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Abstract
Preoperative anesthetic evaluation for pediatric elective surgery includes the assessment of upper respiratory
tract infection symptoms. In this case report, a 34-days-old term infant scheduled to elective unilateral inguinal
hernia repair had an undiagnosed pertussis infection although the child presented mild symptoms. Especially in
infants with less than 4 months pertussis should be suspected when the child presents a rhinorrhoea that remains
watery associated with cough that is not improving, usually without fever. The impact of anesthesia in the
progression and severity of the disease is unknown. Given the epidemiological context of pertussis infection
resurgence on developed countries, there should be a low threshold of suspicion in the preoperative anesthetic
evaluation given the risk of serious complications. Debate about surgical delay and impact of anesthesia in young
infants is far from over and should include new questions about poor clinical presentation of severe respiratory
diseases in these children.
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Introduction
Literature about anesthetic decision-making regarding upper
respiratory tract infection (URTI) in children frequently highlights the
importance of identifying risk factors for perioperative respiratory
adverse events [1,2]. However, even with a careful evaluation, URTI
differential diagnosis may be challenging. We report a case of a not
suspected severe infection in an infant with upper respiratory tract
symptoms.

Case Report
A 34-days-old term infant (39 weeks), weighing 3.900 kg, was
scheduled to elective unilateral inguinal hernia repair after two
previous episodes of hernia incarceration. In the preoperative
evaluation, parents referred a clear watery rhinorrhea during the last
week, with no fever or altered behavior and a negative history of
smoking exposure. There were no pathological signs on pulmonary
auscultation and blood counts were normal. It was decided to proceed
with anesthesia.
After standard monitoring with oximetry, electrocardiogram and
noninvasive arterial pressure, anesthesia was induced with thiopental 5
mg/kg, fentanyl 2 μg/kg and atracurium 0.5 mg/kg.
Mask ventilation was easily performed. During laryngoscopy vocal
cords were visualized and a 3.0 endotracheal tube was advanced. After
intubation a severe bronchospasm was detected. The tube was removed
and face mask ventilation initiated. Anesthesia was deepened with a
bolus of thiopental and sevoflurane. The same complication occurred
after a second intubation attempt being managed in a similar way. It
was also administered inhaled salbutamol and an intravenous
adrenaline bolus. After reversal of bronchospasm signs, a size 1.0 i-gel®
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laryngeal mask was inserted with no complications. A caudal block
was performed with administration of 4 ml of ropivacaine 0.2%.
Anesthesia was maintained with sevoflurane. At the end of surgery,
laryngeal mask was removed with no incidents.
In the recovery room, a nebulization with adrenaline and
dexamethasone was initiated in the presence of cough and rhonchi on
auscultation. No complications were observed until discharge to the
nursing room. At day 1 after surgery, a pediatrician evaluated the child
due to severe respiratory distress episodes and nose obstruction.
During observation the child had an oxygen saturation of 94% without
cyanosis or fever. Blood analysis revealed: white blood count 23-26 ×
103/μl; hemoglobin 13.1 g/dl and platelets 833 × 103/μl. Results from
molecular biology detection tests of the nasopharyngeal aspirate were
negative for viruses and positive to Bordetella pertussis. The child was
treated with azithromycin and stayed at the hospital during 13 days
until full recovery.

