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Objective: A cough persisting beyond eight weeks is referred as chronic cough (CC) and is a common symptom 
of many respiratory conditions and non-respiratory conditions. The role of a speech language pathologist (SLP) 
in CC is emerging and this study aimed to profile the awareness and practice patterns of SLPs practicing in India.
Study design: Cross-sectional study.
Method: An online survey was used to profile the assessment, treatment and counselling practices in CC among 
SLPs working in India. It sought to identify the awareness levels among SLPs regarding their role and availability 
of behavioural interventions for CC. Only SLPs who dealt with CC could complete the entire survey while other 
SLPs, filled regarding awareness and availability of behavioural interventions.
Results: 127 eligible responses obtained from SLPs working across clinical settings in India were analysed. 75.59% 
(n=96) of them had not seen patients with CC in their career. 47.24% (n=60) of them were aware that behavioural 
interventions were available for CC. Thirty-one SLPs completed the entire survey and their practice patterns 
indicated that few clinicians used cough-specific protocols while largely relying on voice and swallowing related 
assessment and treatment for CC.
Conclusion: This survey the lack of awareness of SLPs’ role in CC and that their practices are dominated by exist-
ing procedures for voice and swallowing disorders. Increasing the awareness of SLP’s role in CC may increase the 
caseload of patients referred and expand the SLP’s scope of practice. Development of guidelines in CC practice 
and inclusion in coursework/curriculum are future considerations.
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Introduction

Cough is a common symptom of many respira-
tory conditions such as chronic obstructive pulmo-
nary disease (COPD), upper airway cough syndrome 
(UACS), asthma, and reflux diseases [1,2]. Other 
non-respiratory conditions and triggers, such as 
drug-induced cough hypersensitivity, environmental/
occupational irritants, and foreign bodies, are also 
linked with cough [3–5]. A cough complaint lasting 
more than eight weeks is called “chronic cough (CC)” 
[6]. Adults and children with CC are assessed and op-
timally treated according to standard guidelines rec-
ommended by healthcare bodies such as The American 
College of Chest Physicians (CHEST) [7,8] and the 
European Respiratory Society (ERS) [9]. Performing 
lung function evaluations such as spirometry, or pul-
monary function tests are essential to rule out any un-
derlying respiratory conditions before defining CC as 
idiopathic. However, when the cough persists beyond 
eight weeks, with an unidentified etiology, a normal 
chest X-ray, and does not respond to medical treat-
ment for the common causes, it is labelled “refractory 
chronic cough (RCC)” [2,10-12] or “unexplained 
chronic cough (UCC)” [8,11,13].

Many terminologies are used to refer to such clini-
cal presentations, however, recent literature has sought 
the broad concept of ‘cough hypersensitivity’ or ‘neuro-
genic laryngeal hypersensitivity’ to understand RCC/
UCC [3,14,15]. Patients present with laryngeal symp-
toms of hypertussia and allotussia due to increased 
sensitivity in the neural pathways which triggers cough 
[16,17]. Patients undergo multiple clinic visits, assess-
ment procedures, and treatment trials before being 
diagnosed with RCC/UCC and suffer from its con-
sequences. This type of cough need not necessarily be 
associated with an underlying lower airway disease but 
could be reflective of laryngeal hypersensitivity [16]. 
Patients tend to have laryngeal dysfunctions such as 
hoarseness, throat clearing, globus sensation, itch, and 
tickle, which may be mistaken for symptoms of lower 
airway disease. Patients also experience deterioration 
in their physical well-being [4,18] and quality of life 
in social contexts, work life, and leisure [18-21]. So-
cioeconomic distress resulting from their perpetuating 
cough has also been documented [22].

CC is usually managed by medical and pharmaco-
logical interventions by ruling out common aetiologies 
as dictated by protocols [8,9]. The need for additional 
therapy to manage CC is well-founded, and research 
has highlighted the role of non-pharmacological in-
terventions for CC [4,23,24]. Behavioural interven-
tions for CC have emerged in the last two decades, 
usually provided by speech language pathologists 
(SLPs) or physiotherapists [24–28]. The role of speech 
language pathology and physiotherapy in the manage-
ment of CC has gained attention with the advent of 
such behavioural interventions. These include breath-
ing exercises, vocal hygiene and hydration, cough sup-
pression strategies, patient education, and counselling 
[24–28]. The principles of these interventions were 
borrowed from the context of voice disorder manage-
ment [17,29]. The components of patient education, 
vocal hygiene, and breathing exercises target reducing 
laryngeal irritation and improving vocal function [29]. 
The effectiveness of these behavioural programmes has 
been tested in the CC population [25,28,30,31] and 
were found to provide quick relief [32]. Other ben-
efits of these behavioural programmes are their cost-
effectiveness and significant improvement in quality of 
life [22,25,28,30].

