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The common cold

T. PRAKASH

DEFINITION
The common cold (syn: acute coryza. upper respiratory infection
fURl], acute nasopharyngitis, acute infective rhinitis) is an acute,
usually afebrile, catarrhal, self-limiting URI with involvement of
any or all airways including the nose, paranasal passages, throat,
larynx and often the trachea and bronchi.

EPIDEMIOLOGY AND PREDISPOSING FACTORS
The common cold is probably the commonest viral infection in
man and its importance lies in the frequency of complications.
The incidence is variable and the average adult suffers from 3-4
episodes per year.' In children, the incidence is higher-6-8
episodes per year; and remains so till the age of 6 years when a
progressive decrease is noticed.' A study conducted amongst
hospital employees has revealed that 49% of all infections suf-
fered by them were due to the common cold and that it was the
single most frequent cause of fever.' Morbidity from acute upper
respiratory tract illnesses accounts for 30%-50% oftime lost from
work by adults and 60%-80% of time lost from school by
children.'

Susceptibility to the common cold is universal but varies in the
same person at different times. In the northern hemisphere the
incidence is higher in January, April and September and it occurs
more often in winter than in summer. Exposure to low tempera-
tures does not induce a cold. Eskimos in their native environment
almost never suffer from colds.

Susceptibility also increases several-fold with malnutrition
and deficiencies of vitamins A, C and D.3Pollen may act syner-
gistically with viral respiratory infections and precipitate acute
infective coryza.' Asthmatics are also more likely to suffer from
colds than normal individuals.'

Moderate physical activity inhibits the severity of upper respi-
ratory infections whereas heavy exertion and fatigue, by increas-
ing the stress hormones (cortisol and epinephrine), suppress
immune function and may increase susceptibility." Exposure to
atmospheric pollution in households with cigarette smokers and
increased levels of N02 shows a cause-and-effect relationship
with airways symptomatology in children. Individuals subject to
stressful life situations are also known to show a significantly
higher incidence of colds.'

Various local, anatomical and physiological abnormalities
also predispose to increased susceptibility. These are deviations
of the nasal septum, turbinate hypertrophy, adenoidal hyperplasia,
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polyps, scars, adhesions and all factors that interfere with venti-
latory function. )

AETIOLOGY
It is generally accepted that the common cold is due to infection
by viruses. There are more than 200 serologically different
virological agents which have been implicated. Principal among
these are the rhinovirus, coronavirus, adenovirus and the influ-
enza and parainfluenza viruses. Many viruses are untyped. De-
spite advances in virology, uncertainty still exists regarding the
proportion of respiratory illnesses attributable to individual
viruses. Testing by virus isolation techniques is not necessary in
conventional practice."

MODE OF TRANSMISSION
The mode of transmission is mainly by droplet infection through
talking, coughing and sneezing. Other methods are by sharing
handkerchiefs, during bed-making, through direct contact by
kissing and touching, and via food and fomites.

PATHOPHYSIOLOGY
Initial vasoconstriction ofthe nasal mucosa is followed by vasodi-
latation, oedema and increased secretion by the mucous glands.
The secretions are initially watery, clear and sterile. This is
followed by leukocytic infiltration. With bacterial invasion and
pus formation the secretions thicken. Devitalized nasal epithe-
lium increases susceptibility to bacterial infiltration and second-
ary complications in the sinuses, middle ear cleft and lungs.
Pathogenic bacteria are responsible for purulent complications
and the organisms usually incriminated are Group A Strepto-
cocci, Corynebacterium diptheriae, Neisseria menigitidis,
Haemophilus influenzae, Streptococcus pneumoniae and Staphy-
lococcus aureus.

SIGNS AND SYMPTOMS
The onset is abrupt after a short incubation period of 1-3 days. The
illness is more severe in younger children than in older children
and adults. The course can be divided into four stages:

Stage I: Prodromal. Nasal irritation and, particularly in chil-
dren, fever with irritability.

Stage II: Early reaction. This occurs by the second day and is
characterized by sore throat, sneezing and watery rhinorrhoea.
Nasal blockage is present and may interfere with feeding in
children.

