Chronic Cough: Qualitative Interviews Analysis
10 Trusts have been interviewed. I am still awaiting to hear from Cumbria and East Sussex so I can interview them.
The interviews were analysed and thematically grouped to illustrate current understanding of the BTS cough guidance, existing local cough management practices and service provision, the barriers Trusts face in optimally managing patients with cough, and the areas in which they would like support from NHS England/ICHP through participation in this project. 
The same questions were asked to all interviewees; however, some Trusts provided more detailed responses to certain questions than others. As a result, the information presented is not equally weighted across all Trusts.

Summary
The two biggest issues that the interviews surfaced:
1. Lack of access to SLT
2. Lack of GP knowledge/behaviour

· Clinical know-how exists, often at a very high level, but is concentrated in a few individuals per Trust.
· System barriers (SLT commissioning, ENT capacity, primary care engagement, lack of MDT structures) are what stop services from delivering the BTS vision.
· Trusts are asking for:
a. A realistic, standardised chronic cough pathway
b. Practical tools for primary care and patients
c. National backing for SLT roles
d. Local implementation and business case support
e. Examples that show “this is how a hospital like yours did it.”



Analysis

1. Confidence and Familiarity with Managing Chronic Cough Patients 
High-Level Analysis: 
In almost every Trust, one or two Consultant Respiratory Physicians carry most of the cough expertise; the rest of the team often use varying practice and are less comfortable with refractory cough, neuromodulators and non-drug interventions.

Across Trusts, there’s a clear divide between:
a) Trusts with a named cough specialist clinician
· Nottingham (Matthew)- PhD in cough, involved in BTS 2023 guidance. Very confident, but colleagues are much less so and tend to refer to him.
· East and North Herts (Uruj)- ex-Brompton, ran a weekly cough clinic there, highly experienced with SLT, neuromodulators, advanced options (e.g. thalidomide in the past, now provides laryngeal nerve blocks). He is very confident, although most colleagues are not.
· Barts (William and Rowena, Jess SLT)- historical dedicated cough clinics; William rates his own confidence 8–9/10, but recognises many general respiratory colleagues are less comfortable and refer to him/Rowena.
· Gloucestershire (Charles and Jess)- confident across treatable traits and guideline-based management. Cough is seen as “routine respiratory work”, though they feel constrained by what the local system can offer.
· West Birmingham and Sandwell (Manoj)- generally confident, particularly in standard cough management and treatable traits. Main discomfort is around the “end of the road” refractory cough and lack of SLT.
· Barking, Havering & Redbridge (Louise)- individually confident and systematic, but feels she often reaches a point where “I don’t have much to offer” once treatable traits and obvious causes are excluded. This is due to lack of local system infrastructure eg lack of MDT/resources for chronic cough patients. 
b) Sites where confidence is mixed
· Epsom and St Helier (James & Jennifer)- confident in ruling out serious pathology and working through treatable traits; less confident with long-term pharmacological management and monitoring infrastructure. Aware that across the team, confidence and experience vary widely.
· South Tyneside and Sunderland (Anne-Marie)- describes a mixed picture: some individuals very confident, others not; ENT, Respiratory and SLT all involved but not in a coherent, shared model.
· Salisbury (Nicola)- personally reasonably confident, but there is no specialist cough service and no consultant with a declared cough interest. She sees a gap; her consultants are more inclined to expect management in primary care.
· Birmingham and Solihull (Farrukh)- large respiratory team. He reports generally good confidence in dealing with straightforward cough but points out that across a wide consultant group there is variable experience and no structured pathway when complexity of cough management increases.

2. Use and Perceptions of the BTS 2023 Guidance
· Very familiar and aligned: Nottingham, East and North Herts, Barts, Epsom, West Birmingham and Sandwell, Gloucestershire. These clinicians either helped write or have carefully studied BTS 2023 and broadly practise in line with it.
· Recently familiarised as part of this project: Barking (Louise explicitly read them “because of doing this pathway”), Salisbury (everyone’s read them but they’re not embedded locally), South Tyneside and Sunderland (Anne-Marie only really engaged with them once on the project).
· Issues:
· Primary care practicality – Epsom, Barts, Gloucestershire and Nottingham all note that GPs already face guideline overload. Adding “one more pathway” risks low uptake unless it is very simple and clearly beneficial.
· Red flags – Barking (Louise) is particularly worried about “smoker = red flag” wording can flood 2WW clinics in areas with high smoking prevalence and low GP confidence.
· SLT in the guideline – Barking, Epsom, Barts and others feel the BTS statement is thin on what to actually tell patients if SLT isn’t available. 

