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ABSTRACT

Objective: Bronchiolitis stands out as the most prevalent lower respiratory tract infection among young children.Severe bronchiolitis, or
bronchiolitis requiring admission to the hospital, affects 2-3% of all infants. The aim of this study was to evaluate individuals who were
followed up in the pediatric intensive care unit (PICU) due to severe bronchiolitis in terms of asthma development.

Material and Methods: Patients who were admitted Ankara Bilkent City Hospital PICU between January 2013 and December 2022,
who were diagnosed with severe bronchiolitis and who had no additional systemic disease were included in the study. Demographic and
clinical characteristics of patients, intensive care support treatments, duration of hospital stays, atopic conditions, and respiratory viral
panel cultures was documented. The current clinical condition of the patients was documented through hospital records and telephone
interviews conducted with their caregivers. The existence of asthma symptoms and the utilization of treatments within the last 12 months
were evaluated according to the guidelines of the Global Initiative for Asthma (GINA) and the International Study of Asthma and Allergies
in Childhood (ISAAC) questionnaire.

Results: The mean age of the 60 patients admitted to the intensive care unit who met the study criteria was 13.5+7.2 months. The mean
age of the children at the time of the study was 42.5 months. Male gender was more predominant (n=39, 65%). The mean number of
days that respiratory support was received in intensive care was 4.9 (+3.5) days and the mean number of days of systemic steroid therapy
was 3.8 (+1.7) days. In the viral respiratory tract, Respiratory Syncytial Virus (RSV) was isolated at the highest frequency in 27 patients,
accounting for 45%, followed by rhinovirus (n=6, 10%) and Bocavirus (n=5, 8.3%). The number of patients receiving current asthma
treatment was (n=33, 55%). Upon assessing the current status, it was found that there had been 25 (41.6%) patients with asthma attacks
over the past 12 months.

Conclusion: This study revealed that over half of the patients who experienced severe bronchiolitis subsequently developed asthma, with
some not being referred to an allergy clinic. Furthermore, it was observed that certain patients, despite presenting with asthma symptoms,
were unaware that these symptoms were attributable to asthma. We recommend that patients admitted to the PICU with a diagnosis of
severe bronchiolitis be closely monitored for the potential development of asthma and that families be thoroughly informed at the time of
discharge.
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INTRODUCTION

Bronchiolitis stands out as the most prevalent lower respiratory
tract infection among young children. Almost all children are
exposed to viral agents during the first two years of life. Severe
bronchiolitis, or bronchiolitis requiring admission to the hospital,
affects 2-3% of all infants, and of these, 3-11% require admission
to the (PICU) (1-3). There is a lack of extensive data in the existing
literature concerning the relationship between experiencing severe
bronchiolitis in infancy and its impact on the development of
recurrent wheezing or asthma later in life (4).

Asthma is a heterogeneous disease characterized by chronic
airway inflammation. Asthma is defined by the history of respiratory
symptoms such as wheeze, shortness of breath, chest tightness
and cough that vary over time and in intensity, together with
variable expiratory airflow limitation. Asthma affects 1-18% of the
population in different countries (5). According to the modified
International Study of Asthma and Allergies in Childhood (ISAAC)
study conducted in Turkey, the cumulative prevalence of childhood
asthma was found to be between 13.7-15.3% (6). Families are most
concerned about the risk of wheezing children developing asthma
later in life. Currently, there is no definitive laboratory test that can
predict which wheezing children will develop asthma. Real-life data
on the proportion of severe bronchiolitis cases that progress to
wheezing infant and/or asthma are limited. The primary objective
of our study was to ascertain the rates of recurrent wheezing and
the development of asthma during the follow-up period for children
who were hospitalized in the PICU with a diagnosis of severe
bronchiolitis.

MATERIALS and METHODS

The study included patients admitted to Ankara Bilkent City
Hospital PICU between January 2013 and December 2022 who
were diagnosed with severe bronchiolitis within the first 24 months
of life, according to the classification outlined in the Turkish Thoracic
Society Diagnosis and Treatment Consensus Report (7). Patients
with a prior diagnosis of wheezing infant syndrome and those
with additional systemic chronic diseases were excluded from
the study. Patients’ demographic characteristics, intensive care
support treatments, duration of hospital stays, atopic conditions,
and respiratory viral panel cultures have been recorded. Medical
records of the patients were evaluated for follow-up results. The
current clinical status of the patients was recorded by telephone
interviews conducted by the caregivers, with the interviews being
carried out by the researchers themselves. The presence of asthma
symptoms and the use of treatment in the last 12 months were
assessed using the Global Initiative for Asthma (GINA) guidelines
and the International Study of Asthma and Allergies in Childhood
(ISAAC) questionnaire. The control status of those with asthma
was also evaluated using the GINA asthma control questionnaire.
The prevalence of asthma was investigated using the ISAAC
questionnaire, validated in Turkish (8, 9). The primary questions
include “wheezing in the past 12 months,” “history of asthma,”
and the presence of symptoms within the past 12 months. “four
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or more attacks of wheezing,” “cough with no cold or respiratory
infection,” “sleep disturbed due to wheezing =1 night per week,”
“wheezing due to exercise,” and “speech limited due to wheezing.”
Four additional questions were included to investigate the severity
of asthma and use of medications: “number of asthma attacks in
the last 12 months,” “attendee in emergency service in the last
12 months because of asthma,” “hospitalization in the last 12
months due to asthma,” and “daily use of medications used to
treat asthma”. Factors that could pose a risk for the development
of recurrent wheezing or asthma were assessed, including
gender, multiple intensive care hospitalizations, duration of active
intensive care treatment, mechanical ventilation, total length of
hospitalization, eosinophil percentage, presence of atopy, presence
of RSV infection, birth weight, and delivery method. The recorded
respiratory viral panel results for the patients were obtained through
the application of PCR techniques.

