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1. [bookmark: _Toc225163993]Executive summary

	Why this matters
Chronic cough is a common but under structured pathway problem associated with repeat consultations, fragmented referrals, long waits, and variable access to the right intervention.
	Primary aim
The project is designed to support reduction in referral to treatment time (RTT) by improving referral quality, triage, pathway design, and access to appropriate management.

	What the work included
Qualitative interviews, Trust level implementation support, action learning sets, site reports, implementation toolkit development, and synthesis of cross-site learning.
	Why further work is justified
The project has shown consistent national barriers, especially around access to Speech and Language Therapy (SLT), workforce capability, primary care interface, and weak data visibility. More support is needed to convert learning into scaled impact.



Chronic cough is a common and often debilitating condition that can significantly impact quality of life, yet patients frequently experience long diagnostic journeys and fragmented care pathways before receiving appropriate management. With the ambition to reduce elective care waiting lists for chronic cough management in secondary care, this project brought together clinicians, service leads, NHS England and Health Innovation Networks to explore how chronic cough pathways could be implemented and improved within Trusts.
The project aims to reduce referral to treatment time (RTT) by supporting the development of a clearer, more streamlined pathway for the assessment and management of chronic cough, helping patients access the right investigations and specialist support more quickly. By working collaboratively across 12 participating NHS Trusts, the project identified practical approaches to pathway design, sharing learning between Trusts, and highlighting both the opportunities and challenges involved in implementing chronic cough services in secondary care settings.
Across the project, most Trusts already assessed cough within general respiratory services, yet lacked standardised referral criteria, optimal triage for chronic cough patients, SLT access or reliable pathway level data.
In practice, the project has focused on reducing avoidable repeat appointments, improving the quality of referral and triage, strengthening alignment with British Thoracic Society cough guidance, and supporting Trusts to move from informal clinician dependent management to more explicit pathway based care.
The project has delivered a set of tangible outputs. These include primary and secondary care chronic cough pathways, a patient self-management resource, structured implementation support through action learning set sessions, Trust specific implementation plans and progress reports, and a practical implementation toolkit for local adoption. Importantly, it has also produced system intelligence; a clearer picture of how cough is currently managed across different NHS Trusts, where the barriers sit, and what support is required for wider spread.
Please see Appendices for outputs. 

Across participating Trusts, several themes recur consistently:
· Most sites manage chronic cough within general respiratory services rather than through a dedicated pathway.
· Referral quality from primary care is variable, with inconsistent diagnostic tests and treatable traits already performed. 
· Access to speech and language therapy for cough suppression therapy is the single most common delivery gap. 
· Expertise often sits with one or two interested consultants rather than being distributed across a department. 
· Data collection is weak because chronic cough is not consistently coded, and often mixed with general respiratory pathways.  
· These findings are consistent both with the qualitative interview analysis and with the Trust implementation reports.

The project has therefore created both practical products and an evidence base for the next phase. The evidence suggests that wider implementation requires a more mature support offer:
· Clearer workforce and training models
· Better data collection standards and approaches
· More detailed implementation resources for primary care and Trusts
· Stronger national or regional backing for speech and language therapy and multidisciplinary working.

	Executive conclusion: The project has demonstrated clear need for a cough pathway, created a credible implementation starting point, and surfaced the operational conditions required for successful scaling nationally. The continuation of this project into the next phase will look at scaling the toolkit, and closing the known gaps in workforce, data measurement, commissioning and local delivery support.



2. [bookmark: _Toc225163994]Strategic context and case for change

[bookmark: _Toc225163995]2.1 Why chronic cough matters
Chronic cough is a common presentation in both primary and secondary care and a symptom that sits at the intersection of respiratory medicine, upper airway disease, gastro-oesophageal reflux, laryngeal dysfunction and cough hypersensitivity. Patients may enter the system through primary care referral, internal secondary care referral through other respiratory/gastro-intestinal or ENT services and, without a cough pathway, can remain in a loop of recurrent consultations and partial treatment trials.
From a patient perspective, chronic cough can be highly disruptive. It affects sleep, work, communication, continence, social confidence and mental wellbeing. It may also generate understandable anxiety about serious disease. For a proportion of patients, the burden arises not only from the cough itself but from the cumulative effect of repeated appointments and a sense that they are being moved around the system without a clear plan.
From a service perspective, there is a pathway efficiency issue. When pre-referral diagnostic tests are not consistently completed and treatable traits are not appropriately managed, patients are seen in secondary care without the baseline information needed for timely decision making. This can result in additional investigations after the first appointment, follow-up booked to review missing data, and longer times to either discharge or identification of refractory cough.

