one side with or without nosebleeds and 

rhinorrhoea, requires referral (55). Although otoscopic examination of the nasal cavity 

may reveal polyps or ulcers, a precise diagnosis can only be achieved with 

nasoendoscopy and/or biopsy (56).  

Hoarseness, stridor, dysphagia, oral ulceration, and neck masses are worrying 

symptoms associated with ENT malignancies. Oropharyngeal cancers can present 

with non-specific symptoms (e.g. sore throat) and diagnosis might easily be missed 

(57). If a neck mass is present, close examination and a thorough history may help 

clinicians differentiate between simple inflammatory processes and malignancy (58).   

With the use of preventive tools such as motivational interviewing, GPs can elicit cost-

effective and clinically relevant effects on the prevalence of morbid conditions 

associated with ENT red flags (59). The prevalence and incidence of hearing loss and 

ENT malignancies can be reduced by tackling poor cardiovascular health, alcohol 

intake and smoking (60-64). Focusing on preventable risk factors is one of the methods 

highlighted by the ENT Elective Care Transformation Programme to cost-effectively 

improve patients’ clinical outcomes (20). 

 

ENT in the Emergency Department: 

Nasal fractures are the most common isolated facial fracture and may not need referral 

to specialist services (65). If a patient presents with a suspected fractured nose, 

physicians should assess for epistaxis, septal haematoma, and nasal obstruction (66). 

If none are present, the patient can wait until the swelling has settled down to visit an 

ENT surgeon for the nose to be manipulated or operated on (67). In more severe ENT 

trauma, airway obstruction is often a challenge and is dealt by a multidisciplinary team 

as intubation is needed in almost 50% and tracheostomy in around 15% of cases (65, 

68). 

In the paediatric population, foreign objects in the ear and nose are a common 

presentation. Batteries or sharp-edged shape objects’ removal need to be done 

carefully, especially in the ear, to avoid any complications such as a perforated 

eardrum (69). Epiglottitis is a rare but life-threatening condition which presents with 

severe stridor in children. It is crucial for physicians to AVOID examining the throat and 

to contact a senior anaesthetist and ENT surgeon to secure the airway (70). 

Laryngotracheobronchitis (croup) may also present with stridor in the paediatric 
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population but severe cases can most often be managed with nebulised adrenaline 

and steroid treatment only (71).  

Lastly, epistaxis is the most common ENT presentation to A&E and may present on 

the wards, especially in patients taking anticoagulant (72). Simple management with 

compression, cooling and packing constitute a useful set of skills for physicians across 

all specialties (66).  

Even though a great number of ENT presentations in A&E will relate to those  

diagnosed and treated in primary care, staff are occasionally faced with serious 

conditions that need specialist input (73).  

 

When, how and by whom should GPs and physicians be 

taught? 

Undergraduate ENT training: the root of the problem 

For GPs and physicians, an undergraduate attachment in ENT may constitute their 

only opportunity to experience otorhinolaryngology as only a quarter of GP trainees 

complete a postgraduate ENT rotation (74). However, 10 of 26 UK medical school still 

did not offer an ENT attachment in 2012 (75) and only 21 % of ENT undergraduate 

programmes incorporate a formal ENT examination (74). For students offered a formal 

ENT rotation, the mean mandatory placement is 3 days of pre-clinical exposure and 5 

days of departmental experience, which is considered too short by students (76). 

Several studies illustrate that final year medical students and newly graduated 

foundation doctors do not feel confident in recognising common ENT conditions, 

performing basic ENT examination or taking an adequate ENT history (74, 76-78). The 

mismatch between poor ENT exposure at medical school and the high prevalence of 

otorhinolaryngology conditions in daily practice has been highlighted regularly since 

1979 (79-82). 

