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Diagnosis and Treatment of Acute Bronchitis
ROSS H. ALBERT, MD, PhD, Hartford Hospital, Hartford, Connecticut

 C
ough is the most common symp-
tom for which patients present 
to their primary care physicians, 
and acute bronchitis is the most 

common diagnosis in these patients.1 How-
ever, studies show that most patients with 
acute bronchitis are treated with inappropri-
ate or ineffective therapies.2 Although some 
physicians cite patient expectations and time 
constraints for using these therapies, recent 
warnings from the U.S. Food and Drug 
Administration (FDA) about the dangers of 
certain commonly used agents underscore 
the importance of using only evidence-
based, effective therapies for bronchitis. 

Diagnosis
Acute bronchitis is a self-limited infection 
with cough as the primary symptom. This 
infection can be difficult to distinguish from 
other illnesses that commonly cause cough 
(Table 1). 

The common cold often causes coughing; 
however, nasal congestion and rhinorrhea 
are also usually present, and a cold typically 

lasts only seven to 10 days. Symptoms of 
acute bronchitis typically persist for approx-
imately three weeks.3

Pneumonia can usually be ruled out in 
patients without fever, tachypnea, tachycar-
dia, or clinical lung findings suggestive of 
pneumonia on examination.4 However, cough 
may be the only initial presenting symptom 
of pneumonia in older adults; a lower thresh-
old for using chest radiography should be 
maintained in these patients. The presence or 
absence of colored (e.g., green) sputum does 
not reliably differentiate between bacterial 
and viral lower respiratory tract infections.3

The causative pathogen for bronchitis is 
rarely identified (Table 25). In clinical stud-
ies, identification of the causative patho-
gen occurs in less than 30 percent of cases.6 
Approximately 90 percent of acute bronchi-
tis infections are caused by viruses.7 Because 
the yield of viral cultures is typically low and 
results rarely affect clinical planning, rou-
tine serologic testing is not recommended 
for bronchitis. Testing may be considered 
for influenza when risk is thought to be  
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▲

 Patient information: 
A handout on treatment 
of bronchitis, written by 
the author of this article, is 
provided on page 1353.
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intermediate and the patient presents within  
36 hours of symptom onset. During peak 
influenza season, testing is generally not 
helpful because the pretest probability of 
influenza is high. Conversely, the positive 
predictive value is too low to be helpful out-
side of influenza season. 

Diagnostic testing during outbreaks of 

bronchitis may also be considered in select 
clinical scenarios. Mycoplasma pneumonia 
and Chlamydia pneumonia are bacterial eti-
ologies that can affect young adults. How-
ever, trials showing that treatment shortens 
the course of these infections, even when 
initiated early, are lacking. Bordetella pertus-
sis, the causative agent in pertussis, can also 

SORT: KEY RECOMMENDATIONS FOR PRACTICE

Clinical recommendation
Evidence  
rating References

Antibiotics should not be used routinely for the treatment  
of acute bronchitis

B 10, 12, 13 

The following therapies may be considered to manage bronchitis-related symptoms:

Antitussives (dextromethorphan, codeine, hydrocodone)  
in patients six years and older 

C 12, 19 

Beta-agonist inhalers in patients with wheezing B 23

High-dose episodic inhaled corticosteroids B 24

Echinacea B 25

Pelargonium B 26-28

Dark honey in children B 28

The following medicines should not be used to manage bronchitis-related symptoms: 

Expectorants B 22

Beta-agonist inhalers in patients without wheezing B 23

Antitussives in children younger than six years C 20, 21

A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality patient-oriented evi-
dence; C = consensus, disease-oriented evidence, usual practice, expert opinion, or case series. For information 
about the SORT evidence rating system, go to http://www.aafp.org/afpsort.xml.

Table 2. Most Common Infectious 
Etiologies of Acute Bronchitis

Viral

Adenovirus

Coronavirus

Influenza A and B

Metapneumovirus

Parainfluenza virus

Respiratory syncytial virus

Rhinovirus

Bacterial

Bordetella pertussis

Chlamydia pneumonia

Mycoplasma pneumonia

Information from reference 5. 

