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Dear Sirs

A recent article in The Journal of Laryngology & Otology,
‘An approach to the management of paroxysmal laryn-
gospasm’ by Obholzer er al.,' implied that gastroesopha-
geal disease is the main cause of the condition. I believe
that the approach described ignores other causes (particu-
larly whooping cough) and could lead to serious misdiag-
nosis and public health consequences. Obholzer et al
describe paroxysmal spontaneous laryngospasm as a
very rare complication of gastroesophageal disease and
report 15 patients with the condition.! Presumably, the
patients did not have an associated cough, because no
mention is made of it. However, in describing the symp-
toms of the condition, they quote Maceri and Zim,” who
described eight patients with laryngospasm attributed to
gastroesophageal reflux; all of these patients had a
‘violent cough’, and several had an antecedent upper
respiratory tract infection. These are features of a
common cause of laryngospasm — whooping cough (there
were 2085 notifications of whooping cough in the
Australian state of New South Wales in 2007 from a
population of approximately seven million,* and 60
million cases a year worldwide).* Maceri and Zim make
no mention of whooping cough being excluded or con-
sidered. Obholzer et al. should clarify whether any of
their patients had cough associated with their laryngos-
pasm; if so, they may well have had whooping cough. Fur-
thermore, I believe it is likely that at least some of Maceri
and colleagues’ patients (with violent cough) did indeed
have whooplng5 cough — ‘pertussis’ is said to mean
‘violent cough’.

I write because I believe that, before making a diagnosis
of laryngospasm caused by reflux (which Obholzer et al.
state is very rare), one should consider the possibility of
whooping cough; if there is a cough associated with laryn-
gospasm (stridor), then this is a likely diagnosis. This is
especially important with respect to public health;
missing a diagnosis of whooping cough deprives one of
the chance to take measures to prevent spread of the con-
dition, which is highly infectious and which can be fatal
(w1th more than half a million deaths worldw1de especially
in children under the age of six months) Presentatlon may
be atypical especially in the adult with waning immunity as
childhood vaccination loses potency, and these adults are
the most common source of disease in infants too young
to be immunised.*~® Such atypical presentation can predis-
pose to missed diagnoses. An apparent response to anti-
reflux treatment does not exclude whooping cough,
because such treatment may be helpful (although it was
not particularly so in a serologically confirmed whooping
cough patient to whom I gave it), and because the natural
history of whooping cough is of slow improvement and res-
olution with time — the old Chinese name for the disease is
‘the 100-day cough’.’

Readers should make sure that they are not dealing
with whooping cough, which is a common, highly
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infectious, dangerous cause of laryngospasm, before diag-
nosmg a rare cause of the condition. I believe we often
miss diagnosing it.”

H C Harrison,

Ear, Nose and Throat Department,

Sydney Children’s Hospital,

High Street, Randwick,

Sydney,

New South Wales,

Australia.

References

1 Obholzer RJ, Nouraei SAR, Ahmed J, Kadhim MR,
Sandhu GS. An approach to the management of paroxysmal
laryngospasm. J Laryngol Otol 2008;122:57-60

2 Maceri DR, Zim S. Laryngospasm: an atypical manifes-
tation of severe gastroesophageal reflux disease (GERD).
Laryngoscope 2001;111:1976-9

3 NSW Health Department Notifiable Diseases Database
System (NDD) (HOIST), Communicable Diseases Branch
and Epidemiology and Surveillance Branch, NSW Health
Department ~ www.health.nsw.gov.au/infect/diseases.html
(under the heading “NSW data” for pertussis)

4 Long S. Pertussis (Bordetella pertussis and B. parapertussis).
In: Behrman RE, Kleigman RM, Jenson HB, eds. Nelson
Textbook of Pediatrics, 16th edn. Philadelphia: WB Saun-
ders, 2000;838-42

5 Halperin SA. Pertussis and other bordetella infections.
In: Kasper DL, Fauci AS, Longo DL, Braunwald E,
Hauser SL, Jameson JL et al., eds. Harrison’s Principles of
Internal Medicine, 16th edn. New York: McGraw-Hill,
2005;874-6

6 Feigin RD. Pertussis (whooping cough). In: Behrman RE,
Vaughan VC, eds. Nelson Textbook of Pediatrics, 12th
edn. Philadelphia: WB Saunders, 1983;658-61

7 Cherry JD, Heininger U. Pertussis and other bordetella
infections. In: Feigin RD, Cherry JD, Demmler GJ,
Kaplan SL, eds. Textbook of Pediatric Infectious Diseases,
Sth edn. Philadelphia: WB Saunders, 2000;1588-1608

Authors’ reply

Dear Sirs
We thank Mr Harrison for his comments regarding the
potential role of pertussis in the aetiology of laryngospasm.

The two pieces of information required to assess the
likelihood of pertussis in such patients — i.e. the duration
of symptoms and the presence of a cough — were absent
from this paper. Pertussis infection is typically characterised
by a six week course with catarrhal, paroxysmal and conva-
lescent phases, each lasting approximately two weeks.

The duration of symptoms was greater than six months in
all but two of our patients, one of whom had a two month
history without a cough, and the other a three month
history with a cough. Overall, nine of the 15 patients associ-
ated coughing with at least some of their episodes. This is to
be expected, as both laryngospasm and cough reflect laryn-
geal irritation. Symptoms of paroxysmal laryngospasm
lasting for months to years are, we feel, unlikely to be sec-
ondary to pertussis.

Atypical pertussis is therefore a possible diagnosis in one
33-year-old patient; however, we feel the diagnosis can be
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excluded in the other patients of our series, based on the clini- R Obholzer,

cal history. We appreciate the importance of considering J Ahmed,

the diagnosis of whooping cough, particularly in patients G Sandhu,

presenting with a relatively short history of symptoms, ENT department,

and apologise for omitting the information pertinent to Charing Cross Hospital,
excluding it. London.
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