
Persistent cough in children: common causes and when to seek care

What counts as a persistent cough in childhood

Children cough frequently because their immune systems meet many respiratory
viruses, especially in daycare, preschool, and school settings. A typical viral
cough may continue after fever and congestion improve, often because the airway
lining remains inflamed and sensitive. Even so, duration matters. A cough that
lasts more than 4 weeks is commonly described as chronic cough in children and
is a reasonable threshold for medical assessment.

The timing, quality, and triggers of the cough can be as important as the
duration. Clinicians may ask whether the cough is wet or dry, occurs mostly at
night, appears with exercise, follows choking, disrupts sleep, or comes with
wheeze, fever, poor weight gain, vomiting, or recurrent infections. A cough
that is improving steadily after a cold is different from one that is
worsening, newly productive, or associated with labored breathing.

Persistent cough is not a diagnosis by itself. It is a symptom that can reflect
inflammation, mucus drainage, airway narrowing, infection, aspiration, reflux,
irritant exposure, or less common structural or immune problems. Because
children differ by age, medical history, and risk factors, a pediatrician’s
evaluation is the safest way to decide whether reassurance, observation,



testing, or specialist care is appropriate.

Common infectious and post-infectious causes

Respiratory infections are among the most frequent reasons children cough.
After a cold, influenza-like illness, RSV, or other viral infection, airway
sensitivity may persist for days to weeks. During this period, cold air,
running, laughing, or lying down may trigger coughing even when the child
otherwise seems well. Supportive care for childhood colds may help comfort, but
a cough that does not gradually improve should be discussed with a clinician.

A wet or phlegmy cough lasting several weeks may raise concern for ongoing
lower-airway mucus or bacterial involvement. One pediatric entity clinicians
consider is protracted bacterial bronchitis, often described as a chronic wet
cough that improves with appropriate medical treatment. Caregivers should not
start leftover antibiotics or request antibiotics automatically, because
treatment decisions depend on the child’s history, exam, local guidance, and
sometimes further evaluation.

Some infections deserve special attention. Pertussis, or whooping cough, can
cause prolonged coughing fits, vomiting after coughing, apnea in infants, or a
characteristic whoop, though not every child has classic symptoms. Pneumonia
may involve fever, fast breathing, chest discomfort, lethargy, or oxygen
problems. Tuberculosis is uncommon in many communities but considered when
there are exposure risks, weight loss, night sweats, or persistent systemic
symptoms. Recurrent or unusually severe infections may prompt evaluation for
immune defects or anatomical abnormalities.

Asthma, airway reactivity, and exercise-triggered cough

Asthma is a common consideration in children with persistent respiratory
symptoms in children, particularly when cough occurs at night, with exercise,
with laughing or crying, during viral illnesses, or around allergens and smoke.
Wheezing and shortness of breath may be present, but some children mainly
cough. Clinicians often look for a pattern of reversible airway narrowing,
family or personal atopy, eczema, allergic rhinitis, and response to prescribed
asthma therapies.



It is important not to label every long-lasting cough as asthma. A child with
asthma may have normal breathing between episodes, while another child with
chronic cough may have an entirely different cause. In school-age children,
pulmonary function testing may help assess airflow obstruction and
bronchodilator response. Younger children are harder to test, so clinicians
rely more heavily on history, examination, and careful follow-up.

Exercise-triggered cough can be especially confusing. Some children cough
because of exercise-induced bronchoconstriction, while others cough because of
postnasal drip, poor conditioning after illness, cold air exposure, or vocal
cord dysfunction. If a child avoids play, cannot keep up with peers, has chest
tightness, or needs to stop frequently, it is worth arranging medical review.
Families who already have an asthma action plan should follow the plan and seek
care if rescue measures are not helping or symptoms are escalating.