Behavioural interventions are often recom-
mended at later stages of treatment, more as a last 
resort after several rounds of pharmacological trials 
[31,33]. The delay in referral could be attributed to the 
lack of awareness of the role of the SLP in CC among 
physicians [34]. The CHEST guidelines recommend a 
trial of speech pathology treatment for UCC [8]. The 
ERS guidelines mention nonpharmacological therapy 
for patients with CC [9]. The American Speech and 
Hearing Association (ASHA) has included CC in its 
scope of practice under potential aetiology for com-
munication disorders under ‘disorders of aerodigestive 
tract function’ [35]. In contrast, the Rehabilitation 
Council of India (RCI), which governs speech and 
hearing professionals in India, has not included CC in 
its scope of practice [36]. This may be due to the lack 
of awareness of CC among Indian SLPs. There are no 
published documents (position statements, review pa-
pers, guidelines) on speech pathology or behavioural 
management on CC in India. CC is not included in 
the under- or post-graduate curriculum in India. The 
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evidence-based literature for speech pathology treat-
ment for CC suggests a possible expansion in the 
scope of practice of SLPs, which is possibly emerging 
in India.

Although CC is within the scope of practice of 
SLPs, very few have awareness and exposure to work 
in this speciality. The level of knowledge and clini-
cal expertise in CC may not be extensive or uniform 
across SLPs practicing in India. However, with in-
creasing awareness among professionals and sufficient 
evidence-base from Western literature [25,28,30,32] 
the client load of CC seen by SLPs is bound to increase 
manifold. This survey was designed to understand the 
practice patterns of the few SLPs working in India 
with CC population. We aimed to investigate the fol-
lowing: 1) knowledge and awareness levels of Indian 
SLPs in the assessment and management of CC,  
2) identify the proportion of SLPs dealing with CC in 
India, and 3) practice protocols of CC followed by the 
few SLPs working with CC in India.

Method

This survey was approved by the Institutional 
Ethics Committee of Kasturba Medical College, 
Manipal Academy of Higher Education, Mangalore 
(IECKMCMLR-11/2022/451).

Step 1: Development and validation of the survey

Literature on CC assessment and treatment by 
SLPs and physiotherapists was identified and used 
as references to develop this survey questionnaire 
[24,25,27,28,30,32]. An initial version of the ques-
tionnaire was developed by the first author to collect 
information on current practice trends in the assess-
ment and management of CC among SLPs practicing 
in India. The questions focussed on demographics, cli-
entele, symptoms, assessment, treatment, and comple-
mentary and alternative medicine (CAM) practices for 
patients with CC. Close-ended questions were used 
to collect quantitative data (demographics, clientele, 
symptoms, and aetiology), and open-ended questions 
were used to gather qualitative perspectives on assess-
ment/treatment/CAM. Additional probes or follow 

up questions, mostly open-ended, were also used in 
the survey.

The fourth author, with a clinical experience of 
10 years in the field of voice and swallowing disorders, 
reviewed the survey questions and suggested modifi-
cations such as adding other relevant questions and 
altering the question structure/type. Differences in 
opinions were discussed and resolved by consensus. 
The questionnaire was again reviewed by the fifth au-
thor (clinical experience of 15 years in the field of voice 
and swallowing disorders), who was given a review 
form to provide inputs regarding the survey. Based 
on the recommendations provided in the review form, 
the final version of the survey questionnaire was gen-
erated. A content validation form was prepared using 
the systematic approach for content validation [37], 
which provides acceptable cut-off scores. Two SLPs 
validated the final version, which received a content 
validity index score of 0.96. This score was higher than 
the recommended acceptable cut-off value [37].

The developed 28-item survey questionnaire 
was converted to an online version by uploading it to 
Google Forms. It contained six sections: brief infor-
mation about the survey and consent, demographics, 
screening based on awareness of the topic, assessment-
related data, treatment-related data, counselling, and 
CAM. Consent to participate in the survey was ob-
tained from the respondents in the first section and 
was directed to submission if not consented. Similarly, 
in the third section, if CC was not within the scope of 
the clinician, the survey was directed to a few ques-
tions on awareness about CC, followed by submis-
sion of the form. Only SLPs who worked with CC 
completed the entire survey. The online version of the 
survey was checked for ease and completion duration 
by running a trial with the contributing authors and 
ten undergraduate speech-language pathology stu-
dents. The time taken to complete the entire survey 
was around ten minutes.

Step 2 – Administration of the survey

The survey was circulated through email lists and 
social media, thus adopting a convenience sampling 
method. Professionals working in India were targeted 
by selecting email addresses from the Indian Speech 
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been depicted as a flowchart in Figure 1 (considering 
one round of emails sent). The findings have been re-
ported in the following sub-sections as per the six sec-
tions of the survey.