[bookmark: _Toc225163996]2.2 Relevance to elective care, waiting lists and RTT
Reducing RTT is a central objective. In chronic cough, RTT can be prolonged not only by waiting list pressure but also by the structure of care itself. A patient may wait for a first appointment, then require investigations that could have been completed earlier, then return for review, then be referred again to another service, or remain in general clinics. A specific cough pathway reduces unnecessary delay at each of these points. 
The project is closely aligned with NHS England priorities around reducing waits, improving productivity, standardising care where appropriate, and using pathway redesign to support elective recovery. It also aligns with wider NHS England emerging policy of referral management, advice and guidance models, and a stronger interface between primary care, diagnostics and specialty services.

[bookmark: _Toc225163997]2.3 Policy and guidance context
· The British Thoracic Society Clinical Statement on chronic cough in adults (2023) provides a more structured clinical approach, including assessment of treatable traits, recognition of refractory chronic cough, and the role of non-pharmacological intervention such as cough suppression therapy.
· NHS England elective recovery and outpatient transformation policy direction emphasises reduction of unnecessary follow-up, improved triage, smarter use of diagnostics and pathway redesign to reduce delays and improve productivity.
· NICE guidance relevant to suspected cancer and respiratory assessment describes the importance for red flag management and for ensuring pathway redesign does not create safety risk by delaying identification of serious pathology.
· Integrated Care Systems and Provider level pressures on respiratory services including long waiting lists, high demand, workforce shortages and the need for pathways that can be adapted locally.

[bookmark: _Toc225163998]2.4 Why this project matters now
The BTS cough guidance has provided a stronger clinical foundation for chronic cough management, however, implementation across the NHS remains uneven. At the same time, elective care pressures mean that Trusts are receptive to pathway redesign if it can demonstrably reduce avoidable workload and improve patient flow. Chronic cough therefore presents a practical area where clinically sound care and elective improvement goals are aligned.
The project has also shown that Trusts are very motivated to optimise the management of chronic cough patients. However, they need practical implementation materials, examples from comparable organisations, stronger workforce assumptions, and support in making the case for local change. This report is designed to help fill that gap.

3. [bookmark: _Toc225163999]Project purpose, objectives and scope

[bookmark: _Toc225164000]3.1 Overall purpose
The purpose of the Chronic Cough Project has been to support the development and early implementation of structured chronic cough pathways across participating NHS Trusts, with the strategic aim of improving pathway efficiency and reducing RTT. 

[bookmark: _Toc225164001]3.2 Objectives
· Translate BTS cough guidance into locally usable pathways for primary and secondary care
· Help Trusts understand how cough is currently managed and where the main delivery gaps sit
· Support practical local implementation through facilitated action learning set sessions
· Identify barriers and potential solutions to implementation of a cough pathway in Trusts
· Develop products and learning that can be reused by other Trusts nationally
· Generate the evidence base for a future phase of pathway development and service improvement

[bookmark: _Toc225164002]3.3 Scope of work undertaken
The project has included pathway development, implementation support across 12 Trusts, qualitative interviews with participating services, development of patient and primary care resources, and the production of local implementation plans and progress reports. 

4. [bookmark: _Toc225164003]Method and evidence base

[bookmark: _Toc225164004]4.1 Action learning set model
The core delivery mechanism was a series of action learning set (ALS) sessions bringing together clinicians and operational teams from 12 Trusts across England. This created a structured environment for shared learning, local pathway development and practical problem solving. The ALS model was particularly valuable because Trusts were at different levels of maturity of implementing a cough pathway; this allowed Trusts with a more mature pathway to share concrete examples of learning, while less developed services could test ideas. 
[bookmark: _Toc225164005]4.2 Qualitative interview work
Qualitative interviews were undertaken with participating Trusts to explore confidence in cough management, familiarity with BTS guidance, current pathway arrangements, access to non-drug therapies, views on pharmacological management, and what Trusts wanted from the project. The analysis identified recurring themes including concentrated expertise of chronic cough management in a small number of clinicians per Trust, limited SLT access, variable referral quality, and strong demand for practical implementation tools and support to develop a cough pathway.

