Received: 10 Nov 2024 | Accepted: 29 Dec 2025

Genel Tip Derg. Volume 35/Issue 1 (February),155-161

DOI: 10.54005/geneltip.1582368

ORIGINAL ARTICLE

Evaluation of Patients Presenting with Chronic Cough to the Pediatric
Allergy Clinic According to Age Groups

Cocuk Alerji Poliklinigine Kronik Oksirik Nedeni ile Basvuran Hastalarin
Yas Gruplarina Gore Degerlendirilmesi

lirem Turgay Yagmur

'Ankara Gulhane Research and
Training Hospital, Division of Pediatric
Allergy and Immunology, Ankara,
Tarkiye

Correspondence

Irem Turgay Yagmur, MD

Ankara Gulhane Research and
Training Hospital, Division of Pediatric
Allergy and Immunology, Ankara,
Tdrkiye

E-Mail: iremtrgy@gmail.com

How to cite ?

Yagmur IT. Evaluation of Patients
Presenting with Chronic Cough to the
Pediatric Allergy Clinic According to
Age Groups. Genel Tip Derg. 2025;35
(1):155-161

Infroduction

ABSTRACT

Background/Aims: Chronic cough is a prevalent issue in pediatric patients and is among the
most common reasons for referral to pediatric allergists, significantly affecting quality of life and
often necessitating specialized evaluation. This study aimed to analyze the clinical characteristics,
etiologies, and management of chronic cough in children, providing insights info age-related
prevalence.

Methods: Pediatric patients presenting with a chronic cough to our pediatric allergy clinic between
1st May 2023, and 31st May 2024 were included in this retrospective study. Patients previously
diagnosed with allergic diseases or evaluated at other clinics were excluded. Medical records
were reviewed for demographics, characteristics of cough, familial and environmental factors,
and freatment regimes.

Results: Of 267 patients included, 54.7% were boys, and the median age was 6.99 [interquartile
range (IQR) 4.47-11.54] years. Asthma (39%), protracted bacterial bronchitis (PBB) (25.8%), and
upper airway cough syndrome (UACS) (22.1%) were the most common diagnoses. PBB was more
prevalent in younger patients, whereas asthma was dominant in older age groups. Regardless of
the cough etiology, antibiotic use was noted in 67.8% of patients before applying to the pediatric
allergy outpatient clinic. Exposure to tobacco smoke was present in 40.1% of patients. The familial
history of asthma was significantly more common in patients with asthma (p=0.03).

Conclusion: This study underscores the importance of distinguishing between chronic cough
etiologies in children to prevent mismanagement and overuse of antibiotics. While asthma,
PBB, and UACS were among the primary causes, many other potential diagnoses also warrant
consideration. Comprehensive assessments are essenfial for accurate diagnosis, and a multi-
disciplinary approach may enhance the outcomes of the management.

Keywords: Asthma, chronic cough, pediatric, protracted bacterial bronchitis.

(o)1

Amag: Kronik &ksUrUk pediatrik hastalarda sk gérilen bir sorundur ve pediatrik alerjistlere bas
vurunun en sik nedenleri arasindadir. Calismamizda, ¢ocuklarda kronik 8ks0rdgun klinik ozelliklerini,
etiyolojilerini ve tedavi ydnetimini analiz etmeyi ve yasa gdre prevalans farkliliklarnna iliskin bilgi
saglamayr amagladik.

Gereg ve Yontem: 1 Mayis 2023-31 Mayis 2024 tarihleri arasinda kronik 6ksUrUk sikayetiyle pediatrik
alerji poliklinigimize basvuran pediatrik hastalar retrospektif olarak taranarak ¢calismaya dahil edildi.
Onceden alerjik hastalik tanisi konulmus veya baska bir gocuk alerii kliniginde degerlendirilmis olan
hastalar ¢alismaya dahil ediimedi. Tibbi kayitlardan hastalarin demografik verileri, ksirik dzellikleri,
ailevi ve cevresel faktorler ile tedavileri degerlendirildi.

