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Abstract
Background: Bronchiolitis, caused mostly by Respiratory
syncytial virus (RSV) virus is the leading cause of lower
respiratory tract infection in infants. The disease is mostly
presents with cough runny nose, fever, breathing difficulties and
respiratory failure This infection usually affects children up to
age of 24 months, with younger infants often more severely
affected and is the most prevalent cause of hospitalization in
infants under the age of 12 months. The treatment is supportive;
therefore, epidemiology, clinical, laboratory, and radiologic
findings can help to ensure appropriate diagnosis and proper
treatment. Methods: This descriptive cross-sectional observation
study was conducted at Paediatrics department of Sher-E-Bangla
Medical College & Hospital (SBMCH), Barishal, Bangladesh
between October 2018 to March 2019 To find out the clinicoepidemiological and radiological profile of Bronchiolitis.
Children below 24 months of age diagnosed as bronchiolitis were
studied. Results: 200 children were evaluated, including 150 boys
and 50 girls; Infants below 6 months accounted for the highest
proportion (60%). All the bronchiolitis patients had cough or cold
with respiratory distress. Other symptoms were fever (98.0%),
restlessness (63.0%), poor feeding (60%) and fast breathing. On
examination lower chest indrawing and rhonchi were found in all
cases. Hyperinflation was the most prevalent radiological finding
(60%) and more than half (55%) patients had lymphocytosis on
CBC. Conclusion: Most children present with typical clinical and
radiological feature of bronchiolitis which can help the clinicians
to clinically identify this disease more efficiently.
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INTRODUCTION
Bronchiolitis is a lower respiratory tract
infection characterized by obstruction of small
airways caused by acute inflammation, edema
and necrosis of the epithelial cells lining the
small airways as well as increased mucus
production and bronchospasm.[1] Bronchiolitis
most commonly presents in infants aged three
to six months. It occurs in association with
viral infections (respiratory syncytial virus;
RSV, in, around 50% of cases) and is seasonal.
Many viruses cause the same constellation of
symptoms and signs.[2,3] The most common
etiology is the respiratory syncytial virus (RSV)
with the highest incidence between December
and March. Ninety percent of children are
infected with RSV in the first 2 years of life and
up-to 40% of them will have lower respiratory
infection. Infection with RSV does not grant
permanent
or
long
term
immunity.
Re¬infections are common and may be
experienced throughout life. Other organisms
causing
bronchiolitis
are
human
metapneumovirus
(HMPV),
influenza,
adenovirus,
parainfluenza,
rhinovirus,
enteroviruses, herpes simplex, mumps virus
and mycoplasma pneumonae.[4] Bronchiolitis
caused by RSV infection can manifest itself in a
number of ways, ranging from moderate upper
respiratory tract infections to severe and
possibly life-threatening lower respiratory tract
infections requiring hospitalization and
mechanical ventilation.[5] By the age of two, the
majority of children will have had at least one
RSV infection.[6] While most acute bronchiolitis
cases are mild and can be cured by home
treatment,[7,8]
acute
respiratory
distress
syndrome causes 2-3% of pediatric patients to
be admitted to hospitals, with 5% of them

requiring transfer to intensive care units. It is
imperative to have the Knowledge regarding
the patient’s age, gender, presenting signs and
symptoms to identify and properly manage
bronchiolitis as a clinical syndrome in
everyday practice. With the above scenario, we
propose to explore the epidemiological and
clinical characteristics of acute bronchiolitis
presenting at the Department of Pediatrics,
Sher-E-Bangla Medical College Hospital,
Barishal, a southern medical college hospital of
Bangladesh, between October 2018 to March
2019.
MATERIAL AND METHODS
This descriptive cross-sectional observation
study was conducted at Pediatrics department
of Sher-E-Bangla Medical College & Hospital
(SBMCH), Barishal between October 2018 to
March 2019. A total of 200 cases were studied,
study population included children below 2
years of age. Consecutive cases of newly
diagnosed bronchiolitis patients below two
years of age, attending paediatric inpatient and
outpatient department during the study period
with the complaints of cough, sneezing,
rhinorrhea progressing to lower chest in
drawing and/or fast breathing were included
as study cases. The inclusion criteria were
developed on the basis of National guidelines
for the management of bronchiolitis.[8] Those
with chronic neurologic, renal, heart, or lung
disease and patients with immune deficiency
were excluded.
Data on clinical parameters and demographic
factors were collected with a predetermined
structured data collecting instrument. After
taking proper written consent of parents, the
questionnaire was filled up through face to
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face interview. Clinical examination was done
meticulously in all cases. Complete blood
count & chest radiograph were also obtained.
After collection of data, they were edited
through checking and rechecking. Data
analysis was being done by computer aided
statistical software Statistical Package for Social
Sciences version 22.0 for Windows (SPSS Inc.,
Chicago, Illinois, USA). Data was presented in
form of tables and graphs.
RESULTS
There were 200 children from 1 to 24 months of
age admitted to Department of Pediatrics of
Sher-E-Bangla Medical College & Hospital
(SBMCH), Barishal between October 2018 to
March 2019. Table 1 shows the socio-economic
background from which the subjects of both
group came. Most of the children reside in the
rural area (81.0%). Majority (58.0%) of the
cases belongs to low income group (monthly
income Tk. 5000 or less). Table 2 depicts the
epidemiological features of all studied patients.
Among the patients, 150 (75%) were males, and
50 (25%) were females. All children evaluated
during the research are divided into four
groups based on the age distribution of
bronchiolitis incidence. Children under the age
of 6 months made up the first group, children