Discussion
Preoperative anesthetic evaluation for pediatric elective surgery
includes the assessment of upper respiratory tract infection (URTI)
symptoms. The process of decision-making has the question of how
long to postpone surgery [1,2], which has some important aspects to
be point out.
Timing for surgical repair has been debated in order to balance the
risks of anesthesia and surgery against the risk for incarceration and
surgical complications [3,4]. Delay in repair is associated with future
technical surgical difficulties, high incarceration rates, testicular
atrophy and postoperative recurrence [5,6]. On the other hand, delay
may diminish the risk of infant anesthetic complications and may
allow ambulatory surgery. Additionally, the surgery itself is associated
with operative complications [7,8].
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In this case, child’s age was considered appropriated (44-week postconceptual age) [9] and surgery delay was associated with a high risk
of hernia complications since the child had previous episodes of
incarceration.
Concerning the presenting URTI symptoms and its severity, parents
reported that the child had a clear watery rhinorrhea during the week
before surgery, with no fever or altered behavior, suggesting a mild
cold. Inquiry for other risk factors revealed that with exception of
young age, there was no past history of pulmonary diseases or smoking
exposure and there were no signs of lower respiratory involvement on
pulmonary auscultation as well. In the presence of mild symptoms and
few or no risk factors, there is a general consensus on proceeding with
the procedure [1,2].
This case report showed a serious URTI although the child
presented mild symptoms. Despite the majority of URTIs only evolve
to a benign cold, children may present with undiagnosed severe
infections including croup, influenza, bronchiolitis, herpes simplex,
pneumonia, epiglottitis, and strep throat [2]. As we could realize in this
case report, pertussis infection is also one of that undiagnosed
infections with initial symptoms simulating a URTI [10].
A resurgence of pertussis has been well documented in many
industrialized countries. In countries with well-developed
immunization programs, the problem is more pronounced in two age
groups: those over the age of 10 years and those under the age of 5
months. Currently, the true incidence of pertussis is generally
considered to be substantially higher than reported, depending on the
level of clinician suspicion and reporting [11].
In United States and Europe are implemented immunization
programs with an a cellular pertussis vaccine which is included in the
DTPa (diphtheria, tetanus, and pertussis) vaccine. Vaccination
schedules distribute five doses of DTPa vaccine at the ages of 2, 4, 6
months, between 15 and 18 months and the last dose between 4 and 6
years. Currently there’s no vaccination regimen starting earlier than 6
weeks of age. Additionally, two or more doses of a pertussis-containing
vaccine appear to be needed for protection [11,12]. Absent or
incomplete protection may be the main reason for infection and its
severity in young infants. In this case report the young infant had no
vaccine dose yet because of his age (34-days-old).
A different problem occurs in older children since the duration of
protection following the five doses schedule is limited to 5-6 years.
Both groups have a higher incidence of pertussis infection; however
severe infection and complications are more common in infants
[11-13].
Classic pertussis is divided in three stages: catarrhal stage (mild
cough and coryza), paroxysmal stage and a convalescent stage in which
the cough subsides several weeks or months. Atypical presentations
occur in young infants and in individuals who have been vaccinated,
which contributes to the under-recognition of pertussis infection [11].
Symptoms in young infants, particularly those under 4 months,
include a catarrhal stage during which the infant can appear
deceptively well with no fever, watery coryza, sneezing and a mild
cough. Many children under 6 months of age do not develop
paroxysmal cough or the characteristic inspiratory whoop. The
paroxysmal stage may be associated with gagging gasping, vomiting,
cyanosis and bradycardia. Complications include apnea, seizures,
encephalopathy and pulmonary hypertension. Most deaths from
pertussis occur in infants younger than 6 months of age [14,15].
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Clinical diagnosis may be problematic given the wide spectrum of
presenting symptoms especially in unimmunized infants and those
with partial immunity related to past vaccination. Laboratory tests
available include culture, serology and polymerase chain reaction
(PCR) methods. For culture, specimens must be collected through
nasopharyngeal swabbing or nasopharyngeal aspiration in younger
children. Results can be available in 72 hours, especially in high titer
infection, such as in unimmunized infants, but 2 weeks are required
before culture may be definitively reported as negative [11]. PCR is
particularly useful in infants where pertussis is suspected as serology is
not applicable and specimens are more easily transported and more
rapidly reported than for culture. However, the sensitivity of PCR also
decreases with the duration of symptoms, since the method is based on
the detection of the microorganism [13]. Serology tests have a reduced
sensitivity in the first 2 weeks of infection [11,13].
Treatment with antibiotics does not significantly affect the length or
severity of infection but aims to reduce transmission to other persons.
Azithromycin (10 mg/kg/d for 5 days) and clarithromycin are
recommended as first line agents and have fewer side effects when
compared to erythromycin (previously considered as a gold standard)
[16]. Since treatment does not significantly shorten the clinical course
in infected patients, symptoms may last for several weeks and during
the convalescent stage cough will also subside after weeks to months
[11]. Taking these points into account and if an urgent surgery is
needed regional anesthetic techniques must be considered as a better
approach in these infants.
Most of perioperative respiratory complications in children with
URTI are manageable with minimal associated morbidity by an
experienced pediatric anesthesiologist. However, in this particular case
of a severe disease with an initial innocent/benign presentation in a
young infant, the anesthetic implications are unknown and may be
serious in terms of morbidity and mortality.
Moreover, to our knowledge, the impact of anesthesia in the
progression and severity of the disease is also unknown.
Given the epidemiological context of pertussis infection resurgence
on developed countries [11], there should be a high index of suspicion
in the preoperative anesthetic evaluation given the risk of serious
complications. Especially in infants with less than 4 months pertussis
should be suspected when the child presents rhinorrhea that remains
watery and a cough illness that is not improving, usually without fever.
Molecular biology detection tests for viruses and Bordetella pertussis
using specimens collected from the nasopharyngeal aspirate are
rapidly reported and may constitute a useful tool for decision-making
in these situations.