Bulgular: Calismaya 267 hasta dahil edildi. Hastalarn %54,7'si erkek ve medyan yaslan 6,99
(ceyrekler arasi aralk (CAA) 4.47-11.54) yilidi. Hastalara en sik astim (%39), uzamis bakteriyel bronsit
(UBB) (%25,8) ve Ust solunum yolu &kstrik sendromu (USYOS) (%22,1) tanilan koyuldu. UBB, daha gok
kUcUk yastaki hastalarda gérilirken, astim ise daha biyik yas gruplarnnda baskin tani idi. Oksirik
etiyolojisinden bagimsiz olarak, hastalann %67,8'i cocuk alerji poliklinigine basvurmadan énce
antibiyotik kullanmisti. Hastalann %40,1'inde t0tUn dumani maruziyeti tespit edildi. Ailede astim
?ykgsooé)oshm tanisi alan hastalarda diger tanilara gére anlamli derecede daha yUksek bulundu
p=0.03).

Sonug: Cocuklarda kronik 6ksUrUk etiyolojisinin dogru bir sekilde belilenmesi, yanlis tedavi ve
gereksiz antibiyotik kullanimini dnlemek icin dnemlidir. Astim, UBB ve USYOS c¢ocuklarda kronik
OksUrbgun baslica nedenleri olup géz éninde bulundurulmasi gereken bircok baska potansiyel
tani bulunmaktadir. Dogru teshis icin kapsamli degerlendirme ve multidisipliner yaklasim énemlidir.

Anahtar kelimeler: Astim, kronik 6ksUrUk, pediatri, uzamis bakteriyel bronsit.

Chronic cough is a prevalent issue in pediatric patients Unlike acute cough, which usually arises from viral
and is among the most common reasons for referral to  respiratory infections and typically resolves within a few
pediatric allergists. Defined as a cough lasting more weeks, chronic cough in children can be associated
than four weeks, chronic cough can significantly with a range of underlying etiologies, from common
impact the quality of life (Qol) of both affected conditions like asthma and allergic rhinitis fo more
children and their families, often leading to disrupted complex diseases such as cystic fibrosis, profracted

sleep, impaired daily activities,

days (1-3).

and missed school bacterial bronchitis (PBB), and bronchiectasis (4).
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Early and accurate diagnosis is crucial to prevent
the progression of potential diseases such as asthma,
bronchiectasis, or foreign body aspiration, thereby
improving long-term health outcomes. Clinical
guidelines recommend a systematic approach to
the evaluation of chronic cough in children, involving
detailed history-taking, physical examination, and
appropriate diagnostic fests to identify the underlying
etiology (1,5,6).

In ourstudy, the clinical characteristics, accompanying
symptoms, family history, environmental exposures,
chronic cough efiology according fo age groups,
and freatments of the patients applying to pediatric
allergy clinics with chronic cough were evaluated. By
analyzing the prevalence of chronic cough in children
concerning its various etiologies, this study aimed to
improve the understanding and guide the evidence-
based management  approaches,  ultimately
improving patient outcomes and reducing the burden
of chronic cough on the pediafric population and
healthcare systemes.

Methods

Pediatric patients evaluated for chronic cough in the
pediatric allergy outpatient clinic of our department
between 1st May 2023 and 31st May 2024 were
included in the study. Patients who had previously
been diagnosed with an allergic disease and those
who had previously been evaluated in other allergy
clinics due to their chronic cough were excluded. The
institutional ethics committee approval was obtained
before the initiation of the study (2024/38).

When evaluating patients presenting with chronic
cough, the duration and nature of the cough (dry/
wet), the presence of nocturnal awakenings, whetherit
worsens with exertion, such accompanying symptoms
as nasal congestion, mouth breathing, and snoring,
previous freatments for the cough, family history of
atopy, and environmental exposures were questioned
in detail in the medical history.

The demographic and clinical characteristics,
diagnoses, and treatments of the patients were
evaluated retrospectively from their medical records.
Duration and nature of the cough, accompanying
symptoms, familial history of atopy, environmental
exposures, physical examination findings of the
patients, and skin prick test (SPT) results, if any, were
recorded.

Chronic cough was defined as the presence of a daily
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cough of more than four weeks (1). The approach and
freatment of chronic cough were based on the CHEST
Guideline and Expert Panel Report (1).

As stated in the European Respiratory Society
guidelines, patfients with chronic wet or productive
cough, without specific cough markers, and those
responding between 2-4 weeks of appropriate
anfibiotic treatment were diagnosed with PBB (7). The
diagnosis of upper respiratory tract cough syndrome
(UACS) was performed primarily in conditions affecting
the upper respiratory tract, such as rhinitis (allergic or
non-allergic), sinusitis (acute or chronic rhinosinusitis),
and other nasal or pharyngeal inflammatory disorders
(8). If the patient had a cough lasting longer than three
weeks but not exceeding eight weeks following an
acute upper respiratory fract infection, the diagnosis
of post-infectious cough was considered (8).