aged 6 to less than 12 months made up the
second group, children aged 12 to less than 18
months made up the third group, and children
aged 18 to 24 months made up the fourth
group. In our study, there were 120 (60%)
children in the first group, 32 (16%) children in
the second group, 18(9%) children in the third
group, and 10 (5%) children in the fourth
group. Figure 1 shows that all the bronchiolitis
patients had cough or cold with respiratory
distress. Other symptoms were fever (98.0%),
restlessness (63.0%), poor feeding (60%), runny
nose (57.0%) and blocked nose (17.0%). The
physical findings elicited in the studied cases
were fast breathing (100%), lower chest
indrawing (100%), wheeze or rhonchi (100%),
palpable spleen (45%), enlarged liver (38.0%)
and crepitations (25%). (Figure 2) Radiological
findings observed in studied cases were shown
in table 4. It shows most patients had
hyperinflation on chest X-ray (60%). Other
common findings are increased translucency
(41.0%), streaky densities (13.0%), patchy
opacities (5%), and collapse (3.0%). No
abnormalities on CXR were found in 17.0%
cases. CBC revealed lymphocytosis in 110
patients (55%), Leukopenia in 70 (35%) cases
and others had nor¬mal results in CBC (10%)
(Figure 3).

Table 1: Socio-economics profile of both cases and control (N=200).
Parameters
Schooling of fathers of year (MeanSD)
Schooling of mothers of year (MeanSD)
Profession of father’s
Service
Business
Farmer
Others

Cases (n=200)
8.94.9
8.54.2
39.0%
18.0%
10.0%
33.0%
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Professional of mother’s
Housewife
Others
Monthly family income
Tk. 5000 or less
Tk. 5001-10000
>Tk. 10000
Residence
Rural
Urban
Urban slum

88.0%
12%
25.0%
63.0%
12.0%
43.0%
47.0%
10.0%

Figure 1: Symptoms in studied cases (n=200)

Figure 2: Signs in studied cases (n=200)
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Table 2: Sex distribution of the studied cases (n=200).
Sex
Number
Percentage
Male
150
75.0%
Female
50
25.0%
Table 3: Age distribution of the studied cases (n=200).
Age in months
Number
120
6
7-11
32
12-17
18
18-24
10
Table 4: Radiological findings in studied cases (n=200)
Findings
Number
Hyperinflation
120
Increased translucency
82
Streaky densities
26
Consolidation
20
Collapse
6
Patchy opacities
10
Normal
34

Ratio
3:1

Percentage
60
16
9
5

Percent
60.0
41.0
13.0
10.0
3.0
5.0
17.0

Figure 3: CBC findings in studied cases (n=200)
DISCUSSION
This cross-sectional observation study was
conducted at Paediatrics department of Sher-EBangla Medical College & Hospital (SBMCH),
Barishal between October 2018 to March 2019.

A total of 200 cases were studied, study
population included children below 2 years of
age. Children under the age of 12 months were
the most common age group of patients
hospitalized with bronchiolitis, with children
under the age of 6 months being the most
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prevalent. It is shown in our study that that
most of the cases are less than 6 months old
which is in concordance with the findings of
previous studies.[9,10,11,12] Table 3 shows definite
male preponderance among the case group
with a male female ratio 2:1, which is in
concordance with the previous findings that
male children are always more vulnerable to
develop bronchiolitis than female peers as
observed in other studies.[13,14,15,16,17,18,19] We
have found that there were usual presentations
of bronchiolitis where cough and runny nose
are the main symptoms and rhonchi and lower
chest in drawing are the principal examination
findings. Nguyen et al found that that
wheezing was the most frequent symptom
when patients were hospitalized, accounting
for 261 (69.2%) of all patients, whereas
wheezing and fever were the least common,
accounting for 11 (2.9%) of all patients. Clinical
symptoms and signs such as wheezing,
labored breathing, tachycardia, and sibilant
rales were present in virtually every pediatric
patient with acute bronchiolitis, especially
tachypnea, runny nose, and cough was seen in
100 % of patients.[19] Singh et al found in a 2021
study in North India that the most common
symptom in bronchiolitis was respiratory
distress (100%) followed by cough (100%),
fever (85%), cold (75%), nasal discharge (75%),
vomiting in (40%).[20] Soleimani et al found in
2014 that the most common clinical signs were
cough (89%), wheezing (79%), rhinorrhea
(73%), fever (72%), and dyspnea (71%),
consecutively.
In
radiologic
studies,
hyperinflation was the most prevalent
finding.[21] Table 4 shows that the most
common radiological findings in the study
subjects were increased translucency and

hyperinflation which is consistent with the
findings of Farid et al.[22] Soleimani et al found
in
2014
that
in
radiologic
studies,
hyperinflation was the most prevalent
finding.[21] Nguyen et al found that 32.9% cases
presented features of air trapping in the
lungs.[19] Lymphocytosis in 110 patients (55%),
Leukopenia in 70 (35%) cases and others had
normal results in CBC (10%) (Figure 3). In
their study Soleimani et al reported
Lymphocytosis in 67 patients (67%) and all
others had normal results in CBC (33%).[19]
Finally, the correct diagnosis of bronchiolitis
can be made by considering the most common
epidemiological factors such as age, gender,
clinical findings laboratory and radiologic
signs, and therefore ensuring proper diagnosis
and appropriate treatment.

Limitations of the study
The study had a too small sample size. The
study was conducted in a single center which
doesn’t reflect the original scenario of
Bangladesh. So here need a large multi scale,
multi center countrywide study for authentic
outcome.
CONCLUSIONS
Most children present with typical clinical and
radiological feature of bronchiolitis which can
help the clinicians to clinically identify this
disease more efficiently. Finally, the correct
diagnosis of bronchiolitis can be made by
considering the most common epidemiological
factors such as age, gender, clinical findings
laboratory and radiologic signs, and therefore
proper
diagnosis
and
appropriate.
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