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The impact of Cough on health

 Important defence mechanism that helps clear excessive 

secretions and foreign material from the airways 

 Important factor in the spread of infection

One of the most common symptoms for which patients seek 

medical attention 

Chest 2006;129:25S-27S



Categorization

 Based on duration

• Acute: defined as lasting less than 3 weeks

• Subacute: lasting 3–8 weeks

• Chronic: lasting more than 8 weeks

 Based on sputum production

• Productive cough

• Non-productive cough

N Engl J Med 2000;343:1715-1721



Health and economic effects of Acute cough

- Acute cough most common and greatest impact on the general 

public

출처: 건강보험심사평가원



Acute bacterial sinusitis, 

Bordetella pertussis, 

mycoplasma, chlamydia 

infections

Viral respiratory 

infection (m/c)

- Common cold

- Acute bronchitis

Allergic rhinitis, 

environmental irritant, 

Foreign body aspiration 

Pulmonary 

embolism, 

congestive heart 

failure, pneumonia

Acute cough

Etiologies

Chest 2006;129:72S-74S

Chest 1998;114(suppl):133S-181S



Common cold

 The infections that involve primarily the upper respiratory tract 

One of the most common infectious diseases of humankind

At least 200 viruses associated 

• Rhinoviruses, coronaviruses, parainfluenza viruses, respiratory 

syncytial virus (RSV), adenoviruses, and enteroviruses

J Med Assoc Thai 1990;73:96-101

Ann Intern Med 1996;125:81-8





Pathogenesis of the common cold



Cough and the Common cold

 The prevalence of cough due to the common cold is 83% within 

the first 2 days of illness

 The exact mechanisms of viral URTI induced cough are unclear

1. Virus induced postnasal drip (PND)

2. Virus increase in the sensitivity of the afferent sensory nerves

Am Rev Respir Dis 1988;138:305-311

Chest 2006;129:63S-71S



• Both PND and direct irritation of airway cough receptors can be 

factors in how upper airway cough is triggered

• The term “Upper airway cough syndrome (UACS)” was 

proposed in the 2006 American College of Chest Physicians 

(ACCP) cough guidelines to replace the term PNDS

Chest 2006;129:63S-71S

Cough and the Common cold



Acute bronchitis

 Self-limited inflammation of the large airways of the lung and 

clinically expressed as cough, which may include sputum 

production lasting one to three weeks

No diagnostic test that can differentiate other disorders 

• No clinical or radiographic evidence of pneumonia

• Common cold, acute asthma, or an exacerbation of COPD ruled 

out

BMJ 1998;317:1433

Chest 2006;129:95S-103S



Causes of Acute bronchitis

Viral infection (m/c)

• Influenza B, influenza A, parainfluenza, and RSV

• Coronavirus, rhinovirus, and adenovirus

 Bacterial infection (~10%)

• Mycoplasma pneumoniae, Chlamydophila pneumoniae, Bordetella 

pertussis, and Bordetella parapertussis

Others : cold air, dust, environmental irritants Chest 2006;129:95S-103S



Diagnosis of Acute bronchitis

• Based upon the history and physical examination

• Cough - persists for five or more days and lasts up to three weeks, with 

production of purulent-appearing sputum

• Bronchospasm, mild dyspnea 

• Wheezing or rhonchi

• Generally afebrile

- fever suggests the presence of either influenza or pneumonia

N Engl J Med 2006;355:2125-30



Cough associated with acute bronchitis

 The mechanism of cough in acute bronchitis is multifactorial.