The patients were divided into four groups according
to their age: 0-2 years (infants and toddlers), 2-5 years
(preschoolers), 5-12 years (school-age children), and
over 12 years of age (adolescents).

All analyses were performed using the Statistical
Package for Social Sciences Statistics for Windows,
version 27.0 (SPSS, IBM Corp, Armonk, New York).
Descriptive stafistics were expressed as mean (SD) or
median (range) for continuous variables and as case
numbers (percentage) for nominal variables. The
values were presented as medians (inferquartile range
[IQR]) for the data showing no normal distribution.
The chi-square (x2) test was used to compare
nonparametric data; the Mann-Whitney U test was
used in comparisons with non-normally distributed
continuous data and the independent-samples t-test
for normally distributed continuous data. A p-value of
<0.05 was considered statistically significant.

Results

The study included a total of 267 patients, and 54.7%
(n=146) of the patients were boys. The median age
of the patients was 6.99 (IQR 4.47-11.54) years. When
patients were evaluated according to age groups,
6.4% (n=17) were infants and toddlers, 23.2% (n=62)
were pre-schoolers, 46.8% (n=125) were school-age
children, and 23.6% (n=63) were adolescents.

The median duration of cough was eight (IQR 6-12)
weeks. Of all patients, 47.6% (n=127) had a dry cough,
and 52.4% (n=140) had a wet/productive cough.

Cough occurred mostly at night in 48.7% (n=130) of
the patients, and 25.1% (n=67) had both daytime and
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nocturnal cough. Nocturnal wake-ups occurred in
55.8% (n=149) of the patients, and exercise-induced
cough was present in 70.4% (n=188) of the patients. Of
all participants, 22.8% (n=61) had loud snoring, and 36%
(n=96) had nasal congestion and mouth breathing.
There was no significant difference between night
waking-ups and exercise-induced cough among
those with dry and wet cough (p=0.052, p=0.99,
respectively). Snoring and nasal congestion were
significantly higher in those with wet cough (p=0.041,
p =0.014 respectively).

Regardless of the cough etiology, 67.8% (n=181) of
the patients had received anfibiotic freatment before
applying fo the pediatric allergy outpatient clinic, and
64.6% (n=117) received a single course of antibiotic
freatment (69.2% with amoxicillin clavulanic acid, 18.8%
with clarithromycin, 3.4% with azithromycin, and 8.5%
with cephalosporins) while the remaining (n=64) were
administered multiple courses. There was no significant
difference in terms of anfibiotic use between patients
presenting with wet cough (72.9% (n=102)) and dry
cough (62.2% (n=79)) before applying to the pediatric
allergy clinic (p=0.063). In those with wet cough, the
use of anfibiotics more than once was observed more
frequently (44.1%, n=45), compared with those with
dry cough (24.1%, n=19 and p=0.005). Among those
receiving a single course of antibiotic treatment, 42.7%
(n=50) were treated for less than seven days, 45.3%
(n=53) for seven-10 days, and 11.1% (n=13) for 11-14
days. Only one patient received treatment lasting
more than 14 days.

Exposure to tobacco smoke was present in 40.1%
(n=107) of the patients, and 30% (n=80) and 6.7% (n=18)
were found to be exposed to pet dander and mold.
There was no significant difference in ferms of exposure
to tobacco smoke, having a pet, and mold exposure
among those with dry and wet cough (p=0.44, p=0.83,
and p=0.21). The characteristics of patients with wet
and dry cough are presented in Table 1.

Table 1. Characteristics of patients with wet and dry cough

Dry Cough Wet Cough p-value

(n=127) (%) (n=140) (%)
Age (years) 8.38+4.4 7.62+ 438 0.16
Duration of cough (weeks) 10.4+6.3 11.5+£9.4 0.26
Nocturnal wake-ups 63 (49.6) 86 (61.4) 0.052
Exercise-induced cough 89 (70.6) 99 (70.7) 0.99
Nasal congestion 36 (28.3) 60 (42.9) 0.014
Snoring 22 (17.3) 39 (27.9) 0.041
Antibiotic use before allergy 79 (62.2) 102 (72.9) 0.063

visit
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Antibiotic use more than once 19 (24.1) 45 (44.1) 0.005
Exposure to smoking 54 (42.5) 53 (37.9) 0.44
Exposure to animal dander 39 (30.7) 41 (29.5) 0.83
Exposure to mold 6 (4.7) 12 (8.6) 0.21

Asthma (n=104) was the most common diagnosis in
patients with chronic cough, followed by PBB (n=69)
and upper airway cough syndrome (UACS) (n=59).
Diagnoses of patients are summarized in Table
2. When the patients in the infant and toddler age
groups were evaluated, the most common cause of
chronic cough was PBB, whereas asthma was more
frequently observed in older age groups. Concerning
age groups, the etiology of chronic cough is shown in
Table 3.

