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Empirical Antibiotic Therapy in Transient Tachypnea of the Newborn

Ha-Su Kim, M.D., Chae-Ku Jo, M.D., Myo Jing Kim, M.D.

Department of Pediatrics, College of Medicine, Dong-A University, Busan, Korea

Purpose: Transient tachypnea of the newborn (TTN) is a respiratory disorder resulting from delayed

clearance of fetal lung fluid. Initiation of empiric antibiotic therapy for possible early-onset sepsis is usually

recommended until negative blood cultures for 48 hours. The aim of this study was to compare outcomes of

infants with TTN managed with a risk-factor-based restrictive antibiotic use policy.

Methods: A single institution retrospective study was conducted on full-term infants admitted with TTN from

January, 2008 to December, 2013. Infants were stratified into two groups based on whether they received or

did not receive antibiotics. The decision to administer antibiotics depended upon the covering physician at

admission. The clinical and laboratory outcomes were evaluated between two groups.

Result: A total of 98 full-term infants diagnosed with TTN were admitted to the neonatal intensive care unit;
of them 39 (39.8%) received and 59 (60.2%) did not receive antibiotics. Physicians had tendency to start
antibiotics in patient with mild-to-moderate chest retraction, need oxygen therapy, high white blood cell count,

segmented neutrophil and positive C-reactive protein. All of them had negative blood cultures, no readmission,

and no late-onset sepsis. The duration of hospital stay was longer in patients received antibiotics group

(10.7+3.0 days vs. 9.0+4.4 days, P=0.04).

Conclusion: This study suggests that empiric antibiotic therapy may not be recommended for full-term infants

with classic TTN without perinatal risk factors. With the application of strict criteria for classic TTN and the

close observation, the empiric use of antibiotics may be avoidable.
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Table 1. Clinical characteristics of study subjects
Antibiotics  No antibiotics p
N=39 (%) N=59 (%)
GA, weeks 38"%41.1 38"%+1.0 0.85
Bwt, g 3,271.94534.3  3,225.0+446.5 0.64
AS (1/9) 8.1£1.0/9.3+0.8 7.8+1.4/9.1+0.9 0.29
Male 24 (61.5) 35(59.3) 1.0
Delivery 0.88
NSVD 16 (41.0) 26 (44.1)
C/S 23(59.0) 33(55.9)
SGA 2(5.1) 4(6.8) 0.76
Twin 0(0) 4(6.8) 0.15
Maternalage, yr 31.943.6 32.4+3.7 0.52
Primiparous 15(38.9) 28 (47.5) 0.41
PROM 0(0) 2(3.3) 0.52
Clinical chorioam- 0(0) 0(0) -
nionitis
PIH 1(2.6) 0(0) 0.40
GDM 3(7.7) 2(3.3) 0.38

Abbreviations: N, number; GA, gestational age; Bwt, birth
weight; AS, Apgar score; NSVD, normal spontaneous
vaginal delivery; C/S, cesarean section; SGA, small for
gestational age; PROM, premature rupture of mem-
brane; PIH, pregnancy induced hypertension; GDM,
gestational diabetes mellitus

mm’ vs. 18,185.8+5452.6/mm’, P=0.04), t} & Wg
T ®8(71.179.3% vs. 66.3111.2%, P=0.03)°] H|A}F
grell val =94, CRP °41(0.8011.04 mg/dL vs.
0.28%0.59 mg/dL, P<0.01) 9+ CRP /85 (cut—off 0.5
mg/dL, 46.2% vs. 11.9%, P<0.01)°] 2Jv] A %9k
(Table 3).
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Table 2. Clinical symptoms at admission
Antibiotics  No antibiotics p
N=39 (%) N=59 (%)
RR, /minute 70.2¢17.5 64.5£13.2  0.07
Chestretraction 0.03
None 5(12.8) 19 (32.2)
Mild-to-moderate 34 (87.2) 40 (67.8)
Severe - -
Grunting 0.79
None 26 (66.7) 43(72.9)
With stimulation 7(17.9) 8(13.4)
Continuous 6(15.4) 8(13.4)
Oxygen therapy 35(89.7) 42(71.2) 0.04
CPAP 8(20.5) 3(5.1) 0.02
Hospital duration, 10.7£3.0 9.0+4.4 0.04
days
Readmission 0 0 -
Late sepsis 0 0 -
Death 0 0 -

Abbreviations: N, number; RR, respiratory rate; CPAP,
continuous positive airway pressure

Table 3. Laboratory findings af admission

Antibiotics, No antibiotics,

N=39 N=59 P
Positive B/C 0 0 -
WBC, /mm® 21,015.6£7,917.4 18,185.8£5,452.6 0.04
Segment 711493 66.3+11.2 0.03
neutrophil, %
CRP, mg/dL 0.80£1.04 0.28£0.59  <0.01
Positive CRP, % 46.2 11.9 <0.01

Abbreviations: N, number; B/C, blood culture; CRP,
C-reactive protein
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