Table 1. Most Common Differential 
Diagnosis of Acute Cough

Acute bronchitis

Allergic rhinitis

Asthma

Chronic obstructive pulmonary disease 
exacerbation

Common cold

Congestive heart failure exacerbation

Gastroesophageal reflux disease

Malignancy

Pneumonia

Postinfectious cough

Postnasal drip

Sinusitis

Viral syndrome
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lead to acute bronchitis. Testing for pertus-
sis should be considered in patients who are 
unvaccinated; patients with a cough that is 
paroxysmal, has a “whooping” sound, or has 
lasted longer than three weeks; and patients 
who have been exposed to pertussis or 
unvaccinated persons.

Treatment
Treatment of acute bronchitis is typically 
divided into two categories: antibiotic ther-
apy and symptom management. Physicians 
appear to deviate from evidence-based med-
ical practice in the treatment of bronchitis 
more than in the diagnosis of the condition.

ANTIBIOTICS

Because of the risk of antibiotic resistance 
and of Clostridium difficile infection in the 
community, antibiotics should not be rou-
tinely used in the treatment of acute bron-
chitis, especially in younger patients in 
whom pertussis is not suspected. Although 
90 percent of bronchitis infections are 
caused by viruses, approximately two thirds 
of patients in the United States diagnosed 
with the disease are treated with antibiotics.8 
Patient expectations may lead to antibiotic 
prescribing. A survey showed that 55 per-
cent of patients believed that antibiotics were 
effective for the treatment of viral upper 
respiratory tract infections, and that nearly  
25 percent of patients had self-treated an 
upper respiratory tract illness in the pre-
vious year with antibiotics left over from 
earlier infections.9 Studies have shown that 
the duration of office visits for acute respi-
ratory infection is unchanged or only one 
minute longer when antibiotics are not pre-
scribed.10,11 The American College of Chest 
Physicians (ACCP) does not recommend 
routine antibiotics for patients with acute 
bronchitis, and suggests that the reason-
ing for this be explained to patients because 
many expect a prescription.12

Clinical data support that antibiotics do 
not significantly change the course of acute 
bronchitis, and may provide only minimal 
benefit compared with the risk of antibiotic 
use itself. A meta-analysis examining the 
effects of antibiotics in patients with acute 

bronchitis showed reduction of cough at 
follow-up (number needed to treat = 5.6) but 
no change in patients’ activity limitations. 
The meta-analysis also showed a number 
needed to harm (based on antibiotic adverse 
effects) of 16.7.13 In a study of 
230 patients diagnosed with 
acute bronchitis (i.e., presence 
of cough for two to 14 days) 
who received azithromycin 
(Zithromax) or a low-dose of 
vitamin C, more than one half 
of patients had fever or puru-
lent sputum, although none 
had chest findings. Outcomes 
at days 3 and 7 were no different between 
the two groups, and 89 percent of patients in 
both groups had clinical improvement.14 

Although antibiotics are not recommended 
for routine use in patients with bronchitis, 
they may be considered in certain situations. 
When pertussis is suspected as the etiology 
of cough, initiation of a macrolide antibi-
otic is recommended as soon as possible to 
reduce transmission; however, antibiotics do 
not reduce duration of symptoms. Antiviral 
medications for influenza infection may be 
considered during influenza season for high-
risk patients who present within 36 hours of 
symptom onset. An argument for the use of 
antibiotics in acute bronchitis is that it may 
decrease the risk of subsequent pneumo-
nia. In one large study, the number needed 
to treat to prevent one case of pneumonia 
in the month following an episode of acute 
bronchitis was 119 in patients 16 to 64 years 
of age, and 39 in patients 65 years or older.15 

Because of the clinical uncertainty that 
may arise in distinguishing acute bron-
chitis from pneumonia, there is evidence 
to support the use of serologic markers to 
help guide antibiotic use. Two trials in the 
emergency department setting showed that 
treatment decisions guided by procalcitonin 
levels helped decrease the use of antibiot-
ics (83 versus 44 percent in one study, and  
85 versus 99 percent in the other study) 
with no difference in clinical outcomes.16,17 
Another study showed that office-based, 
point-of-care testing for C-reactive pro-
tein levels helps reduce inappropriate  

The duration of office 
visits for acute respiratory 
infection is unchanged or 
only one minute longer 
when antibiotics are not 
prescribed.
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prescriptions without compromising patient 
satisfaction or clinical outcomes.18

SYMPTOM MANAGEMENT

Because antibiotics are not recommended 
for routine treatment of bronchitis, phy-
sicians are challenged with providing 
symptom control as the viral syndrome pro-
gresses. Common therapies include antitus-
sives, expectorants, inhaler medications, and 
alternative therapies. Several small trials and 
Cochrane reviews help guide therapy for 
symptom control.

