
EXPLORE COMMON CLINICAL PRESENTATIONS OF 

FOR ADULT PATIENTS, CHRONIC COUGH IS A COUGH THAT PERSISTS FOR 
>8 WEEKS AND IS ESTIMATED TO IMPACT ~5% OF THE US POPULATION1,3,a

1,2

a Based on a cross-sectional study of 74,977 adults in the United States who completed a National Health and Wellness     
  Survey, 4.9% of respondents self-reported experiencing chronic cough in the prior 12 months.3
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SOME UNDERLYING CONDITIONS THAT PATIENTS WITH CHRONIC COUGH MAY EXPERIENCE1,4:

CHRONIC COUGH CAN PERSIST DESPITE THOROUGH INVESTIGATION AND/OR APPROPRIATE 
TREATMENT OF POTENTIAL UNDERLYING CONDITIONS.1,5

• Gastroesophageal 
reflux disease (GERD)

•  Postnasal drip/upper 
airway cough syndrome 
(UACS) secondary to 
rhinosinus diseases

• Asthma
• Nonasthmatic 
eosinophilic   
bronchitis (NAEB)
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A DIAGNOSIS OF REFRACTORY OR UNEXPLAINED CHRONIC COUGH.1

A chronic cough that persists despite appropriate treatment of an underlying condition or for 
which no underlying condition has been identified despite a thorough clinical evaluation.1,5

OR

Investigation of chronic cough seeks to identify and treat underlying conditions1
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CHEST GUIDELINES

Initial investigation of patients with chronic cough (>8 weeks) includes1: 

Patient history assessment:
 — Red flags and important reminders
— Occupational and environmental issues
— Travel exposures

Always consider:

— Physical exam
— Chest x-ray

— Smoking history
— Medications known to cause cough
— Whether the cause of cough suggests a life-threatening condition

The 2017 American College of Chest Physicians (CHEST) Expert Panel published updated  
clinical guidelines that include Information for the management of chronic cough1
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THE GUIDELINES RECOMMEND FOLLOWING THE STEPS SUMMARIZED BELOW: 
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CHEST GUIDELINES CONTINUED

Red flags include1:

Hemoptysis

Smoker >45 years with new cough, change in cough, or 
coexisting voice disturbance 

Aged 55-80 years: 30 pack-year smoking history, and 
current smoker or quit <15 years ago

Prominent dyspnea, especially at rest or at night 

Hoarseness 

Systemic symptoms, including fever, weight loss, and/or 
peripheral edema with weight gain 

Trouble swallowing when eating or drinking

Vomiting

Recurrent pneumonia

Abnormal respiratory exam and/or abnormal chest 
radiograph, coinciding with duration of cough

Important reminders1:
Check for red flags (shown above) and address them

• Optimize therapy for each diagnosis

• Check compliance during regularly scheduled and frequent follow-ups        
 (assess for patient barriers to enactment or receipt of instructions)

• Due to the possibility of multiple causes, maintain all partially     
 effective treatment

• Routinely assess for environmental and occupational factors

• Routinely assess cough severity and health-related quality of life   
 (HRQoL) with validated tools

• Routinely follow up with patient in 4-6 weeks

• Consider a referral to a cough clinic for refractory cough
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CHEST GUIDELINES CONTINUED

If initial assessment does not reveal factors that may contribute to cough, 
further investigation into common underlying conditions is needed1,4  

Common underlying conditions to consider include: 
 — Asthma
— GERD

Other investigations to consider:
— Swallow evaluations
— Sinus imaging

 — UACS (postnasal drip)
— NAEB

— Cardiac workup
— Occupation assessments
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The 2017 American College of Chest Physicians (CHEST) Expert Panel published updated  
clinical guidelines that include Information for the management of chronic cough1

THE GUIDELINES RECOMMEND FOLLOWING THE STEPS SUMMARIZED BELOW: 
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CHEST GUIDELINES CONTINUED 

Refractory chronic cough (RCC)5,a

 — A chronic cough that persists despite identification and  
    appropriate treatment for an underlying condition(s)

Unexplained chronic cough (UCC)5,a

— A chronic cough with no underlying etiology identified,  
    despite a thorough diagnostic workup

If cough persists despite appropriate investigation and treatment for each diagnosis or suspected diagnosis, 
consider referral to a cough clinic for investigation of refractory chronic cough or unexplained chronic cough.