Lloyd et al (83) published an evidence-based ENT undergraduate curriculum using a 

Delphi process incorporating the opinion of ENT consultants and other professionals 

who frequently deal with ENT conditions such as GPs, paediatricians, and emergency 

physicians. In 2020, Mayer et al (84) evaluated if this curriculum had been implemented 

in UK medical schools. A high proportion of learning outcomes relating to ENT anatomy 

and physiology and adult otology were met. However, management of common 

conditions such as epistaxis and BPPV were taught by just under one third of medical 

schools (84). Currently, the GMC does not impose a standardised undergraduate 

curriculum for UK medical schools which explains these discrepancies (85). The 

introduction of the Medical Licensing Assessment for medical graduates in 2024 

should reduce differences between undergraduate curricula and will force medical 

schools to have a fairer representation of ENT surgery in their teaching (86).  
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For UK medical schools that have a specific ENT curriculum, outpatient clinics and 

theatre sessions are the most common form of teaching (87). In both UK-based (76, 

77) and foreign surveys (88), outpatient clinics score consistently highly for both clinical 

exposure and educational value. Problem-based learning sessions, seminars and 

formal teaching sessions involving patients are also perceived to have a high 

educational value (Figure 1) (76).  Although theatre sessions have a perceived lower 

educational value (76), students still find them beneficial for their learning (89). Lloyd 

et al (83) highlight the importance of seeing a few common ENT procedures in theatre 

(e.g. tonsillectomy) as GPs commonly refer patients for ENT surgeries or deal with 

their post-op complications (90).  

 

Newbegin et al (91) suggest using student-selected components (SSC), optional 

elements during the undergraduate medical syllabus, to increase students’ exposure 

to otorhinolaryngology. ENT student societies, courses, and conferences are also a 

powerful adjunct to the undergraduate curriculum but, similarly to SSC, they require 

students to be interested in ENT in the first place (92). Simulation (93, 94), e-learning 

(95-98) and virtual reality (99) are described as flexible, pleasant, and effective 

undergraduate ENT teaching modalities which complement traditional methods. 

Considering the COVID-19 pandemic and its associated restriction on clinical teaching, 

online education may constitute an essential tool for teaching continuity in the coming 

years (100-102).  

Teaching modality  
Educational value (Likert Score) 

Median 
 

Formal teaching session involving patients with ENT 
complaints 9 

 

Informal ward-based teaching 8  

Informal ward-based teaching  8  

Formal, interactive teaching session involving other students or 
"well" people 8 

 

Clinic session  8  

Seminar 8  

Formal interactive session involving models 8  

Simulation session 7  

Problem-based learning session 7  

Lecture 7 
 

Cadaver-based teaching session 7  

On-line learning module  6,5  

Exposure to ENT allied specialties 6  

Theatre session 6  

Figure 1 : Results for educational perceived value of different undergraduate teaching modalities 

for ENT surgery. Assessed by self-reported Likert scoring (1 = low, 10 = high). Adapted from 

Powell et al (76). 



7 
 

Postgraduate ENT training for GPs and physicians:  

Unlike undergraduate programmes, The Royal Colleges of General Practitioners (103), 

Emergency Medicine (104) and Paediatrics and Child Health (105) have published 

GMC approved curricula detailing precise learning outcomes for different topics, 

including ENT, which are assessed in nationally standardised exams. The GP training 

program also includes at least 18 months of hospital training which can be in various 

specialties such as elderly care, paediatrics or ENT for example (103). Although it is 

an excellent way for trainees to have a diverse training experience, they may lack 

exposure to some specialties as they cannot rotate through every ward in 18 months. 

This explains why only around a quarter of GPs complete an ENT rotation in their 

postgraduate training (74).   

A survey conducted on 357 GPs based in South-West England showed that only 45% 

of them considered their postgraduate ENT training adequate for primary care and 

75% of them stated they would like further training in ENT (74). More recently, 75.8% 

of the 121 GPs surveyed by Easto and Reddy (106) stated they would have liked an 

ENT post during their post-graduate training. The GP community advocates for an 

extended generalist training which would allow GPs to have a broader experience and 

more time to assimilate an expanding curriculum (107). However, very few ENT posts 

are available (106) and funding for extended training remains uncertain (108).  

