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Pneumococcal disease burden in Taiwan,
assessing new pneumococcal conjugate
vaccine

Streptococcus pneumoniae is an important etiological

agent of the majority of upper respiratory tract infection

(URTI) incidents, especially sinusitis and otitis media,

as well as many severe invasive disease, such as lobar

pneumonia, meningoencephalitis and septicemia, which

are among the main reasons of disease incidence and

mortality . Antibiotics abuse in ambulatory practice

caused a rapid antimicrobial resistance increase and

clonal selection of resistant strains. This is a frequent

reason for therapy failures in recent years.

In the face of an abrupt antimicrobial resistance

increase, an intensive research work on new ways of

antipneumococcal defence is especially needed. So far,

antipneumococcal vaccination has been the most

effective alternative for antibiotic therapy. The first

vaccine was introduced in 1983 and included capsular

polysaccharide antigens of 23 pneumococcal serotypes

responsible for the most serious infections and

associated with multiresistance. The newer generation

7-, 10- and 13-valent conjugated vaccines contain fewer

serotypes, but are more effective in children under the

age of 2 years.

Application of flexible bronchoscopy in
pediatric pneumonia

Wen-Jue Soong
 

In pediatric patients, lower respiratory tract infections

are characterized by significant morbidity and mortality.

Sometime it is relative inability to make an accurate

diagnosis and establish a specific etiologic pathogen

on clinical grounds alone. For these reasons, clinicians

have increasingly used flexible bronchoscopy (FB) to

improve the diagnosis and therapy.

FB has been applied in three primary clinical settings,

including: 1) the immuno-compromised or organ

transplant children; 2) ventilator-associated pneumonia;

and 3) severe, nonresolving community-/hospital-

acquired pneumonia in nonventilated children.

By assistance of the FB:

1) Direct visualized the tracheobronchial lumen and its

content: capable to rapidly make differential

diagnosis of infection (viral or bacterial), foreign body

impaction, hemorrhage, edema, acute respiratory

distress syndrome, or local lumen anomalies…etc.

2) A variety of specimen types may be obtained:

including bronchial washes or brushes, protected

specimen brushings, broncho-alveolar lavage, and

trans-bronchial biopsies. In each clinical setting,

specific laboratory protocols are required to provide

maximal information. These protocols should provide

for the use of a variety of rapid microscopic,

quantitative culture techniques, specific stains, and

selective culture to detect unusual organisms.
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3) Bronchial wash/suction and subsequent air inflation:

can toilet the central airway lumen and further rapidly

recruit the atelectasis lung and alveoli.

Conclusion: These FB applications have already made

a great impact in our clinical practice in pediatric lower

respiratory tract infection. FB can be a safe procedure

while the child is properly prepared, sedation, and

performed by skilled and trained scopist. We continue

to look for appropriate instruments and more advanced

accessories.

