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The natural history of community-acquired common colds 
symptoms assessed over 4-years*

Abstract 
Background: The common cold is the most frequently experienced infection among humans, but limited data exist to characte-
rize the onset, duration, severity and intersection of symptoms in community-acquired colds.  A more complete understanding of 
the symptom frequency and burden in naturally occurring colds is needed.

Methodology: We characterized common cold symptoms from 226 cold episodes experienced by 104 male or female subjects.  
Subjects were enrolled in the work environment in an attempt to start symptom evaluation (frequency and severity) at the earliest 
sign of their cold.  We also assessed the symptom that had the greatest impact on the subject by asking them to identify their 
single most bothersome symptom.

Results: Symptom reporting started within 24 hours of cold onset for most subjects.  Sore throat was a harbinger of the illness but 
was accompanied by multiple symptoms, including nasal congestion, runny nose and headache.  Cough was not usually the most 
frequent symptom, but was present throughout the cold, becoming most bothersome later in the cold. Nasal congestion, pain 
(eg, sore throat, headache, muscle pains) or feverishness and secretory symptoms (eg, runny nose, sneezing), and even cough, 
were simultaneously experienced with high incidence over the first 4 days of illness.  The single most bothersome symptom was 
sore throat on day 1, followed by nasal congestion on days 2-5 and cough on days 6 and 7.

Conclusion: There is substantial overlap in the appearance of common cold symptoms over the first several days of the common 
cold.  Nasal congestion, secretory and pain symptoms frequently occur together, with cough being somewhat less prominent, but 
quite bothersome when present.  These data establish the typical symptomatology of a common cold and provide a foundation 
for the rational treatment of cold symptoms typically experienced by cold sufferers.
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Introduction
The common cold is a ubiquitous, but self-limited, viral illness 
responsible for the global loss of productivity (1), high healthcare 
costs (2) and a sometimes prodrome, or trigger of, other illnes-
ses (3), for example asthma. Viral illness has been suggested to 
underlie 50% of all illness in adults and 75% in children (4). The 
cause of an acute URTI or common cold (or simply “cold”) is due 
to infection by one or more of over 200 known viruses, typically 
a rhinovirus (~30-50%), but can also be due to coronavirus (10-

15%), influenza or “flu” (5-15%), adenovirus (<5%), parainfluenza 
virus (~5%), respiratory syncytial virus (~5%) and enterovirus 
(<5%) (5). These viruses can infect the tissues of the upper and/or 
lower airways with symptoms ranging from local irritation and 
inflammation to systemic body aches and pains. Although there 
is no cure for the common cold, the individual and grouped 
symptoms of the common cold drive consumers to seek pal-
liative relief, largely from over-the-counter products to mitigate 
the impact of symptoms, and to maintain patient performance 
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and quality of life (6, 7). The temporal evolution of infection and 
inflammation following respiratory exposure to colds viruses 
have been documented (3, 8, 9). Moreover, the progression and 
evolution of symptoms during community-acquired colds have 
been described using subjective symptom rating systems in all 
sufferers (10, 11) and in rhinovirus-positive sufferers (12-14), as well 
as described using quality of life instruments (15). To this end, 
as early as 1958, Jackson et al. described the time course of 
symptoms in healthy volunteers with experimental colds, esta-
blishing 8 core common cold symptoms as sneezing, headache, 
malaise, chilliness, nasal discharge, nasal obstruction, sore throat 
and cough (16). In this seminal publication, headache, sneezing, 
chilliness and sore throat were considered early symptoms while 
nasal discharge, nasal obstruction, malaise and cough were 
later, more persistent symptoms. A study by Gwaltney in 1967 
detailed the symptoms of the common cold in the work envi-
ronment over 22 months and focused on differences between 
those colds identifiable as rhinovirus-positive. Overall this study 
identified similar symptoms, but did not reproduce the time 
course of symptoms described by Jackson (16).

