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The online Cough Clinic
To the Editors:

The recent paper by DETTMAR et al. [1] describes an important
way in which patients with chronic cough (and their general
practitioners) can obtain information online as to the probable
diagnosis of their coughs and the preferred treatment.

The only three possible diagnoses are reflux (gastro-oesopha-
geal reflux (GOR)), asthma and rhinitis (post-nasal drip
syndrome (PNDS)).

We tested the questionnaire with histories of four patients.
They had respectively post-viral, cigarette smoking, habit
(Tourette’s) and upper respiratory tract infection cough. Each
was diagnosed as probable GOR.

The paper raises a number of important questions. First, the
paper lists 16 questions pointing to the probable diagnoses,
which are identified for each question. However, the current
online questionnaire (November 2009) adds a further five
questions with no indication of the diagnoses they point to,
surely essential information. Presumably this change in the
questionnaire was made after the paper was submitted, but it
means that the results described in the paper cannot be added
to any results from the ‘‘new’’ online questionnaire.

Secondly, how ‘‘specific’’ are the questions? For example, can
we be certain, as the questionnaire is, that ‘‘clearing your
throat’’ points to GOR and that ‘‘excess mucus in the throat’’
points to PNDS? In the printed questionnaire, if the symptoms
are in the throat, four questions point to GOR and two point to
PNDS, so there may be a bias towards GOR.

Thirdly, we are told that the questions are not weighted in
favour of a particular diagnosis, in that adjustments are made
for the different numbers of questions pointing to each
diagnosis. But we are also told that there are weighting factors
for individual questions, but we are not given these. Within
each of the three probable diagnoses, what does this mean? For
GOR, does cough during or after eating, point more (or less)
than clearing the throat, both of which indicate GOR? For
asthma, does wheezing have a greater weighting factor than
cough on waking? These examples could be multiplied.

Fourthly, the use of the Likert scale may be justified, but it
raises well-known problems. It gives a linear output to a
nonlinear input that is different for each question. A mild
sensation of heartburn is probably as predictive of GOR as is a
strong sensation but this may not be true of throat clearing. In
other words, there should be adjustments within the scales as
well as between them. Were these adjustments considered and
made and, if so, what were they?

Fifthly, figures 2 and 3 in the paper give the proportions of
patients reporting each of the 16 symptoms. For asthma
diagnosis, answers to the selected three questions show a
strong preponderance for those subjects ‘‘probably having
asthma’’. For PNDS diagnosis, the answers to the selected five
questions show a similar strong preponderance for patients
‘‘probably having PNDS’’. This is to be expected. It follows that
all the other patients must probably have GOR. But if you look
at the eight GOR-pointing questions, each of them shows
roughly equal proportions of patients finally diagnosed with
GOR, asthma or PNDS. In other words, the questions for GOR
are very non-specific (and lack diagnostic value), unlike those
for asthma and PNDS. GOR is the diagnosis after eliminating
those who have strong signs of asthma or PNDS; and no other
causes of chronic cough are recognised.

Sixthly, the current online version asks 21 questions, each with
scores 0–5 (total 105). If someone answers 1 to one question
only (total 1 out of 105) he will be given a diagnosis based on a
minimal input. Our ‘‘habit cough’’ patient had a total score of 1
(‘‘very mild hoarse voice’’), ,1% of the possible total and was
confidently told that she probably had GOR. We need to be
told the probabilities of the probable diagnoses in order to
assess the method. Additionally, since only 12.4% of the
patients responded to the follow-up questionnaire, it will
never be possible to determine its validity.

Seventhly, it is a pity that the ‘‘validation study’’ included only
30 patients and that it was conducted at the home of the
chronic cough questionnaire, with probably much the same
questions but asked verbally, rather than independently.

Eighthly, we are told on the website that 78.39% of those who
replied to the follow-up questionnaire found that it had
‘‘helped their condition’’. Since only 944 (9.7%) out of 9,709
patients replied to the follow-up, we don’t know whether the
other 90.3 % were ‘‘helped’’. We don’t know if the 9.7% were
representative and many chronic coughers get better anyway.
There were no control groups.

Finally, we are told that the questionnaire is based on the reports
of two ERS Task Forces on Cough. The second Task Force [2]
scarcely mentions diagnostic questions and the first [3] gives
diagnostic signs and symptoms for different causes of chronic
cough (as does any textbook) but nowhere evaluates them. (The
authors of this letter were members of both Task Forces.)

These are examples and pressure on space may have
prevented including this information and its discussion in
the paper but they are crucial for interpretation of the results
and could have been presented in the online supplement.
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Nevertheless, the authors are to be congratulated on making
patients and their GPs think more about the causes of chronic
cough.
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To the Editors:

We read with great interest the recent article in the European
Respiratory Journal by DETTMAR et al. [1] which discussed an
online cough diagnostic clinic. There have been few studies of
chronic cough in the population so we are grateful to the
authors for providing further data on this topic. We do,
however, have several qualms regarding their study.

First, our main concern regards how the differential diagnosis
between reflux, asthma and rhinitis was achieved. No clinical
characteristic of cough (with the exception of moist cough in
children) has been found to be useful in determining
diagnostic probability [2-4]. DETTMAR et al. [1] use items from
various pathology-specific scales to determine the most
probable cause of patients’ cough. Most of these scales were
originally developed and validated to evaluate disease
severity, not to determine a cough’s aetiology. The items from
reflux symptoms index tools were validated to evaluate voice
disorders in laryngopharyngeal reflux, not to ascertain a
diagnosis of reflux in a patient presenting with a chronic
cough. The questionnaire developed by JUPINER et al. [5] aimed
to assess asthma control, not to make a diagnosis of asthma in a
patient with a chronic cough. Furthermore, items related to
cough timing such as ‘‘cough when you get out of bed in the
morning’’, ‘‘cough brought on by singing or speaking’’,
‘‘cough after lying down’’, ‘‘cough waking you from sleep’’
are not correlated with a specific aetiology and may indeed be
more related to disease severity than to its aetiology [2].

Secondly, DETTMAR et al. [1] conducted a validation study of
their online cough clinic in 30 patients and found a close
association between the web-based cough clinic diagnosis and
that of the clinician’s full work-up. However, they do not
describe the criteria used by the clinician to establish the final
diagnosis. Were the same questions used in the clinician’s

assessment? Furthermore, there is no mention of whether the
clinician was blinded to the result of the computerised
diagnosis. The close association between the two assessments
could be due to lack of blinding in the procedure.

Thirdly, chronic obstructive pulmonary disease (COPD) was
not included in the online algorithm. 41.4% of included
patients were either current or ex-smokers. Smokers with
shortness of breath and cough could also be suffering from
COPD.

Finally, the study concludes that patients with asthma had
worse cough scores than those with reflux or rhinitis. This
may, however, be a case of secondary association. The
diagnosis of asthma in the study was linked to a positive
response to the item ‘‘cough waking you from sleep’’, and lack
of sleep is the most important cough consequence affecting
quality of life.
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From the authors:

We are grateful to J. Widdicombe and G. Fontana, and S.
Leconte and J. Degryse, for providing a detailed critical
analysis of our online Cough Clinic programme [1].
However, we believe they have essentially missed the point
of the endeavour. We set out to tackle the thorny issue of
translating the guidelines into advice accessible to members of
the public. Such an enterprise will never provide the precision
of a dissected animal, but to dismiss our mainly positive
feedback because it is from a mere 944 patients is not only
partial but is also a failure to appreciate inherent methodolo-
gical differences. c
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