Statistical analysis

All statistical analyses were performed with the SPSS 25.0 program
(IBM Corp, Armonk, NY). Categorical variables were expressed as
frequency and percentage. Continuous data that demonstrated
a normal distribution were presented as mean and standard
deviation. Logistic regression analysis was conducted to evaluate
the independent effects of variables on asthma development. A p
value of <0.050 was considered statistically significant.

RESULTS

The mean age of the 60 patients admitted, who met the study
criteria, was 13.5+7.2 months. Male gender was more predominant
(n=39, 65%). The mean follow-up period after discharge for the
patients was 34.5+20.2 months. The mean age of the children
at the time of the study was 42.5 months. The mean number of
days that respiratory support was received in intensive care was
4.9 (£3.5) days and the mean number of days of systemic steroid
therapy was 3.8 (+1.7) days, details in Table I. It was observed
that 21.7% (n=13) of the patients experienced an episode
requiring intensive care admission following a severe bronchiolitis
attack. Among respiratory supports, the number of patients
receiving invasive treatment, including Noninvasive Mechanical
Ventilation (NIMV), High-Frequency Oscillatory Ventilation (HFOV),
and Intubation, was a total of 52 (86.7%) (Table I). Total of 32
(563.3%) patients receiving magnesium treatment and 31 (51.7 %)
ipratropium bromide treatment. In the respiratory viral panel results,
pathogens were isolated in 42 patients. Among these, the most
frequently isolated viruses were respiratory syncytial virus (RSV)
in 27 patients, followed by rhinovirus (6, 10%) and bocavirus (2,
3.3%) (Table ll). During the follow-up, 23 (38.3%) patients were
admitted to the pediatric allergy outpatient clinic.

Patients were questioned according to the ISAAC asthma
questionnaire for the last 12 months and the details are given in
table lll. The number of patients receiving current asthma treatment
was 33 (65%). Upon assessing the current status, it was found
that there had been 25 (41.6%) patients with asthma attacks over



Table I: The characteristics of PICU admission and

treatment

Follow-up period from discharge (month)*  34.5+20.2 (16-108)
1.3+0.84 (1-6)
4.9+8.5 (1-20)
3.8+1.7 (0-9)

10.6+8.7 (1-66)

Number of intensive care admissions*
Intensive care effective treatment time (day)*
Steroid treatment time (day)*

Total duration of admission (day)*
Receiving treatment’

Magnesium treatment 32 (563.3)
Ipratropium Bromide treatment 31 (561.7)
Free flow oxygen delivery 2 (3.3
Nonrebreathing mask 6 (10)
HFOV 37 (61.7)
NIMV 6 (10)
Intubation 9 (15)

* meanz+standart deviation (minimum-maximum), *: n(%), HFOV:
High-frequency  oscillation  ventilation, NIMV:  Non-invasive
mechanic ventilation

Table lI: Respiratory viral panel results

RSV 27 (45)
Rhinovirus* 6(10)
HboV* 5(8.3)
Adenovirus*® 2 (3.3)
nCoV2* 2 (3.3

*:n(%), RSV: Respiratory syncytial virus, HboV: Bocavirus, nCoV2: Novel
Coronavirus

Table IlI: ISAAC Asthma Questionnaire

Yes*
Wheezing in the last 12 months 25 (41.7)
Asthma attacks in the last 12 months 22 (36.7)
1-3 attacks 3(5)
4-12 attacks
Wheezing due to exercise 20 (33.3)
Speech limited due to wheezing 12 (20)
Cough without cold or respiratory infection 13 21.7)
in the last 12 months '
Sleep disturbance due to wheezing 18 (80)
Emergency room attendee due to asthma 20 (33.3)
Hospital admission due to asthma 11 (18.3)
Using steroids for asthma in the last 12 8(13.3)
months
Using bronchodilators for asthma in the last 36 (60)
12 months
Current asthma treatment 33 (55)
Physician diagnosed asthmaf 34 (56.7)

x

2 n(%)

the past 12 months (Table Ill). Out of the 34 patients diagnosed
with asthma, 17 were being followed with an asthma diagnosis
at our clinic; however, the diagnosis of the remaining 17 patients
was determined through phone interviews. In the present study,
we sought to examine the potential influence of various factors
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Table IV: Analysis table of risk factors for the development]
of asthma