 Mucosal injury, epithelial cell damage, and the release of 

proinflammatory mediators

 Thickening of the bronchial and tracheal mucosa by microscopical

examination 

 Transient bronchial hyperresponsiveness and even airflow obstruction

can occur

Chest 2006;129:95S-103S



• 138 patients with acute bronchitis followed up for three years (1992-1995)

• Questionnaire, spirometry, a methacholine challenge test, and skin prick test

• 34% (32/95) of patients with acute bronchitis fulfilled critieria for asthma or 

chronic bronchitis, or both

 18 patients fulfilled criteria for asthma

 20 patients fulfilled critieria for chronic bronchitis (6 of these 20 also 

fulfilled criteria for asthma)

BMJ 1998;317:1433



• Of the 80 patients with symptoms 

of acute bronchitis, 29 (36.9%) 

were patients with asthma

Scand J Prim Health Care 2000;18



 Mild bronchial asthma was diagnosed in 65% patients with recurrent acute 

bronchitis

In patients with acute bronchitis, 

• Consider bronchial hyperresponsiveness, asthma, or chronic 

bronchitis

• Inform the patient of the risk of developing chronic lung 

disease
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Practical approach of Acute cough

기침진료지침

 병력청취: 기침의기간, 발생시점, 빈도, 특성, 악화인

자, 자세에따른변화, 동반증상, 객담의양이나색깔, 

아토피나비염, 흡연력, 먼지나화학물질노출력

 신체검진: 호흡음청진 (wheezing or crackle), 심음청

진, 비강, 인후두진찰
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Practical approach of Acute cough

기침진료지침

 기침의기간이길지않더라도특별한주의가필요
한경우

- 목소리변화
- 다량의화농성객담
- 장기간의흡연력
- 발열, 체중감소
- 식사섭취에문제또는흡인성폐렴의과거력
- 잦은폐렴의병력



Practical approach of Acute cough

기침진료지침



Management

- Common cold

• Combination of a first-generation antihistamine 

(brompheniramine) plus a decongestant (pseudoephedrine)

• Nonsteroidal anti-inflammatory drug (naproxen)

• Second-generation nonsedating antihistamines

• Topical a-adrenergic therapy

• Topical anticholinergic therapy



1. Combination of first-generation antihistamine plus a decongestant 

- Resolution of both cough and postnasal drip

Am Rev Respir Dis 1988;138:305-311

Management

- Common cold

 In a double-blind placebo controlled study, Antihistamine-decongestant 

therapy reduced postnasal drip and significantly decreased the severity of 

cough during the first few days of the common cold.



 The American College of Chest Physicians (ACCP)

Management

- Common cold

Patients with acute cough (as well as PND and throat clearing) associated with 

the common cold can be treated with a first-generation A/D preparation 

(brompheniramine and sustained-release pseudoephedrine). Naproxen can 

also be administered to help decrease cough in this setting. Level of evidence, 

fair; benefit, substantial; grade of recommendation, A

Chest 2006;129:72S-74S

1. Combination of first-generation antihistamine plus a decongestant 

- Resolution of both cough and postnasal drip



2. NSAID beneficial effect on headache, malaise, myalgia, and cough

Management

- Common cold

• Naproxen treatment did not alter virus shedding in participants with 

experimental rhinovirus colds

• But it had a beneficial effect on the symptoms of headache, malaise, 

myalgia, and cough.

Ann Intern Med 1992;117:37-41



2. NSAID beneficial effect on headache, malaise, myalgia, and cough

Management

- Common cold

Patients with acute cough (as well as PND and throat clearing) associated with 

the common cold can be treated with a first-generation A/D preparation 

(brompheniramine and sustained-release pseudoephedrine). Naproxen can 

also be administered to help decrease cough in this setting. Level of evidence, 

fair; benefit, substantial; grade of recommendation, A

 The American College of Chest Physicians (ACCP)

Chest 2006;129:72S-74S



 Acetaminophen

Management

- Common cold

Cochrane Database Syst Rev. 2013;1(7)

• Acetaminophen relieve nasal obstruction and rhinorrhea, but not improve 

some other cold symptoms (including sore throat, malaise, sneezing and 

cough)



3. Second-generation nonsedating antihistamines 

- ineffective in common cold

Management

- Common cold

• 49 subjects were treated with terfenadine (120 mg twice each day), and 48 

subjects were treated with placebo twice each day for four or five days.