Childhood Tuberculosis in Hong Kong
Dr. Alfred Tam

Hon. Clinical Associate Professor in Paediatrics and

Adolescent Medicine, The University of Hong Kong

On behalf of the Hong Kong Society of Paediatric

Respirology

Hong Kong is a place with an intermediate burden of

Tuberculosis, with an annual notification rate of 82.1/

100,000 (2008). The trend has been declining steadily

in the past 4 decades. But it is still higher than many

developed areas in the world. Notification rate in children

has luckily remained low at 5.32/100,000 (2008), with

zero mortality for many years. This has been attributed

to the general economical improvement especially

improved child health, and the policy of neonatal BCG

vaccination. A prospective study of reported cases of

childhood tuberculosis was carried out by the Hong

Kong Society of Paediatric Respirology TB Study Group

from 1 January 1999 to 31 December 2001. A total of

208 patients between 0-14 years were collected, against

a total official notification of 239 cases during the study

period. Mean age at notification was 10.1±4.6 years,

with a median of 12 years. Overall male to female ratio

was 1:1.36, but that for children 12-14 was 1:1.92

compared to a ratio of 1.09:1 for children 0-11. Eight

children among the 208 reported cases were South

Asians, making this ethnic origin an independent risk

factor for childhood tuberculosis (OR 4.01, 95%CI

1.98-8.13, p=0.0001). There was also an over-

representation of immigrant children (47/208, OR 3.83,

p<0.0001). Fifty-eight cases (27.9%) were diagnosed

from contact tracing, with the parent being the most

common index case (36/58). The most frequent site of

infection was the lungs (n=137, 65.8%). Extra-

pulmonary infection was the only site in 55 cases

(26.4%), while 7 (3.4%) had both pulmonary and extra-

pulmonary involvement. Miliary tuberculosis was

diagnosed in 5 cases (2.5%). One hundred and eighty-

two cases had had BCG vaccination (87.5%), with the

majority vaccinated at birth (n=142). In only 32 (22.5%)

was no BCG scar found. Five patients had an underlying

immuno-compromised state, including 1 child with

Human Inmmunodeficiency Virus infection. Another

5 children had Down syndrome. Tuberculin skin test was

done in 132 cases, with 108 giving an induration of

≥10 mm. In 127 cases (61.1%) Acid-fast bacilli were

identified in smear, culture, histology or by Polymerase

chain reaction technique. Among the 109 positive

cultures, 1 was resistant to Isoniazid and 1 to

Streptomycin. Seventy-seven children (37%) received

a 3-drug treatment regimen (INAH, RIF, PZA; or INAH,

RIF, EBT), while 110 children (52.8%) received a 4 drug

treatment regimen (INAH, RIF, EBT, PZA; or INAH, RIF,

PZA, STM). Two children received 5 drug therapy. In

conclusion, although childhood tuberculosis notification

is low in Hong Kong, many cases were identified by

contact tracing. Female 12-14 years, South Asian origin,

immigrant children and Down Syndrome were

epidemiological risk factors. Drug resistance was

uncommon. Response to treatment was good and

complications remained low.

Severe respiratory viral infections in
children

 

Respiratory viral infections cause significant morbidity

and misery, affecting millions of children annually

worldwide. Although most infections are short-lived and

managed by the general practitioners, some children

are seriously affected and require hospitalization. These
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viruses account for a large workload in many of the

pediatric departments in regional hospitals and are

responsible for upper respiratory infections, croup,

bronchiolitis and pneumonia. Among these hospital

admissions, a small percentage of children would

require pediatric intensive care unit (PICU) support. We

report the clinical features and outcome of all children

with a laboratory proven diagnosis of respiratory virus

infection admitted to a university PICU. Every child with

a laboratory-confirmed viral infection was included.

Fifgy-four viruses were identified in 49 children (27 M,

22 F) over a 52-month period. The three respiratory virus

species, respiratory syncytial virus (RSV) (n=17),

influenza (n=13) and parainfluenza (n=12), accounted

for 86% of these 49 cases. PICU admissions due to

influenza A (n=10) were more common than influenza

B (n=3), whereas parainfluenza type 3 (n=7) was the

commonest subtype of parainfluenza infection.

Comparing these three common viruses, the mean age

of children admitted with RSV was lower than with

influenza or parainfluenza (1.2 years versus 5.6 years

versus 2.4 years, p=0.003). Pre-existing conditions such

as prematurity and chronic lung disease were only

present in children with RSV infection. These respiratory

viruses caused both upper (croup) and lower respiratory

t rac t  d i seases  (b ronch io l i t i s ,  pneumon ia ) .

Extrapulmonary presentations were less prevalent and

included encephalitis, seizures, cardiac arrest,

coex is t ing d iabetes ketoac idos is  and acute

lymphoblastic leukemia. One patient with RSV and

another with influenza A died during their PICU stay.

Nearly half of these patients required ventilatory support

or received systemic corticosteroids, and 88% received

initial broad spectrum antibiotic coverage. Approximately

one in five of them had nebulised adrenaline, airway

endoscopies or bacterial co-infections. Adenovirus was

isolated in 4 patients and two (both with adenovirus type

3) died during the PICU stay. We concluded that

respiratory viral infections were associated with

significant morbidity and life-threatening conditions.
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