a

?
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The 2017 American College of Chest Physicians (CHEST) Expert Panel published updated  
clinical guidelines that include Information for the management of chronic cough1
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Men and women are affected, 
but patients are typically females 
in their 50s6

Cough triggered by nontussive stimuli, 
such as cold air, singing/talking, and 
fatigue/stress, or smaller amounts of 
known cough-inducing stimuli4,7

Nonproductive cough that can 
last months or years5,6

Responses to stimuli (allotussia and 
hypertussia) can sometimes trigger an 
uncontrollable bout of coughing4
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COMMON CLINICAL PRESENTATIONS

These common characteristics in patients with chronic cough suggest that  
cough could be considered A DISEASE ENTITY rather than a symptom4,9,10

COUGH HYPERSENSITIVITY IS A COMMON CHARACTERISTIC 
IN PATIENTS WITH CHRONIC COUGH AND INCLUDES4,7,8:

HYPERTUSSIA, another form of cough 
hypersensitivity, which can be characterized 
as a cough triggered by smaller amounts of 
known cough-inducing stimuli

ALLOTUSSIA, a hypersensitive response 
triggered by nontussive stimuli not normally 
sufficient to cause cough, such as cold air, singing or 
talking, and fatigue or stress

WHAT PATIENTS MAY EXPERIENCEWHAT ARE COMMON FEATURES OF THESE PATIENTS?
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Hypothetical patient profiles

Daphne

RCC

Michael

ASTHMA

Jasmine

UCC

Violet

NSCLC

EXPLORE PROFILES OF PATIENTS WITH CHRONIC COUGH
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DAPHNE

DAPHNE EXPERIENCES FREQUENT UNCONTROLLABLE 
COUGHING BOUTS THROUGHOUT THE DAY.
Presentation

• 56-year-old with persistent dry cough for 1 year

Evaluation

• Thorough diagnostic workup did not identify any   
   cough-associated conditions other than asthma

Medical History

• Impact limits social gatherings
• Nonsmoker
• Diagnosed with asthma in her 20s
• Stress urinary incontinence
• Has visited multiple specialists for her  chronic      
   cough, without resolution
• No red flags,a environmental exposure, or              
   medications known to cause cough (eg, ACE        
   inhibitors) were identified

- Normal chest x-ray
- Normal pulmonary function test results
- Thoroughly evaluated for other common             
   cough-associated conditions including GERD,     
   UACS (postnasal drip), and NAEB; findings were     
   negative and empiric treatments did not resolve      
   her cough
- Continues to cough despite escalation of therapy  
   for her asthma and appropriate education on      
   inhaler use

Diagnosis

• Refractory chronic cough (RCC): Chronic cough     
   that persists despite appropriate treatment for her  
   cough-associated asthma

Red flags include: Hemoptysis; smoker >45 years of age with a new cough, change in cough, or coexisting voice disturbance; 
adults aged 55-80 years who have a 30 pack-year smoking history and currently smoke or who have quit within the past 15 years; 
prominent dyspnea, especially at rest or at night; hoarseness; systemic symptoms including: fever, weight loss, and/or peripheral 
edema with weight gain; trouble swallowing when eating or drinking; vomiting; recurrent pneumonia; abnormal respiratory exam 
and/or abnormal chest radiograph, coinciding with duration of cough.1

ACE, angiotensin converting enzyme; GERD, gastroesophageal reflux disease; UACS, upper airway cough syndrome; NAEB, 
nonasthmatic eosinophilic bronchitis.

a 

Hypothetical patient
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MICHAEL

MICHAEL IS FRUSTRATED BY HIS COUGH, ESPECIALLY WHEN IT 
INTERRUPTS HIS CONVERSATIONS.
Presentation

• 51-year-old with persistent dry cough for 6 months
• Uncontrollable coughing bouts with no triggers       
   reported
• No shortness of breath but mild wheezing present
• Occasional sleep disruption

Evaluation

• Pulmonary function test results suggest some     
   decrease in lung function, consistent with asthma
• Normal chest x-ray

Medical History

• Previously diagnosed with mild asthma >20 years  
   ago with treatment according to established asthma  
   guidelines
• No red flags,a environmental exposure, or            
   medications known to cause cough (eg, ACE         
   inhibitors) were identified