3. How Services Currently Manage Cough: Pathways and Processes
High-Level Analysis:
· No one has a fully commissioned, end-to-end cough pathway that matches the “ideal” BTS vision.
· Many rely on general respiratory clinics, with:
· undifferentiated referrals from primary care
· variable triage quality
· assessments informally distributed to a cough-interested consultant

Referral and triage from primary care:
· Quality of referrals are variable everywhere:

· Epsom and South Tyneside and Sunderland both highlight that some GPs send high quality detailed referrals, with diagnostic tests, whilst others send “ongoing cough” with minimal context.
· Barking and Barts note that GPs try to treat traits, but often do it without providing good advice, e.g. low-dose PPIs with wrong timing, nasal sprays without douching, salbutamol without ICS.
· West Birmingham and Sandwell and East and North Herts report better access to community diagnostics in some areas (e.g. Sandwell’s spirometry, East and North Herts’ community diagnostic hub) but still see incomplete use of eosinophils, spirometry and FeNO.

· ERS use:
· Gloucestershire, Epsom and Barking support the idea of a primary care checklist or minimum dataset, ideally integrated with eRS.
· Salisbury is actively working on modernising a 15-year-old generic respiratory eRS proforma into more symptom-specific templates (including cough) but acknowledges that GPs often dictate letters and admin staff complete eRS, so adherence is uncertain.
· South Tyneside and Sunderland feel that GPs will push back on extra forms and suggest secondary care may need to accept additional triage calls with patients to fill the gaps.

Interesting model:
· East and North Herts (Uruj) uses community lung function reporting as intelligent triage:
· He reads the lung function reports himself, then spots potential upper airway/laryngeal cases, and writes detailed “this is what I would do” advice for GPs (history to take, ENT/SLT referral, when to refer back etc). Similar to advice and guidance. 
· This pre-clinic triage means some cough patients arrive already partially sorted with ENT input and clear symptom framing.
· However, only Uruj himself does this, as he is the only one in the department with the specialist knowledge for managing chronic cough. This takes up a lot of his clinical time. 

Specialist clinics and MDT working:
· Historic or partial specialist clinics:
· Barts used to have dedicated cough clinics at two sites; capacity pressures forced them into general respiratory.
· Nottingham- Matthew acts as a de facto specialist clinic within general respiratory.
· East and North Herts have no formal cough clinic but functionally operates via Uruj and his links to tertiary centres and trials.
· No specialist clinics, generalists only:
· Salisbury, South Tyneside and Sunderland, West Birmingha and Sandwell, Barking all express interest in having a specialist chronic cough clinic, but cite time, rota pressure and lack of consultant appetite or capacity.
· MDT working:
· Gloucestershire want a “single triage point” with ENT and respiratory to avoid duplication and to help reduce the 10-12 month waits for ENT/SLT.
· Epsom have scheduled an initial meeting to bring together Resp, ENT and SLT, but this is yet to take place (and they see this project as a catalyst to creating a specialist MDT cough clinic without asking for extra consultant posts).
· Barts have an ENT joint/voice clinic, but not a specialist cough clinic. Respiratory cannot directly refer to SLT because of an old missed cancer case, so everything must go via ENT first, causing years long delays.

4. Non- Drug Treatments: SLT and Physio
SLT access is the single biggest systemic weakness:
· Almost no or very limited SLT for cough:
· Barking- Louise cannot refer directly to SLT. She signposts online resources and tells patients to ask their GP.
· Sandwell- Manoj has spoken to head of SLT. There is interest, but the core issues are training and capacity.
· Salisbury- historically told “no interest in cough,” SLT are overstretched and haven’t engaged even for non-cough education due to workload.
· Epsom- community SLT are not commissioned to provide cough hypersensitivity therapy. It “falls between” teams.

· Emerging or strong SLT models:
· East and North Herts is probably the strongest. Uruj has steadily grown SLT referrals. Cough is now one of SLT’s major referral groups. There was initial uncertainty but now there is an active two-way clinical discussion. Capacity is now the pressure point.
· Barts SLT expertise exists but is locked behind ENT gatekeeping and long waits. The focus is still mainly dysphagia/head and neck/voice.
· South Tyneside and Sunderland have a “voice and upper airway” SLT team and have shifted caseload towards more upper airway/cough-type patients, but there is no explicit cough service.
· Gloucestershire have SLT and specialist physio, but waiting times are 10–12 months and access is poorly joined up.
Physio:
· Generally easier to access but not consistently used for cough hypersensitivity.
· Gloucestershire and Barking use community physio mainly for airway clearance and breathlessness control.
· Epsom and West Birmingham and Sandwell see physio as helpful but not a substitute for SLT where hypersensitivity is dominant.

5. Pharmacological Management (Antitussives and Neuromodulators)
High-Level Analysis: 
Pharmacological options exist and are known, but are underused or inconsistently used because monitoring, shared care and governance infrastructures are absent.