While the experience of a cold is common to everyone, much of 
the data attempting to describe the earliest stage of the illness 
describe symptomatology after inoculation of a laboratory 
passaged rhinovirus strain into the nasal airway. The phenotypic 
expression of virulence of passaged rhinovirus strains versus 
prevalent wild types is open to discussion. The study of natural 
or community-acquired colds is challenging due to difficul-
ties in recruiting subjects in the early part of their cold and is 
potentially confounded by compensation of subjects (17). To our 
knowledge, no single prospective investigation has cumulated 
data on community-acquired colds illness episodes over a 4-year 
period especially when the majority of subjects were entered 
within 24 hrs of illness onset.

Therefore, to better describe the evolution of a community-
acquired cold’s symptoms the objectives of this prospective cli-
nical study were to: 1) enter subjects early in the illness; 2) assess 
the temporal occurrence of individual and grouped symptoms, 
and, 3) determine the “bothersomeness” of symptoms to sub-
jects.

Materials and methods
Subjects
This study was a prospective, observational (non-interventional) 
study designed to initiate surveillance as soon as an illness 
episode began in healthy volunteers who were employees of 
Richardson-Vicks, Inc. (Shelton, CT, USA), then a subsidiary of 
Procter & Gamble. The study site was co-located within their 
place of employment. The study evaluated 226 cold episodes 
in 104 male and female subjects over a 4-year time period. 

Subjects were eligible to participate in the study if they were in 
good health as assessed by medical history, gave informed con-
sent, and were at least 18 years old. Subjects were excluded from 
participating if they had evidence of an upper respiratory tract 
infection (URTI) or fever within one week of enrollment, had 
a history of atopic dermatitis, deviated septum, nasal polyps, 
sinusitis, asthma, chronic rhinitis, or other chronic respiratory 
condition, used any prescription medication within one week of 
symptom evaluation that may impact symptoms, used any OTC 
medication within 48 hours of the screening visit, or used any 
investigational drug within 1 month of screening, or admitted to 
use of licit or illicit nasal drugs. 
Subjects were enrolled and instructed to report to the study site 
at the first sign of a common cold illness. Subjects were excluded 
from further evaluation if the cold was more than 48 hours old 
or if the first day they reported the cold was on a Friday. On Day 
1, subjects’ throats were swabbed to determine the presence of 
Group A beta-hemolytic Streptococcus infection. Those testing 
positive for Streptococcus infection were referred to the study 
physician and their current cold episode was not further evalua-
ted. Subjects reported cold symptoms they were experiencing at 
the moment of query and rated overall severity of their cold on 
a 0-4 scale (0 = not present, 1 = mild, 2 = moderate, 3 = severe, 4 
= very severe). Subjects were asked if they had taken any OTC or 
prescription medications in the past 24-48 hours, or prescription 
medication in the past week. Subjects reported the number of 
hours since their first cold symptom. To be considered a cold epi-
sode and for the data to be evaluated, the symptoms must have 
lasted more than 1 day. While only cold episodes reported with 
symptom onset of ≤48 hours were entered and evaluated, 87% 
entered the study within 36 hrs of onset and 73% within 24 hrs. 
Once a subject was symptom free for 3 consecutive days they 
were considered eligible for initiation of another illness episode 
if they met the episode entry criteria. 

Assessment of symptoms
Symptomatology over the first 7 days of the cold was self-as-
sessed in a hardcopy diary asking subjects to assess their current 
symptoms at 3 pre-determined times a day (9 AM, 3 PM, 9 PM) 
using a 0-4 severity scale (0 = not present, 1 = mild, 2 = mode-
rate, 3 = severe, 4 = very severe). During the week, the 9 AM 
assessment was completed at the study site, while the 3 PM and 
9 PM assessments were recorded in the daily symptom diary. 
Daily symptom assessments on the weekend were assessed 
at the same 3 time points and recorded in the subject’s diary 
only. Symptoms that were considered by the investigators as 
pathognomonic of the common cold included: sneezing, runny 
nose, nasal congestion, sore throat, hoarseness, cough, heada-
che, chilly, malaise and feverishness. Subsequently, additional 
questions were added to the symptom assessment including 
night-time cough (evaluated at 9 AM only), post-nasal drip, post-
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Demographics Cold sufferers (n = 104)

