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BACKGROUND: Using management algorithms or pathways potentially improves clinical out-
comes.We undertook systematic reviews to examine various aspects in the generic approach (use
of cough algorithms and tests) to themanagement of chronic cough in children (aged# 14 years)
based on key questions (KQs) using the Population, Intervention, Comparison,Outcome format.

METHODS: We used the CHEST Expert Cough Panel’s protocol for the systematic reviews and
the American College of Chest Physicians (CHEST) methodological guidelines and Grading of
Recommendations Assessment, Development and Evaluation framework. Data from the sys-
tematic reviews in conjunction with patients’ values and preferences and the clinical context
were used to form recommendations. Delphi methodology was used to obtain the final grading.

RESULTS: Combining data from systematic reviews addressing five KQs, we found high-
quality evidence that a systematic approach to the management of chronic cough
improves clinical outcomes. Although there was evidence from several pathways, the highest
evidence was from the use of the CHEST approach. However, there was no or little evidence
to address some of the KQs posed.

CONCLUSIONS: Compared with the 2006 Cough Guidelines, there is now high-quality
evidence that in children aged # 14 years with chronic cough (> 4 weeks’ duration), the
use of cough management protocols (or algorithms) improves clinical outcomes, and cough
management or testing algorithms should differ depending on the associated characteristics
of the cough and clinical history. A chest radiograph and, when age appropriate, spirometry
(pre- and post-b2 agonist) should be undertaken. Other tests should not be routinely per-
formed and undertaken in accordance with the clinical setting and the child’s clinical
symptoms and signs (eg, tests for tuberculosis when the child has been exposed).
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Intervention, Comparison, Outcome; PV = predictive value; QoL =
quality of life; RCT = randomized controlled trial
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Summary of Recommendations/Suggestions
1. For children aged £ 14 years, we suggest defining
chronic cough as the presence of daily cough of at least
4 weeks in duration (Ungraded, Consensus Based
Statement).

2. For children aged £ 14 years with chronic cough, we
suggest that an assessment of the effect of cough on
the child and the family be undertaken as part of the
clinical consultation (Ungraded, Consensus Based
Statement).

3. For children aged £ 14 years with chronic cough, we
recommend using pediatric-specific cough
management protocols or algorithms (Grade 1B).

4. For children aged £ 14 years with chronic cough, we
recommend taking a systematic approach (such as
using a validated guideline) to determine the cause of
the cough (Grade 1A).

5. For children aged £ 14 years with chronic cough,
we recommend basing the management or testing
algorithm on cough characteristics and the
associated clinical history, such as using specific
cough pointers like presence of productive/wet
cough (Grade 1A).

6. For children aged £ 14 years with chronic cough, we
recommend basing the management on the etiology of
the cough. An empirical approach aimed at treating
upper airway cough syndrome due to a rhinosinus
condition, gastroesophageal reflux disease, and/or
asthma should not be used unless other features
consistent with these conditions are present
(Grade 1A).

7. For children aged £ 14 years with chronic cough, we
suggest that if an empirical trial is used based on
features consistent with a hypothesized diagnosis, the
trial should be of a defined limited duration in order
to confirm or refute the hypothesized diagnosis
(Ungraded, Consensus Based Statement).

8. For children aged £ 14 years with chronic cough, we
recommend that a chest radiograph and, when age

appropriate, spirometry (pre- and post-b2 agonist) be
undertaken (Grade 1B).

9. For children aged £ 14 years with chronic cough, we
suggest undertaking tests evaluating recent Bordetella
pertussis infection when pertussis is clinically
suspected (Ungraded, Consensus Based Statement).

10. For children aged £ 14 years with chronic cough,
we recommend not routinely performing additional
tests (eg, skin prick test, Mantoux, bronchoscopy,
chest CT); these should be individualized and
undertaken in accordance with the clinical setting and
the child’s clinical symptoms and signs (Grade 1B).

11. For children aged > 6 years and £ 14 years with
chronic cough and asthma clinically suspected, we
suggest that a test for airway hyperresponsiveness
(AHR) be considered (Grade 2C).

Chronic cough among children is associated with
impaired quality of life,1 multiple physician visits,2 and
adverse effects from inappropriate use of medications.3

Also, it may signify a serious underlying disease such
as bronchiectasis or an inhaled foreign body.1 Further,
early diagnosis is important, as delayed diagnosis
(eg, foreign body) may cause chronic respiratory
morbidity,4 whereas early diagnosis of chronic disease
leads to appropriate management and subsequent
resolution of cough and improved quality of life (QoL).1

Use of cough algorithms or pathways can potentially
lead to earlier diagnosis and reduce morbidity,
unnecessary costs, and medication use associated with
chronic cough.

In the management of chronic cough (ie, cough of more
than 4 weeks’ duration), investigations are undertaken
to confirm or rule out specific causes. When undertaking
investigations in children, the pediatric-specific
issues and risk-benefit ratio needs to be taken into
consideration. For example, although respiratory
function tests are standard assessments in adults, most
young children are unable to generate reliable data from
pulmonary function tests (such as spirometry and AHR
challenges) until the age of 6 years in most clinical
laboratories. Chest CT scans are associated with higher
adverse events in young children (future cancer)5 and
may require a general anesthetic in children
aged < 3 years.

The 2006 American College of Chest Physicians
(CHEST) guidelines on chronic cough in children6

advocated use of a cough pathway based on available but
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