Cough
CCFP Objectives
1. In  patients  presenting  with  an  acute  cough:
1. Include serious causes (e.g. pneumothorax, pulmonary embolism [PE]) in the differential diagnosis.
· Consider life-threatening conditions: pneumothorax, PE, heart failure, exacerbation of asthma or COPD, pneumonia
· Approach to cough:
	Divide patient population
	Divide cough

	Pediatric: less than 15 yr.
Adult: older than 15 yr.
Special populations: smoker, immunosuppression, chronic (lung) disease
	Acute: less than 3 weeks
Subacute: 3-8 weeks
Chronic: more than 8 weeks, more than 4 weeks in children


For subacute cough: if history of infection treat as post-infectious until cough becomes chronic (i.e. lasts longer than 8 weeks), if no history of infection, treat as chronic
· In children with acute cough, consider croup, bronchiolitis, pertussis and treat
2. Diagnose a viral infection clinically, principally by taking an appropriate history.
· No one sign, symptom or test rules out bacterial infection or rules in viral
· However, if no red flag symptoms present, no CXR or further investigation is warranted until the cough persists into chronic phase.
	History
	Red Flag Symptom

	Age
Details of cough: Duration, ?productive, impact on function, other symptoms (fever, congestion, muscle aches, SOB, chest pain)
Other medical conditions: asthma, COPD, Heart Disease, cancer, HIV, immune-suppressed
Recent surgery or hospitalization
Smoking status
Medications, recent use of antibiotics
Infectious contacts, vaccination status
Occupation (infectious contacts, irritants, allergens)
Travel
	Sudden fever - Suggestive of influenza, pneumonia, SARS
Shortness of Breath, chest pain – r/o life threatening causes
Recent surgical procedure – increases likelihood of PE, aspiration, atypical infection
Other health problems – ?exacerbation of lung disease (COPD, asthma), risk of atypical infection (immune suppression, IVDU)
Smoker: get more infections, tend to persist longer
Contact with infected person (influenza, SARS)
Recent travel – increases likelihood of atypical infection

	Physical Exam
	Red Flag Signs

	Vitals, weight
Listen for cough in office, judge frequency, severity
H&N
Cardiac – including volume status, signs of heart failure
Chest
	Unusually ill, abnormal vitals
Shortness of breath, respiratory distress
High fever
Reduced air entry, signs of consolidation, restricted air entry
Other signs of DVT
Weight loss, weight gain (if fluid overload)


3. Do not treat viral infections with antibiotics. (Consider antiviral therapy if appropriate.)
· Acute bronchitis commonly lasts 7 to 10 days; up to 1 month in 25% of patients
· Controversial, but may consider Abx if cough lasts >14 d
· Abx do not increase/speed up resolution; but decreases “time feeling ill” by 0.5 days
· Most people just want the cough to stop: Cough management options
	Non-pharma (possibly more effective)
	Pharma (expert consensus only)

	Decrease or quit smoking
Fluids (keep mucus thin)
Moist/humid air
	Beta agonists (only if wheezing)
Codeine, Dextromethapham
1st gen antihistamines


2. In pediatric patients with a persistent (or recurrent) cough, generate a broad differential diagnosis (e.g., gastroesophageal reflux disease [GERD], asthma, rhinitis, presence of a foreign body, pertussis)
· In children, divide chronic cough into specific (dx recognizable from description of cough and/or other findings on hx or exam) and non-specific
· Specific cough (Table 2)
	Type of cough
	Diagnosis

	Barking or brassy cough
[bookmark: 0_pgfId-1103178][bookmark: 0_pgfId-1103186]Honking 
[bookmark: 0_pgfId-1103194][bookmark: 0_pgfId-1103201]Paroxysmal (+/- inspiratory “whoop”) 
[bookmark: 0_pgfId-1103210][bookmark: 0_pgfId-1103218][bookmark: 0_pgfId-1103226][bookmark: 0_pgfId-1103234]Staccato
	Croup, tracheomalacia, habit cough
Psychogenic
Pertussis and parapertussis
Chlamydia in infants

	Sign/Symptom
	Suggested etiology

	Auscultatory findings (wheeze, crackles, differential breath sounds)
Cough characteristics (eg, cough with choking, cough quality, cough starting from birth)	
Cardiac abnormalities (including murmurs)
Chest pain
Chest wall deformity
Daily moist or productive cough
Failure to thrive

Feeding difficulties (including choking/vomiting)
Atypical and typical respiratory infections
Neurodevelopmental abnormality
Recurrent pneumonia	
	Asthma, bronchitis, congenital lung disease, foreign body aspiration, airway abnormality
Congenital lung abnormalities

Any cardiac illness
Asthma, functional, pleuritis
Any chronic lung disease
Chronic bronchitis, suppurative lung disease
Compromised lung function, immunodeficiency, cystic fibrosis
Compromised lung function, primary aspiration
Immune deficiency
Primary or secondary aspiration
Immunodeficiency, congenital lung problem, airway abnormality


· See ACCP Algorithm at end of document.
3. In patients with a persistent (e.g., for weeks) cough:
a) Consider non‐pulmonary causes (e.g., GERD, congestive heart failure, rhinitis), as well as other serious causes (e.g. cancer, PE) in the differential diagnosis. (Do not assume that the child has viral bronchitis).
· Wide differential, often with multiple causes in the same person.
· Start with hx and p/e as for acute cough, plus CXR. Be wary for constitutional symptoms suggestive of cancer or TB infection.
· Three most common causes in adults: Post-nasal drip, asthma, GERD 
b) Investigate appropriately.
AAFP Algorithm

