
Upper respiratory tract infections
(URTIs) are one of the most

common presentations in family
practice.1-6 The average adult has 2-4
URTIs per year and children 6-8 such
infections.7,8 They are usually mild, self
limiting, and of short duration,9,10

although they are a leading cause of
absenteeism from school and work and
have considerable economic cost.11-13 In
1994 over-the-counter sales of cough and
cold products in the United States was
worth USD19 billion and cough reme-
dies accounted for 38-50% of respiratory
product sales.14 There is little evidence
that any of these products are effective
in either symptom control or cure.15-17

Cough is a common symptom of
URTIs. In Australia in 1990/1991, cough
was treated in 7.5% of general practice
consultations.1 Most textbooks suggest it is
of short duration (less than 10 days).9,10,18,19

However, there has been little research to
support these assertions. Most studies that

examined the symptoms of URTIs had a
follow up period of no more than three
weeks, some for as little as three days.19-22

One study found that 26% of adults still
had a cough at 14 days (the end point of
their study),15 and another in children sim-
ilarly found 10% at 20 days.23 We aimed to
describe the duration of cough associated
with URTIs in a population without pre-
existing respiratory problems. 

Method

Two general practices in North
Queensland participated in this study
during the winter months of July and
August 1999. Both were group teaching
practices in a large regional town, with
approximately five general practitioners
in each. On presentation to reception, all
patients were asked whether they were
attending for a cough or cold. If so, they
were given a letter of information,
consent form, and questionnaire. 

The only exclusion criterion was a self

reported chronic chest problem.
Consenting patients were contacted by
telephone a week later and administered a
questionnaire which asked about the cough
and any treatment taken for it. They were
contacted weekly until the cough ceased. 

Ethical approval for this study was
from the University of Western Ontario
Review Board for health sciences
research involving human subjects.

Results

Completed questionnaires were obtained
from 179 patients. The number who
decided not to take part cannot be deter-
mined. Six returned incomplete data, 23
were excluded because of a chronic chest
condition, and 19 were unable to be con-
tacted on a subsequent occasion, leaving
131 who could be followed until their
cough ceased. Few were smokers, and
many had a university education (Table 1). 

One-third (34%) saw the doctor
within three days of the development of
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their URTI symptoms; one-third (28%)
had symptoms for 4-7 days; and the
remainder (38%) for more than one
week. Most (91%) had a cough at the
time of first presentation. Almost half
were taking over-the-counter medication
for the cough before presentation.

At one week, half (51%) were still
coughing, 35% had recovered, and the
others were not contactable or withdrew.
Only one patient contacted had not
developed a cough. Half began a new pre-
scription - 61% of which was the
antibiotic prescribed at their first visit. By
the fourth week, 35% were still coughing.
One coughed into the tenth week. Mean
duration of cough (adjusted as above)
was 2.4 weeks, and the median was 2.0
weeks (Table 2). 

Discussion

There are limitations to the accuracy and
generalisability of these data. Busy recep-
tionists probably neglected to ask some
patients to take part, perhaps selectively
recruiting some types of patients. The
demographic characteristics of this group
are not representative of the community.
The sample contained twice as many
females as males in the 18-65 year age
groups, although women are more likely
than men to visit a doctor.24 Nearly three
times more had a university qualification
than in the general community. Although
the age distribution was representative, the
elderly population was under represented.24

We selected 20% of adult smokers, com-
pared with 28% in the community.26

The very high percentage of partici-
pants who had a cough at presentation
also suggests selection bias. Previously
reported rates for the development of a
cough with URI in the literature are
72%,21 80%,24 and 89%.15

The results may have underestimated
the duration of the cough, as data are not
available on the commencement time of
coughing. We found a longer duration of
cough in this study than previously
reported, perhaps because we recorded
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Table 1. Characteristics of the participants

Complete data Incomplete data,
withdrew, or lost contact

N (%) N (%)
Sex 
Male 47 (37) 10 (40)
Female 80 (63) 15 (60)
Age
0-5 15 (11) 0 (0)
6-17 26 (20) 2 (8)
18-40 43 (33) 13 (52)
41-64 37 (28) 9 (36)
>65 10 (8) 1 (4)
Education
Not yet at school 15 (13) 0 (0)  
At school 21 (18) 1 (4)  
Left year 10 15 (13) 7 (30)  
Left year 12 21 (18) 5 (22)  
Trade/Tafe 8 (7) 3 (13)  
University 39 (33) 7 (30)  
Smoking
Nonsmoker 114 (87) 18 (72)  
Rarely smokes 4 (3) 1 (4)  
5-10/day 3 (2) 1 (4)  
10-20/day 7 (5) 5 (20)  
>20/day 4 (3) 0 (0)  
Duration of symptoms 
before first visit   
0-3 days 44 (34) 8 (32)  
4-7 days 37 (29) 7 (28)  
>7 days 48 (37) 10 (40)  
Severity of cough
No cough 11 (9) 2 (8)  
Mild 39 (30) 5 (21)  
Moderate 57 (45) 16 (67)  
Severe 16 (13) 1 (4)  
Very severe 5 (4) 0 (0)  

Table 2. Duration of cough among the 156 subjects

Number coughing N (%)
End of week Yes  No  Unsure

1 145 (93) 1 (1)  10 (6)  
2  121 (78)  17 (11)  18 (12)  
3  90 (58)  44 (28)  22 (14)  
4  55 (35)  77 (49)  24 (15)  
5  26 (17)  105 (67)  25 (16)  
6  12 (8)  119 (76)  25 (16)  
7  3 (2)  128 (82)  25 (16)  
8 1 (1)  130 (83)  25 (16)  
9  1 (1)  130 (83)  25 (16)  

10  1 (1)  130 (83)  25 (16)  
11  0 (0)  131 (84)  25 (16) 



for a longer period of time. A more realis-
tic prognosis for cough in URTIs may
reduce unrealistic expectations and future
attendance for similar illnesses.27,28
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