• When comparing terfenadine to placebo, neither the symptoms nor signs of 

the common cold improved in a clinically or statistically significant manner.



3. Second-generation nonsedating antihistamines 

- ineffective in common cold

Management

- Common cold

In patients with the common cold, newer generation nonsedating

antihistamines are ineffective for reducing cough and should not be used. 

Level of evidence, fair; benefit, none; grade of recommendation, D

 The American College of Chest Physicians (ACCP)

Chest 2006;129:72S-74S



4. Topical a-adrenergic therapy

• Vasoconstriction decreases blood flow through the nasal mucosa 

and results in shrinkage of this tissue

• No prospective data showing its efficacy are available

• But, can be used in the short term (3–5 days)

• Prolonged use is not advised because of the risk of rebound 

congestion (“rhinitis medicamentosa”)

Lung 2010;188:S41-S46

Management

- Common cold



5. Topical anticholinergic therapy

• Decrease rhinorrhea and sneezing in the common cold

• But, its efficacy on decreasing cough was not evaluated

Ann Intern Med 1996;125:89-97

Management

- Common cold



6. Sinus imaging not recommended within the first week of onset

• In patients with cough and acute URTI, because symptoms, signs, 

and even sinus imaging abnormalities may be indistinguishable 

from acute bacterial sinusitis, the diagnosis of bacterial sinusitis 

should not be made during the first week of symptoms. (Clinical 

judgment is required to decide whether to institute antibiotic 

therapy.) Level of evidence, fair; benefit, none; grade of 

recommendation, D

Management

- Common cold

 The American College of Chest Physicians (ACCP)

Chest 2006;129:72S-74S



Management

- Common cold

• Of the 31 subjects with recent onset colds, 27 (87%) had abnormalities of 

one or both maxillary sinus cavities at CT scans

• Common cold is associated with frequent anatomical involvement of the 

sinus cavities.



Management

- Common cold

7. Antitussive agent and over the counter combination cold 

medications not recommended

In patients with cough due to URI, peripheral or central cough 

suppressants have limited efficacy and are not recommended for this use. 

Level of evidence, good; benefit, none; grade of recommendation, D

In patients with acute cough due to the common cold, over the counter 

combination cold medications, with the exception of an older 

antihistamine-decongestant, are not recommended until randomized 

controlled trials prove that they are effective cough suppressants. Level of 

evidence, fair; benefit, none; grade of recommendation, D

 The American College of Chest Physicians (ACCP)

Chest 2006;129:238S-249S



Management

- Acute bronchitis

• Antitussive agents

• Mucoactive agents

• Inhaled bronchodilators

• Antibiotics



Management

- Acute bronchitis

1. Antitussive agents 

• Cough due to viral respiratory tract infections not respond to antitussive 

therapy, but chronic cough improve with antitussive therapy

In patients with a diagnosis of acute bronchitis, antitussive agents are 

occasionally useful and can be offered for short-term symptomatic relief 

of coughing. Quality of evidence, fair; benefit, small/weak; grade of 

recommendation, C

 The American College of Chest Physicians (ACCP)

Chest 2006;129:95S-103S



Murray & Nadel's textbook of 

respiratory medicine



Management

- Acute bronchitis

1. Antitussive agents 

• Central cough suppressants

• Opioids (morphine, codeine) 

• Potential for physical dependence, respiratory depression, and 

gastrointestinal colic 

• Non-opioid antitussive (dextromethorphan, 

levopropoxyphene)

• No analgesic or sedative properties

Chest 2006;129:238S-249S



Management

- Acute bronchitis

1. Antitussive agents 

• Peripheral cough suppressants

• Suppression of pulmonary afferent activity

• Levodropropizine

• Inhibition in activation of C-fiber sensory afferents

• Theobromine

• Blocking of TRPV-1 (transient receptor potential vanilloid-1)

