
Apart from the new look Australian Family
Physician is sporting this year, we are also
undertaking a new approach to selecting
the theme for each issue. Our intent is to
make AFP even more relevant to the busy
general practitioner.

It has taken us a while to figure out what
has rung so untrue about much of the educa-
tional material that lands on a GP’s desk: 
it’s based on diseases, not symptoms.

General practitioners usually don’t see dis-
eases – we see people who have symptoms.
And then we match those symptoms with
the patient’s signs to arrive at a diagnosis. If
all those pieces fall into place, then we can
work with the patient to manage their
problem. Even if it does not, we can glean
enough from the patient’s description of their
symptoms to manage the undifferentiated
illness while we explore further.

Future 2004 ‘symptom themed’ issues of
AFP include June (back pain), July (itch), and
December (abdominal pain). Each one will
take a broad look at the variety of conditions
that can cause these presenting complaints.

This month’s issue of AFP is based
squarely on the commonest single symptom
with which patients come to see us: cough.
According to the most recent report from the
BEACH study,1 23.0 out of every 100
‘reasons for encounter’ will be respiratory in
nature; 6.7 per 100 will be due to cough.
Only repeat prescriptions are a more frequent
reason for encounter (7.2 per 100), and they
are often not the primary reason for the
patient presenting. 

So if cough is common in general practice,
why is it so difficult to diagnose and treat?

Maybe the range of articles in this month’s
AFP gives a clue: a cough could be the first
presentation of influenza, bronchitis, asthma,
pertussis, or cancer. Or legionnaire disease,
SARS, tuberculosis, or AIDS. Or it could just
be a nervous mannerism.

By being such a protean presenter, cough
challenges all our skills as GPs. Even the
most recent Cochrane review on the topic
leads us to a therapeutic balancing act.2

As this month’s authors demonstrate, we
have to be alert to the variety of possible
underlying causes and judicious in our choice
of special investigations. While anecdotally it
seems that patients are less expectant of
antibiotics than they used to be, GPs often
still feel pressured to prescribe for coughs
that they know won’t respond to medication.
A recent paper from Israel found that 25% of
parents bringing their coughing, URTI ridden
child to a primary care clinic expected antibi-
otics.3 Several other authors, however, have
questioned whether the pressure to prescribe
resides mainly in the doctor’s mind. Important
Australian work by Cockburn and Pit in 1997
showed that we were 10 times more likely to
prescribe unnecessarily if we thought the
patient expected us to.4 If the patient actually
did have this expectation, they were only
three times more likely to get their script. This
point has recently been reiterated in British
studies.5,6 Maybe we should try harder to elicit
our patients’ true expectations. 

And speaking of the importance of good
doctor-patient communication in the diagno-
sis and management of cough, a recent
paper from India is somewhat seminal.7

It reports the case of a 27 year old woman

who presented with a 6 month history of
fever and productive cough. She had been
treated empirically for 4 months with antibi-
otics and antituberculous drugs, but to no
avail. Eventually, a chest radiograph was
done that showed collapse of the right upper
lobe due to a foreign body. A bronchoscopy
was performed and an inhaled condom was
duly removed. 

When diagnosing cough, we can never
underestimate the importance of a good
history.

References
1. Britt H, Miller GC, Knox S, et al. General prac-

tice activity in Australia 2002–2003. AIHW Cat.
No. GEP 14. Canberra: Australian Institute of
Health and Welfare (General Practice Series No.
14), 2003.

2. Smucny J, Fahey T, Becker L, Glazier R.
Antibiotics for acute bronchitis (Cochrane
Review). In: The Cochrane Library, Issue 1.
Chichester, UK: John Wiley & Sons, Ltd, 2004. 

3. Shlomo V, Adi R, Eliezer K. The knowledge and
expectations of parents about the role of antibi-
otic treatment in upper respiratory tract
infections: a survey among parents attending
the primary physician with their sick child.
BMC Fam Pract 2003;4:20.

4. Cockburn J, Pit S. Prescribing behaviour in clini-
cal practice: patients’ expectations and doctors’
perceptions of patients’ expectations: a ques-
tionnaire study. BMJ 1997;315:520–523. 

5. Little P, Dorward M, Warner G, Stephens K,
Senior J, Moore M. Importance of patient pres-
sure and perceived pressure and perceived
medical need for investigations, referral, and
prescribing in primary care: nested observa-
tional study. BMJ 2004;328:444.

6. Britten N. Patients’ expectations of consulta-
tions. BMJ 2004;328:416–417.

7. Arya CL, Gupta R, Arora VK Accidental condom
inhalation. Indian J Chest Dis Allied Sci
2004;46:55–58.

Reprinted from Australian Family Physician Vol. 33, No. 5, May 2004 293

EDITORIAL

Cough, please...
Steve Trumble, MD, DipRACOG, FRACGP, is Editor in Chief, Australian Family Physician,
Associate Professor, the University of Melbourne, Honorary Clinical Associate Professor, Monash University,
and a general practitioner, East Brighton, Victoria.

AFP


