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Abstract 

Background: Bronchiolitis is one of the most common lower respiratory tract infection in the children 

aged two months to twenty four months.The illness is often caused by viral infection with varying clinical 

presentation. 

Objectives: The objective of this study is to analyse the demographic characteristics, clinical features and 

risk factors in children with bronchiolitis. 

Materials and Methods: This was a descriptive study conducted in children attending Paediatrics 

department at a tertiary care centre in Chidambaram, Tamilnadu with clinical diagnosis of bronchiolitis 

aged 2 to 24 months. Children were enrolled as per inclusion criteria.The demographic characteristics, 

clinical features and major risk factors of admitted children were studied.  

Results: Seventy five children with clinical diagnosis of bronchiolitis were enrolled for study. Forty six 

(61%) children were male. Mean age was 6.32 ± 4.09months. Male to female ratio was 1.5:1.Risk factors 

predisposing to bronchiolitis were analysed in the admitted children. Twenty-one (28%) children were 

premature at birth. Nineteen (25%) children had Low birth weight (<2500 grams). Overcrowding in house 

was present in seventeen (22%) children and eighteen (24%) had exposure to passive smoking. Eight 

(10%) children were malnourished. The most common clinical symptoms observed were cough, dyspnoea 

and fever. Major clinical signs at the time of admission were chest retractions, wheezing and tachypnea. 

Conclusion: Bronchiolitis was primarily seen in children of age 2-6 months, with male predominance. 

Major risk factors observed were prematurity, low birth weight and passive smoking. Cough, dyspnoea 

and fever were most common symptoms.Chest retractions and wheeze were major signs. 
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Introduction 

Bronchiolitis is a clinical diagnosis described as 

“a constellation of clinical symptoms and signs 

including a viral upper respiratory prodrome of 

rhinorrhea, cough, fever which is followed by 

increased respiratory effort manifested as 

grunting, nasal flaring, intercostal and subcostal 

retractions, wheezing and diffuse bilateral crackles 

in children less than 12 months of age” by the 

European Respiratory Society (ERS) and in 
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children no less than 24 months by the American 

Academy of  Paediatrics (AAP).
[1,2]

 

The epidemiologic factors associated with 

Bronchiolitis were prematurity, passive smoking, 

young age, low birth weight,male sex,lack of 

breastfeeding, chronic lung disease, congenital 

heart disease, viral coinfection, maternal smoking 

during pregnancy, mechanical ventilation in the 

neonatal period, maternal history of atopy and/or 

asthma during pregnancy, season of birth, low 

socioeconomic status, Down syndrome and 

environmental pollution.
[3]

 

Main pathology in bronchiolitis was bronchial 

obstruction due to increased mucus secretion, 

alveolar cell death and debris. This will result in 

air trapping, atelectasis, ventilation-perfusion 

mismatch and hypoxia 
(4)

. Diagnosis of 

bronchiolitis was clinical and characterized by 

fever, tachypnea, and wheezing. Other symptoms 

and signs are cough, cyanosis, and irritability
(5)

 

The study was conducted to determine 

demographic features, clinical manifestations, and 

risk factors in our children who were admitted due 

to bronchiolitis. 

 

Materials and Methods 

The study was conducted in Department of 

Pediatrics, Rajah Muthiah Medical College and 

Hospital, Chidambaram for the study period of 18 

months. 

Inclusion criteria 

Children with history of a preceding viral upper 

respiratory infection followed by chest retractions 

and wheeze in the age group of 2 to 24 months 

were included for the study. 

Exclusion criteria 

Children who had history of recurrent or previous 

episode of wheeze, Congenital heart disease, 

Immunodeficiency, Grade III or grade IV Protein 

energy malnutrition, Whose parents denied 

consent, Who present with Pulse >200/min, 

Respiratory rate >80/min, Oxygen saturation < 

94% despite oxygen therapy, profound lethargy, 

altered sensorium, and convulsions were excluded 

from study. 

Detailed history was taken and details were filled 

in the case proforma. 

Clinical features at the time of admission were 

examined and recorded. 

 

Results 

In present study, seventy five children with 

bronchiolitis were evaluated for clinical features 

and risk factors. Children in the age group 2 – 6 

months were more commonly affected. Forty six 

(61%) children were less than 6 months of age. 

Mean age in our study was 6.32±4.09 months. 

Forty five (60%) of admitted children were male 

with a male to female ratio of 1.5:1. 