Chest 2006;129:238S-249S



Management

- Acute bronchitis

2. Mucoactive agents

• Medications to affect mucus properties and promote secretion clearance

• No consistent favorable effects shown with expectorant and mucolytic 

agents on the cough associated with acute bronchitis

In patients with a diagnosis of acute bronchitis, because there is no 

consistent favorable effect of mucokinetic agents on cough, they are

not recommended. Quality of evidence, fair; benefit, conflicting; grade of 

recommendation, I

Chest 2006;129:95S-103S

 The American College of Chest Physicians (ACCP)



Management

- Acute bronchitis

2. Mucoactive agents

• Expectorants : guaifenesin, hypertonic saline, dry powder mannitol

• Mucoregulators : carbocysteine, anticholinergics, glucocorticoid, 

macrolide

• Mucolytics : N-acetylcysteine, bromhexin, erdosteine

• Mucokinetics : bronchodilators, ambroxol, acebrophylline

Chest 2006;129:238S-249S



Management

- Acute bronchitis

3. Inhaled bronchodilators 

In most patients with a diagnosis of acute bronchitis, β2-agonist 

bronchodilators should not be routinely used to alleviate cough. Quality of 

evidence, fair; benefit, none; grade of recommendation, D

In select adult patients with a diagnosis of acute bronchitis and wheezing 

accompanying the cough, treatment with β2-agonist bronchodilators may 

be useful. Quality of evidence, fair; benefit, small/weak; grade of

recommendation, C

 The American College of Chest Physicians (ACCP)

Chest 2006;129:95S-103S



4. Antibiotics

Management

- Acute bronchitis

For patients with the putative diagnosis of acute bronchitis, routine 

treatment with antibiotics is not justified and should not be offered. Quality 

of evidence, good; benefit, none; grade of recommendation, D

Chest 2006;129:95S-103S

 The American College of Chest Physicians (ACCP)



Am J Med 1999;107:62-7

Management

- Acute bronchitis



Management

- Acute bronchitis

Am J Med 1999;107:62-7



Management

- Acute bronchitis

Cough at 8 days visit, outcome: mean number of days of cough

The Cochrane Library 2014, Issue 3



Management

- Acute bronchitis

Number of patients with adverse effects

The Cochrane Library 2014, Issue 3



4. Antibiotics

• Small benefit from the use of the antibiotics in the treatment 

of acute bronchitis

• Improvement in duration of cough less than one day

• Risk of side effects and the societal cost of increasing antibiotic 

resistance

Use of antibiotics is not justified

Management

- Acute bronchitis



4. Antibiotics

Management

- Acute bronchitis

Children and adult patients with confirmed and probable whooping cough

should receive a macrolide antibiotic and should be isolated for 5 days from 

the start of treatment; early treatment within the first few weeks will 

diminish the coughing paroxysm and prevent spread of the disease; the 

patient is unlikely to respond to treatment beyond this period. Level of 

evidence, good; net benefit, substantial; grade of evidence, A

 The American College of Chest Physicians (ACCP)

Chest 2006;129:95S-103S



• Irritant or allergic exposures 

• Eliminating or avoiding the causative agents

• Second-generation antihistamines, nasal steroid preparations, 

or leukotriene inhibitors

Management

- Acute bronchitis



Summary

• Acute cough is among the most common symptoms for 

which patients seek medical attention. 

• Acute cough is defined as cough present for 3 weeks or less. 

• Caused by a viral infection of the upper respiratory tract 

(common cold) or lower respiratory tract (acute bronchitis)



Summary 

• The most effective treatment due to the common cold is a 

combination first-generation antihistamine plus decongestant

• Antibiotics are not indicated 

• Acute cough can be a symptom of a life-threatening 

condition.



Thank you for your attention