The ACCP guidelines suggest that a trial of 
an antitussive medication (such as codeine, 
dextromethorphan, or hydrocodone) may 
be reasonable despite the lack of consistent 
evidence for their use, given their benefit in 
patients with chronic bronchitis.12 Studies 
have shown that dextromethorphan is inef-

fective for cough suppression 
in children with bronchitis.19 
These data coupled with the 
risk of adverse events in chil-
dren, including sedation and 
death, prompted the American 
Academy of Pediatrics and the 
FDA to recommend against the 

use of antitussive medications in children 
younger than two years.20 The FDA subse-
quently recommended that cough and cold 
preparations not be used in children younger 
than six years. Use of adult preparations in 
children and dosing without appropriate 
measuring devices are two common sources 
of risk to young children.21

Although they are commonly used and 
suggested by physicians, expectorants and 
inhaler medications are not recommended 
for routine use in patients with bronchitis.22,23 
Expectorants have been shown to be ineffec-
tive in the treatment of acute bronchitis.22 
Results of a Cochrane review do not support 
the routine use of beta-agonist inhalers in 
patients with acute bronchitis; however, the 
subset of patients with wheezing during the 
illness responded to this therapy.23 Another 
Cochrane review suggests that there may be 
some benefit to high-dose, episodic inhaled 
corticosteroids, but no benefit occurred with 
low-dose, preventive therapy.24 There are no 

data to support the use of oral corticoste-
roids in patients with acute bronchitis and 
no asthma.

COMPLEMENTARY AND ALTERNATIVE 
THERAPIES

Many patients also use nonprescription, 
alternative medications for relief of their 
bronchitis symptoms. Studies have assessed 
the benefits of echinacea, pelargonium, 
and honey. Trials of echinacea in patients 
with bronchitis and the common cold have 
yielded inconsistent results, although stud-
ies showing positive results have been mod-
est at best.25 Several randomized trials have 
evaluated pelargonium (also known as kal-
werbossie, South African geranium, or the 
folk remedy rabassam) as a therapy for bron-
chitis.26-28 Modest benefits have been noted, 
primarily in symptom scoring by patients.27 
In one randomized trial, patients taking pel-
argonium for bronchitis returned to work an 
average of two days earlier than those taking 
placebo.28

One recent trial examined the effective-
ness of dark honey for symptom relief in 
children with bronchitis compared with 
dextromethorphan or placebo. Although 
the authors concluded that symptom scores 
from patients treated with dark honey were 
superior to those treated with placebo, the 
clinical benefit was small.29

Reducing Unnecessary Prescribing
Many patients with bronchitis expect medi-
cations for symptom relief, and physicians 
are faced with the difficult task of convinc-
ing patients that most medications are inef-
fective against acute bronchitis. Table 3 
includes methods that may facilitate these 
discussions. Careful word selection and 
communication skills can help reduce anti-
biotic prescribing.30 For example, one survey 
showed that patients would be less dissatis-
fied after not receiving antibiotics for a “chest 
cold” or “viral upper respiratory infection” 
than they would be for “acute bronchitis.”30 
Another study showed that antibiotic pre-
scriptions were reduced by 50 percent when 
physicians received communication skills 
training that focused on eliciting patient 

There are no data to 
support the use of oral 
corticosteroids in patients 
with acute bronchitis and 
no asthma.
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expectations of illness and antibiotic use, 
as well as on educating patients about the 
natural history of bronchitis.15 “Pocket” pre-
scriptions or “wait-and-see” prescriptions, 
which are given to patients with instructions 
to fill them only if symptoms do not resolve 
within a specific timeframe, have also been 
shown to reduce antibiotic use.31 Other com-
monly used methods for addressing patient 
expectation for antibiotics include providing 
nonpharmacologic recommendations for 
symptom management, providing informa-
tion sheets about viral infections and anti-
biotics,32 and ensuring close follow-up by 
phone or with scheduled appointments.

The author thanks Elizabeth V. Albert, MD, for her assis-
tance in the preparation of the manuscript.

The Author

ROSS H. ALBERT, MD, PhD, is a hospitalist physician at 
Hartford (Conn.) Hospital. At the time this article was 
written, he was a hospitalist at Grand View Hospital in 
Sellersville, Pa. 