Table 2. Diagnoses of patients with chronic cough (n=267)

Diagnoses n (%)
Asthma 104 (39)
PBB 69 (25.8)
UACS 59 (22.1)
Post-infectious cough 18 (6.7)
Reflux cough 4(1.5)
Tic cough 3(1.1)
Wheezy infant 3(1.1)
Pneumonia 2 (0.7)
Congenital heart disease 1(0.4)
Primary ciliary dyskinesia 1(0.4)
Dysfunction of swallowing 1(0.4)
Cystic fibrosis 1(0.4)
Bronchiolitis obliterans 1(0.4)

PBB: Protracted bacterial bronchitis, UACS: Upper airway cough syndrome

Table 3. Efiology of chronic cough according to age groups

Infants Prescho- School-a- Adolescents
and Todd- olers ge children (n=63) (%)
lers (n=17) (n=62) (%) (n=125) (%)

(%)
Asthma 20 (32.3) 51 (40.8) 33 (52.4)
PBB* 11 (64.7) 13 (21) 38 (30.4) 7 (11.1)
UACS** 17 (27.4) 27 (21.6) 15 (23.8)
Post-infec- 2(11.8) 7 (11.3) 4(3.2) 5(7.9)
fious cough
Reflux cough 2(3.2) 1(0.8) 1(1.6)
Tic cough 1(1.6) 2(3.2)
Pneumoniae 1(1.6) 1(0.8)
Congenital 1(0.8)
heart disease
Primary ciliary 1(1.4)
dyskinesia
Dysfunction 1(0.8)
of swallowing
Cystic fibrosis 1(5.9)
Bronchiolitis 1(0.8)
obliterans
Wheezy 3(17.6)
infant

PBB: Protracted bacterial bronchitis, UACS: Upper airway cough syndrome
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A previous history of chronic cough was found in 22.5%
of the patients (n=60). Additionally, 83 patients (31.1%)
had a history of bronchiolitis, and 122 patients (45.7%)
had used salbutamol at least once in their lifetime.
Even so, 28.8% (n=30) of the asthmatic patients had
a previous history of chronic cough, and this rate was
18.4% (n=30) in patients with other diagnoses. While a
history of previous bronchiolitis was present in 38.5%
(n=40) of asthma patients and 26.4% (n=43) of patients
with other diagnoses, 52.9% (n=55) of the patients with
asthma and 41.1% (n=67) of the patients with other
diagnoses had previous use of salbutamol. The history
of chronic cough and the rate of previous bronchiolitis
were significantly higher in patients diagnosed with
asthma, (p=0.046 and p=0.038, respectively). However,
no significant difference was found regarding the
previous use of salbutamol (p=0.06).

Of the patients diagnosed with PBB, 39.1% (n=27) used
no antibiotics during their chronic cough. Among those
prescribed antibiotics (n=42), 64.3% (n=27) were found
fo receive a single course of antibiotic freatment, and
the freatment duratfion was less than 14 days in all
those patients.

When the patients were evaluated in terms of the
characteristics of familial atopy, 20.2% (n=54) and
24.7% (n=66) were detected to have had a family
history of asthma and allergic rhinitis, respectively.
Asthma was also present in the mothers of 26 patients,
in the fathers of 16 patients, and in the siblings of 12
patients. In those diagnosed with asthma, the familial
history of asthma (26.9%, n=28) was significantly higher,
compared to those with other diagnoses (16%, n=26
and p=0.03). However, there was no difference in the
frequency of allergic rhinitis in the families of asthma
patients (24%, n=25) and those with other diagnoses
(25.2%, n=41 and p=0.84).