Stage III: Secondary infection. This occurs 2-3 days later, the
discharge thickens and becomes purulent. Fever may subside and
headache appear. Children may have tympanic membrane con-
gestion, middle ear effusion and also vomiting and diarrhoea.

Stage IV: Resolution. If no complications occur, resolution
takes place in 4-10 days.

Other commonly associated features are cough, headache,
lethargy, lacrimation and irritation of the eyes and a nondescript
sensation of heaviness in the ears.

DIFFERENTIAL DIAGNOSIS
The common cold needs to be differentiated from nasal allergy
which is characterized by the absence of fever and purulent



PRAKASH: THE COMMON COLD

discharge and the rapid disappearance of symptoms such as
sneezing and irritation ofthe eyes following antihistaminic therapy.
Measles and pertussis have typical clinical features but must be
kept in mind. A persistent unilateral nasal discharge, especially if
bloody, should point towards the presence of a foreign body or
growth. Drug addicts, especially those using cocaine and mari-
juana display many features of acute coryza.

COMPLICATIONS
These are not uncommon and must be treated adequately. Sinusitis,
pharyngotympanic salpingitis, middle ear cleft infection, tonsil-
litis and laryngotracheitis are well-known complications. Studies
have shown that 19%of paediatric patients with tracheitis present
with symptoms of coryza" and 68% of children with trisomy 21
(Down's syndrome) and otitis media have coryza. HI Vestibular
neuronitis and acute onset sensorineural hearing loss are uncom-
mon sequelae and need to be diagnosed early and treated energeti-
cally. Rare complications like buccal cellulitis with meningitis"
and acute inflammatory subglottic swellings have been reported."

TREATMENT
Every system of medicine and every household has its own
treatment for acute coryza. With the self-limiting nature of the
uncomplicated episode, treatment has to focus mainly on relief of
symptoms. There are many types of colds, different individual
reactions to the cold and equally varied responses to treatment. No
hard and fast rules apply and aggressiveness of therapy has to be
blended with the 'miserability quotient' of the patient.

General principles revolve around rest, inhalations, antipyretics
and analgesics. Children are most distressed by nasal obstruction
and subsequent interference with feeding is the cause of much
parental anguish. This can be relieved by instilling 1-2 drops of
normal saline in the nose. Oxymetazoline and xylometazoline
drops are equally effective but prolonged use may result in
rebound effect and increase nasal congestion. Oily drops must be
avoided. Antihistaminics are useful ifthere is an allergic compo-
nent to the illness. Dextromethorphan is useful in a dry cough and
an expectorant cough mixture for a productive cough. Steam
inhalation acts as a mucolytic and relieves congestive symptoms.

Alcohol, though it has no proven benefit, serves as a mood
elevator if taken in moderation. Brandy has traditionally been
used to no detriment. Despite being much prescribed and widely
advertised, vitamin C has no clinically proven effect on the course
of a cold. Treatment of children suffering from recurrent URI with
homoeopathic medication has shown no significant benefit over
either placebo in the reduction of complications or the use of
antibiotics. 12

The rationale for the use of antibiotics has been controversial;
in adults there seems to be no statistical difference in successful
outcome with or without antibiotic therapy." However, in
paediatric practice there is a strong bias towards the use of
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antibiotics as a prophylactic for prevention of complications.
Children prone to acute otitis showed a 50% reduction in the
incidence of the disease after being put on intermittent prophy lac-
tic penicillin V .14 Although Group A Streptococci remain suscep-
tible to penicillins, higher rates of eradication by cephalosporins .
and macrolides have raised questions about the continuing role of
penicillin as the drug of choice for the infective complications of
acute coryza."

PREVENTION
Ideally, prevention would be through vaccines but the presence of
more than 200 serospecific virus types makes this difficult.
Development of immunoactive bacterial extracts that stimulate
the non-specific component of the immune system may protect
against a large number of microorganisms in the respiratory
passages. 16 The use of intranasal interferon spray is effecti ve but
the cost and irritation to the nasal mucosa restrict its use. I

In the uncomplicated episode of common cold the old dictum
still holds true: 'If you see a doctor the cold gets better in 7 days;
otherwise it takes a week.'
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