Address correspondence to Ross H. Albert, MD, PhD, 
Connecticut Multispecialty Group, 100 Retreat Ave., Ste. 
605, Hartford, CT 06106. Reprints are not available from 
the author.

Author disclosure: Nothing to disclose.

REFERENCES

 1.  Schappert SM, Burt CW. Ambulatory care visits to phy-
sicians offices, hospital outpatient departments, and 
emergency departments: United States, 2001-02. Vital 
Health Stat 13. 2006;(159):1-66. 

 2.  Linder JA, Sim I. Antibiotic treatment of acute bronchi-
tis in smokers: a systematic review. J Gen Intern Med. 
2002;17(3):230-234. 

 3.  Little P, Rumsby K, Kelly J, et al. Information leaflet and 
antibiotic prescribing strategies for acute lower respi-
ratory tract infection: a randomized controlled trial. 
JAMA. 2005;293(24):3029-3035. 

 4.  Metlay JP, Kapoor WN, Fine MJ. Does this patient have 
community-acquired pneumonia? Diagnosing pneumo-
nia by history and physical examination. JAMA. 1997;
278(17):1440-1445. 

 5.  Wenzel RP, Fowler AA III. Clinical practice. Acute bron-
chitis. N Engl J Med. 2006;355(20):2125-2130. 

 6.  Boldy DA, Skidmore SJ, Ayres JG. Acute bronchitis in the 
community: clinical features, infective factors, changes 
in pulmonary function and bronchial reactivity to hista-
mine. Respir Med. 1990;84(5):377-385. 

 7.  Gonzales R, Bartlett JG, Besser RE, et al.; American 
Academy of Family Physicians, American College of 
Physicians-American Society of Internal Medicine, Cen-
ters for Disease Control, Infectious Diseases Society of 
America. Principles of appropriate antibiotic use for 
treatment of uncomplicated acute bronchitis: back-
ground. Ann Intern Med. 2001;134(6):521-529. 

 8.  Linder JA, Sim I. Antibiotic treatment of acute bronchi-
tis in smokers: a systematic review. J Gen Intern Med. 
2002;17(3):230-234. 

 9.  Wilson AA, Crane LA, Barrett PH, Gonzales R. Public 
beliefs and use of antibiotics for acute respiratory ill-
ness. J Gen Intern Med. 1999;14(11):658-662. 

 10.  Coco A, Mainous AG. Relation of time spent in an 
encounter with the use of antibiotics in pediatric office 
visits for viral respiratory infections. Arch Pediatr Ado-
lesc Med. 2005;159(12):1145-1149. 

 11.  Linder JA, Singer DE, Stafford RS. Association between 
antibiotic prescribing and visit duration in adults with 
upper respiratory tract infections. Clin Ther. 2003;
25(9):2419-2430. 

 12.  Braman SS. Chronic cough due to acute bronchitis: 
ACCP evidence-based clinical practice guidelines. 
Chest. 2006;129(1 suppl):95S-103S. 

 13.  Smucny JJ, Becker LA, Glazier RH, McIsaac W. Are 
antibiotics effective treatment for acute bronchitis? A 
meta-analysis. J Fam Pract. 1998;47(6):453-460. 

 14.  Evans AT, Husain S, Durairaj L, Sadowski LS, Charles-
Damte M, Wang Y. Azithromycin for acute bronchitis: 
a randomised, double-blind, controlled trial. Lancet. 
2002;359(9318):1648-1654. 

 15.  Petersen I, Johnson AM, Islam A, Duckworth G, Livermore 
DM, Hayward AC. Protective effect of antibiotics against 
serious complications of common respiratory tract infec-
tions: retrospective cohort study with the UK General 
Practice Research Database. BMJ. 2007;335(7627):982. 

 16.  Christ-Crain M, Jaccard-Stolz D, Bingisser R, et al. Effect 
of procalcitonin-guided treatment on antibiotic use and 
outcome in lower respiratory tract infections: cluster-
randomised, single-blinded intervention trial. Lancet. 
2004;363(9409):600-607. 

Table 3. Methods for Managing 
Patient Expectations for Medication 
to Treat Acute Bronchitis Symptoms

Define the diagnosis as a “chest cold” or “viral 
upper respiratory infection” 

Set realistic expectations for symptom 
duration (about three weeks)

Explain that antibiotics do not significantly 
reduce the duration of symptoms, and that 
they may cause adverse effects and lead to 
antibiotic resistance

Explain that many patients would need to be 
treated with antibiotics to prevent one case 
of pneumonia 

Consider delayed “pocket” prescription or 
“wait-and-see” prescription*

Consider pelargonium to relieve cough in adults 

*—Prescriptions given to patients with instructions 
to fill them only if symptoms do not resolve within a 
specific timeframe.