Consent

In the first section of the survey, the respondent’s 
consent to partake in the study was obtained. If the 
respondent indicated an unwillingness to participate 
in the survey, the form was configured to auto-submit. 
Three respondents did not agree to participate in this 
survey and were thus excluded from the analysis.

Demographic data

The demographic section of the survey collected 
information on age, gender, years of experience, the 
city of work, and clinical work settings. Responses 

and Hearing Association (ISHA) database, which has 
more than 3000 registered SLPs. However, not all 
practicing SLPs in India are registered with ISHA; 
hence, the surveys were circulated through social me-
dia for greater reach. The responses were collected 
between November 2022 and January 2023. The first 
author sent two reminder emails/messages to ensure 
more responses.

Eligibility criteria

The inclusion criteria were set as follows: a) should 
be a practicing SLP in India (as this study aimed to 
understand the awareness and practice patterns among 
SLPs in India), b) must have a minimum experience of 
one year (to avoid responses from undergraduate stu-
dents), and c) must consent to participate in the survey. 
The exclusion criteria considered were SLPs practicing 
abroad or participants with no or less than one year of 
clinical experience.

Data analysis

The results of this survey included answers to 
both closed- and open-ended questions. Quantita-
tive variables were analysed using descriptive statistics 
(mean and standard deviations). The answers to the 
open-ended questions were grouped based on similar 
response categories for a given question. Initial group-
ing was performed by the first author & cross-checked 
by the fifth author. If there was a difference in opin-
ion, it was discussed until both authors agreed on the 
grouping category. These were then summarized using 
frequency–percentage analysis, depicted as percentage 
of responses grouped under response categories. The 
Jamovi software (version 2.3) (The Jamovi Project, 
2022) was used to perform the statistical analyses.

Results

One hundred and fifty-two SLPs filled out the 
survey, of which twenty-five responses were excluded 
based on the eligibility criteria and consent. Only re-
sponses from SLPs working in India with at least one 
year of working experience were included. This has 

Figure 1. Survey administration and included responses 
depicted as a flowchart.
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in their career and thus they were not directed to 
other sections of the survey. However, they could an-
swer the remaining two questions before the form 
was auto-submitted. As a result, only thirty-one 
respondents (24.41%) proceeded to complete the 
entire survey.

Although most did not deal with this popula-
tion, 47.24% (n=60) of the respondents were aware 
that behavioural interventions were available for 
CC. Interestingly among these 60 respondents, 
73.33% (n=44) were working in a hospital and/or 
training institute. An array of healthcare profession-
als was listed by the SLPs when asked to mention 
the professionals who provided behavioural inter-
ventions for CC based on their knowledge and ex-
perience. Two hundred and sixty-six item responses 
were obtained from the participants, and this distri-
bution is depicted in Figure 2. Fourteen (5.26%) of 
them reported no knowledge of the professionals in-
volved in behavioural interventions. The frequently 
reported professionals were SLPs (25.56%, n=68), 
otorhinolaryngologists/ENTs (23.68%, n=63), and 
pulmonologists (16.92%, n=45).

from SLPs practicing abroad (n=21) or with less than 
1 year clinical experience (n=1) were excluded. A fi-
nal one hundred and twenty-seven responses were 
subjected to analysis. The mean age, gender distribu-
tion, and years of clinical experience of the respond-
ents are shown in Table 1. The clinical work settings 
of the respondents yielded two hundred and four 
item responses. These spanned across private set-ups 
(34.80%, n=71), hospitals (27.45%, n=56), train-
ing institutes/colleges (23.53%, n=48), home-based 
set-ups (8.82%, n=18) and schools (3.92%, n=8). 
Additionally, three respondents mentioned online 
services (0.98%, n=2) and a government-related set-
ting (0.49%, n=1).

Respondents screening

This section covered three questions, one each 
on CC caseload, awareness of behavioural interven-
tions for managing CC, and the professionals in-
volved in the same. The first question on caseload 
identified SLPs who dealt with the CC popula-
tion based on their clinical practice. Ninety-six re-
spondents (75.59%) had not seen patients with CC 

Table 1. Demographic information of respondents.