[bookmark: _Toc225164006]4.3 Trust implementation plans and progress reports
Each Trust contributed to implementation planning and progress reporting throughout the monthly ALS sessions. These documents captured current pathway state, level of alignment with the ideal pathway, local barriers, intended adaptation approach, planned actions and emerging progress towards implementing the secondary care cough pathway. While individual site contexts differed, the reports showed striking consistency in the major implementation issues.

[bookmark: _Toc225164007]4.4 Evidence base used in this report
This report synthesises four evidence sources: the clinical and policy context; outputs generated through the project; the thematic analysis of qualitative interviews; and the cross-site learning contained in Trust specific implementation plans and progress reports. This report describes what has been done and uses that evidence to set out what needs to happen next.

5. [bookmark: _Toc225164008]Findings from qualitative interviews and Trust reports

[bookmark: _Toc225164009]5.1 Summary of cross-site themes
· Most Trusts currently manage chronic cough within general respiratory services rather than via a dedicated cough clinic or commissioned end-to-end pathway.
· Management approaches vary between clinicians. In many services, one or two consultants carry most of the specialist knowledge and confidence in refractory cough.
· Referral quality from primary care is inconsistent, with incomplete baseline diagnostic investigations and treatable traits management.  
· Access to SLT for cough suppression therapy is the most common system gap for managing chronic cough patients.
· Data on chronic cough activity is weak because cough is not consistently coded, making it difficult to establish demand, waiting times or outcomes.
· Trusts value practical examples, primary care tools, self-management materials and support to make local business cases.

[bookmark: _Toc225164010]5.2 What the qualitative analysis adds
The qualitative analysis shows that the limiting factors are commissioning arrangements, service boundaries, workforce capability and pathway fragmentation that enable good cough care to be delivered consistently. 

[bookmark: _Toc225164011]5.3 Themes evident in Trust reports
The Trust reports reflect these same issues. South Tyneside and Sunderland described management within general respiratory clinics with SLT input present but capacity constrained. Sandwell and West Birmingham identified SLT development as a priority and estimated that capability building could take months of supported development rather than a single training event. Salisbury highlighted variable referral quality, the absence of a commissioned SLT cough service and the effect of winter pressures on pathway development. North Cumbria emphasised fragmented service structures and major coding limitations. BHRUT reported additional complexity created by cross-organisational working with community respiratory services and the need to build therapy models across SLT and physiotherapy. Barts highlighted the added challenge of multi-site pathway alignment and a single point of access still in development.

[bookmark: _Toc225164012]5.4 Implications
Taken together, the findings suggest that national scaling will require a dual approach:
· Provide a practical implementation toolkit for Trusts.
· Address the conditions that Trusts cannot solve alone, including SLT workforce development, improved management of patients with cough in primary care, and stronger data standards.

6. [bookmark: _Toc225164013]The chronic cough problem in pathway terms

[bookmark: _Toc225164014]6.1 Patient finding
A notable challenge is that the chronic cough population is often poorly defined operationally. Patients may be referred with cough, breathlessness, wheeze, throat symptoms, reflux symptoms, or non-specific respiratory complaints. Some present repeatedly in primary care before referral. Others are dispersed across respiratory, ENT and therapy services. Therefore, the true burden of chronic cough is under-recognised.

[bookmark: _Toc225164015]6.2 Referral
In the absence of widely used referral guidance or proformas, secondary care receives a mixture of highly informative referrals and minimal referral letters that do not document appropriate trials of treatment or baseline investigations. Trusts consistently reported that this leads to avoidable delay. 

[bookmark: _Toc225164016]6.3 Diagnostics
The optimal pathway depends on timely access to baseline investigations and a shared understanding of what should be completed before, or early after, referral. This may include chest imaging, spirometry, FeNO where available, blood eosinophils, medication review, smoking status, review of ACE inhibitor use and targeted treatment trials. In practice, the pattern across sites is variable access and variable completion.

[bookmark: _Toc225164017]6.4 Management
Management spans treatable traits, behavioural therapy, patient education and, in selected cases, pharmacological management for refractory cough. However, the project shows that availability of these is uneven. Many Trusts can deliver the medical assessment but not the full pathway, particularly where cough suppression therapy is unavailable due to lack of SLT capacity or capability. 