SPT was performed on 165 (61.8%) patients. At least
one aeroallergen sensitization was detected in 48.5%
(n=80) of the patients, and the findings of aeroallergen
sensitization are shown in Figure 1. Eighty-four (51%) of
the SPTs were performed on patients diagnosed with
asthma, 30 (18.2%) on PBB patients, and 37 (22.4%) on
UCAS patients. According to diagnoses, aeroallergen
sensitization status was 54.8, 46.7, and 43.2% for
asthma, PBB and UCAS, respectively. No significant
difference was found between diagnoses in terms of
aeroallergen sensitization (p=0.45).
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Figure 1. Aeroallergen sensitization of the patients

Physical examination findings of the patients are
summarized in Table 4. The diagnosis of adenoid
hypertrophy was carried out by ear nose and throat
(ENT) specialists.

Table 4. Findings of physical examination of the patients

n (%)
Oropharynx
Tonsillar hyperemia/hypertrophy 16 (6)
Postnasal drip 40 (15)
Ears
Acute oftitis media 8 (3)
Serous ofitis 3(11.2)
Respiratory system
Crackles 5(1.9)
Rhonchus 7 (2.6)
Crackles and rhonchus 4(1.5)
Cardiovascular system
Cardiac murmur 4(1.5)
Situs in versus totalis 1(0.4)
Pectus carinatum/excavatum 5(1.9)
Absence of pectoralis major 1(0.4)
Adenoid hypertrophy 23 (8.6)

All patients with PBB were treated with antfibiofics.
The treatment of inhaled corticosteroids (ICSs) was
inifiated in 97.1% (n=101) of the patients with asthma.
In other patients with asthma (n=3), freatment was
started with montelukast. In addition fo ICSs, 26
asthma patients also required antibiotics, 14 received
anfihistamines along with nasal steroids, four were
freated with anftihistamines and montelukast, and
one patient was prescribed a proton pump inhibitor.
In the treatment of UACS patients, antibiotics (n=23),
antinistamines (n=42), nasal corticosteroids (n=32),
and montelukast (n=19) were used in combinations.
Two patients with confirmed pertussis infection were
treated with macrolides; however, the other patients
with post-infectious cough were followed up without
freatment.
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Discussion

The presented study provides a comprehensive
analysis of pediatric patients presenting with chronic
cough, highlighting the diverse etiologies, associated
factors, and freatment approaches. In our study, the
predominant diagnoses included asthma, PBB, and
UACS.

In our study, asthma was identified as the leading
cause of chronic cough among pediatric patients,
accounting for 39% of the cases. Studies conducted
in our country on chronic cough in children have
also shown that asthma is the leading cause and
responsible for 25 to 44% of chronic cough in pediatric
patients (9-13). On the other hand, studies conducted
by Marchant et al. and Chang et al. have idenfified
PBB as the leading cause of chronic cough (14, 15).
These discrepancies may be attributed to differences
in study populations, diagnostic criteria, and regional
variations in disease prevalence. Nonetheless, all
studies emphasize the importance of considering
multiple potential causes when evaluating chronic
cough in pediatric patients.

In a large cohort study, Martinez et al. showed that
recurrent wheezing in the first six years of life increased
the risk of developing asthma later in childhood (16).
Similarly, there was a significant association between
the history of bronchiolitis and asthma in our study. In
patients diagnosed with asthma, the familial history
of asthma was significantly higher, compared to
those with other diagnoses, which was an expected
finding aligning with existing literature linking genetic
predisposition to the development of asthma.
Numerous studies have established that parental
asthma significantly increases the likelihood of the
condition in offspring.

PBB is a significant and often underrecognized cause
of chronic wet cough in children responding typically
to antibiotic treatment (17, 18). Although children with
PBB are typically young, there have also been reports
of children diagnosed with PBB at older ages (7, 19).
PBB was also the second most common diagnosis in our
study. Consistent with the literature, it was particularly
prevalent in younger age groups while it was observed
across all age groups.

Chang et al. demonstrated the importance of early
anfibiotic intervention in resolving symptoms of PBB
and improving outcomes (20). In another study, it was
emphasized that when PBB is left unireated, more
severe conditions, such as bronchiectasis may occur
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(21). In our study, it was noteworthy that although
about 70% of the patients with a chronic cough had
received antibiotic treatment, a significant part of the
patients with persistent bacterial bronchiolitis had
either not prescribed antibiotic tfreatment or received it
for a short time.

The use of evidence-based antibiotic protocols has
proven to be beneficial not only in resolving acute
symptoms but also in enhancing the overall QoL for
affected children and reducing healthcare utilization.
Given the potential for serious complications, early
recognifion and treatment of PBB remain crucial,
underscoring the need for healthcare providers
to distinguish the condition from other causes of
chronic cough and ensure that children receive the
appropriate course and duration of antibiotics (18,22).