Conclusion
Debate about surgical delay and impact of anesthesia in young
infants is far from over and should include new questions about poor
clinical presentation of severe respiratory diseases in these children.
Clinical suspicion on Bordatella pertussis, given the child clinical
presentation and the pediatric anesthesiologist know how, might
justify a systematic laboratory investigation, given the potential
morbidity and/or mortality of this infection.

References
1.

Becke K (2012) Anesthesia in children with a cold. Curr Opin
Anaesthesiol 25: 333-339.

Volume 6 • Issue 10 • 1000574

Citation:

Guimaraes J, Sa J, Pina P, Machado H (2015) Anesthesia in a Young Infant with Unrecognized Pertussis Infection - Mild Cold or
Severe Infection? Reinforcing the Debate. J Anesth Clin Res 6: 574. doi:10.4172/2155-6148.1000574

Page 3 of 3
2.
3.

4.

5.
6.
7.
8.

Tait AR, Malviya S (2005) Anesthesia for the Child with an Upper
Respiratory Tract Infection: Still a Dilemma? Anesth Analg 100: 59-65.
Byrne MW, Ascherman JA, Casale WP, Cowles RA, Gallin PF, et al. (2012)
Elective Procedures and Anesthesia in Children: Pediatric Surgeons Enter
the Dialogue on Neurotoxicity Questions, Surgical Options, and Parental
Concerns. Panda Symposium Proceeding. S J Neurosurg Anesthesiol 24:
396-400.
Wang KS, Committee on Fetus and Newborn- American Academy of
Pediatrics, Section on Surgery-American Academy of Pediatrics (2012)
Assessment and Management of Inguinal Hernia in Infants. Pediatrics
130: 768-773.
Chen LE, Zamakhshary M, Foglia RP, Coplen DE, Langer JC (2009)
Impact of wait time on outcome for inguinal hernia repair in infants.
Pediatr Surg Int 25: 223-227.
Vaos G, Gardikis S, Kambouri K, Sigalas I, Kourakis G, et al. (2010)
Optimal timing for repair of an inguinal hernia in premature infants.
Pediatr Surg Int 26: 379-385.
Ein SH, Njere I, Ein A (2006) Six thousand three hundred sixty-one
pediatric inguinal hernias: a 35-year review. J Pediatr Surg 41: 980-986.
Zendejas B, Zarroug AE, Erben YM, Holley CT, Farley DR (2010) Impact
of childhood inguinal hernia repair in adulthood: 50 years of follow-up. J
Am Coll Surg 211: 762-768.

J Anesth Clin Res
ISSN:2155-6148 JACR, an open access journal

9.
10.
11.
12.
13.
14.

15.

16.

Lau ST, Lee YH, Caty MG (2007) Current management of hernias and
hydroceles. Semin Pediatr Surg 16: 50-57.
Crowcroft NS, Booy R, Harrison T, Spicer L, Britto J, et al. (2003) Severe
and unrecognised: pertussis in UK infants. Arch Dis Child 88: 802-806.
Wood N, McIntyre P (2008) Pertussis: review of epidemiology, diagnosis,
management and prevention. Paed Resp Rev 9: 201-212.
Wendelboe A, Njamkepo E, Bourillon A, Floret D, Gaudelus J, et al.
(2007) Transmission of Bordetella pertussis to young infants. Pediatr
Infect Dis J 26: 293-299.
Tozzi AE, Celentano LP, Ciofi degli Atti ML, Salmaso S (2005) Diagnosis
and management of pertussis. CMAJ 172: 509-515.
Cherry JD, Tan T, Wirsing Von Konig CH, Forsyth KD, Thisyakorn U, et
al. (2012) Clinical definitions of pertussis: Summary of a Global Pertussis
Initiative roundtable meeting, February 2011. Clin Infect Dis 54:
1756-1764.
Murray EL, Nieves D, Bradley JS, Gargas J, Mason WH, et al. (2013)
Characteristics of severe Bordetella pertussis infection among infants ≤
90 days of age admitted to pediatric intensive care units-Southern
California, September 2009-June 2011. J Pediatric Infect Dis Soc 2:1-6.
Singhi S, Benkatti G (2013) pertussis: can we restrain it? Pediatr Crit Care
Med 14: 434-436.

Volume 6 • Issue 10 • 1000574