[bookmark: _Toc225164018]6.5 Follow-up
Where the first appointment cannot conclude in discharge because investigations are missing or therapy access is absent, patients remain in clinic longer, often with repeat appointments that could have been avoided if a cough pathway was in place. Improved follow-up, including clear discharge criteria and use of self-management support, is therefore integral to RTT improvement.

7. [bookmark: _Toc225164019]Overview of the optimal chronic cough pathway

[bookmark: _Toc225164020]7.1 Design principles
· Safety first- red flags must be identified.
· Minimum standardisation with local flexibility- there is a clear core pathway based on the BTS Cough Guidance, but no assumption that every Trust will use the same clinic model.
· Right intervention at the right point- patients should have treatable traits treated and the minimum diagnostic tests performed in primary care, where accessible. 
· Multidisciplinary working where necessary- respiratory, ENT, SLT, physiotherapy and diagnostics may all have a role, but the design should avoid duplication.
· Data measurement built in from the start- Trusts need practical ways of identifying and tracking cough activity throughout the patient journey. 

[bookmark: _Toc225164021]7.2 Principle of local adaptation
No single operating model will fit every Trust. The project demonstrated variation in referral systems, service boundaries, availability of SLT, community respiratory configuration, diagnostic access and existing outpatient structures. Therefore, Trusts should implement the core functions of the pathway in a way that is safe, efficient and locally sustainable.

8. [bookmark: _Toc225164022]Referral optimisation, diagnostics, management and follow-up

[bookmark: _Toc225164023]8.1 Referral Optimisation
Chronic cough referrals should specify minimum information requirements, required investigations, red flags, and when advice and guidance is more appropriate than direct clinic appointments. Where eRS or single point of access systems are being redesigned, cough templates should be incorporated intentionally. 

[bookmark: _Toc225164024]8.2 Diagnostics
The chronic cough pathways define which tests are expected pre-referral, and how results are interpreted to guide next steps. Some Trusts may also wish to develop intelligent triage models that use diagnostic information earlier to direct patients toward the most appropriate service.

[bookmark: _Toc225164025]8.3 Management
Medical management should include treatment of identifiable causes, optimisation of previous suboptimal treatment (e.g. effective nasal douching), and timely recognition of cough hypersensitivity or refractory chronic cough. Non-pharmacological treatment should be utilised for suitable patients. 

[bookmark: _Toc225164026]8.4 Follow-up
Trusts should decide which patients require repeat respiratory review, who can be discharged, and which outcome measures will be used to test improvement. Patient information resources can support earlier self-management and reduce unnecessary reattendance.

9. [bookmark: _Toc225164027]Resourcing the pathway: workforce, standards and infrastructure

[bookmark: _Toc225164028]9.1 Workforce skill models
In most participating Trusts, specialist knowledge of chronic cough is concentrated in one or two respiratory consultants, meaning it is difficult to spread consistent management across the service and difficult to sustain over time.
A practical workforce model is therefore likely to include three tiers. First, a respiratory consultant or small consultant group with deeper interest and capability in chronic cough, including management of refractory cough. Second, wider respiratory clinicians who can use a standard pathway for routine assessment and initial management. Third, access to therapy and allied professional support for the behavioural and educational components of care. In some systems, physiotherapy may contribute alongside SLT depending on local configuration and expertise.
Trusts should also consider operational leadership for referral process changes, clinic template design, data collection and cross-service coordination.

[bookmark: _Toc225164029]9.2 Speech and language therapy
SLT is a critical workforce consideration for cough suppression therapy. Across the project, limited SLT access emerged as the most frequent local barrier. In some sites there was no direct pathway into SLT for cough at all; in others, there was willingness but no commissioned capacity; in others, SLT clinicians had related skills in voice or upper airway work but required specific development in cough.
SLT capacity and capability issues repeatedly emerged from the project. Service time, clinic space, prioritisation and commissioning were barriers to SLT access, as well as a lack of confidence and competence in assessing laryngeal and behavioural aspects of chronic cough, delivering cough suppression therapy, and working within a respiratory pathway. Some Trusts had enthusiastic SLT colleagues but still were unable to deliver without protected time and a structured training pathway.
Training requirements indicate that Trusts should consider the prior background of SLT staff, access to mentoring, observation of established services, supervision arrangements and practical therapy resources. 
At present there is not enough mature service data to specify a universally valid ratio of SLT sessions per cough clinic, per referral volume or per population to collect therapy demand and session utilisation for future workforce modelling for cough management. 

