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Objective: To review habit cough and its treatments to raise awareness of this condition as a potential cause of chronic cough.
Data Sources: Relevant articles and references published between January 1, 1962, and April 30, 2008, were found through

a PubMed search using the following keywords: habit cough, psychogenic cough, chronic cough, and tic cough.
Study Selection: All key relevant articles were reviewed, and the most relevant were selected for inclusion in this review.
Results: Habit cough is a diagnosis of exclusion and can occur in children and adults with chronic cough. Characteristic

features of habit cough include a loud honking or barking cough, disruption of normal activities, and the frequent presence of
a secondary gain (such as school absence). Successful treatment has been described in several case reports and involves mostly
nonpharmacologic measures.

Conclusions: It is important to consider habit cough in the differential diagnosis of chronic cough because early diagnosis can
help to avoid unnecessary invasive procedures and potential iatrogenic complications.
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INTRODUCTION
Cough is among the most common complaints of patients
seeking a physician’s care. One study1 reported that cough is
the most common complaint of adults seen in an ambulatory
care setting. Even with a clear diagnosis, cough can be
difficult to control and, for the patient, can be associated with
impaired quality of life.2 Three phases have been described in
the cough reflex: (1) an inspiratory phase, (2) a forced expi-
ratory effort against a closed glottis, and (3) opening of the
glottis, with subsequent rapid expiration, that generates a
characteristic cough sound.3 Cough can originate from 3
anatomical sources: central nervous system, major airways,
and pulmonary parenchyma.4 Adult cough can be divided into
acute self-limiting cough (lasting less than 3 weeks), subacute
cough (lasting 3 to 8 weeks), and chronic cough (lasting
longer than 8 weeks). Pediatric cough is classified into acute

(lasting less than 2 weeks), subacute (lasting 2 to 4 weeks),
and chronic (more than 4 weeks).

An anatomical diagnostic protocol has been used in the
diagnostic workup of chronic cough, and using this stepwise
approach, it was found that the most common causes for
chronic cough were cough-variant asthma, gastroesophageal
reflux disease (GERD), and rhinosinusitis associated with
postnasal drip syndrome (also known as upper airway cough
syndrome).5 However, the anatomical diagnostic protocol,
which has mainly been used in adults, is not necessarily valid
for children.6 Other causes of chronic cough include pertus-
sis, cystic fibrosis, angiotensin-converting enzyme inhibitor–
induced cough, vocal cord dysfunction, and nonasthmatic
eosinophilic bronchitis.7,8 Up to 46% of patients seen in
secondary care settings with chronic cough have an unex-
plained cough, despite extensive investigation and treatment
trials.9

Habit cough has been described in the literature as another
cause of chronic cough and has been denoted by various
terms, such as psychogenic cough, cough tic, honking cough,
and barking cough.10 Habit cough can be challenging to
diagnose and treat in everyday clinical practice. Allergists,
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being specialists in upper and lower airway disorders, are
commonly consulted for persistent cough. The objective of
this article is to review habit cough, including the clinical
presentation, diagnosis, and treatment, to raise awareness of
this condition as a potential cause of chronic cough. Relevant
articles and references published between January 1, 1962,
and April 30, 2008, were found through a PubMed search
using the following keywords: habit cough, psychogenic
cough, chronic cough, and tic cough. All key relevant articles
were reviewed, and the most relevant were selected for in-
clusion in this review.

CLINICAL PRESENTATION AND DIAGNOSIS
The classic presentation of habit cough is that of a harsh,
barking, repetitive cough that occurs several times per minute
for hours on end.8 The diagnosis of habit cough has primarily
been reported in pediatric and adolescent populations, but
uncommonly in adults.10 More than 90% of cases of habit
cough have been reported in patients younger than 18 years.11

Onset of habit cough has been reported to occur as early as 2
years of age.12 Studies by Holinger and colleagues13,14 have
found habit cough to be the second most common cause of
chronic cough in children aged 6 to 16 years. It has been
reported that adults with habit cough have a greater duration
of symptoms than children and adolescents.15 Two cases have
been reported in the geriatric population.16 No sex predilec-
tion has been documented for habit cough in children,17

although a preponderance of females has been reported
among patients with idiopathic chronic cough (typically peri-
menopausal or postmenopausal age, reporting a preceding
upper respiratory tract infection, and having a heightened
cough reflex to tussive stimuli).2,18

