
Cop
yrig

ht©

Not
for S

ale o
r Co

mm
erci

al D
istri

buti
on

Una
utho

rise
d us

e pr
ohib

ited
. Au

thor
ised

user
s ca

n do
wnlo

ad,

disp
lay,

view
and

prin
t a s

ingle
cop

y for
pers

ona
l use

The Canadian Journal of CME / November 2010 45

Practical Pointers ForYour Practice

Chronic Cough:
Evaluation andManagement

Introduction

Chronic coughing is one of the most common
complaints for patients presenting to outpatient
primary care and pulmonary practices across
North America.1 Although there are myriad caus-
es of chronic cough, most cases can be expertly
managed by primary care physicians.

Defining chronic cough

Chronic cough is defined as coughing that has
been present for at least eight weeks.2When deal-
ing with cough, duration of symptoms is impor-
tant, as the etiology and approach to chronic
cough is distinct from acute and subacute cough
(which are often caused by acute infection and
post-viral cough, respectively).

The approach to chronic cough

A detailed history and physical examination are
crucial in the assessment of chronic cough. It is
important to realize that chronic cough can be
caused not only by lung disease, but cardiac dis-
ease, head-and-neck conditions or gastroe-
sophageal disease as well (Table 1). Smoking and
ACE inhibitors are also common causes of
coughing that should be specifically sought out in
the patient’s clinical history.1,2 In some cases, it is
possible to identify potential causes of coughing
based on this initial assessment alone. For exam-
ple, a history of heartburn may suggest that cough
is related to gastroesophageal reflux. In other

cases, worrisome findings in the patient’s history
or physical exam such as hemoptysis and
weight loss should warrant additional investiga-
tions (to exclude the possibility of malignan-
cy).2
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Table 1

Etiologies of Chronic Cough

Upper Airway

• Upper airway cough syndrome (post-nasal
drip)

• Lesions compressing upper airway

• Arterio-venous malformations

• Retrotracheal masses

• Tracheomalacia

• Swallowing dysfunction and aspiration

Lower airway

• Asthma

• Post viral respiratory tract infection

• Chronic bronchiectasis

• Lung cancer

• Non-asthmatic eosinophilic bronchitis

• Bronchomalacia

• Interstitial lung disease

• Occult infection

Gastrointestinal

• Gastroesophageal reflux disease

Other

• ACE inhibitors

• Irritation of the external auditory canal

• Psychogenic factors
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Investigations
We routinely send all patients with chronic cough-
ing for a chest x-ray.2 In conjunction with history
and physical examination, this helps exclude the
possibility of parenchymal lung disease. Unless
there are suggestive or worrisome findings upon
clinical assessment, additional investigations are
generally not required at this time.

First management steps

In smokers, the importance of smoking cessation
must be emphasized, and assistance in this
endeavor should be offered. Cough may be the
first manifestation of chronic obstructive pul-
monary disease in such patients.2 Cough related
to smoking may not respond to medications.
Spirometry should be ordered for all symptomatic
smokers with chronic cough to assess for the pres-
ence of COPD.3 The use of marijuana should be
specifically assessed as this information is not
often volunteered by patients and marijuana use
has been associated with chronic cough.

ACE inhibitors are commonly used medications;
approximately 10% of patients on ACE inhibitors
will develop chronic coughing.4 This can occur
several months after commencement of ACE
inhibitors and may take up to three months to
resolve after discontinuation of the medication.4

We routinely recommend discontinuation of ACE
inhibitors in all patients with chronic cough, even
if the cough preceded the introduction of the med-
ication, as the ACE inhibitor may be contributory
to the cough.

The most common causes of
chronic cough
In patients with a normal chest x-ray and no his-
tory of smoking nor ACE inhibitor use, the most
common causes of chronic cough are asthma,
upper airway cough syndrome (also known as
post-nasal drip), gastroesophageal reflux and

eosinophilic bronchitis.2 In some cases, the clini-
cal assessment will suggest one or more of these
conditions. However, it is important to note that
sometimes cough may be the only manifestation
of these conditions and a systematic empiric
approach is warranted.2 It is also important to
note that some patients may have more than one
of the four main causes of cough.