[bookmark: _Toc225164030]9.3 Consultant respiratory expertise
Most departments are likely to contain one or more respiratory physicians with a stronger interest in cough, upper airway symptoms, laryngeal dysfunction or related guideline-based practice. Pathway design should identify and use that expertise deliberately for only genuinely complex or refractory cases require specialist concentration.

[bookmark: _Toc225164031]9.4 Specialist clinic staffing and operational support
Where Trusts wish to establish a dedicated cough clinic, workforce planning should include more than consultant time alone. Considerations include specialist nursing, clinic coordination support, administrative management of referrals and proformas, access to diagnostics, scheduling of therapy appointments, and a mechanism for MDT discussion where ENT or SLT input is needed.
A specialist cough clinic may not be the right first step for every Trust. Some will sensibly begin with virtual triage, a defined sub-pathway within general respiratory clinics, or a pathway led through advice and guidance. However, whichever model is chosen, the staffing requirements should be described. 

[bookmark: _Toc225164032]9.5 Training frameworks
· Training and awareness for respiratory clinicians on the BTS cough guidance, recognition of refractory cough, and rational use of neuromodulators.
· Training and mentorship for SLT colleagues delivering cough suppression therapy.
· Education for primary care on referral optimisation, empirical treatment quality and referral criteria.
· Implementation training for Trust operational teams on referral pathways, coding and data collection.

[bookmark: _Toc225164033]9.6 Staffing ratios and evidence gaps
At present, the evidence base is insufficient to specify a national staffing ratio for chronic cough services with confidence. SLT commissioning standards/ national policy development by NHS England is emerging and will focus on describing the functions required, with medium term work generating utilisation data on referral volume, consultant time, therapy demand, follow-up rate and administrative burden.

[bookmark: _Toc225164034]9.7 Diagnostic reporting standards
Diagnostic reporting standards should support pathway decision making. This means not only access to tests but consistent interpretation, timely reporting and the ability to connect results back into referral triage. Trusts with more mature digital and diagnostic integration may be able to use this information proactively to shape who needs a secondary appointment, who needs further primary care management, and who should be directed toward therapy or another specialty.
Cough bundles will be available through some Community Diagnostic Centres (CDCs) from 2026 onwards. 

[bookmark: _Toc225164035]9.8 Quality standards and digital infrastructure
Over time, the pathway would benefit from clearer minimum quality standards: for example, expected pathway components, access routes into therapy, documentation standards, baseline metrics and governance arrangements. Digital infrastructure requirements include configurable referral proformas, mechanisms for prospective data collection where coding is inconsistent, and the ability to link clinic activity, diagnostics and therapy contacts for pathway level analysis.

10. [bookmark: _Toc225164036]Making the money make sense

Chronic cough pathway implementation can lead to fewer avoidable repeat appointments, improved use of consultant time, better referral quality, fewer patients circulating between services without resolution, reduced waiting lists, reduced RTT and a stronger basis for triage and demand management.
At present, the absence of a structured cough pathway in many Trusts can create hidden costs rather than visible investment. Demand appears as general respiratory activity, ENT activity, primary care reattendance, or SLT demand that is not yet being measured. This project helps to make this hidden work visible.
Work up to date in this project has shown where the real barriers are, produced practical implementation assets, and identified what is needed for Phase 2, including scaling of the implementation of the cough pathway, better measurement of outcomes and stronger workforce development. 

11. [bookmark: _Toc225164037]Outputs delivered and impact to date

[bookmark: _Toc225164038]11.1 Tangible outputs delivered
· Primary and secondary care chronic cough pathways developed and disseminated
· Patient self-management resource developed and disseminated
· Action learning set model delivered across participating Trusts
· Trust specific implementation plans and progress reports developed
· Practical implementation toolkit produced for wider use and scaling
· Qualitative interview analysis completed to identify current cough management practices and barriers to cough pathway implementation. 