Habit cough often follows a cough associated with a re-
spiratory tract infection and can last for a month to years.4 It
has been postulated that the initial illness creates a learned,
subconscious model (ie, habit) for the cough.16 The cough
often disrupts normal activities, such as school attendance,12

and tends to increase when parents or teachers are present.6

The cough has been likened to the call of the Canadian wild
goose, and thus the cough has been described as a “honking”
cough. The cough has also been described as loud and ex-
plosive. The characteristic posture of patients with habit
cough is the “chin-on-chest” posture, which is keeping the
chin on the chest and holding the hand against the throat as if
to support the larynx.19 There is no expectoration, no subse-
quent breathlessness or fatigue, and no change in the voice.20

Clinical findings and laboratory and imaging study results
frequently are negative.19 The patient claims to be unable to
repeat the cough when requested to do so,20 although it has
been reported that patients can produce the cough on com-
mand.21 In addition, patients with habit cough typically do not
respond to medications, such as antibiotics, inhaled cortico-
steroids, antihistamines or decongestants, and cough suppres-
sants.16,19

It has been suggested that patients with habit cough typi-
cally do not cough at night and have a cough with a loud

barking or honking character that can be heard even before
the patient is seen.10,19,20,22 The cough is extremely irritating to
those in the presence of the person who has this disorder,
even though patients frequently do not exhibit any concern
over this (known as “la belle indifference”).8 However, the
barking or honking character is not specific for habit cough
because a variety of diseases may also present with barking or
honking cough (such as bronchiectasis, GERD, and postnasal
drip syndrome).23 The disappearance of the cough with sleep
is not necessarily specific for habit cough because cough
from other causes (such as chronic bronchitis) has been
reported to be absent once patients fall asleep.24,25 One case
report using a cough monitor suggests that some patients with
habit cough can even have increased cough at night.11 Thus,
the presence or absence of nighttime cough or cough with a
barking or honking character should not be used to diagnose
or exclude habit cough.10,23

The coexistence of a psychiatric disorder has been reported
in patients with habit cough; such disorders include conver-
sion disorder and mixed anxiety and depressive disorder.20

Habit cough may represent a somatic manifestation of a wide
range of psychosocial problems, including school phobia,
family problems, and attention seeking, and the underlying
cause may relate to the secondary gain produced by the
coughing, such as school absence.6,19,26 Organic causes of
cough have been reported to coexist in patients with habit
cough. Notable examples include vocal cord dysfunction27

and asthma28; the latter was a case report that involved a
cough accompanied by eye-squinting movements (a physical
finding not previously described). Unlike cough from most
underlying organic causes, habit cough typically diminishes
in frequency with vigorous physical exertion or pleasurable
social activities.16

Habit cough has been reported to result in various compli-
cations, such as rib fractures.29 In addition, paroxysmal, vio-
lent coughing may result in other complications, such as
vomiting, incontinence, syncope, bradycardia, laryngitis, rup-
ture of subconjunctival, nasal, and anal veins, pneumothorax,
pneumomediastinum, and diaphragmatic rupture.17,30 Table 1
summarizes the features of habit cough in the pediatric and
adolescent population, and Table 2 lists proposed diagnostic
criteria for habit cough in adults.

In patients with chronic cough, the diagnosis of habit
cough is a diagnosis of exclusion that can be made only after
an extensive evaluation has been performed to rule out other
disorders.10 This extensive investigation is important to
assure both the physician and the patient that no major
disease is being missed; however, it is important not to keep
performing futile investigations that may reinforce the under-
lying problem, and early diagnosis is essential to avoid iat-
rogenic complications from invasive procedures, hospitaliza-
tions, and medications.6 In adult patients with chronic cough
that remains persistently troublesome despite an extensive
and thorough evidence-based evaluation, and after behavior
modification and/or psychiatric therapy has failed, unex-
plained cough should be diagnosed rather than habit cough or
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psychogenic cough; in children with chronic cough, the di-
agnosis of habit cough can be made only after tic disorders
and Tourette syndrome have been evaluated and cough im-
proves with specific therapy such as behavior modification or
psychiatric therapy.10