UACS, previously known as postnasal drip syndrome,
is characterized by a cough resulting from nasal or
sinus pathology leading to upper airway irritation. In
children, UACS is a significant cause of chronic cough
and is often associated with dallergic, non-allergic
rhinitis, sinusitis, or adenoid hypertrophy (23,24). In our
study, UACS was found to be the third most common
cause of chronic cough in all children and the second
most common cause in preschoolers and adolescents.
Management typically involves treating the underlying
nasal or sinus condition, which may include the use
of antihistamines, nasal corticosteroids, or antibiotics,
depending on the efiology (23).

In our study, PBB was identified as the primary cause of
chronic cough in younger age groups, while asthma
was more common in older age groups. Similarly, the
literature reports that PBB is predominantly observed in
younger children, whereas asthma is more frequently
diagnosed in older ages (4,9,14). These findings
highlight the importance of considering age-specific
etiological differences during the diagnostic and
freatment process.

Environmental factors, particularly exposure to
tobacco smoke, are well-known conftributors to
respiratory symptoms in children (25,26). Our study
found that 40.1% of the patients were exposed to
tobacco smoke; however, there was no significant
difference in terms of exposure to tobacco smoke
among those with dry and wet coughs. Such a feature
aligns with the existing literature demonstrating the
detrimental effects of passive smoking on respiratory
health and the exacerbation of chronic cough (27)
. The association between environmental iritants
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and respiratory symptoms, even in the absence
of significant differences between cough types,
highlights the need for public health initiatives aiming
at reducing children’s exposure to tobacco smoke
and other pollutants

A detailed evaluation of children presenting with
chronic coughis crucial, as it ensures that less common
but potentially serious conditions are not overlooked.
While asthma, PBB, and UACS are frequent causes of
chronic cough, numerous other potential diagnoses
require consideration. These include gastroesophageal
reflux disease, primary ciliary dyskinesia, congenital
airway abnormalities, and even conditions such as
aspiration syndromes or immunodeficiency disorders
(1). Missing these diagnoses can lead to significant
morbidity, prolonged symptoms, and delayed
freatment, potentially resulfing in long-ferm damage to
the respiratory system (5). Therefore, a comprehensive
assessment including a thorough history, physical
examination, and appropriate diagnostic testing is
essential to identify or rule out these conditions. This
approach not only guides the targeted therapy but
also helps prevent unnecessary tfreatments, such as the
overuse of antibiotics or corficosteroids. Recognizing
and treating the full spectrum of possible causes for
chronic cough can markedly improve a patient’s
outcomes and overall QoL (1,5).

A multi-disciplinary approach, involving collaboration
between the specialists of pediatric allergy,
pulmonology, ENT, and gastroenterology, appears
advantageous for chronic cough management,
especidlly in cases with overlapping etiologies (3).
This strategy allows for comprehensive assessment
and can reduce the need for unnecessary antibiotic
freatments, which is a common issue in chronic
cough management. Integrating findings from a
multi-disciplinary framework can improve diagnostic
accuracy, support early intervention, and potentially
reduce healthcare costs associated with repeated
consultations and inappropriate treatments (3).

In conclusion, chronic cough in children is a complex
condition with diverse etiologies that vary significantly
according to age group and require a detailed history
and systematic approach to ensure effective diagnosis
and management. Environmental assessments are
also important to improve outcomes for pediatric
patients with chronic cough.

References

1.Chang AB, Oppenheimer JJ, Irwin RS; CHEST Expert Cough

160

Panel. Managing Chronic Cough as a Symptom in Children
and Management Algorithms: CHEST Guideline and Expert
Panel Report. Chest. 2020;158(1):303-329. doi: 10.1016/j.
chest.2020.01.042. PMID: 32179109.

2.Marchant JM, Newcombe PA, Juniper EF, Sheffield JK,
Stathis SL, Chang AB. What is the burden of chronic cough
for familiese Chest. 2008;134(2):303-309. doi: 10.1378/
chest.07-2236. PMID: 18641100.

3.Mukeriji SS, Yenduri NJS, Chiou E, Moonnumakal SP, Bedwell
JR. A multi-disciplinary approach to chronic cough in children.
Laryngoscope Investig Otolaryngol. 2022;7(2):409-416. doi:
10.1002/1i02.778. PMID: 35434349; PMCID: PMC%008181.