4. Do not ascribe a persistent cough to an adverse drug effect (e.g. from an angiotensin‐converting enzyme inhibitor) without first considering other causes.
· If cough caused by ACEi, expect resolution within 2 weeks of stopping.
5. In smokers with persistent cough, assess for chronic bronchitis (chronic obstructive pulmonary disease) and make a positive diagnosis when it is present. (Do not just diagnose a smoker’s cough.)
· See COPD topic

Relevant Guidelines and References:
· Worral, G. Acute cough in adults. CFP Jan 2011;57(1):48-51
· Coughlin, L. Cough: Diagnosis and Management. AFP 15 Feb 2007; 75(4):567-575
· Summary of American College of Chest Physician Guidelines; has chronic cough algorithm
· Worral, G. Acute cough in children. CFP Mar 2011; 57(3): 315–318
· Irwin, R. et al. Diagnosis and Management of Cough: ACCP Evidence-Based Clinical Practice Guidelines. Chest. 1 Jan 2006; 129(1 suppl):1S-292S
· Really dense; stick with the AFP Summary
· Chang, A and Glomb, W. Guidelines for Evaluating Chronic Cough in Pediatrics. Chest. Jan 2006; 129(1 suppl):260S-283S
[bookmark: _GoBack]

· ACCP Guidelines. Table 2 show above.
 Figure 2
 Figure 3
image2.png
Presence of 'specific cough pointers’ |2

¢ No

CHR and Spirometry (if =3-6 years oldy* abnomal [Y—-“ See figure 3

v Mo

Is the cough characteristic? |—-Yes table 2

No
Mon-specific cough

Watch, wait and review
» uzually post viral cough or acute bronchitis

» rarely but examine for foreign body inhal ation, asthma, upper
ainuay disorders, adverse events of medications, fundional
disorders, pertussis, mycoplasma, GERD, earproblems

And

Evaluate
1. Tobacco smoke and other pollutants

2. Child's activity, parental expectations and concerns
3. Treat any obvious illness abowe

v

l-—.Review in1-2 weeks
resalving .—l—. ‘'specific cough pointers' present

v

resolved  persistent cough
v v

discharge Discuss options with parents

Watch. wait and Trial of therapy

review approach l

Dry cough Wet cough
v v

1C8 {400ug/day Anti-microbials
hudesonide equivalent) (10 days)
Follow-up | [= Review points 1-3 r r
to ensure [ [ Specific cough pointers
resolution present? See fig. 3 Review in 2-3 weeks Review in 1-2 weeks
= Caonsider trial of therapy Cough resolving? Cough resolving?
yas —L = no yos <L no
v v v v

Asthma or Cease |CS Protracted Fig 3

asthma-like = Review points 1-3 hronchitis

Cease ICS and . Speciﬂc cough .
If recurrent, consider

inwestigation fig 33

review if no other i
festures of ashma: pointers present?

consider 'period (seefig 3)
effect’





image3.png
Specific cough pointers present ar

abnommal CXR or spirometry (if =3-6 years old)

Reversible airway
obstruction?
if cough does

not satle consider

Assess risk factors for

Consider early consultation with pediatric

pulmonologist for assessment

¥ L L L * L l
Bronchiectasis aspiration Chronic or Interstitial Alrway Other less cardiac
ar recurrent less lung abnomality common ol
pheumaonia - Primary and comman disease pulmonary T menan
sacondany : : - hypertension
" infections - Tracheo- conditions | . cardiac
. . = neurologically " .
= cystic fibrosis SEASIl = Rheumatic bronchomalacia oedema
= ciliany dyskinesia . TB diseases « Other intra- . Primary and
A = altered awallow i ) i ny
* pIEvoUs sevele - weak cough « non-tuberculous  * Cytotoxics luminal lesions secondany *
pneumania refles mycobactera « drugs egtumours tumours
« immunodeficiency neuromuseular  * Mycoses » radiation - extrinsic Pediatric
. Istrgctur.al ainvay dice aca + parasites ete COmpressive cardiologist
esions lesions
" = lanmgeal
IZZ::?:;MI lung abnomalities ‘ ¢ ‘ l
= missed foreign ' ;onzl:-;:e:old M antous Autoimmune Bronchoscopy Echao
body . T?F.f H-f‘?st!:ﬂa Bronchoscopy mankers & lavage cardiac
= TEF! H-fistula . severe GERD & lavage HRCT chest CT chest catheter
HRCT chest Lung biopsy MR chest

}

Sweattest
Bronchoscopy
Cilia biopsy
Immune wotup
HRCT chest
Ba awallow

4

Ba awallow
Bronchoscopy & lavage
Video fluoroscopy

pH monitor

Lung milk
scanfsalivagram




image1.png
Chronic cough

to enamnatn, et gty

R R — Sk, ACE it

st nd st Drcantnue

| !

nsdeque espors o cpil hray Noporse

i

Important generstcosideraions
Opmas sy foreach 829055
Checkcomglace

Secuneof o posiityof mitpecunes
M ity et et

Upper iy cough syrrome
e et

.

el et spromeny ronchoisor sy
ol roanon g o e s
Honssimatc ssinophiic boncits

el et o sputm osephl o engic vesment
Gostrcsophagest el disesse

e e

Insdsquae espons 0 eyl hrty

Jr—
Upperay cough s snisamie!
acongesiont

Tesotene gt o

Honastimate osnapnic borcs e
P

ool el s peicn it
i ek nd el hang

Funher investgaions toconsider:

280 sophad g monterng Hiheluion computed tomogaghy
Endosopiordoluoroape | Benchoscoy

vl cion Ecrocrsogm

B g e o—

Sas vgiog Conser o e coues