Age (n = 101)

  Mean (SD) 32  (10.9)

  Min - Max 18-65

Sex

    Female 69  (66%)

Race

    Caucasian 84  (81%)

    Oriental 2   (2%)

    Black 10  (10%)

    Hispanic 5   (5%)

    Other 3   (3%)

Baseline characteristics

Allergic rhinitis (n = 101) 12 (12%)

Sinusitis, chronic or active 2 (2%)

Time to report a cold (hrs)

0-12 28.8% (28.8%)

13-24 44.7% (73.5%)

25-36 13.7% (87.2%)

37-48 12.8% (100%)

Table 1. Demographic characteristics of subjects and estimated time of 

onset of their colds illness at entry.

N = number of subjects within specified demographic. n  (%) = number 

and percentage of subjects within specified parameter, demographic 

category. Time to report a cold was assessed by asking cold sufferers the 

“Number of hours since your first cold symptoms” at entry. Cumulative 

percentages are shown in parentheses.

nasal burning or discomfort, scratchy throat, muscle aches and 
pains, blocked or “popping” ears, and watery eyes (n = 138 colds 
episodes) and subjects were also asked to report their “one most 
bothersome symptom” each morning (n = 86 colds episodes). 
For purposes of this analysis night-time cough and cough, as 
well as scratchy throat and sore throat were combined.
Per the clinical protocol, subjects were “asked to refrain from 
taking any medication to treat their cold.” If medication was 
prescribed by a physician during the course of the cold, the sub-
ject was dropped from the study. All procedures followed in this 

surveillance were in accordance with the ethical standards and 
approval of our Institutional Review Board (Product Investiga-
tions, Inc. Coshohocken, PA, USA) and with the Helsinki Decla-
ration (1964). All subjects granted written informed consent 
to survey their colds illnesses. No patient was administered 
treatment by the sponsor during the course of this study.

Results 
Over the course of 4 years, 156 subjects participated in the 
study with 104 reporting self-identifi ed colds. A total of 226 cold 
episodes were reported by these 104 subjects. Demographic 
data on the subjects are shown in Table 1. The mean age of 
participants was 32 years of age with females representing 66% 
of respondents. The majority of subjects reported no history of 
allergic rhinitis (88%), or active/chronic sinusitis (98%).  
The median number of colds reported by subjects was 1 and 
the maximum number of colds reported by any one subject 
was 10. To initiate assessment of a cold episode subjects were 
asked to report the time (in hours) from the onset of symptoms 
to presentation at the site and most subjects (> 73%) reported 
to the site within 24 hours of symptom onset (Table 1). Cold epi-
sodes were experienced year round (Figure 1) with the highest 
percentage of cold episodes occurring in spring and fall months, 
for example, September (17%), followed by March (15%) and 
October (14%). The increased occurrence of illness in the spring 
and fall is consistent with rhinovirus positivity (12).

Subjects were asked to assess the severity of their cold over 
the fi rst 7 days in the morning (9 AM), afternoon (3 PM), and 
evening (9 PM), using a 0-4 severity scale (see Methods). On Day 
1, mean cold severity reported by the subjects was 1.8 (mode-
rate), peaked on Day 2 (mean = 1.9 days) and declined thereafter 

Figure 1. Seasonality of colds illnesses at entry as reported during a 

calendar year.  Percent of cold episodes of greater than 1 day in duration 

(n = 226 episodes) reported by subjects for each month over a 4 year 

period.
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dily declined in frequency and severity towards Day 7. Occur-
rence of cough, on the other hand, peaked at Day 2 (69%) and 
remained high until Day 4 (66%), with a slow decline thereafter. 