Upper airway cough syndrome, allergies, and sinus-related drainage

Nasal and sinus problems can drive a persistent cough even when the lungs are
healthy. Mucus draining from the nose or sinuses into the throat can trigger
throat clearing and coughing, often worse when the child lies down. This
pattern is sometimes called upper airway cough syndrome. Caregivers may notice
chronic congestion, mouth breathing, sneezing, itchy eyes, snoring, or a
sensation that the child is swallowing mucus.

A post-nasal drip cough in children can follow repeated viral infections,
allergic rhinitis, or sinus inflammation. Allergic triggers may include
pollens, dust mites, animal dander, mold, or other exposures, but identifying a
trigger is not always straightforward. Sinusitis is more likely when nasal
discharge and daytime cough persist beyond the expected course of a cold,
worsen after initial improvement, or occur with facial pressure, fever, or
significant fatigue.

Evaluation focuses on the whole upper airway, not just the cough. A clinician
may examine the nose, throat, ears, and chest; ask about seasonal patterns; and
consider whether snoring or obstructive sleep symptoms are present. Home
measures such as reducing smoke exposure, using saline as advised, and
maintaining hydration may support comfort, but persistent or worsening symptoms
should be reviewed before using allergy medicines, decongestants, or nasal



sprays in young children.

Reflux, aspiration, irritants, and less common causes

Gastroesophageal reflux can contribute to cough in some children, especially
when cough is associated with regurgitation, sour taste, feeding discomfort,
hoarseness, or symptoms after lying down. However, reflux is not always the
cause of chronic cough, and empiric treatment is not always appropriate. A
clinician may consider the child’s age, growth, feeding history, vomiting
pattern, and whether there are symptoms suggesting aspiration.

A sudden cough that began after choking on food, a small toy, a nut, or another
object raises concern for foreign body aspiration. This can be subtle: the
initial choking event may be brief or forgotten, and the child may later have
persistent cough, wheeze on one side, recurrent pneumonia, or noisy breathing.
A suspected inhaled object needs prompt medical assessment, even if the child
seems stable afterward.

Environmental irritants are also important. Tobacco smoke, vaping aerosols,
wood smoke, strong fragrances, indoor pollutants, and damp or moldy
environments can worsen airway inflammation. Some children cough because of
habit cough or somatic cough syndrome, often absent during sleep, but these
diagnoses require caution and should be considered only after appropriate
medical evaluation. Less common causes include congenital airway anomalies,
cystic fibrosis, bronchiectasis, primary ciliary dyskinesia, interstitial lung
disease, and immune disorders, particularly when cough is accompanied by poor
growth, clubbing, recurrent severe infections, or persistent wet sputum.

When to seek care and what to expect at the visit

Seek urgent medical care if your child has breathing difficulty in children,
blue or gray lips, severe chest retractions, pauses in breathing, drooling with
trouble swallowing, a stiff neck, confusion, dehydration, or a high fever with
a very ill appearance. Infants, children with chronic medical conditions, and
children with known asthma can deteriorate more quickly, so caregivers should
use a lower threshold for urgent assessment.

Arrange a same-day call to the pediatrician if the cough is worsening,



associated with persistent fever, wheeze, chest pain, vomiting after coughing,
suspected aspiration, or reduced fluid intake. Schedule a routine visit if the
cough lasts more than 4 weeks, repeatedly returns, disrupts sleep or school, or
is wet on most days. The urgent care versus ER decision depends on severity:
labored breathing, color change, altered mental status, or a child who looks
seriously ill generally warrants emergency-level evaluation.

Before the appointment, track when the cough started, whether it is wet or dry,
what triggers it, whether it occurs during sleep, and any exposures such as
smoke, pets, mold, travel, tuberculosis contact, or choking. Note fever
pattern, weight changes, medications tried, immunization status, and family
history of asthma or allergies. The clinician may perform a focused examination
and, depending on findings, consider oxygen measurement, chest radiography,
spirometry, pertussis testing, allergy evaluation, or referral to pediatric
pulmonology, allergy, gastroenterology, or ear-nose-throat care. The goal is
not simply to suppress the cough, but to understand why it is happening and
protect the child’s breathing, sleep, growth, and comfort.