4.Chang AB, Robertson CF, Van Asperen PP, Glasgow NJ,
Mellis CM, Masters IB, Teoh L, Tihung |, Morris PS, Petsky HL,
Willis C, Landau LI. A multicenter study on chronic cough in
children: burden and etiologies based on a standardized
management pathway. Chest. 2012;142(4):943-950. doi:
10.1378/chest.11-2725. PMID: 22459773.

5.Chang AB, Glomb WB. Guidelines for evaluating chronic
cough in pediatrics: ACCP evidence-based clinical practice
guidelines. Chest. 2006;129(1 Suppl):260S-283S. doi: 10.1378/
chest.129.1_suppl.260S. PMID: 16428719.

6.Morice AH, Millgvist E, Bieksiene K, Birring SS, Dicpinigaitis P,
Domingo Ribas C, Hilton Boon M, Kantar A, Lai K, McGarvey
L, Rigau D, Satia I, Smith J, Song WJ, Tonia T, van den Berg
JWK, van Manen MIJG, Zacharasiewicz A. ERS guidelines
on the diagnosis and freatment of chronic cough in
adults and children. Eur Respir J. 2020;55(1):1901136. Doi:
10.1183/13993003.01136-2019. PMID: 31515408; PMCID:
PMC6942543.

7.Kantar A, Chang AB, Shields MD, Marchant JM, Grimwood K,
Grigg J, Priftis KN, Cutrera R, Midulla F, Brand PLP, Everard ML.
ERS statement on protracted bacterial bronchitis in children.
Eur Respir J. 2017;50(2):1602139. Doi: 10.1183/13993003.02139-
2016. PMID: 28838975.

8.Irwin RS, Baumann MH, Bolser DC, Boulet LP, Braman SS,
Brightling CE, Brown KK, Canning BJ, Chang AB, Dicpinigaitis
PV, EcclesR, Glomb WB, Goldstein LB, Graham LM, Hargreave
FE, Kvale PA, Lewis SZ, McCool FD, McCrory DC, Prakash UBS,
Pratter MR, Rosen MJ, Schulman E, Shannon JJ, Hammond
CS, Tarlo SM. Diagnosis and management of cough
executive summary: ACCP evidence-based clinical practice
guidelines. Chest. 2006;129(1 Suppl):1S-23S. doi: 10.1378/
chest.129.1_suppl.1S. PMID: 16428686; PMCID: PMC3345522.

9.Asilsoy S, Bayram E, Agin H, Apa H, Can D, Gulle S,
Altinoz S. Evaluation of chronic cough in children. Chest.
2008;134(6):1122-1128. doi: 10.1378/chest.08-0885. PMID:
186895%94.

10.Karabel M, Kelekgi S, Karabel D, GUrkan MF. The evaluation
of children with prolonged cough accompanied by
American College of Chest Physicians guidelines. Clin Respir
J.2014;8(2):152-9. doi: 10.1111/crj.12052. PMID: 23981451.



Evaluation of Pediatric Patients with Chronic Cough- Yagmur

Genel Tip Dergisi

11.Gedik AH, Cakir E, Torun E, Demir AD, Kucukkoc M,
Erenberk U, Uzuner S, Nursoy M, Ozkaya E, Aksoy F, Gokce
S, Bahali K. Evaluation of 563 children with chronic cough
accompanied by a new clinical algorithm. Ital J Pediatr.
2015;41:73. Doi: 10.1186/513052-015-0180-0. PMID: 26444536;
PMCID: PMC4595107.

12.Topal QY. Evaluation of Chronic Cough Etiologies in
Children. TUrkiye Cocuk Hast Derg. 2023;17(3):227-32. doi:
10.12956/tchd.12165%6.

13.0zsezen B. Evaluation of Patients with Chronic Cough
Referred to Pediatric Pulmonology Outpatient Clinic. Turkiye
Cocuk Hast Derg 17(1):62.7. Doi: 10.12956/tchd.1205598.

14.Marchant JM, Masters IB, Taylor SM, Cox NC, Seymour
GJ, Chang AB. Evaluation and outcome of young children
with chronic cough. Chest. 2006;129(5):1132-41. doi: 10.1378/
chest.129.5.1132. PMID: 16685002.

15.Chang AB, Robertson CF, van Asperen PP, Glasgow
NJ, Masters IB, Teoh L, Mellis CM, Landau LI, Marchant JM,
Morris PS. A cough algorithm for chronic cough in children:
a multicenter, randomized confrolled study. Pediatrics.
2013;131(5):e1576-83. doi: 10.1542/peds.2012-3318. PMID:
23610200.

