Pertussis in Infants

Pertussis (whooping cough) is a contagious respiratory disease that can cause serious illness, especially in infants too young to be vaccinated.  More cases of pertussis have been reported to Maine CDC thus far in 2012 (646 cases statewide in all age groups through November29, 2012) than in any other year.  This includes infections in 18 infants aged less than 6 months. Disease in young infants can be atypical and can progress rapidly to become severe and even fatal.  Clinicians who care for infants should have a high index of suspicion for pertussis, test and treat suspect cases immediately, and admit young infants with confirmed or suspect cases of pertussis to a hospital.
The classic clinical presentation of pertussis starts with mild upper respiratory symptoms similar to the common cold (catarrhal stage), which then progress to paroxysmal cough characterized by inspiratory whoop and post-tussive vomiting (1).  Fever is absent or mild. However, disease in infants aged <6 months can be atypical, with a short catarrhal stage, gagging, gasping, bradycardia, or apnea.  The characteristic whoop is often absent. Pertussis complications among infants include pneumonia, seizures, encephalopathy, hernia, subdural bleeding, conjunctival bleeding, and death.  Case-fatality rates approach 1% in infants aged < 2 months and less than 0.5% in infants aged 2-11 months (1). Almost all fatal cases have extreme leukocytosis and most will have evidence of pulmonary hypertension (2).
A team of pediatric infectious disease experts in California, led by Dr. James Cherry of the UCLA Medical Center, developed guidance for clinicians managing infants with pertussis based their extensive experience studying the epidemiology of pertussis (2).  They recommend the following:
· Test infants suspected of having pertussis by performing culture or PCR on a nasopharyngeal swab or aspirate. 
· Note that leukocytosis with lymphocytosis (WBC >20,000 with >50% lymphocytes) in a young infant with cough illness strongly suggests pertussis infection
· Initiate treatment with azithromycin immediately for all infants diagnosed with or suspected of having pertussis (do not wait for laboratory results).  (See next section for treatment information)
· Admit all young infants (aged <3 months) with confirmed or suspected pertussis to a hospital.  Because of the often rapid and unpredictable clinical decline, hospitalization in a major medical center with a PICU is optimal.
· Infants with leukocytosis who are in extreme distress with multiorgan failure might benefit from double volume exchange transfusion (see reference 2 Appendix III for Guidelines for PICU Care including exchange transfusion)
· WBC count >30,000 may be cause for concern, and the rapidity of WBC count rise is an important predictor of worsening illness.  
· In infants with pertussis who do not have leukocytosis or pneumonia, the frequency of paroxysms and related apnea decrease sooner than the severity of the events. Base decisions regarding when to discharge such infants on the decreased severity of these events rather than the decreased frequency.
Treatment of pertussis in infants < 6 months 
The CDC and AAP recommend that azithromycin be used for the treatment or prophylaxis of pertussis in young infants (1, 3). Azithromycin rather than erythromycin is the drug of choice for treatment or prophylaxis of pertussis in infants younger than 1 month of age because erythromycin has been shown to be associated with infantile hypertrophic pyloric stenosis (IHPS).  The available safety information suggests that IHPS is less likely to occur after administration of azithromycin.  All infants younger than 1 month of age (and preterm infants until a similar postconceptional age) who receive any macrolide should be monitored for development of IHPS during and for 1 month after completing the course.  The dose of azithromycin (for both treatment and prophylaxis) is 10 mg/kg per day in a single dose for 5 days.
[bookmark: _GoBack]Trimethoprim-sulfamethoxazole is an alternative for patients older than 2 months of age who cannot tolerate macrolides or who are infected with a macrolide-resistent strain.
Pertussis dosing in children > 6 month review the Red Book for dosing.

References
1. Committee on Infectious Diseases. Red Book, 2012 Report of the Committee on Infectious Diseases. 29th ed. Elk Grove Village, IL:  American Academy of Pediatrics, 2012.
2. Cherry JD, Harrison R, Bradley JS, Weintrub P, Lehman S, Duthie S, Mason WH. “Pertussis in Infants – Guidance for Clinicians.”  Available on the California Department of Public Health website at: http://www.cdph.ca.gov/HealthInfo/discond/Documents/CherryPertussisInYoungInfants2011-06-20.pdf. Also available on the American Academy of Pediatrics California District website at: http://www.aap-ca.org/clinical/pertussis/pertussis_in_young_infants.html.  
3. CDC. Recommended Antimicrobial Agents for Treatment and Postexposure Prophylaxis of Pertussis. MMWR R&R 2005;54(RR-14). 