Several studies have shown that junior trainees and GPs would rate a one-day course 

on ENT as beneficial to their clinical practice (106, 109-111). Acharya et al (110) 

organised a one-day ENT course for hospital-based GP trainees following a survey 

which highlighted the educational needs of this cohort. The teaching material was 

created by registrar-grade ENT doctors and the course was taught by junior doctors 

working in an ENT department at the time. The teaching format included a presentation 

followed by a demonstration of clinical examinations such as neck lump palpation and 

otoscopy. The participants’ confidence in diagnosing and managing ENT conditions 

such as otitis media, epistaxis and stridor for example was significantly greater after 

the session (Figure 2). There was also a dramatic improvement in confidence to 

perform clinical examinations (Figure 3). This study highlights that ENT day courses 

can be taught by junior staff which is an important factor to consider when assessing 

the financial viability of those sessions. ENT day courses have also shown to improve 

both the confidence and the performance of junior doctors (112, 113).   
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Figure 2: Pre- and post-teaching confidence scores in recognising and managing 

common ear pathologies following a one-day ENT course for GP trainees. 1 = Not 

confident; 5 = fully confident. Reproduced from Acharya et al (110). 

Figure 3: Pre- and post-teaching confidence scores in ENT examination following a 
one-day ENT course for GP trainees. 1 = Not confident; 5 = fully confident. 

Reproduced from Acharya et al (110). 
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E-learning courses are a more flexible option for trainees as they have the advantage 

of offering asynchronous learning. Online material is re-usable and can be easily 

updated which costs very little compared to traditional courses (114). The introduction 

of online modules in the otolaryngology specialist curriculum was perceived as 

beneficial by trainees in both the UK (115) and Denmark (116). Although trainees may 

enjoy this format, current literature suggests that e-learning may make “little or no 

difference in patient outcomes or health professionals’ behaviours, skills or knowledge” 

(117). This may be explained in cases where online courses are not taught in 

conjunction with practical modules (114).  In a COVID-19 era where e-learning is 

ubiquitous, it would be interesting to study the effect ENT e-learning courses have on 

GPs and trainees. 

Some physicians sub-specialise and become GPs with Extended Roles following 

postgraduate diplomas in their area of interest. A randomized controlled trial comparing 

a GP with special interest service for skin problems with a hospital dermatology clinic 

illustrated that the GP service was more accessible and preferred by patients than 

hospital outpatient care while achieving similar clinical outcomes (118). There is no 

such randomized controlled trial for GPs with an interest in ENT. Nonetheless, Bhalla 

et al (119) illustrated that an ENT-trained partner was able to treat the difficult ENT 

cases of the practice, including severe otitis externa, hard wax, mastoid cavities 

maintenance and perforated tympanic membranes. The service was characterised by 

an apparent patient satisfaction and a reduced waiting time for treatment (119). A sub-

specialised GP may also provide informal training and advice to colleagues. 

However, the GP with special interest service for dermatology mentioned above was 

proven to be more costly than hospital outpatient services (120).  Moreover, 

postgraduate courses and diplomas are expensive (121, 122) and require valuable 

time from GPs who are constantly keeping up to date with all areas of medicine. Martin 

Roland, Professor of Health Services Research, suggests that GPs with special 

interests are an effective way of increasing access to specialised treatment when 

hospital clinics’ capacity cannot be extended. Nevertheless,  cost may not balance its 

positive effects on improving access and patient satisfaction (123).  

 

Conclusion:  

In addition to demographic and economic pressures, pandemics like COVID-19 and its 

otorhinolaryngology complications (e.g. anosmia, dysgeusia) (124) may aggravate the 

important burden ENT diseases currently have on primary care. Therefore, it is 

increasingly important to ensure an up to date and relevant ENT training and 

curriculum for primary care physicians to deliver excellent patient care.   

Keeping in mind that both undergraduate and postgraduate curricula are already vast 

and expanding, this essay non-exhaustively pinpoints some of the core ENT topics that 

are relevant to non-specialist clinicians. A better representation of ENT in the 

undergraduate curriculum would be a first step in preparing future GPs and physicians 

to their future practice. Time constraints and the emerging threat of COVID-19 

challenge traditional ways of delivering ENT medical education such as direct clinical 
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exposure in clinics or theatre, face-to-face tutorials, and seminars. Instead, simulation 

and e-learning slowly take over in both undergraduate and postgraduate curriculums. 

Robust studies are much needed to understand if the lack of practical training 

associated with those educational tools will impact patients’ clinical outcomes.  

“I hear and I forget, I see and I remember, I do and I understand” Confucius 
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