Cautious, inconsistent use across all sites:
· Epsom use gabapentin, low-dose opiates etc. but are acutely aware of monitoring, follow-up and off-licence issues. They often bridge with nurse follow-up before asking GPs to take over.
· West Birmingham and Sandwell follow BTS Guidance but colleagues are split on whether to start morphine vs pregabalin first, notable hesitancy and no local guidance.
· Barking rarely uses MST or gabapentin; most patients are reluctant and many still have treatable traits.
· East and North Herts are very experienced. Neuromodulators are a routine option after non-drug approaches and SLT. Uruj highlights colleagues’ discomfort.
· Nottingham uses gabapentin/opiates but emphasises shared decision-making. GPs often reluctant to continue prescriptions.
· Barts- antitussives are used by some consultants, but there is no formalised protocol and GP reluctance is also a theme.

6. What Trusts Want from Participating in this Project
There are some clear themes, with variation across Trusts.

1. Practical, implementable pathways 
Epsom, Gloucestershire, Sandwell, Birmingham and Solihull, Nottingham and Barts all want:
· A standardised cough pathway they can adapt, covering primary and secondary care.
· Clear triggers for when to involve ENT, SLT, physio, GI and when to consider neuromodulators/antitussives. 
· Salisbury and South Tyneside and Sunderland particularly want help defining “what good looks like” for their size and configuration. 

2. SLT business case support
Nottingham, Sandwell, Barking, Epsom, Salisbury, South Tyneside and Sunderland stated they want:
· Example business cases for commissioning SLT for cough (what data to use, what outcomes are expected, examples from other successful Trusts/case studies).
· National language (from BTS/ NHS England) that frames SLT as a standard of care rather than a luxury.
· Training and competency frameworks so local SLT teams feel confident this is “within scope.”


3. Primary care and engagement strategies
Barts, Gloucestershire, Epsom, South Tyneside and Sunderland, Salisbury, East and North Herts state:
· A need for a primary care cough pathway and referral checklist (ideally eRS-embedded), including:
· core diagnostics (CXR, spirometry, eosinophils ± FeNO)
· treatable trait trials
· simple red flag guidance that doesn’t flood 2WW.
· Realistic strategies to get GPs to use it: simple forms, clear value, and maybe contractual levers.
· East and North Herts and Barts are particularly keen on:
· Using diagnostic reporting and advice and guidance more smartly to influence GP behaviour.
· Templates for structured advice, e.g. “This is what I would do next.”

4. Patient self-management resources
Barts and East & North Herts stated:
· They want high-quality, standardised patient education on laryngeal hypersensitivity and self-management (e.g. nasal spray technique, lifestyle modifications, cough suppression strategies, e.g. QR-coded resources).
· They see this as a high-impact, low-cost lever to reduce demand.
· Gloucestershire, Epsom, Birmingham and Solihull stated that the longer patients have had a cough, the harder they are to treat, so early self-management and correct technique are essential.

5. Implementation toolkit, data and case studies
Birmingham and Solihull, South Tyneside and Sunderland, Nottingham, East and North Herts in particular want:
· An implementation toolkit:
· step-by-step guidance to set up or improve a pathway
· stakeholder mapping (who to involve e.g. ops, ICB, SLT leads, ENT leads)
· example governance documentation.
· Case study style business case templates from successful Trusts showing:
· evidence of baseline data (referrals, waits, investigations)
· evidence of intervention (pathway, SLT, primary care tools)
· evidence of impact and outcomes (reduced RTT, fewer unnecessary referrals, improved PROMS)
· “fill-in-your-numbers” format so it doesn’t become a huge extra piece of work.
· South Tyneside and Sunderland also want support on data extraction and impact modelling, so they can show system benefits across their ICB.

7. What is Working Well and Opportunities
Things that are going well (and could be scaled):
· Intelligent triage using diagnostics:
· East and North Herts’ community lung function reporting model.
· Early ENT-SLT-Respiratory relationship-building:
· Epsom’s ENT, SLT, Resp meeting together
· Gloucestershire’s ambition for single-point triage
· Nottingham’s workaround using ENT funded SLT sessions.
· Emerging SLT capacity and engagement:
· East and North Herts’ gradual shift to cough as a mainstream SLT referral group.
· South Tyneside and Sunderland’s upper airway/voice SLT team increasingly seeing cough-type presentations.
· GP resources:
· Barts (Rowena) has developed a GP guidance resource to support them with management of chronic cough patients and to increase the quality of referrals.
· Salisbury are refreshing their Cough proforma on eRS.
· Local innovation:
· Laryngeal nerve block procedures at East and North Herts (with outcome data collection).
· Gloucestershire’s formulary dextromethorphan and clear stance on not overusing neuromodulators.
Opportunities:
· SLT availability, commissioning and confidence remain the standout weakness in 8 out of 10 sites.
· ENT waits are long almost everywhere and often a gating step before SLT.
· Primary care variability in understanding of chronic cough management, treatable-trait optimisation and referral quality is consistent across all Trusts. 
· Loss of specialist clinics (e.g. Barts) and lack of consultant time/interest (e.g. Salisbury) mean aspiration often outstrips capacity.
· Local guideline visibility is poor:
· Barts can’t get Rowena’s GP guidance onto a website.
· Salisbury and South Tyneside and Sunderland are still using very old or generic respiratory referral templates.