16.Martinez FD, Wright AL, Taussig LM, Holberg CJ, Halonen
M, Morgan WJ. Asthma and wheezing in the first six years
of life. The Group Health Medical Associates. N Engl J Med.
1995;332(3):133-8. doi: 10.1056/NEJM199501193320301. PMID:
7800004.

17.Di Filippo P, Scaparrotta A, Petrosino MI, Attanasi M, Di Pillo
S, Chiarelli F, Mohn A. An underestimated cause of chronic
cough: The Profracted Bacterial Bronchitis. Ann Thorac Med.
2018;13(1):7-13. doi: 10.4103/atm.ATM_12_17. PMID: 29387250;
PMCID: PMC5772114.

18.Chang AB, Oppenheimer JJ, Weinberger MM, Rubin
BK, Grant CC, Weir K, Irwin RS; CHEST Expert Cough Panel.
Management of Children With Chronic Wet Cough and
Protracted Bacterial Bronchitis: CHEST Guideline and Expert
Panel Report. Chest. 2017;151(4):884-890. doi: 10.1016/j.
chest.2017.01.025. PMID: 28143696.

19.Chang AB, Upham JW, Masters IB, Redding GR, Gibson PG,
Marchant JM, Grimwood K. Protracted bacterial bronchitis:
The last decade and the road ahead. Pediatr Pulmonol.

161

2016:51(3):225-42. doi: 10.1002/ppul.23351. PMID: 26636654;
PMCID: PMC7167774.

20.Chang AB, Redding GJ, Everard ML. Chronic wet cough:
Profracted bronchitis, chronic suppurative lung disease, and
bronchiectasis. Pediatr Pulmonol. 2008;43(6):519-31. doi:
10.1002/ppul.20821. PMID: 18435475.

21.Chang AB, Marchant JM. Protracted bacterial
bronchitis is a precursor for bronchiectasis in children:
myth or maxim¢ Breathe (Sheff). 2019;15(3):167-170. doi:
10.1183/20734735.0178-2019.  PMID:  31508153; PMCID:
PMC6717611.

22.Wurzel DF, Marchant JM, Yerkovich ST, Upham JW, Petsky
HL, Smith-Vaughan H, Masters B, Buntain H, Chang AB.
Protracted Bacterial Bronchitis in Children: Natural History and
Risk Factors for Bronchiectasis. Chest. 2016;150(5):1101-1108.
doi: 10.1016/j.chest.2016.06.030. PMID: 27400908.

23.Pratter MR. Chronic upper airway cough syndrome
secondary to rhinosinus diseases (previously referred to as
postnasal drip syndrome): ACCP evidence-based clinical
practice guidelines. Chest. 2006;129(1 Suppl):63S-71S. doi:
10.1378/chest.129.1_suppl.63S. PMID: 16428694.

24.Gao F, Gu QL, Jiang ZD. Upper airway cough syndrome
in 103 children. Chin Med J (Engl). 2019;132(6):653-8. doi:
10.1097/CM9.0000000000000118. PMID: 30855345; PMCID:
PMC6416099.

25.Burke H, Leonardi-Bee J, Hashim A, Pine-Abata H, Chen Y,
Cook DG, et al. Prenatal and passive smoke exposure and
incidence of asthma and wheeze: systematic review and
meta-analysis. Pediatrics. 2012;129(4):735-44. doi: 10.1542/
peds.2011-2196. PMID: 22430451.

26.Jones LL, Hashim A, McKeever T, Cook DG, Britton J,
Leonardi-Bee J. Parental and household smoking and the
increased risk of bronchitis, bronchiolitis and other lower
respiratory infections in infancy: systematic review and meta-
analysis. Respir Res. 2011;12(1):5. doi: 10.1186/1465-9921-12-5.
PMID: 21219618; PMCID: PMC3022703.

27.Gibson PG, Chang AB, Glasgow NJ, Holmes PW, Katelaris
P, Kemp AS, Landau LI, Mazzone S, Newcombe P, Van
Asperen P, Vertigan AE; CICADA. CICADA: Cough in Children
and Adults: Diagnosis and Assessment. Australian cough
guidelines summary statement. Med J Aust. 2010;192(5):265-
71. doi: 10.5694/j.1326-5377.2010.t003504.x. PMID: 20201760.



	Factors Affecting COVID-19 Vaccine Confidence and Prevalence of Post-COVID Syndrome