Asthma

Chronic cough is often a presenting complaint in
many asthmatics.5 Although it is very tempting to
empirically prescribe inhaler therapy in all
patients with chronic cough, this practice should
be discouraged. The cost of objective testing
(spirometry, with methacholine challenge if nec-
essary) is often less than even a few months of
empiric therapy. Once the diagnosis of asthma is
confirmed, regular inhaled corticosteroid (with
as-needed short acting beta-agonist) is the recom-
mended initial therapy.5 Compliance with therapy
and appropriate inhaler technique should be
emphasized as these are common causes of “treat-
ment failure.”

Upper airway cough syndrome (UACS)

UACS may be caused by either allergic or non-
allergic rhinitis.1 Unlike asthma, there is no objec-
tive way to confirm this diagnosis.2 Some patients
will report rhinorrhea or nasal congestion, but
cough may be the only complaint in others. Empiric
therapy is recommended for UACS, as the resolu-
tion of symptoms with therapy often confirms the
diagnosis.2 We often initiate therapy with an intra-
nasal steroid and a first-generation antihistamine
(e.g., diphenhydramine). It should be noted that the
older anti-histamines are superior for treatment of
coughing related to UACS than newer antihista-
mines but they are likely to cause sedation.4

Therefore, we usually recommend antihistamine
use only before bedtime. Long-term use of antihist-
amines is often not necessary, although many
patients will require long-term intra-nasal steroids



for control of UACS. If symptoms do not resolve
with initial therapy, further workup including radi-
ographic imaging of the sinuses and specialist
referral can be considered.2

Gastroesophageal reflux disease

Many patients with cough may complain of upper
gastrointestinal symptoms consistent with acid
reflux disease, but symptoms can be absent in up
to 40% of cases.1 In patients without “red-flag”
symptoms such as weight loss or dysphagia, a trial
of empiric therapy is often preferred over further
investigations.2 The recommended treatment for
GERD-associated cough is acid suppressive thera-
py with a proton pump inhibitor (PPI) combined
with lifestyle modification (avoidance of meals
close to bedtime, weight loss, elevation of the head
of the bed, smoking cessation and avoidance of
alcohol, caffeine and fatty foods).2

Eosinophilic bronchitis

Eosinophilic bronchitis is an inflammatory airway
disorder that is now recognized as a common cause
of chronic cough.1 Unlike asthma, eosinophilic
bronchitis is not associated with airflow obstruc-
tion or hyper-responsiveness. The diagnosis may
be confirmed with sputum analysis for
eosinophils, however, this test is not easily accessi-
ble to most physicians. Therefore, empiric therapy
with inhaled corticosteroids is recommended.1

Sequence of investigations and
duration of therapy
When the clinical assessment does not specifically
favor any of the four main causes of chronic
coughing, we recommend the following order of
investigations:
• Spirometry (with methacholine challenge) to

exclude asthma (treat asthma if positive)
• Trial of empiric intra-nasal steroids (with

first-generation antihistamine before bedtime)
• Trial of PPI with lifestyle modication
• Trial of inhaled corticosteroids

In each case, it is important to be aware that it may
take weeks or months before a clinical response is
observed. We recommend at least a three month
trial on each of the above therapies before deter-
mining lack of response. If there has been a partial
response, the therapy should be continued and the
next therapy added. Some clinicians prefer com-
mencing several empiric therapies simultaneously.
Although this may provide more rapid resolution
of the cough, we favor a sequential approach as
patient compliance is improved and medication
costs are minimized.

Final thoughts

Using the above algorithm, the majority of chronic
cough cases can be successfully managed.
However, the importance of a careful initial clini-
cal assessment cannot be underemphasized. Before
embarking on a sequence of empiric therapy, it is
important that signs of significant respiratory or
cardiac disease not be overlooked.
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