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SUBACUTE AND CHRONIC COUGH
EVALUATION AND MANAGEMENT



 Acute cough:  lasting less than 3 weeks.

 Subacute  cough:  lasting between 3-8 weeks.

 Chronic cough:  lasting more than 8 weeks.

COUGH DURATION



 Stimulation of a complex reflex arc is the precipitation of 
cough with the exception of psychogenic or habitual cough.

 Mechanical cough receptors can be stimulated by touch or 
displacement. 

 Chemical receptors are sensitive to noxious gases or fumes. 

 Cough receptors  are in the epithelium of the upper and lower 
respiratory tracts.   Laryngeal and tracheobronchial receptors 
respond to both mechanical and chemical stimuli. 

 Receptors are also in the pericardium, esophagus, stomach, 
and diaphragm. 

COUGH PHYSIOLOGY



COUGH BY LOCATION



 Upper Airway Location

 Upper airway cough syndrome from post nasal drip or vasomotor 
rhinitis, Vocal cord dysfunction, Chronic sinusitis, Vocal cord 
nodules or neoplasm.

 Lower Respiratory Location

 Asthma, Chronic bronchitis, Bronchiectasis, Interstitial lung 
disease, Neoplasm, Foreign body.

 Infection such as Tuberculosis, Lung abscess, and Parasites.

 Gastrointestinal Location

 Gastroesophageal Reflux, Aspiration.

COUGH ETIOLOGIES



 Nervous System

 Postinfectious, Neurogenic cough, Psychogenic.

 Complication of drugs

 Angiotensin Converting Enzyme Inhibitors.

 Cardiac System

 Pulmonary congestion from pulmonary edema.

OTHER ETIOLOGIES



 History from patient

 Physical exam of patient

 Laryngoscopy

 CT sinus

 Pulmonary function testing

 Bronchoprovocation challenge

 Chest X-ray ; possibly CT chest

 Sputum Cultures

 Bronchoscopy

 pH Impedance probe, Esophagram, Endoscopy, Manometry

 Tailored Swallow

 Echocardiogram

EVALUATION OF COUGH



 Underlying reasons for postnasal drip include:  allergic 
rhinitis, nonallergic rhinitis, vasomotor rhinitis, acute 
nasopharyngitis, and sinusitis. 

 Symptoms of postnasal drip include:  frequent nasal 
discharge, a sensation of liquid dripping into the back of the 
throat, and frequent throat clearing.

 Physical examination findings include:  a cobblestone 
appearance to the nasopharyngeal mucosa and 
nasopharyngeal secretions.

UPPER AIRWAY COUGH SYNDROME



CHRONIC RHINITIS CHANGES



 Oral antihistamines

 Nasal corticosteroids

 Nasal saline irrigations

 Ipratropium nasal spray

 Nasal spray antihistamines

 Monteluekast orally once a day

 Allergy shots – immunotherapy

 If sinusitis identified, then antibiotics for 2-4 weeks; possibly 
surgery if repeated episodes occur

TREATMENT OF UPPER AIRWAY COUGH 
SYNDROME



 Patients are often atopic or have a family history of asthma. 

 Cough may be seasonal or worsen upon exposure to triggers.

 Airway hyperreactivity can often be demonstrated by 
bronchoprovocation testing.

 Asthma induced cough should improve with therapy such as 
inhaled corticosteroids if the cough is caused by asthma.  If 
the cough does not improve, an alternative or concomitant 
diagnosis should be considered.

COUGH VARIANT ASTHMA



POSITIVE BRONCHOPROVOCATION



 Inhaled bronchodilators.

 Inhaled corticosteroids.

 A short course of oral prednisone can be tried.

TREATMENT OF COUGH VARIANT ASTHMA



 Considered in patients who complain of symptoms of 
gastroesophageal reflux such as heartburn or a sour taste in 
the mouth.

 However, these symptoms are absent in more than 40 percent 
of patients in whom cough is due to reflux.

 Aspiration of gastric fluids while sleeping.

 Stimulation of laryngeal receptors.

 An esophageal-tracheobronchial cough reflex induced by 
reflux of acid into the distal esophagus. 

COUGH FROM GASTROESOPHAGEAL 
REFLUX 



LARYNX WITH GASTROESOPHAGEAL
REFLUX CHANGES



 Cessation of smoking 

 Avoidance of foods such as fatty foods, chocolate, excess 
alcohol, spicy foods

 Eating meals that are not excessively large

 Avoidance of meals 2-3 hours before lying down 

 Elevation of the head of the bed 

 Histamine2 antagonist such as ranitidine

 Proton pump inhibitor such as omeprazole

 Promotility agents such as metoclopramide

 Surgery

TREATMENT OF GASTROESOPHAGEAL 
REFLUX 



 Occurs in 3 to 20 percent of patients treated with these 
agents.

 Usually begins within one week of starting therapy, but the 
onset can be delayed up to six months.

 It typically resolves within one to four days of discontinuing 
therapy, but can take up to four weeks.

 It generally recurs with rechallenge, either with the same or a 
different ACE inhibitor.

 Treatment is to stop the agent.

COUGH FROM ACE INHIBITORS



 Symptoms are cough, shortness of breath, and/or 
hoarseness.

 Some patients have significant dysphonia.

 Patients sometimes feel as if the inspiratory effort is being 
“cut off” at the throat.

 Symptoms worse with moments of anxiety.

 Truncation of the inspiratory flow volume loop.

 Treatment is Speech Therapy.

COUGH FROM VOCAL CORD DYSFUNCTION



TRUNCATION OF INSPIRATORY 
FLOW-VOLUME LOOP



PARADOXICAL VOCAL CORD MOVEMENT



 Lung cancer is the etiology in less than 2 percent of the cases 
of chronic cough.

 Lung cancer that causes cough is generally due to neoplasms 
originating in the large central airways.

 Bronchogenic cancer should be considered as a possible 
etiology of cough in any current or former smoker.

 Hemoptysis should raise suspicion for a more concerning 
process, but does not always mean cancer is present.

 The possibility of cancer is why all patients with cough lasting 
longer than 8 weeks should have at least a chest X-ray.

COUGH FROM LUNG CANCER



Any 
questions?THANK YOU