TREATMENT
A variety of treatment modalities have been described for
habit cough, most of which involve nonpharmacologic mea-
sures. Behavior modification therapies have been reported as
a potential approach not only for habit cough but also for
chronic cough refractory to medical treatment.31 Lokshin et
al32 identified 9 patients with habit cough (5 of whom had
been hospitalized for the cough) and used suggestion therapy
for all patients. The suggestion therapy consisted of a single

15-minute session that used a distracter (administration of
dilute nebulized lidocaine). The session involved the follow-
ing elements: (1) the therapist expressing confidence that the
patient could be taught how to stop the cough, (2) explaining
the cough as a vicious cycle of an initial irritant that had set
up a pattern of coughing, (3) encouraging the suppression of
cough to break the cycle, (4) repeatedly expressing confi-
dence that the patient was developing the ability to resist the
urge to cough, (5) asking the patient if he/she is beginning to
feel that he/she can resist the urge to cough, and (6) after the
patient has gone 5 minutes without coughing, stopping the
session when the patient affirms that they can resist the urge
to cough. Slow breathing of the aerosol distracter was per-
formed during the session. All of the patients became symp-
tom free during the 15-minute session. During the subsequent
week, 1 remained completely asymptomatic and 8 had tran-
sient minor relapses that were readily self-controlled. Of the
9 patients, 7 were contacted for determination of long-term
outcome at periods of up to 9 years after the session. Six were
totally asymptomatic, and 1 had occasional minor self-con-
trolled symptoms. The authors concluded that patients with
habit cough are best served by using suggestion therapy and
avoiding pharmacotherapy. The art of suggestion was also
used by Berman33 in 6 children with habit cough; all of the
children were told the exact nature of their condition, that it
was a habit and was unnecessary and therefore must stop. All
6 children improved and were free of cough during a long-
term period of observation.

Cohlan and Stone21 used a unique form of reinforcement
suggestion therapy involving a bed sheet. This involved con-
vincing the patient that the persistent cough has weakened the
chest muscles and, because the chest muscles are unable to
contain the cough, that a bed sheet tightly wrapped around the
chest would provide the necessary support to stop the cough
within 24 to 48 hours. If the patient felt the urge to cough,
instructions were given to breath in and out of the mouth. The
patient was instructed to wear the bed sheet at all times unless
he or she was sure there would be no cough once the sheet
was removed. This was successful in 31 of 33 patients.

Lavigne et al34 described a different approach not involving
aversive procedures; the child and parent were told that the
symptoms may have had their origin in a disease process, but
the symptoms continued even after the disease process had
resolved. They were told that the habit could be broken if
they would practice gradually reducing the occurrence of the
symptom during short periods. Parents recorded the cough
frequency at home during a defined period each day, and the
child was aware of the recording. A series of goals were set
for the child, and rewards were given for decreasing the rate
of coughing. Parents also were encouraged to have the child
return to normal activities as soon as possible. The authors
described 4 patients with habit cough in whom this treatment
approach was successful. McGarvey et al11 reported success
with a series of sessions in behavior modification (including
relaxation techniques and speech therapy) in a 13-year-old

Table 1. Clinical Characteristics of Habit Cough in the Pediatric and
Adolescent Population16

• Negative, extensive workup for organic cause of the cough
• Cough disrupts normal activities
• Classic “barking” or “honking” quality to the cough
• Cough typically does not awaken patient from sleep
• Cough decreases in frequency or severity with pleasurable social

activities or exercise
• Cough frequently preceded by upper respiratory tract infection
• Secondary gain is acquired from the cough (eg, parental

attention, missing school)
• Patient exhibits “la belle indifference” to the cough
• Coughing becomes worse in the presence of parents, teachers,

or health care professionals
• Patients report a “tickle” in the throat and may adopt a “chin-on-

chest” posture
• No sex predilection
• Underlying psychopathology rarely present
• Usually responds well to behavioral modification techniques

Table 2. Proposed Diagnostic Criteria for Habit Cough in Adults16

• Cough is chronic (�3-week duration)
• Cough not explained by an organic cause after a thorough

diagnostic evaluation
• Cough not responsive to combined therapy for postnasal drip

syndrome, asthma, or gastroesophageal reflux disease
• Cough is not intentionally produced or feigned (malingering or

factitious disorders)
• At least 3 or more of the following clinical characteristics are

present:
Female sex
Single or widowed
Cough does not awaken patient from sleep
Underlying psychopathologic condition is present (ie,

depression, anxiety, or somatoform disorder)
Cough disrupts normal social activities and worsens with social

contacts (eg, family, health care professionals, telephone
conversations)

Secondary gain is associated with the cough
Cough precipitated by emotional distress

“La belle indifference” is displayed despite severity of the cough
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boy with habit cough. One small study27 reported breathing
exercises that were beneficial.