Symptom severity data (mean severity at 9 AM) over the course 
of the fi rst 7 days of a cold (Figure 2B) was generally maintained 
over the course of a cold with higher severity reported on Days 
1 and 2 for most symptoms. The most severe symptom on Day 
1 was sore throat, (reported as at least moderate in 56% of 
cold episodes), followed by nasal congestion on Days 2-4 and 
cough on Days 5-7. While runny nose was never reported as the 
most severe symptom, it was described as at least moderate in 
52%, 53% and 40% of cold episodes for the fi rst 3 days. Other 
symptoms, including headache and sneezing were generally 
not as severe as sore throat, nasal congestion, cough and runny 
nose (Figure 2B) but were described as at least of moderate 
severity on Day 1 in 34% and 32% of colds, respectively.
In an eff ort to assess which cold symptom was most impactful, 
we asked cold suff erers to indicate which single cold symptom 

(Table 2). On Day 7, 61% of subjects indicated that they were still 
suff ering from at least one cold symptom, although the mean 
severity (mean = 1.4) was decreased compared to Day 1.

Previous studies examining symptoms in rhinovirus-induced 
cold models have described variation in symptoms over the 
course of the day (18). Comparing the assessments at 9 AM, 3 
PM and 9 PM, symptom frequency and severity decreased 
throughout the day and across the week with no clear temporal 
patterns (data not shown). Given this fi nding and for simplicity, 
all individual symptom data are presented from the 9 AM on-site 
assessment. Nasal congestion was the predominant symptom 
of most cold episodes, peaking on Day 3 (reported in 94% of 
cold episodes) with ≥ 85% of cold episodes characterized by 
the presence of this symptom throughout the day for the fi rst 
5 days (Figure 2A). The symptoms of sore throat and sneezing 
were most prominent on Day 1 with symptoms reported in 82% 
and 67% of cold episodes, respectively. Runny nose (85%) and 
headache (63%) peaked on Day 2. Each of these symptoms stea-

Figure 2. The daily presence and severity of key cold symptoms when assessed at 9 AM. (A) The frequency of common cold symptoms, expressed as 

a percentage of subjects who self-reported a cold that day (9 AM assessment). (B) The mean severity of common cold symptoms at the 9 AM assess-

ment.  Symptom severity was rated on a 5-point scale (0 = not present; 4 = very severe).  Symptoms shown are over the first 7 days of a cold.  

Daily prevalence of a cold reflects a subject’s answer to the question “Do you have a cold today?” when asked each morning at 9 AM. Cold symp-

tom severity is the daily mean total symptom score reported by those cold sufferers reporting that they had a cold.  The severity scale was 0-4 (see 

Methods).

 (A)            (B) 

Day 1
(n = 225)

Day 2
(n = 217)

Day 3
(n = 206)

Day 4
(n = 201)

Day 5
(n = 202)

Day 6
(n = 201)

Day 7
(n = 200)

Symptom prevalence (%) 100 98 95 90 86 81 61

Symptom severity (Mean) 1.8 1.9 1.8 1.7 1.5 1.4 1.4

Table 2.  Daily cold prevalence and symptom severity.
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was the “most bothersome” each day (Figure 3). On Day 1, sore 
throat was reported as the single most bothersome symptom in 
approximately 35% of colds, followed by runny nose (17%) and 
nasal congestion (16%). On Days 2-5 of a cold, nasal congestion 
was reported as the most bothersome symptom with the peak 
response (38%) occurring on Day 4. On Day 6 and 7, cough was 
reported as the most bothersome symptom (24% Day 6 and 
22% Day 7). Over the entire 7 days, the most bothersome symp-
tom was nasal congestion, followed by sore throat and cough. 
The single most bothersome symptom of a cold selected on 
each day at 9 AM tracked closely to the most severe symptom 
(Figure 2B).

