Case Communications

Cough Syncope with Herpetic Tracheobronchitis

Jamal Awad MD and Ofer Schiller MD

Department of Internal Medicine F, Western Galilee Hospital, Nahariya, Israel

Key words: cough, syncope, herpes simplex, tracheobronchitis, acyclovir

IMA] 2001;3:284-285

Although a rare condition, cough syn-
cope is a frequent cause of hospitaliza-
tion in internal medicine departments.
The etiology is usually a vasovagal
reflex. We present an unusual case of
cough syncope due to viral infection.

Patient Description

A 40 year old army general was
admitted to the neurology ward for
evaluation of syncope, which had oc-
curred three times in the preceding
month. He had a history of chronic
bronchitis caused by smoking, and in
the preceding month the cough had
worsened significantly. He had no fever,
chills, sweats or other symptoms to
suggest an infection. The syncopal
episodes occurred after prolonged epi-
sodes of cough. Because of his occupa-
tion, he underwent an exhaustive
evaluation for syncope, which included
brain computed tomography and mag-
netic resonance imaging scans, as well
as electroencephalography, echo Dop-
pler of the carotid arteries, electrocar-
diography, Doppler echocardiogram, 24
hour Holter monitoring, late potentials
and a tilt test. All were within normal
limits.

Evaluation of cough included normal
chest X-ray, spirometry revealing rever-
sible small airway disease, and sinus CT
scan revealing pansinusitis. Further
workup included a Mantoux test as well
as allergy skin tests and a complete
serology, all of which were negative. He
received oral antibiotics, and inhaled
bronchodilator and glucocorticosteroid

therapy both for sinusitis and for ex-
acerbation of chronic bronchitis. CT
scans of the neck and chest, barium
swallow and layrngoscopy were normal.

Nasophayrngoscopy revealed an area
of hyperplastic mucosa of the septum,
which was shown on biopsy to be an
inflammatory process with typical eosi-
nophilic intranuclear inclusions in
epithelial cells [Figure] compatible with
herpes simplex virus. Immunohisto-
chemical staining was positive for HSV.
Flexible bronchoscopy showed diffuse
bronchial mucosal irritation, and bron-

chial washings and swabs were negative
for acid-fast organisms. Viral cultures
were positive for HSV.

After 2 weeks of the above treatment
in hospital with no amelioration of the
cough, he developed a fever of 38-39°C
that persisted for 3 days. Because of the
positive nasal biopsy for HSV and
findings compatible with HSV tracheo-
bronchitis on bronchoscopy, intrave-
nous acyclovir at a dose of 750 mg
three times daily was begun, which
resulted in the disappearance of fever
and cough within 2 days. Acyclovir was

Epithelial cells from nasal mucosa showing diagnostic eosinophilic intranuclear viral
inclusions (hemtoxylin and eosin. x 600).

HSV = herplex simplex virus
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discontinued on day 6 because of an
increased serum creatinine concentration
that normalized within days. He was
discharged symptom free, and remained
so after 1 year of follow-up.

Comment

Cough syncope is a rare condition that
follows cough paroxysms. During pro-
longed coughing, intrathoracic and in-
traabdominal pressures are transmitted
via the great veins to the intracranial
compartment, causing transient elevated
intracranial pressure and secondary re-
duction of cerebral perfusion pressure.
At a critical low cerebral blood flow,
syncope ensues [1].

The diagnosis of cough syncope is
usually based on the patient’s history. It
occurs most commonly in middle-aged
male smokers, but has also been de-
scribed in children with asthma, in
patients with whooping cough, in asso-
ciation with idiopathic hypertrophic
subaortic stenosis, and in patients trea-
ted with angiotensin-converting enzyme
inhibitors. This is the first reported case
of cough syncope caused by herpetic
tracheobronchitis.

Herpetic tracheobronchitis is uncom-

mon, and is usually seen in immuno-
compromised patients or those who have
sustained trauma to their tracheal
epithelium [2,3]. This entity is increas-
ingly seen in apparently healthy indivi-
duals [3,4]. Clinical manifestations range
from asymptomatic infection to persis-
tent unremittent bronchospasm or severe
tracheobronchitis with widespread mu-
cosal ulceration. Diagnostic criteria are
not clearly defined, and the diagnosis is
usually made on the basis of viral
cultures or specific staining methodolo-
gies of biopsy specimens, clinical status
of the patient, and a suggestive appear-
ance on bronchoscopy [2-6]. Acyclovir
therapy results in significant clinical
improvement.

Some authorities believe that herpetic
tracheobronchitis is significantly under-
diagnosed [2,4]. This entity should be
suspected in any patient presenting with
prolonged cough refractory to the usual
therapy, as well as in patients with
tracheobronchitis who fail to show im-
provement with antibacterial therapy. In
conclusion, we recommend that bron-
choscopy be performed in every patient
with prolonged cough not responding to
usual therapy.
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