Demographic information of 127 SLPs

Demographic data

Gender

Males Females Total respondents

N (%) 26 (20.5%) 101 (79.5%) 127 (100%)

Age (in years) (Mean±SD)  
[Range]

33.65±6.11
[23-47]

30.11±7.19
[22-53]

30.84±7.11
[22-53]

Years of overall clinical experience (Mean±SD)  
[Range]

10.26±5.14
[1-22]

7.35±6.78
[1-35]

7.95±6.57
[1-35]

Years of clinical experience in voice (Mean±SD)  
[Range]

8.03±4.97
[1-20]

5.25±5.63
[1-27]

5.82±5.59
[1-27]

Demographic information of respondents 31 SLPs who worked with chronic cough population

N (%) 10 (32.26%) 21 (67.74%) 31 (100.00%)

Age (Mean±SD) (in years)  
[Range]

33.80±5.78
[25-47]

30.66±7.88
[22-50]

31.67±7.33
[22-50]

Years of overall clinical experience (Mean±SD)  
[Range]

9.60±4.81
[3-20]

8.04±7.40
[1-28]

8.54±6.63
[1-28]

Years of clinical experience in voice (Mean±SD)  
[Range]

7.80±5.11
[2-20]

5.61±5.63
[1-22]

6.32±5.48
[1-22]

Note. SD, standard deviation.
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Figure 2. The professionals involved in the management of 
chronic cough as reported by all 127 SLPs.

Figure 3. Chronic cough caseload per month of the 31 SLPs 
who completed the survey.

Table 2. Common symptoms reported by patients with 
chronic cough as encountered by the 30 SLPs.

Symptoms
Number of 
responses

Percentage of item 
responses of 30 SLPs

Voice change 27 18.00%

Breathlessness 24 16.00%

Tiredness 20 13.33%

Pain/discomfort 20 13.33%

Impaired work life 19 12.67%

Sleep disturbances 13 8.67%

Poor social life 13 8.67%

Sleep apnea 7 4.67%

Vocal fatigue 2 1.33%

Low volume of voice 1 0.67%

More effort in speaking 1 0.67%

Voice trails off 1 0.67%

Throat clearing 1 0.67%

Poor food intake 1 0.67%

Respondents screened for further analysis

For the upcoming sections, thirty-one completed 
surveys were analysed. It included responses from 
twenty-one female (67.74%) and ten male (32.26%) 
respondents. The mean age, gender distribution, and 
years of clinical experience of these respondents are 
reported in Table 1.

Assessment related data

This section addressed seven questions on clientele-
related data, referrals, signs and symptoms, etiology, and 
assessment procedures. The inquiries on clientele data 
revealed that 74.19% (n=23) of them assessed patients 
with CC, whereas 25.81% (n=8) did not. It is possible 
that these eight SLPs did not use cough specific pro-
cedures for evaluation but proceeded to intervention 
based on the patient’s case history. The percentage of 
patients with CC dealt by these SLPs is illustrated in 
Figure 3. Most SLPs (67.74%, n=21) saw 1-2 patients 
monthly. For the question on referral source, sixty-one 
item responses were received which was predominantly 
from ENTs/otorhinolaryngologists (44.26%, n=27), 
pulmonologists (21.31%, n=13), primary care physi-
cians (14.75%, n=9), and allergists (9.84%, n=6), among 
others. Two questions were on signs and symptoms 
presented by patients with CC. The SLPs were asked 
to specify how often their patients reported complaints 
of voice change or hoarseness, with response options 
ranging from always to never. The frequency of voice 
complaints was documented as follows: “very often” 

(45.16%, n=14), “sometimes” (41.94%, n=13) and “al-
ways” (12.90%, n=4). The question on “symptoms re-
ported by patients other than cough”, generated one 
hundred and fifty item responses, as depicted in Table 2. 
One SLP indicated that they had never encountered 
patients with such complaints. These responses reflect 
the symptoms as reported by the patients with CC who 
were seen by the SLPs.

Eighty-two item responses were obtained for 
the open-ended question on common etiologies of 
CC. One SLP chose not to respond to this question. 
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Most reported causes were lung-related pathologies 
(14.46%, n=12), vocal pathologies (12.05%, n=10) gas-
troesophageal reflux disease (GERD; 10.84%, n=9), 
and asthma (9.64%, n=8) among others.

The SLPs were enquired about the tools, pro-
cedures, or questionnaires used in evaluation of CC. 
This yielded sixty-three item responses, with four par-
ticipants not revelaing their assessment practices. In-
strumental procedures related to voice (26.87%, n=18)  
and swallowing (5.97%, n=4), subjective measures 
(16.42%, n=11), case history (14.93%, n=10), and 
patient-reported measures (11.94%, n=8) were fre-
quently carried out by the SLPs. Few SLPs reported 
using cough-specific questionnaires/checklists 
(5.97%, n=4). Table 3 shows the detailed breakdown 
of these responses.

Treatment-related data

The section on management practices consisted 
of four questions. Among the thirty-one analysed re-
sponses, 67.74% (n=21) provided treatment for CC. 
The next question on treatment options used by the 
SLPs elicited fifty-one item responses. The same ten 
respondents who answered “No” to the previous ques-
tion, responded “Not applicable” to this question. The 
techniques followed by the remaining SLPs are de-
tailed in Table 4.

