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My first thoughts on hearing this man’s history are that as he
stopped smoking about 20 years ago his cough, which only started
a year ago, is unlikely to be linked to the smoking habit. Treatment
with antibiotics did not make a substantial difference to his
symptom, so acute respiratory infection seems unlikely to be a
cause.  The case scenario refers to fatigue which the patient blames
on his heavy workload but may be exacerbated by disturbed sleep
due to the presence of cough. It will be important to ask more about
his sense of well-being, as weight loss and general ill health might
point to causes such as chronic infection or toxic conditions which
are relatively common in my practice. 

History
I would start by taking a history in order to gather the information that
I need to make a diagnosis.1-3 I would ask some specific questions about
the characteristics of the cough:  is it dry or productive, was the onset
sudden or gradual, what makes it better or worse (cold air, talking,
eating, lying down exercise), is it worse at different times of day or
night? A personal or family history of allergic conditions might suggest
a diagnosis of asthma,4 though his history suggests that he has not
noticed any benefit from using salbutamol.5-7 I would check to see if
he was taking medication, such as β-blockers or ACE inhibitors [see
Medford’s perspective below], whether he has a post-nasal drip,
whether there are signs or symptoms that might suggest heart failure
or gastroesophageal reflux as a cause for his cough, remembering that
he may have more than one cause of this chronic cough.3

Tuberculosis
In Argentina, the incidence of tuberculosis (TB) is about 11,000 new
cases per year,8 most commonly in young men, and concentrated in
the provinces (such as Corrientes where I work) which have the
highest rates of poverty. In the first six months of 2012 we have
diagnosed 274 new cases of TB: of the four cases diagnosed in June,
one 24 year-old man was also diagnosed with HIV. The percentage of
co-infection with HIV-AIDS remains between 5-5.5% in Argentina.9

Our case complains of fatigue, and if I thought TB may be the
cause of the chronic cough I would enquire about other symptoms
such as afternoon fever, night sweats, anorexia, weakness,
expectoration and weight loss.10 Each patient with respiratory
symptoms who has cough and expectoration for more than 15 days
should be investigated to rule out TB, but there are still patients who

wander from one doctor to another resulting in a wrong diagnosis
or delays in treatment.  

Confirming a diagnosis of HIV is relatively easy, but TB is more
complicated. Obtaining a sputum sample in a patient who is
malnourished, dehydrated and uncooperative can be difficult,
particularly when diagnostic tests are not performed at the Primary
Care Centre.  To investigate a patient with a productive cough, I
would need to arrange two smears of sputum, and a chest
radiograph. We cannot analyse the smear, nor do we have local
radiography, which means that the patient would have to make two
round trips to the hospital. At two Argentinian pesos for each ticket,
the total expenditure on four journeys is equivalent to the cost of 2
kg of bread. Primary care does not receive direct funding from the
National Programs of TB, only medication for its treatment.

If TB is confirmed, the patient is referred to the hospital to be put
under the TB-Program and provided with medication which would be
monitored in primary care. The Health Agents or Promoters of Health
who administer DOTS (Directly Observed Treatment, Short-course)
undertake their essential task with admirable devotion, assuming a
co-responsibility with the patient to ensure treatment compliance.11

Environmental causes
The conditions in which people live and work may be important as a
cause of cough.   

Occupational exposure to pollution in Argentina is not controlled,
especially in small factories. For example, in some poor
neighbourhoods, families are installing municipality-funded brick kilns
in the courtyard of their houses in order to earn enough money to
survive.  Increasingly we are seeing people suffering the effects of
smoke given off by this kind of ‘family factory’.12,13 Additional risk
factors are poor families with many children, poor housing, damp,
unheated homes, people who do not have social security coverage,
high rates of illiteracy, and alcoholism. Usually these are peripheral
neighbourhoods of unplanned urbanisation, and sanitation is poor –
adding yet another cause of pollution as small piles of garbage are
often burned outside each home because there is no regular collection.

Investigations, empirical treatment and
follow-up 
In primary care I can arrange blood tests (for example to look for
infection or eosinophilia) and arrange a CXR to help diagnose
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conditions such as TB, interstitial lung disease, lung cancer, or heart
failure. If these tests do not confirm a specific diagnosis which can be
treated, based on the history I would start empirical treatment for
postnasal drip, gastro-oesophageal reflux,14 or asthma, and review
the patient after four to six weeks to find out if symptoms have
improved.15 If the patient has not improved and the diagnosis is still
not clear I would refer to the pulmonologist for further investigations
such as spirometry or bronchoscopy.

The primary care context
Primary Care Centres offer free consultation and medicines, though
demand is high. Patients with health insurance also use these services
increasing the expenditure of resources. There is a need to
standardise the use of clinical guidelines in primary care; although
there are national guidelines for the management of TB and HIV-TB
co-infection,10,16 the guidelines for asthma and COPD are not
standardised, thus leading to considerable variation in practice.
Healthcare professionals are often distracted from their clinical role by
having to engage in addressing the deprivation, economic and
psychosocial situation of the patients.13 Access to health services is
acceptable, but often the people who most need care are the least
demanding and the health team may need to go in search of them.17
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Chronic cough is not a trivial problem and by the time a patient has
been referred to a specialist cough clinic they (and their family) are
likely to be thoroughly fed up! We know that persistent cough
adversely impacts quality of life,1 and a significant proportion of
patients referred to specialist clinics have measurable levels of

psychomorbidity.2 Although females account for more than two-
thirds of patients referred for specialist advice, the clinical scenario
outlined in this case is not at all unusual. Asking directly about
urinary incontinence during bouts of coughing is important as this is
not always volunteered by the patient. 
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