Given the overlap in symptom presentation over the course of 
cold episodes, it was of interest to group symptom data based 
on their presumed pathophysiology. We combined symptoms 
into 4 groups: secretory symptoms (runny nose, sneezing, 
watery eyes), pain and feverish symptoms (sore/scratchy throat, 
headache, muscle aches and pains, feverishness and chilliness), 
nasal congestion and cough. We examined symptom frequency 
and severity with respect to the four symptom groupings 
(Figure 4). This categorization revealed that secretory and pain/
feverish symptoms steadily declined from day 1 (Figure 4, open 
blocks) and this trend was also observed in those reporting 
moderate-to-severe symptoms (Figure 4, fi lled blocks). Howe-
ver, a high percentage of subjects reported nasal congestion 
throughout the week and was considered at least moderate by 

a majority of subjects on each of the fi rst 4 days of a cold. While 
less frequent, cough increased on Day 2 and was persistent over 
the week, even for subjects reporting moderate to very severe 
cough.

Finally, we examined the chronological relationship between 
these 4 groups. Table 3 shows the rank order of all possible com-
binations of these symptom groups and revealed that regardless 
of the symptoms grouped, the rank order over the entire week 
was similar to the rank order for each of the 7 days. This observa-
tion supports the contention that symptom complex progres-
sion occurs in a predictable and continuous manner refl ective 
of the changes in the underlying pathophysiology. Secretory 
symptoms and nasal congestion were reported together most 
frequently, followed by nasal congestion and pain/feverish 
symptoms, secretory and pain/feverish symptoms and secretory, 
pain/feverish and nasal congestion symptoms. Each of these 
groups were present at ≥ 60% over the fi rst 4 days of the cold. 
Remarkably, 44% of cold episodes were characterized by the 
presence of all four symptom groups on Day 1. This association 
peaked on Day 2 (58% of cold episodes) and remained around 
50% for each of the fi rst 4 days of a cold.  

Discussion
Studies attempting to characterize the time-course of cold 
symptoms occurring during natural, or community-acquired 
colds are challenging for a variety of reasons including diffi  culty 

Figure 3. Single most bothersome symptom during a cold. Subjects were 

asked to report their single “most bothersome” symptom each morning 

(9 AM) during the first 7 days of their cold. Data are presented as the 

percent of subjects reporting a particular cold symptom as most both-

ersome on each day. Shaded bars indicate the symptom receiving the 

greatest response as the “most bothersome” on a given day of a cold.

Figure 4. Severity profile of symptoms when grouped by symptom type.

The percent of subjects who self-reported one or more symptoms within 

the symptom group (Overall; open blocks) and symptoms of moder-

ate, severe, or very severe intensity (filled blocks). Secretory symptoms 

include: runny nose, sneezing and watery eyes. Pain/feverish/inflamma-

tory symptoms include: sore/scratchy throat, headache, muscle aches 

and pains, feverishness and chilliness. Nasal congestion and cough are 

represented as individual symptoms.
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in recruiting subjects early in the illness, the need or desire to 
enroll cold sufferers throughout the year, difficulties in ensuring 
subjects report symptoms in an accurate and timely manner 
and the potential influence of compensation incentives, leading 
investigators to develop and rely on experimental infection 
models (17). While these models are useful, they usually enroll 
healthy individuals and are specific to a particular serotype of 
rhinovirus (e.g. RV-16). In this study we sought to follow the evo-
lution of several key common cold symptoms in self-reported, 
community-acquired colds collected over a 4 year period. We 
prospectively enrolled cold sufferers at the workplace which 
successfully included subjects very early in the cold (73.5% 
enrolled within 24 hrs; 87.2% within 36 hrs). This strategy also al-
lowed cold episodes to be closely followed over a 4 year period 
which would include eight rhinovirus-dominant seasons (spring, 
fall) and colds due to various viral types. Since subjects were 
already reporting to the workplace and the symptoms were as-
sessed on site at 9 AM, this had the potential to ensure accurate 
and timely reporting of symptoms. Since the subjects were not 
compensated in relation to the number of colds, or for the dura-
tion of reporting symptoms, there was no reason for subjects to 
report more severe symptoms (in an attempt to be enrolled), or 
less severe symptoms (in an effort to finish the study quickly). 