SLPs delivered a varying number of behavioral 
therapy sessions, ranging from one session to more 
than six sessions. Ten respondents (32.26%) answered 
“Not applicable” to this question. The options chosen 
by the respondents are as follows: more than 6 sessions 
(19.35%, n=6), 1-2 sessions (16.13%, n=5), 3-4 ses-
sions (16.13%, n=5), 5-6 sessions (12.90%, n=4), and 
as per patient needs (3.45%, n=1).

The final question on “the number of times 
you ask your patients to perform exercises or follow 

Table 3. Procedures and tools carried out by the 27 SLPs 
for assessment of chronic cough.

Procedures/Tools
Number of 
responses

Percentage of item 
responses of 27 SLPs

Instrumental measures – 
voice related (endoscopy, 
stroboscopy, acoustic 
analysis, aerodynamic 
measures, EGG)

18 28.57%

Instrumental measures – 
swallowing related (FEES 
& VFS)

4 6.35%

Perceptual voice  
analysis & MPT

11 17.46%

History/Informal 
assessment

10 15.87%

PROM (VFI, VHI, 
VR-QoL)

8 12.70%

Cough-related assessment 4 6.35%

Swallowing related 
assessment

3 4.76%

Voice assessment 2 3.17%

EMST 1 1.59%

Therapeutic trials 1 1.59%

Cranial Nerve evaluation 1 1.59%

Note. FEES,Flexible Endoscopic Evaluation of Swallowing; 
VFS, Video Fluoroscopy, EGG, Electroglottography; MPT, 
Maximum Phonation Time; PROM, Patient-Reported 
Outcome Measures; VFI, Vocal Fatigue Index; VHI, Voice 
Handicap Index; VR-QoL, Voice-Related Quality of Life; 
EMST, Expiratory Muscle Strength Training.

Table 4. Treatment techniques used by the 21 SLPs 
for managing chronic cough.

Treatment techniques
Number of 
responses

Percentage of item 
responses of 21 SLPs

Vocal hygiene 10 19.61%

Voice therapy 8 15.69%

Breathing exercises 8 15.69%

Relaxation exercises 5 9.80%

Swallowing/dysphagia 
therapy

4 7.84%

Cough Suppression 
Strategies

4 7.84%

Steam inhalation 3 5.88%

Medications 3 5.88%

EMST/Respiratory training 2 3.92%

Psychoeducational 
counselling

1 1.96%

Diet changes 1 1.96%

Cognitive Behavioural 
Therapy

1 1.96%

Referral to 
Otorhinolaryngology

1 1.96%

Note. EMST, Expiratory Muscle Strength Training.
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strategies at home” resulted in thirty-six cumulative 
item responses. Eight respondents (22.22%) reported 
“Not applicable”. The most documented answers were 
3 times a day (22.22%, n=8), and whenever the patient 
experiences cough (13.89%, n=5). This was followed 
by 2 times a day and patient needs (each 8.33%, n=3) 
and 2-3 or 3-5 times or every day (each 5.56%, n=2). 
Other answers were 5 times/day, 2-6 times/day, and  
10-15 minutes/session (each 2.78%, n=1).

Counselling & CAM

This section had two questions on components 
of counselling and four questions on CAM. A sig-
nificant majority of thirty SLPs (96.77%) counselled 
their patients about cough and its effects. Twenty-
seven (87.10%) SLPs also counselled on how to avoid 
the persistent cough while four (12.90%) did not. To 
understand how SLPs aligned with utilizing CAM in 
treatment, they were asked if they recommended CAM 
to their patients. Fifteen SLPs (48.39%) responded af-
firmatively, stating “Yes, I believe that it may augment 
medications” while thirteen (41.94%) SLPs opted “No, 
strictly traditional methods only”. One reported an in-
tegrated approach (3.23%) while two SLPs (6.45%) 
answered “Not applicable” to this question.

The CAM approaches mostly recommended 
by SLPs comprised the following - home remedies 
(19.57%, n=9), yoga (10.87%, n=5), steam inhalation 
(8.70%, n=4), homeopathy (4.35%, n=2), and lifestyle 
changes (4.35%, n=2) among others. Self-reports of 
patients seeking remedies or alternative approaches 
yielded forty-one item responses from twenty-two 
SLPs (70.97%). Majorly reported approaches included 
home remedies, yoga, ayurveda, and steam inhala-
tion, among others. It is important to note that this 
information was recalled by SLPs as reported by their 
patients.