Diagnosis

• Mild persistent asthma

Red flags include: Hemoptysis; smoker >45 years of age with a new cough, change in cough, or coexisting voice disturbance; 
adults aged 55-80 years who have a 30 pack-year smoking history and currently smoke or who have quit within the past 15 years; 
prominent dyspnea, especially at rest or at night; hoarseness; systemic symptoms including: fever, weight loss, and/or peripheral 
edema with weight gain; trouble swallowing when eating or drinking; vomiting; recurrent pneumonia; abnormal respiratory exam 
and/or abnormal chest radiograph, coinciding with duration of cough.1

ACE, angiotensin converting enzyme.

a 

Management & Follow-up

• Cough significantly improved after 6 weeks         
   following adjustments to current therapy, as well as  
   counseling on proper inhaler techniques

Hypothetical patient
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JASMINE

JASMINE’S FAMILY IS CONCERNED BY HER UNCONTROLLABLE BOUTS 
OF COUGHING AND THEY HAVE URGED HER TO SEEK ANSWERS.
Presentation

• 56-year-old with persistent dry cough for more than  
  5 years
• Sensation of irritation in the throat precedes her      
   uncontrollable bouts of coughing

Evaluation

• Thoroughly evaluated for asthma, GERD, UACS  
   (postnasal drip), and NAEB; findings were     
   unremarkable and empiric treatments did not resolve  
   her cough

Medical History

• Nonsmoker
• Has visited multiple specialists for her chronic     
   cough, without resolution
• No red flags,a environmental exposure, or              
   medications known to cause cough (eg, ACE         
  inhibitors) were identified
• Previously seen by ENT; sinus workup and sinus CT  
   scan results were unremarkable

Diagnosis

• Unexplained chronic cough (UCC): Chronic cough  
   with no underlying conditions identified, despite a  
   thorough diagnostic workup

Red flags include: Hemoptysis; smoker >45 years of age with a new cough, change in cough, or coexisting voice disturbance; 
adults aged 55-80 years who have a 30 pack-year smoking history and currently smoke or who have quit within the past 15 years; 
prominent dyspnea, especially at rest or at night; hoarseness; systemic symptoms including: fever, weight loss, and/or peripheral 
edema with weight gain; trouble swallowing when eating or drinking; vomiting; recurrent pneumonia; abnormal respiratory exam 
and/or abnormal chest radiograph, coinciding with duration of cough.1

ACE, angiotensin converting enzyme; ENT, ear, nose, and throat physician; CT, computed tomography; GERD, gastroesophageal 
reflux disease; UACS, upper airway cough syndrome; NAEB, nonasthmatic eosinophilic bronchitis.

a 

- No cough-associated conditions identified
- Normal chest x-ray
- Normal pulmonary function test results
- Negative allergy testing

Hypothetical patient
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VIOLET

VIOLET HAS RECENTLY STARTED TO COMPLAIN ABOUT INCREASED 
FATIGUE, LACK OF STRENGTH, AND A BOTHERSOME COUGH.
Presentation

• 61-year-old with persistent cough for 3 months
• Dry, nonproductive cough several times per day
• Recent unintentional weight loss (~10 lb)
• Fatigue
• Chest pain on deep inhalation or cough

Evaluation

• Chest CT ordered, referred for follow-up of radiologic  
   findings
• Chest x-ray: abnormal opacity in upper left lobe
• High-resolution computed tomography (HRCT) of the  
   chest: results were consistent with lung cancer

Medical History

• Former smoker: 1 pack/day for 30 years, quit 10       
  years ago
• Red flagsa present: recent weight loss and smoking  
   history
• No environmental exposure or medications known  
  to cause cough (eg, ACE inhibitors) were identified

Diagnosis

• Non-small cell lung cancer (NSCLC)

Red flags include: Hemoptysis; smoker >45 years of age with a new cough, change in cough, or coexisting voice disturbance; 
adults aged 55-80 years who have a 30 pack-year smoking history and currently smoke or who have quit within the past 15 years; 
prominent dyspnea, especially at rest or at night; hoarseness; systemic symptoms including: fever, weight loss, and/or peripheral 
edema with weight gain; trouble swallowing when eating or drinking; vomiting; recurrent pneumonia; abnormal respiratory exam 
and/or abnormal chest radiograph, coinciding with duration of cough.1

ACE, angiotensin converting enzyme; CT, computed tomography.

a 

- A mass lesion in upper left lobe
- Left hilar lymph node involvement

• Lung tissue biopsy: abnormal cytology consistent  
   with non-small cell lung cancer

Hypothetical patient
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