Investigators sometimes describe the symptoms of the common 
cold as “staged”, for example, an acute (1-2 day) period of sore 
throat, possibly headache, fatigue, malaise and muscle aches 
(Days 1-7), followed by a period of nasal congestion, runny nose 
(Days 2-6) and cough (after Day 2) (19,20). In contrast, our study 
demonstrates that symptoms pathognomonic of the common 
cold were described by sufferers as relatively constant in their 
frequency and severity throughout the day and demonstrated 
significant overlap in the occurrence of core cold symptoms 
over the first 7 days of the illness. The most prevalent symptoms 
overall were nasal congestion and runny nose with sore throat 
typically a harbinger of the illness. While our study did not 
extend symptom observations beyond 7 days it is of note that 
cough severity exhibited a somewhat slower decline than other 
symptoms late in the cold, particularly more severe cough (Figu-
re 4), consistent with the likelihood of a continuing post-infecti-
ous cough. In the case of rhinovirus infection, the predominance 
of sore throat early on is likely a result of its binding to ICAM-1, 
which is constitutively expressed in the posterior pharynx (21) 
and the immune response against it mounted within the NALT 
(nasal associated lymphoid tissue). The symptoms of runny nose 
and nasal congestion may be due to the posterior spread of the 
virus into the nasal passageways.

Symptoms present Day

Secretory 
symptoms

Nasal 
congestion

Pain / 
Feverish Cough Day 1 Day 2 Day 3 Day 4 Day 5 Day 6 Day 7

√ √   81 86 85 75 63 55 51

 √ √  81 82 77 70 63 53 44

√  √  85 82 74 62 52 41 38

√ √ √  76 78 72 60 49 39 34

 √  √ 47 65 64 63 50 47 39

√   √ 51 66 63 59 45 38 36

√ √  √ 46 62 62 58 42 36 31

  √ √ 50 63 57 54 44 35 30

 √ √ √ 45 59 55 51 41 33 27

√  √ √ 48 61 55 48 37 27 24

√ √ √ √ 44 58 54 47 35 27 22

Key cold symptoms are ranked highest to lowest based on total symptom frequency over the week. Key colds symptoms are grouped according to 

their proximate pathophysiology including secretory symptoms (runny nose, sneezing, watery eyes), pain and feverish symptoms (sore/scratchy 

throat, headache, muscle aches and pains, feverishness and chilliness), and separately nasal congestion and cough. Percent occurrence, or preva-

lence, of possible symptom group combinations of two or more symptom groups are listed by day.  

Table 3.  Summary of two or more symptom groups present at 9 AM (all values in percent of illness episodes).
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Unique to this study was the assessment of the single “most 
bothersome” cold symptom in an attempt to determine which 
symptom they perceived as having the biggest impact on his/
her daily well-being. This assessment (in approximately 40% 
of cold episodes) revealed that the single most bothersome 
symptom was sore/scratchy throat on Day 1, followed by nasal 
congestion from Days 2-5, and finally cough on Days 6-7. These 
outcomes confirmed the progression of the subjective symptom 
responses given by the subjects as it forced them to attest to 
the single most bothersome symptom each day---thus, the pro-
gression from sore throat to nasal congestion to cough. Many 
reviews of the common cold describe a more linear, simplistic 
symptom progression, while our data demonstrate significant 
overlap in the appearance of symptoms. This difference could 
be attributed, in part, to our enrollment of subjects very early in 
the cold, symptoms reported from induced cold studies and/or 
subjects focusing more on their ‘most bothersome’ symptoms in 
surveys or compensated studies. This latter point is interesting 
as the traditional progression of symptoms (sore throat, nasal 
congestion, cough) is more similar to the most bothersome data 
reported in the current study.

