“All I had last month was a simple colds / itchy throat.   Why can’t those several medications stop my coughing specially at night? My family doctor says my lungs sounds clear(?!?) My blood count, chest x-ray and even sputum cultures are normal.?!!?” By Dr. Mac*©1996, 1997,1998, 2002,2004 

The above scenario is not rare. In fact, it is sweeping most offices and homes recently. Your friends will confirm this to you. In out-patient clinics, this often becomes a diagnostic dilemma. It is however somehow detectable , predictable and best of all, treatable.

Let me introduce to you the concept of Upper Respiratory Tract Infection. An example of which is the Simple Colds (Rhinitis) or  Sore throat (Pharyngitis). They are examples of airway viral infection. And a viral infection usually needs no antibiotic treatment, just plain supportive measures - increased fluid intake, sore throat relievers, something for fever, and the like.

A viral upper respiratory tract infection (URTI) however generally has four courses, which I would like to describe as stereotyped. The first course of a viral URTI is that it can spontaneously go away, with or without medication. (Nowadays, observe it. This is rare!)The second course is what we usually see as  increased in amount of  or the yellowing/greening of phlegm, persistence of fever, or noisier breathing - this is the second course or path where superimposed bacterial infection may have set in. 

At times, the coughing that accompanies this problem has some wheezing component, and patients are generally labeled to have Asthmatic Bronchitis. In this aspect, patients’ coughing may need  not the ordinary cough suppressants but instead, something to open / relax the airways especially during coughing so that removal / expelling of phlegm is easier. The so-called bronchodilators +/- expectorants, e.g., Ventolin/Bricanyl Expectorants, may help, although we must remember that expectorants, as the name implies, are intended to exaggerate the coughing, and using this type of meds, while helpful in putting out phlegm, may actually worsen the coughing fits. 

Some patients are tried on mucolytics, those meds designed to loosen the phlegm. This is a correct principle but it must be understood that it is not only the phlegm that produces the coughing. In Asthmatic Bronchitis, airway muscle spasm plays a major part in the coughing , and mucolytic is certainly not the approach here but bronchodilators plus of course the antibiotics to control the infection producing the bronchitis.

A number of flu or viral URTI however would present in the classical way initially - with cough, usually dry, sore throat, joint pains, mild fever, after which all or most of theZ symptoms disappear in a  few days or so - except the coughing. It is often described as a ‘bothersome cough’, suddenly occurring while talking, or laughing, or shouting - and is often dry, occasionally with white, and bubbly , phlegm, if at all. Routine check with a doctor often reveals no significant finding. At times. not even a wheeze despite forced breathing out effort - except when they cough, which I call a ‘tussive wheeze’. And the usual anti-cough medications are prescribed - with minimal /no effect - at times with worse outcome, more coughing. Some medicines dry up the throat, some exaggerates the coughing. ... Even a blood count and a chest radiograph  may show normal findings - so with a sputum culture. 

The dilemma now comes - the patient keeps on coughing but the doctor sees nothing, prescribes the usual meds but do not work, and performs a battery of tests but arrives at nothing conclusive ----??!!! And so they complain, “Why can’t anyone stop my coughing?!! ??”
The major tip-off here is the predominance of those pertinent negatives with a background of previous airway infection. This is the picture of what has been recently labelled as Post-Viral Bronchial Hyperresponsiveness,  otherwise termed as “Variant Asthma” or “Cough asthma". Strictly speaking, it is one of the spectrum of the Bronchial Asthma we pulmonologists generally know, as it displays the peculiar ‘airway twitchiness’ that produces the coughing fits. I prefer to call it "Post-Infection Bronchial Hyper-Responsiveness" because it is NOT only the viral infection but even the so-called atypical pathogens have been noted to produce such asthma-like coughing.

Perhaps one difference between the ‘classic’  asthmatic and this ‘variant asthmatic’ is that maintenance medications on a long term basis   is not needed in the latter - it is more of a transient thing, although exactly the same kind of medications  --- oral +/- inhaled  bronchodilators, short-acting or long-acting, and oral +/- inhaled steroids. - are initially used but probably on a lesser dose since first time takers of those meds will invariably be sensitive to them. Certainly neither  expectorants nor mucolytics is the proper approach  because there is not much phlegm to put out. The main problem is spasm of the recently inflamed airways.

There were experiences that bronchodilators like the beta2-agonists do not work at all and some scientists working on the disease have anecdotally claim that the reason these medications may not work is because the viruses can occupy the receptors where these medications will act, and therefore having done so, that leaves the medications useless. The way to improve availability of these receptors, i.e., to ‘unseat’ the viruses,  is to use steroids. Some studies also reveal that in some people the viral DNA persists in the lung and is capable of driving airway inflammation  and during the process, the lining of the airways become denuded, exposing the nerve fibers underneath. Since these fibers are what we call vagal or  cholinergic   (these are the ones that favor airway spasm when stimulated), it is then easy to understand why an inflammation of the airway can provoke such type of coughing we described earlier. Furthermore, it is in this aspect that the use of anti-cholinergic  like Ipratropium (AtroVent®) +/- Beta2-agonists like Salbutamol (CombiVent®) or Fenoterol (Berodual®) may also find logical application. 

Other airway 'openers' acting through other mechanisms give benefit in a much longer fashion up to 8 to 12 hours, like the formoterol (Foradil) and the salmeterol (Serevent).

Of course, since the bottomline of the problem in cough asthma is also inflammed airways, anti-inflammatory therapy is part of the treatment regimen, which would either be inhaled steroids like beclomethasone, budesonide, or the newer and more topically effective fluticasone. or the oral counterparts  (See also Steroidophobia). The timing of giving these medications however is crucial and giving them prematurely or late affects clinical outcome. Likewise, stopping these medications just when they are starting to take effect will affect outcome. My personal bias is that a two to four week course is usually sufficient although when I had the same illness few summers ago, it took me three months of these inhalers to get rid of it.Whewww!!!
Lastly, this ‘Cough Asthma’ is not infectious in nature - the initial infection is - and again, getting the respiratory tract infection may not always result into Cough Asthma. Some can even have pneumonia while others can have milder end-results
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