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ABSTRACT

Acute respiratory tract infection remains a major cause of childhood hospitalization and mortality in young children. 
Human bocavirus (HBoV) is a virus belonging to the Parvoviridae family, which has been newly discovered to be associ-
ated with respiratory tract infection in children. Human bocavirus infection is usually seen as form of co-infection. The 
frequent associations of HBoV with other respiratory viruses might be explained by the persistence of HBoV in the re-
spiratory tract. HBoV primary events generally associated with mild respiratory illness. Here, we reported three patients 
who developed an extremely severe acute life-threatening respiratory failure due to HBoV infection. J Microbiol Infect 
Dis 2016; 6(3): 145-147
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INTRODUCTION

Human Bocavirus (HBoV) is a new viral genus of 
the Parvoviridae family that was discovered in 2005 
in upper respiratory secretions [1]. There is satis-
factory evidence demonstrating an association be-
tween HBoV1 and respiratory disease in children, 
and there is evidence that HBoV2 (and possibly the 
HBoV3 and HBoV4 species) are associated with 
gastroenteritis [2]. The precise clinical presentation 
of HBoV infection remains controversial. A variety 
of signs and symptoms have been described in 
patients with HBoV infection including rhinorrhea, 
cough, dyspnea, wheezing, pneumonia, acute oti-
tis media, vomiting, and diarrhea [3]. To the best of 
our knowledge, there is no documented case of life-
threatening HBoV infection related to acute respira-
tory failure in previously healthy patients in Turkey. 
In our country, only one postmortem case report 
was determined HBoV infection among pediatric 
patients [4]. Here, three patients who developed an 
extremely severe acute life-threatening respiratory 
failure due to HBoV were described. 

CASE 1
A 6-month-old male patient with acute respiratory 
distress including wheezing, cough and stuffiness 
without fever was seen. Systemic steroid, antibiot-
ics and short acting beta-2 agonist (SABA) inhaler 
were commenced. In the follow up, he showed pro-

gression to respiratory distress, acidosis with total 
atelectasis of the left lung on chest radiography 
(Figure 1). Nasopharyngeal swab PCR of HBoV and 
RSV were both positive. He was monitored in Pe-
diatric Intensive Care Unit (PICU). After prolonged 
treatment such as multiple antibiotic therapies, me-
chanic ventilation support, he was discharged.

Figure 1. Chest graph of first patient

CASE 2
A 6-year-old male patient was admitted with fever, 
cough and tachypnea. He had long expiration time 
and intercostal retractions with remarkably dimin-
ished breath sounds in the left lung. Chest radio-
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graphs showed consolidation of the left hemithorax 
with air trapping (Figure 2). He was treated with an-
tibiotics (ceftriaxone and clarithromycin) and SABA 
inhalation and required mechanical ventilation. M. 
pneumonia IgM and PCR of HBoV were positive. 
He was fully recovered on the 10th day and dis-
charged.

Figure 2. Chest graph of second patient

Figure 3. Chest graph of third patient

CASE 3
A 2-year-old girl who developed acute respiratory 
distress was admitted to the emergency depart-
ment. She had bilateral rhonchus and decreased 
breath sounds with prolonged expiration. Paren-
teral antibiotic (ceftriaxone), steroid and inhalation 

of SABA were initiated. Chest radiography revealed 
bilateral infiltrates (Figure 3). She developed severe 
respiratory failure despite the treatment and man-
aged in PICU with mechanical ventilation. A naso-
pharyngeal aspirate was positive for HBoV by PCR. 
The girl was extubated on the 6th day and com-
pletely recovered on the 10th day of hospitalization.

DISCUSSION

Acute respiratory tract infection is a common dis-
ease among children requiring hospitalization. Viral 
agents generally play an important role in diseases 
pathogenesis. HBoV is a common pathogen caus-
ing viral respiratory tract infections in infants and 
young children. 

There is a discussion about HBoV as being a 
pathogen that causes infection, either alone or in 
conjunction with other virus types. HBoV infection 
is usually seen as form of a co-infection in respi-
ratory and gastrointestinal diseases [5-7]. HBoV1 
has been associated with a prolonged period of 
persistence in the mucosa of the respiratory tract. 
Virus persistence plays a role in the high frequency 
of co-infections with proper pathogens of the upper 
and lower respiratory tracts. RSV has the highest 
frequency of HBoV1 co-infections [2]. In a study of 
Brieu et al., HBoV was detected in 55 (10.8%) of 
the 507 children with respiratory tract disease and 
co-infection with another virus was observed in 22 
(40%) of the HBoV-positive children [8]. Calvo et al. 
reported 310 HBoV infections (13.5% of viral detec-
tions), and 230 of them (74%) were co-infections 
with other viruses in respiratory tract specimens in 
hospitalized children [9]. In a systematic review and 
meta-analysis, it was determined that HBoV was 
frequently detected in asymptomatic children, and 
so did not have significantly positive attributable 
fraction among the exposed in acute lower respira-
tory infections [10]. Overall viral co-infections do not 
present greater severity, but have mixed clinical fea-
tures. HBoV-single infections are not significantly 
different from those with co-infections with respect 
to clinical features [9,11]. In our two patients, HBoV 
was determined in conjunction with other pathogens 
(one viral, one bacterial). In our cases, HBoV infec-
tion either single infection or co-infection with virus 
or bacteria showed no effect on clinical outcomes.

HBoV1 primary events generally associated 
with mild respiratory illness [3]. On the other hand, 
severe and life-threatening case reports have been 
documented in pediatric patients with acute respi-
ratory distress [12,13]. Our all patients had severe 
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respiratory distress that required PICU admissions. 
Fortunately, all patients survived.

HBoV has been detected in nasopharyngeal 
aspirates, bronchoalveolar lavage, blood, stools 
and urine samples derived from children worldwide. 
In our patients, specimens consisted of nasopha-
ryngeal aspirates taken at admission. Influenza A/B 
virus, Parainfluenza virus types 1- 4, RSV A/B vi-
rus, Rhinovirus, Coronavirus (HKU1, OC43, NL63, 
229E], Human Bocavirus, Enterovirus, Parecho-
virus, Adenovirus, Human Metapneumovirus and 
SWH1N1 virus were investigated in nasopharyn-
geal aspirates in all patients. Presence of HBoV1 
in nasopharyngeal aspirates did not correlate with 
gender [14]. In a study, proportion of males was 
higher in HBoV single infection, and co-infections 
were more frequent in females [9]. Conversely, our 
first and second patients were male with co-infec-
tion and the last one was girl with single infection.

HBoV is considered as an “emerging viral 
pathogen” because it is only proven to be associ-
ated with infections but not yet proven to be a cause 
of them. However, we aimed to emphasize this vi-
rus may cause a severe infectious disease among 
pediatric patients who subsequently develop acute 
respiratory failure and required mechanical ventila-
tion support.
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