Distracters have been used in the treatment of habit cough.
Nebulized lidocaine therapy has been reported to be success-
ful.32,35 Matrovich and Greenberger16 described a 66-year-old
woman whose cough responded to a distracter in the form of
a throat lozenge. Lollipops have also been used as distracters
in patients with habit cough,29 as have sips of warm water.32

Bernstein36 described another technique involving a distracter
in a patient with habit cough who was a mouth breather. A
flat button was placed between the patient’s lips, compelling
her to breathe through her nose; the patient was told that she
would not cough as long as she kept the button between her
lips (ie, as long as she breathed through her nose). For the
first 3 days the patient had occasional cough while the button
was out, but after that she had resolution of the cough without
use of the button and continued to breathe through her nose.

Anbar and Hall12 instructed 51 patients with habit cough in
self-hypnosis for relaxation and to help ignore the cough-
triggering sensation. Among these 51 patients, the cough
resolved during or immediately after the initial hypnosis
instruction session in 78%, within 1 week in an additional
8%, and within 1 month in an additional 4%. It is thought that
the effectiveness of self-hypnosis in the treatment of habit
cough is due to increased relaxation and alteration in the
perception of the cough trigger. The authors concluded that
self-hypnosis is a safe and effective means of resolving habit
cough; in addition, by not relying on medications, making
negative statements about the patient’s muscle strength, or
requiring reinforcement by family members, self-hypnosis
promotes patient autonomy and self-reliance.

Voice therapy (using relaxation and breathing techniques)
combined with psychotherapy have also been used with suc-
cess in patients with habit cough.27 In some cases, pharma-
cologic therapy has been used in the treatment of habit cough.
Weinberg19 described a 10-year-old boy with habit cough
who was given a mild tranquilizer in addition to reassurance
and help with his school problem (enlisting the aid of his
parents and teachers).

CONCLUSION
Habit cough can be a debilitating disorder that can impair a
patient’s quality of life. It can occur in pediatric and adult
patients, and even though patients may not be concerned
about their symptoms, the symptoms are bothersome to oth-
ers, such as family members, health care professionals, and
educational staff. Habit cough is a diagnosis of exclusion;
although it typically does not respond to pharmacotherapy,
behavioral therapy techniques have been described with suc-
cess. It is important to consider habit cough in the differential
diagnosis of chronic cough, especially in patients who do not
respond to typical management for other more common
causes of cough (such as asthma, GERD, and postnasal drip).
Correctly diagnosing and treating habit cough can help avoid
unnecessary interventions and iatrogenic complications (such
as adverse effects from corticosteroids).
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CME Examination
1–5, Ramanuja S and Kelkar P. 2009;102:91–95.

CME Test Questions

1. Chronic cough in a pediatric patient is defined as lasting
how long?
a. longer than 2 weeks
b. longer than 4 weeks
c. longer than 6 weeks
d. longer than 8 weeks
e. longer than 12 weeks

2. What are the 3 most common causes of chronic cough in
adults?
a. pertussis, asthma, and gastroesophageal reflux disease
b. cystic fibrosis, postnasal drip, and asthma
c. eosinophilic bronchitis, angiotensin-converting en-

zyme inhibitor–induced cough, and postnasal drip
d. habit cough, vocal cord dysfunction, and asthma
e. asthma, gastroesophageal reflux disease, and postnasal

drip
3. Which of the following is NOT a characteristic feature of

habit cough?
a. frequently preceded by upper respiratory tract infection

b. worsening in the presence of parents, teachers, and
health care professionals

c. posttussive emesis
d. la belle indifference
e. no sex predilection

4. Which of the following pharmacologic measures have
been reported to have some success in treatment of pa-
tients with habit cough?
a. antihistamines
b. tranquilizers
c. decongestants
d. inhaled corticosteroids
e. antibiotics

5. Which of the following distracters have been used in the
treatment of habit cough?
a. sips of warm water
b. nebulized lidocaine
c. throat lozenges
d. flat button between the lips
e. all of the above

Answers found on page 115.
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