Discussion

This survey determined to gather data from three 
distinct aspects: i) assessing the awareness among 
SLPs about CC, ii) identifying the proportion of 
SLPs working with CC and, iii) understanding the 

clinical practice patterns of Indian SLPs involved in 
assessing and treating CC. Notably, this is the first 
survey conducted among SLPs in India on CC and 
the findings indicate that it is emerging as an new 
area of practice. Considering that the topic explored 
in this survey was relatively unfamiliar to SLPs, there 
is a possibility that those without prior knowledge 
did not partake in the survey as it involved questions 
about an unfamiliar caseload. Thus, the survey ap-
pears to have primarily attracted participation of only 
a handful of SLPs who specifically worked with the 
targeted clientele.

Awareness and respondent screening

The initial sub-section of the survey targeted to 
find how many clinicians were working with patients 
with CC and whether they were aware of behavioural 
interventions available. While most of the respond-
ents’ clientele did not include patients with CC, a 
considerable number were familiar with the feasibil-
ity of behavioural interventions for CC. Numerous 
professionals from various disciplines were mentioned 
as service providers for this behavioural intervention. 
However, the responses were based on the clinician’s 
knowledge and experience, as this subject is not ad-
dressed in the curriculum during undergraduate or 
post-graduate degree courses. From these responses, 
it could be interpreted that SLPs were aware of be-
havioural interventions for CC but did not regard it 
within their scope of practice. This clearly showed that 
there is a lack of awareness of CC among SLPs, par-
ticularly about their role in assessing and managing 
it. This survey can serve as a steppingstone for future 
studies exploring this area of CC.

Assessment related data

The decreased CC caseload of SLPs could be due 
limited referrals from physicians owing to the insuffi-
cient knowledge of behavioural interventions, despite 
guideline recommendations [34]. This can be cor-
roborated with findings from literature that patients 
are referred to speech language pathology late, after 
several investigations and treatments for their CC 
[31,32]. Physicians may have reservations about how 
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such treatments work, which has been indicated as a 
possibility for the delay in referral [31].

Speech pathology intervention was specified for 
UCC in CHEST panel and ERS guidelines [8,22]. 
A 2019 Indian consensus statement on cough, rec-
ommended referral to a “specialist” when the cough 
persists after rigorous methodical testing and patients 
have not benefitted from medical treatment [38]. This 
consensus statement has guidelines for cough of all or-
igins but does not include information on RCC/UCC.  
Furthermore, it does not specify the field of the spe-
cialist or provide stepwise decision making regard-
ing this consultation. However, a recent consensus 
statement on managing cough has provided defini-
tions for UCC and RCC, and a recommendation of a 
trial speech therapy management for UCC [10]. This 
shows that awareness on the role of SLPs in managing 
CC has grown among physicians in the past four years. 
Physicians may prefer to suggest speech pathology 
treatment when they suspect the etiology to be laryn-
geal hypersensitivity than other causes [34]. In the fol-
lowing years, this awareness may potentially increase 
referrals to SLPs. This solidifies the need for SLPs to 
better equip themselves with the knowledge and train-
ing of CC to provide clinical services for this cough 
phenotype.

SLP respondents indicated that their patients 
with CC regularly reported voice complaints, such as 
hoarseness or a change in voice. This is not surprising as 
earlier studies have also reported on the co-occurrence 
of laryngeal abnormalities such as vocal cord dys-
function, paradoxical vocal fold movement, and voice 
hoarseness in patients with CC [26,27,39,40]. Cough 
is known to affect everyday activities, and the com-
mon complaints reported by patients to SLPs in this 
survey are similar to findings from the literature [41]. 
The physical symptoms encompassed breathlessness, 
tiredness, pain or discomfort, and sleep disturbances/
apnoea. Other studies have identified additional 
symptoms, such as vomiting, retching, hernias, and 
headaches, leading to physical exhaustion/tiredness 
[17,42]. SLPs reported that the work life of their pa-
tients was impaired though details were not provided. 
Literature shows loss of job, frequent absences from 
work, embarrassment during meetings, and poor con-
centration and attention as some of the work-related 

complications faced by patients with CC [41–43]. 
SLPs frequently reported poor social life among their 
patients; however, specific case scenarios were not dis-
closed. Previous studies have highlighted social isola-
tion due to the embarrassment of coughing in public 
spaces or social situations. Other compromising issues 
faced by patients included interference with lifestyle 
and leisure [42,43]. Respondents of this survey did 
not report psychological issues among their patients 
but abundant reports on depression, increased anxiety, 
fatigue, disrupted mood, and emotional distress are 
available [17,43–45].