One perspective that may obscure symptom progression, in 
part, is that each symptom evaluated may have a varying, or 
changing, etiology. For example, cough and sore throat sub-
sume several possible proximate causes while nasal congestion 
and runny nose may not. This effect may explain some of the 
variance in how symptoms evolve over time. For example, a dry, 
scratchy throat often signals the start of a cold while sore throat 
later in the cold may be a consequence of other processes (e.g., 
post-nasal drip). Likewise, cough early in a cold may be caused 
by post-nasal drip, or throat clearing, while cough late in the 
cold may signal lower airway involvement, for example, due to 
airway hyperreactivity and/or viral expansion in the lower air-
way. In addition, recent work by Abdullah (22) has suggested that 
rhinovirus infection in cultured human neuronal cells enhances 
the expression of transient receptor potential (TRP) channels 
(eg, capsaicin sensitive TRPV-1), which have been implicated as 
putative cough receptors. It is possible that sufficient expression 
of these receptors in vivo may escalate over the course of a cold 
and contribute to the increased cough sensitivity observed in 
subjects with URTI (23, 24).
The patterns of symptoms in our natural colds study are diffe-
rent than those described originally by Jackson (1958) in which 
runny nose and sore throat predominated early on while nasal 
congestion and cough were not considered major symptoms. 
The difference between our study and the investigation by 
Jackson could be due to the latter being a viral challenge study 
in which symptoms are typically milder (20). Our study found that 
subjects reported a high degree of overlap in daily symptoms, 
underscoring the multi-symptomatic nature of colds which 

may explain the popularity of fixed-dose combination cough, 
cold and flu products. Surprisingly, about half the subjects 
experienced concurrent symptoms from the 4 symptom grou-
pings during the first 4 days and over 20% still experiencing 
symptoms at Day 7. Given that a recent global survey found that 
73% of cold sufferers mostly rely on a physician or pharmacist 
to assist in selecting appropriate medication for palliative care 
of symptoms, knowledge of the symptomatology of the cold 
syndrome amongst medical professionals is worthwhile (25). 

This study was not without its limitations. For one, enrolling 
subjects at the work site is problematic since subjects with very 
severe illness may choose not to attend work and thus may be 
excluded from the dataset. Additionally, while subjects at entry 
were instructed to refrain from taking medications to treat 
their cold symptoms, subjects may have taken a dose of OTC 
medication to treat their symptoms in the absence of constant 
surveillance. However, if this occurred, it would only serve to 
under-report the severity of symptoms and would unlikely 
effect symptom frequency. The number of yearly cold episodes 
reported during the surveillance period was <1/year, which is 
lower than found in the literature. This is not overly surprising gi-
ven the stringent entry criterion (<48 hours of symptom onset), 
required daily reporting during the weekdays (9 AM), subjects 
not reporting to work and exclusion of those cold episodes 
resulting in physician intervention.

In conclusion, this prospective natural history study characte-
rizes the symptomatology of 226 community-acquired colds 
beginning at the earliest stage of the illness. The most surprising 
finding was the daily coexistence of symptoms, which has not 
been previously emphasized in either community-acquired, or 
induced-cold studies. Sore throat, nasal congestion and runny 
nose were prevalent and impactful. Although cough was not as 
frequent as other symptoms (eg, nasal congestion, runny nose, 
sore throat), when it was present, it was considered particularly 
bothersome. These data provide a novel assessment of symp-
tom frequency and severity of 226 cold episodes and serves as 
a reasonable reference for prediction of daily symptom burden 
that might be experienced by a typical common cold suf-
ferer. This information may assist in the understanding of the 
pathophysiology of the cold and inform appropriate treatment 
selection. 
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