Clinical features of admitted children were 

studied. Most common symptom was cough 

(100%), followed by dyspnoea (96%) and fever 

(80%) 

Most common signs observed were wheeze 

(100%) and chest retractions (98.7%) followed by 

tachypnea (96%). Clinical features were tabulated 

in Table 1 

Table – 1: Clinical Profile 

Clinical features 
Number Percentage 

Symptoms 

Cough 75 100 

Cold 74 98.7 

Fever 60 80 

Dyspnea 72 96 

Lethargy 51 68 

Noisy breathing 38 50.7 

Signs  

Consciousness 75 100 

Febrile 58 77.3 

Cyanosis 04 5.3 

Tachypnea 72 96 

Grunting 16 21.3 

Accessory Muscles 

usage 
55 73.3 

Chest Retractions 74 98.7 

Wheeze 75 100 

 

Risk factors predisposing to bronchiolitis in 

admitted children were evaluated in which we 

observed, twenty-one (28%) children were born 

prematurely below 37 weeks and nineteen (25%) 

children had birth weight less than 2500 grams. 

seventeen (22%) children had overcrowding in 
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their house and eighteen (24%) had exposure to 

passive smoking. Eight (10%) children were 

malnourished. Risk factors in admitted children 

were presented in Table 2. 

Table – 2: Associated Risk factors in children 

with Bronchiolitis 

Risk factors 
Number of 

children 
Percentage 

Pre Term 21 28 

Low Birthweight 19 26 

Over Crowding 17 22.7 

Passive smoking 18 24 

Nutrition 8 10.7 

 

Discussion 

Bronchiolitis, one of the common lower 

respiratoryinfections is an important cause of 

morbidity and also acommon cause of 

hospitalization in infants and children
(6)

. 

In the present study, seventy five children with 

clinical diagnosis of bronchiolitis were evaluated. 

Children of age 2-6 months constituted the major 

group in our study. Forty six children (61%) had 

age less than 6 months. Nasrin Hoseiny Nejad 

(77%) 
(7)

 and Boniface Flevey Makam et al 

(54.8%)
(8)

 studies showed similar results where 

they conclude that Bronchiolitis typically affects 

children younger than two years with a peak 

incidence between two and six months of age
.
. 

Male children were most commonly affected in 

current study accounting for 60% of all 

admissions, similar to Ganavi et al
(1)

 study where 

they had 63.6% of male babies. The male: female 

ratio in our study was 1.5:1, which was similar 

with Constanze Sommer et al,
(9) 

Iqbal et al
(10)

 and 

Makem
(7)

et al studies where they got the male: 

female ratio of 1.42:1, 1.3:1 and 1.26:1 

respectively. 

Clinical manifestations at the time of admission 

were observed in the current study. All the 

seventy five children had cough (100%), and 

dyspnoea (96%), fever for 80% of children similar 

to studies done by Gokce et al,
(11)

 in which all the 

children in their study had cough (100%) and 

fever for 88% children. In Ganavi et al
(1)

 study all 

the children had cough and in Soleimani et al
(12)

 

study, 89% babies had cough, with fever for 72% 

and dyspnoea for 71% of children. 

In Gokce et al
(11)

 and Soleimani et al
(12)

 study 

wheezing was present in 58% and 79% of children 

in contrast to our study where all the children 

presented with wheeze (100%). In Iqbal et al
(10)

, 

study, 91%  children had respiratory distress at the 

time of presentation. Tachypnoea was present in 

96% and chest retractions in 98.7% of children in 

our study similar to Ganavi et al study
(1)

 where 

they found tachypnea and chest indrawing in 

100% of children. Severe signs like cyanosis and 

apnea are less common in our study, only 4 have 

cyanosis and none of the children had apnea. But 

in Gholamreza Soleimani
(12)

et al study, they 

observed apnea in 14% of children.  

 

Recommendations 

Risk factors like premature delivery and low birth 

weight can be decreased by good antenatal care 

and regular follow up. Awareness about 

household smoking and its harmful effect on 

infants should be educated to parents. Improving 

nutrition and encouraging exclusive breast feeding 

in children decreases the incidence of respiratory 

infection. 

 

Conclusion 

Bronchiolitis was primarily seen in children less 

than one year with majority of them in 2-6 months 

of age group with male predominance. Major risk 

factors observed were prematurity, low birth 

weight and passive smoking. Cough, dyspnoea 

and fever were most common symptoms 

observed. Most common signs noticed in the 

present study were wheeze, chest retractions and 

tachypnea.  
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