While numerous causes are attributed to CC, the 
triad conditions - UACS, asthma, and GERD - have 
been reported as the most common etiologies [46–49]. 
The outcomes of this survey indicated GERD and 
asthma as predominant causes, along with lung-related 
disorders and vocal pathologies. SLPs possibly linked 
CC with dysphagia/voice, because for assessment, 
many relied on instrumental and subjective measures 
used in voice and/or swallowing evaluations. A scop-
ing review on clinical assessment methods of SLPs 
for CC also reported that voice related measures were 
frequently used [50]. Only a minority of SLPs used 
cough related procedures, such as assessing cough trig-
gers, cough symptoms, and quality of life and stand-
ardized cough-related checklists like Cough Symptom 
Index (CSI), Cough Quality of Life Questionnaire 
(CQLQ), Newcastle Laryngeal Hypersensitivity 
(NLH) questionnaire. The usage of such question-
naires is recommended in literature [51,52]. Interest-
ingly, one response indicated attempting therapeutic 
trials, as recommended by the CHEST panel and ERS 
guidelines [8,22]. Unique responses obtained from 
respondents comprised performing auscultations and 
using Expiratory Muscle Strength Training (EMST) 
devices. These findings indicate that practice patterns 
of CC are evolving in India. SLPs predominantly used 
already available materials and adjunctly used cough-
specific tools if they were aware.

Treatment-related data

Ten SLPs did not provide treatment or reveal 
their treatment techniques, but substantial variations 
were evident in the responses obtained from the other 
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information on the dosage, practice conditions, and 
hierarchy for each exercise included [54].

Counselling & CAM

Most clinicians counselled their patients about 
cough, its implications, and how to avoid it. Typi-
cally, treatment programs for CC include a compo-
nent on “psychoeducation” or “patient education/
counselling”. These are intended to cover aspects such 
as - differences between a medical and a behavioural 
approach, accepting a behavioural treatment, helping 
patients perceive their cough as a controllable factor 
and overcome it [24,25,28,54]. Patients are educated 
about the larynx, laryngeal well-being, identifying 
cough triggers, making lifestyle changes, and stress 
management.

Nearly half of the SLPs who completed the sur-
vey acknowledged the augmentative effects of comple-
mentary and alternative medicinal approaches on CC. 
The other half adhered strictly to traditional methods 
or opted not to not reveal their opinions. This sug-
gests that SLPs are willing to try different modalities 
as much as they confine to their beliefs. There might be 
more willingness to endorse CAM if efficacy for treat-
ing cough is demonstrated [55]. SLPs who advocated 
CAM, mostly suggested home remedies, steam inhala-
tion, and yoga. Similarly, patients self-reported using 
CAM such as home remedies, ayurveda, and yoga. A 
study on online forums showed that patients sought 
home remedies when conventional methods did not 
relieve their cough [56]. Home remedies are usually 
concoctions of a single or many herbal ingredient(s), 
each with a property that alleviates cough symptoms. 
These may be antitussive, anti-inflammatory, anti-
bacterial, or mucolytic [57] in nature.

Limitations and future considerations

The major limitation of this survey would be its 
relatively small sample size. Although one hundred 
and fifty-two responses were received, only thirty-one 
completed responses could be analysed. The interpre-
tations presented in this article reflect the practices of 
few SLPs and not representative of all SLPs in India. 
These findings cannot be generalized or applied across 

respondents. SLPs predominantly indulged in tech-
niques borrowed or adapted from voice therapy lit-
erature for treating CC [29]. This could be because 
both coughing and voicing mechanisms share similar 
anatomy. Coughing can be as harmful as phonotrau-
matic behaviours like screaming or talking loudly [39]. 
Coughing may create laryngeal irritation and dryness, 
thus, exacerbating the cough problem. The laryngeal 
structures addressed through voice treatment assist 
in suppressing cough, even if the physiology behind 
this is not exactly understood. This might be because 
targeting the underlying vocal pathology consequently 
leads to an improvement in the cough-related com-
plaints [29].

Strategies provided by clinicians revolved around 
reducing laryngeal irritation, a major cause that trig-
gers persistent cough [29]. This included giving 
breathing exercises, vocal hygiene tips, relaxation tech-
niques, cough suppression strategies, steam inhalation, 
and dietary changes. Cough triggers originating in 
the laryngeal area can possibly be controlled through 
suitable vocal hygiene practices which minimize la-
ryngeal irritation [39]. In some cases, patients with 
CC may experience physical tension or stiffness of the 
head, neck, or upper chest areas. They may engage in 
clavicular breathing or maintain abnormal postures 
at rest or during speech [29,39]. Clinicians possibly 
preferred breathing exercises to address such issues to 
promote relaxation of the stiff muscles of the throat, 
neck, and shoulders [5]. Apart from these, few clini-
cians reported using specific techniques to target the 
cough behaviour (cough suppression strategies, pursed 
lip breathing, psychoeducational counselling). These 
strategies for cough suppression or control are quite 
prevalent within the CC literature [25,28,30].

