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Disclosures

• None
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Objectives

1. Describe the presentation of patients presenting with globus, cough, and other symptoms 
of discomfort in and around the larynx

2. Understand strategies for working up irritable larynx complaints
3. Recognize importance of multidisciplinary collaboration for challenging complaints
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What are we talking about?

•Common symptoms, often 
overlapping
•Mucus sensation
• Chronic cough
• Globus
• “postnasal drip”

•Multiple diagnoses, multiple 
terms
• Irritable larynx syndrome
• Laryngeal hypersensitivity 

syndrome
• Vocal cord dysfunction
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What aren’t we talking about?

• Rhinologic causes (less common than you might think)
• Acute or subacute symptoms

• Usually URI-related
• Subacute, consider pertussis

• Post-COVID syndrome (too new to characterize well)

• Paradoxical vocal fold motion (may overlap, but beyond scope)
• Reflux – well, we are talking about reflux, but not just reflux
• Conversion disorder (maybe a little)
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Why is this important?

•Common
• Globus
• up to 5% of new patient visits to otolaryngology

• Cough
• 3% of ambulatory medical visits (more than all otolaryngology visits)
• $3.6 billion in OTC treatments

• Major quality of life impact

Altman KW, Irwin RS. Cough: a new frontier in otolaryngology. Otolaryngol Head Neck Surg 2011; 144:348-352.

Deary IJ, Wilson JA. Problems in treating globus pharyngis. Clinical otolaryngology and allied sciences 1994; 19:55-60.
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Approach to patient
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Specifics in Evaluation – History

• High risk features (hemoptysis, weight loss, smoking hx, etc.)

• Onset
• Sudden, esp. after URI, suggests post-viral neuropathy

• Duration: Constant or episodic

• Location, particularly unilateral vs. bilateral/central

• Exacerbating/ameliorating factors
• Environmental triggers – hypersensitivity
• Globus improves with swallow – possible mild tightness of upper esophageal sphincter

• Social history
• Fluid intake (water vs. caffeine and EtOH), diet, and smoking
• Environment/occupation – voice use, exposures, masks, ability to drink water during day
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Clarifying the Complaint of “Mucus”

M ucus

Truly too 
m uch?

Infection?
Nose or 
lungs?

consultation 
if necessary

Always there

Too thick?

Dehydration

Fluid 
intake

M edication 
side effect

Other things –
autoim m une, 
CF, et.

M ucociliary
clearance

Difficulty 
swallowing

Investigate 
dysphagia

Coughing up

Self-induced
or triggered?

Regurgitation
?

Evaluate 
esophageal 

disorders
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Specifics in Evaluation – past medical/surgical history

• Underlying lung disease

• Environmental allergies

• Reflux/upper GI disorders
• Neurologic disease

• Autoimmune disease
• Anxiety
• Somatic/hypersensitivity-like issues

• Diabetes
• Immunosuppression

• Prior intubation

• Previous neck or chest surgery

• ACE Inhibitor use
• Not just cough – any sort of 

irritation/discomfort/sensation in throat
• Even if not cause – may hinder improvement

10

Specifics in Evaluation – Exam

• Actual lumps – rare
• Tonsil or palate mass

• Anything beyond requires a scope or imaging
• Neck mass

• Clear causes of cough
• Otolaryngologic causes usually not evident on 

simple physical exam

• Oral mucosa – dryness

• Neck exam
• Ask patient to point to most sensitive spot
• Palpate thyrohyoid space, thyrohyoid muscle, 

hyoid and thyroid cornua

11

Workup options

Driven by presentation

• Labs – driven by presentation
• CBC/differential – eosinophilia
• Allergy panel
• Sjogren panel – if dry

• Imaging
• CXR – always reasonable with cough
• CT sinus or neck – favor ENT referral first
• Thyroid ultrasound – low yield
• Barium swallow – if concurrent dysphagia or 

reflux

• Specialist-driven testing
• ENT – laryngoscopy/stroboscopy; nasal 

endoscopy
• GI – EGD, pH/manometry
• Allergist – skin testing
• Pulmonary – PFT, bronchoscopy
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Patient counseling – setting expectations

• What is patient’s goal for visit?

• Reassurance goes a long way

• Setting expectations
• May not have definitive diagnosis
• Multiple specialists

• Buy in
• Important to stick with treatments

Rule out worrisome causes

Work towards definitive benign diagnosis

Empiric treatment
Symptom management
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Cough

• May be associated with other irritable larynx concerns

• Often spans multiple disciplines

• Allergy • Gastroenterology

• Otolaryngology
• Laryngology
• Rhinology

• Neurology
• Behavioral health
• Probably others rarely

• Pulmonology

• Speech Pathology
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Laryngology role in cough

• Targeted history
• Including sinonasal disease

• Endoscopy
• Laryngoscopy +/- stroboscopy
• Nasal endoscopy
• Esophagoscopy
• Bronchoscopy

• SLP collaboration
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What am I looking for in a cough patient?

• Make sure obvious things not overlooked
• Things you already know (PFTs with 

methacholine, ACE-I, chest imaging)

• Look for signs of:
• Laryngopharyngeal reflux
• Neurogenic cough
• Chronic aspiration/dysphagia
• Sinonasal disease not yet evaluated

• Reflux
• Often nonspecific laryngeal inflammation
• Cough after eating/drinking

• Neurogenic cough
• Sudden onset
• Asymmetric vocal fold motion
• Triggered by palpation of anterolateral neck (or 

even looking in ear)
• Cough with eating dry, particulate solids

• Chronic aspiration/dysphagia
• Pooling of saliva in pharynx
• Cough while drinking
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Medical/Interventional Therapy

• Neuromodulators
• TCAs or gabapentin

• Gabapentin preferred in guideline (Gibson, 2016)
• Tramadol -- prefer to avoid, but can help
• Benzonatate – might work; usually more for 

acute
• Avoid opiates beyond acute cough

• Superior laryngeal nerve block

• Botox
• Limit adduction ability
• Allow healing of mucosa irritated from coughing
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Behavioral Treatment

• Trigger reduction or desensitization

• SLP treatments

• Cognitive-behavioral therapy

Reduce/eliminate 
the stimulus
(Physician, 

Patient)

Reduce the 
sensitivity
(Physician)

Reduce the 
response

(SLP, psych)
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When to refer to [oto]laryngology

• Red flags – urgent referral
• Stridor
• Progressive voice change that doesn’t improve with rest
• Hemoptysis

• Hoarseness greater than 2-4 weeks
• Especially if not concurrent with URI if patient has smoking history

• Recurrent pneumonia (concern for aspiration)

• Less than expected improvement from asthma treatment
• Chronic cough > 2-3 months, not responding to allergy/asthma therapy
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“Ideal” Cough Patient for Voice Team Referral

“Ideal”

• Dry cough

• > 2 months (often years!)

• Triggers such as:
• Scents
• Anxiety
• Laughing
• Talking
• Eating/drinking

• Associated with hoarseness or dysphagia

Less likely to benefit

• Acute cough

• Productive cough

• Steroid responsive
• Patient smokes
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Key points

• Have a systematic approach for workup – may need to involve multiple specialties

• Frequently, but not always from inflammation

• Postnasal drip is a symptom, not a diagnosis
• Counseling is key to set expectations with patients
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Contact with questions

Ross Mayerhoff, MD

rmayerh1@hfhs.org
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