[bookmark: _Toc225164039]11.2 Impact to date
The project has created a much stronger shared understanding of what chronic cough pathway development actually requires in Trust settings. This includes clearer visibility of local processes, clearer identification of where cough management delay is introduced, and clearer recognition of the service components that are missing.
There is strong alignment with NHS England objectives on waiting list reduction and with BTS cough guidance. The project has translated the guidance into a practical implementation offer and, importantly, has highlighted where pathway redesign can contribute to RTT improvement, including in better pre-referral processes, smarter triage, more consistent management and access to the right interventions earlier in the pathway.
The project has also identified valuable system intelligence across delivery, workforce and commissioning gaps across the participating Trusts. Prior to this project, many of these gaps were recognised locally but not described consistently across sites. The project has now shown that the issues are not isolated. They are recurrent and therefore amenable to structured national or regional support.
Trusts have begun acting on the work. Several have started or refined GP referral guidance, explored integration with eRS or single point of access models, initiated conversations with SLT services, examined prospective data collection methods, and tested how a more integrated cough pathway could fit into local respiratory services. Metrics are beginning to be collected in some sites, albeit with acknowledged limitations.
The project has therefore moved the system from cough management aspiration to implementation readiness. Each local barrier is either being addressed or there is acknowledgement of how to address it, and it has shortened the distance between wanting a cough pathway and knowing what is required to build one.
[bookmark: _Toc225164040]11.3 Impact categories for Executive Sponsors 
· Strategic impact- clear alignment with elective recovery and outpatient improvement priorities
· Delivery impact- practical tools and implementation materials created
· Intelligence impact- strong understanding of a range of Trust barriers with enablers and maturity levels
· Capacity building impact- participating Trusts have increased confidence in what a local cough pathway entails
· Future evaluation impact- baseline metrics have been defined, enabling a more robust next phase with measurable progress. 

12. [bookmark: _Toc225164041]Local implementation learning and case studies

[bookmark: _Toc225164042]12.1 Examples of local adaptation
· BHRUT explored development of a virtual cough suppression therapy model with SLT and physiotherapy and used external observation of an established service to accelerate learning.
· Barts focused on multi-site consistency, a GP referral proforma and integration with a developing single point of access system.
· Gloucestershire prioritised collaboration with primary care and improved referral systems.
· Sandwell and West Birmingham concentrated on developing SLT capability and the conditions for future non-pharmacological service delivery.
· North Cumbria prioritised internal coordination and prospective identification of cough patients because coding barriers were so significant.
· Salisbury focused on improving referral quality, circulating resources and building relationships with SLT within severe capacity constraints.

[bookmark: _Toc225164043]12.3 What these examples show
These case examples reinforce that implementation is path dependent. Trusts start with different levers. For some, the immediate lever is referral redesign. For others, it is SLT development, data capture or cross-site alignment. The toolkit is useful precisely because it allows these routes to differ while preserving the same overall pathway intent.

[bookmark: _Toc225164044]13. Why further work is needed
The first phase has translated guidance into practical products, and key barriers have been identified, but the system still lacks several elements for sustainable implementation: stronger workforce assumptions, more mature data collection, formalised support for SLT development, a clearer scaling model, and stronger evaluation of elective impact.
Further work is also needed because local teams are operating under significant delivery pressure. Without continued support, many sites may retain interest but struggle to maintain momentum. The risk is that the project produces high quality resources that are appreciated but only partially implemented.
A further phase could focus on five areas:
· Strengthening national implementation through access to cough suppression therapy and referral standards.
· Developing workforce and SLT commissioning standards, supporting local and regional approaches to SLT capability building and service development
· Developing the implementation toolkit further, that includes workforce guidance, case studies and local business case support.
· Establishing a minimum dataset, common measurement approach and encourage prospective data collection where coding remains inadequate, by using early adopter sites to generate stronger evidence on patient flow through the system and service impact.
· Producing more mature case studies that demonstrate impact on waiting lists, pathway efficiency and patient experience.

[bookmark: _Toc225164045]Appendices

Appendix A
Link to Primary care chronic cough pathway, Secondary care chronic cough pathway, and Patient self-management resource:
https://www.healthinnovationoxford.org/clinical-priorities/respiratory/elective-care-respiratory-programme/chronic-cough-elective-care-respiratory-programme/ 

Appendix B
Chronic cough implementation toolkit 

Appendix C
Qualitative interviews analysis report 

Appendix D
Trust implementation plans and progress reports 

Appendix E
Proposed minimum dataset for collection
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