Most SLPs provided behavioural therapy between 
one to six sessions, and one SLP reported offering flex-
ible number of sessions. Literature shows that patients 
are usually treated over a span of 1–2-months, across 
three-four sessions, although this may range between 
1-7 sessions. [31,32,53]. Studies recommend that de-
ciding the number of sessions should be based on the 
patient's needs and learning ability [29,54]. There was 
a great variability in the dosages prescribed by the SLPs 
for the treatment exercises or strategies. A particular 
treatment program for CC, provides comprehensive 
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APPENDIX

Please answer the following questions, considering 
patients with cough who DO NOT have any swallowing 
related (aspiration/penetration) complaints.

1.	 Kindly indicate your willingness to partici-
pate - Do you consent to participate in this 
survey?
a.	 Yes
b.	 No

2.	 Age:
3.	 Gender:
4.	 Are you currently working in India?
5.	 Mention the city you are currently practicing 

in:
6.	 Please mention your overall clinical experi-

ence (in years):
7.	 Please mention your clinical experience work-

ing in voice & disorders (in years):
8.	 Please mention your clinical practice setting:

a.	 Private practice
b.	 Hospital
c.	 Training institute/college
d.	 Schools
e.	 Others: _____

9.	 Does your caseload include patients with 
chronic cough?
a.	 Yes
b.	 No

10.	 Are you aware that behavioural interventions 
exist for managing chronic cough?
a.	 Yes
b.	 No

11.	 Based on your practice & experience, 
mention the professionals involved in pro-
viding behavioural management for chronic 
cough?
(Respondents who answered ‘No’ to Q9, were di-
rected to submit the survey after answering Q10 
& 11; whereas if they answered ‘Yes’, they could 
proceed to complete the survey)

12.	 Does your clinical practice involve assessment 
of patients with chronic cough?
a.	 Yes
b.	 No

different settings. Nonetheless, this was anticipated 
as many SLPs in India are not working with chronic 
cough. Thus, this preliminary survey highlighted the 
very idea it intended to - lack of awareness of CC and 
their role in assessing and treating CC, among SLPs in 
India. As for the grouping strategy followed for survey 
responses, categories were grouped as deemed appro-
priate and this could have led to some bias and thus, 
subsequently led to broader interpretations. Another 
potential limitation is the interpretation of survey re-
sponses that had binary options or open-ended ques-
tions which did not receive detailed answers. These 
study findings and recent advances in cough consen-
sus statements in India should prompt contemplating 
behavioural management for CC. Further, CC needs 
to be included in the curriculum for the under- and 
post-graduation courses of speech language pathology. 
Conducting workshops and continuing education pro-
grams on CC will facilitate ongoing learning among 
practicing clinicians. This will enable knowledge and 
clinical training in CC for both speech pathology stu-
dents and graduate clinicians.

Conclusion

The findings of this survey showcase the status of 
CC as perceived by SLPs in India. It is emerging as an 
area of practice among Indian SLPs. The key takea-
ways from this survey are: first, there is a lack of aware-
ness regarding SLPs’ role in assessing and treating CC. 
Second, very few SLPs deal with this population and 
their practices are dictated by their experience and ex-
isting procedures. There is a need for creating aware-
ness on CC among SLPs in India, wherein working 
with chronic refractory cough is not yet a routine part 
of clinical practice. These findings may guide clinicians 
to develop knowledge through self-learning, continu-
ing education programs, and workshops. Practice pro-
tocols for speech pathology treatment for CC in India 
may be devised in the foreseeable future if necessary 
measures are taken towards increasing awareness and 
clinical training. This will empower SLPs to facilitate 
the mental and physical well-being of patients with 
CC, thereby contributing to the overall healthcare 
system.
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21.	 How many sessions do you typically provide 
therapy for a patient with chronic cough?
a.	 1-2
b.	 3-4
c.	 5-6
d.	 >6
e.	 NA

22.	 Kindly mention the number of times (fre-
quency) you ask your patients to perform exer-
cises or follow strategies at home (e.g. 5 times 
a day/whenever they are experiencing cough/
throughout the day)?

23.	 Do you counsel your patients about cough and 
its effects?
a.	 Yes
b.	 No

24.	 Do you also counsel on how to avoid the per-
sistent cough?
a.	 Yes
b.	 No

25.	 Do you recommend your patients to try com-
plementary and alternative methods (CAM) 
to manage their cough, such as yoga, pranay-
ama, ayurveda, etc.?
a.	 Yes, it may augment medications/therapy
b.	 No, strictly traditional methods only
c.	 Other opinions (Please state them)

26.	 If yes, what are some of the CAM you recom-
mend to your patient? Please list them.

27.	 Do any of your patients’ self-report on use of 
CAM for their cough complaints?

28.	 Please state the commonly reported CAM 
measures used by your patients.
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