Acute Bronchitis

1350  American Family Physician www.aafp.org/afp Volume 82, Number 11 ◆ December 1, 2010

 17.  Christ-Crain M, Stolz D, Bingisser R, et al. Procalcitonin 
guidance of antibiotic therapy in community-acquired 
pneumonia: a randomized trial. Am J Respir Crit Care 
Med. 2006;174(1):84-93. 

 18.  Cals JW, Butler CC, Hopstaken RM, Hood K, Dinant 
GJ. Effect of point of care testing for C reactive protein 
and training in communication skills on antibiotic use 
in lower respiratory tract infections: cluster randomised 
trial. BMJ. 2009;338:b1374. 

 19.  Paul IM, Yoder KE, Crowell KR, et al. Effect of dextro-
methorphan, diphenhydramine, and placebo on noc-
turnal cough and sleep quality for coughing children 
and their parents. Pediatrics. 2004;114(1):e85-e90. 

 20.  Use of codeine- and dextromethorphan-containing 
cough remedies in children. American Academy of 
Pediatrics. Committee on Drugs. Pediatrics. 1997;99(6):
918-920. 

 21.  Lokker N, Sanders L, Perrin EM, et al. Parental misinter-
pretations of over-the-counter pediatric cough and cold 
medication labels. Pediatrics. 2009;123(6):1464-1471. 

 22.  Schroeder K, Fahey T. Over-the-counter medica-
tions for acute cough in children and adults in 
ambulatory settings. Cochrane Database Syst Rev.  
2004;(4):CD001831. 

 23.  Smucny J, Flynn C, Becker L, Glazier R. Beta2-agonists 
for acute bronchitis. Cochrane Database Syst Rev. 2004;
(1):CD001726. 

 24.  McKean M, Ducharme F. Inhaled steroids for episodic 
viral wheeze of childhood. Cochrane Database Syst Rev. 
2000;(2):CD001107. 

 25.  Yale SH, Liu K. Echinacea purpurea therapy for the treat-
ment of the common cold: a randomized, double-blind, 

placebo-controlled clinical trial. Arch Intern Med. 
2004;164(11):1237-1241. 

 26.  Timmer A, Günther J, Rücker G, Motschall E, Antes G, 
Kern WV. Pelargonium sidoides extract for acute respi-
ratory tract infections. Cochrane Database Syst Rev. 
2008;(3):CD006323.

 27.  Chuchalin AG, Berman B, Lehmacher W. Treatment of 
acute bronchitis in adults with a pelargonium sidoides 
preparation (EPs 7630): a randomized, double-blind, pla-
cebo-controlled trial. Explore (NY). 2005;1(6):437-445. 

 28.  Matthys H, Eisebitt R, Seith B, Heger M. Efficacy and 
safety of an extract of Pelargonium sidoides (EPs 7630) 
in adults with acute bronchitis. A randomised, double-
blind, placebo-controlled trial. Phytomedicine. 2003;
10(suppl 4):7-17. 

 29.  Paul IM, Beiler J, McMonagle A, Shaffer ML, Duda L, 
Berlin CM Jr. Effect of honey, dextromethorphan, and 
no treatment on nocturnal cough and sleep quality for 
coughing children and their parents. Arch Pediatr Ado-
lesc Med. 2007;161(12):1140-1146. 

 30.  Phillips TG, Hickner J. Calling acute bronchitis a chest cold 
may improve patient satisfaction with appropriate anti-
biotic use. J Am Board Fam Pract. 2005;18(6):459-463. 

 31.  Couchman GR, Rascoe TG, Forjuoh SN. Back-up anti-
biotic prescriptions for common respiratory symptoms. 
Patient satisfaction and fill rates. J Fam Pract. 2000;
49(10):907-913. 

 32.  Macfarlane J, Holmes W, Gard P, Thornhill D, Macfar-
lane R, Hubbard R. Reducing antibiotic use for acute 
bronchitis in primary care: blinded, randomised con-
trolled trial of patient information leaflet. BMJ. 2002;
324(7329):91-94. 