Univariate
OR Cl p
Gender 117  0.4-3.41 0.765
Multiple intensive care admissions 2.15 0.58-7.98 0.25
Effective treatment duration (days) 0.95 0.82-1.1  0.572
Mechanical Ventilation 1.56 0.48-5.06 0.45
Total hospitalization duration 0.94 0.82-1.07 0.35
Percentage of eosonophils 1.03 0.77-1.4 0.8
Presence of atopy 0.59 0.05-6.95 0.68
RSV isolation 1.65 0.59-4.63 0.33
Birth weight 0.98 0.27-8.57 0.98
Delivery method 0.94 0.33-2.66 0.91

on the development of asthma following intensive care unit (ICU)
admission. Our investigation encompassed a range of variables,
including gender, the necessity for multiple PICU admissions, the
duration of active treatment, the use of mechanical ventilation,
eosinophil percentage, the presence of atopy, RSV isolation, mode
of delivery, and birth weight. However, our analysis did not identify
any statistically significant risk factors (Table IV).

DISCUSSION

The number of patients with asthma with a current doctor’s
diagnosis was 34 (56.6%), and the number receiving current
treatment was 33 (55%). According to the ISAAC questionnaire, 25
(41.6%) patients had wheezing attacks in the last 12 months. Early-
life viral respiratory infections have been linked to an elevated risk of
developing recurrent wheezing and asthma (10, 11). Bronchiolitis
is the most prevalent acute lower respiratory tract infection during
infancy. Despite the majority of cases being mild to moderate,
some children may experience severe symptoms necessitating
hospitalization. Severe bronchiolitis significantly increases the risk
of long-term respiratory issues; in fact, approximately 30-40% of
hospitalized infants with bronchiolitis will later develop recurrent
wheezing or asthma. However, the factors determining which
infants will develop chronic respiratory conditions are not fully
understood (12-14). The findings of our study indicate that the
incidence of asthma development following severe bronchiolitis
is comparable to that observed in the aforementioned studies.
The factors influencing the development of asthma in infants
with bronchiolitis remain ambiguous; our study aimed to assess
the impact of bronchiolitis severe enough to necessitate PICU
hospitalization on the subsequent development of asthma. In our
study, when we evaluated 60 patients who were hospitalized for
intensive care and questioned their current status with the ISAAC
asthma questionnaire. The number of patients with asthma with
a current physician diagnosis was 34 (56.6%) and 17 (28.3%)
patients continue to be followed up with a diagnosis of asthma in
our clinic. Since the diagnosis of 17 patients was based on their
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answers to the ISAAC questionnaire. This rate was found to be
high compared to the prevalence of asthma in our country (6, 9,
15-19)

Exacerbations play a crucial role in asthma, exerting a substantial
impact on both the child and their family. In our study, when we
asked the patients about asthma attacks in the last 12 months,
we found that the number of patients who experienced an asthma
attack in the past year was 25 (41.7%), and among these patients,
three (5%) had experienced more than three attacks. Looking at
surveillance studies conducted in the literature, the incidence of
asthma attacks has been found to be approximately between
30-40% (20, 21). A survey of 753 children with asthma in seven
European countries revealed that 36% of children require an
unscheduled urgent care visit in the past 12 months (22). Engelkes
et al. (23) determined the rate of asthma attacks in the asthma
cohort observed in the last 1 year to be 25%.

When examining asthma prevalence studies conducted in Turkey
using the ISAAC questionnaire, Topal et al. (15) reported the
prevalence of wheezing in the last 12 months at 12.3%. In other
prevalence studies conducted in different regions of our coutry,
the wheezing prevalence in the last 12 months was determined as
follows: Celik et al.(18) reported 23.2%, Cetemen et al. (17) 19.3%,
Ece et al. (16) 14.7% and Kalyoncu et al. (19) 11.9%. When we
look at the prevalence studies conducted in different regions in
our country, we found that the prevalence of wheezing in the last
12 months in the follow-up of patients with a history of intensive
care unit hospitalization due to severe bronchiolitis was 41.7% in
our study, which is approximately two times more frequent than
the study with the highest prevalence. Therefore, if the patient is
hospitalized in PICU due to severe bronchiolitis even once, the risk
of wheezing will increase in the future. In other recent studies, it has
been found that the rate of asthma development during intensive
care unit hospitalizations for severe bronchitis is higher than in non-
admitted patients (24, 25).

Some studies have found that approximately 10% to 20% of
patients requiring hospitalization for bronchiolitis require intensive
care support (26-28). However, when we compared the patients
who received only oxygen therapy with those who received invasive
respiratory support, we did not find a significant difference between
them (p=0.795). Sonnaville et al. (24) evaluated 74 patients who
required mechanical ventilation only because of severe bronchiolitis
and found that the rate of current asthma development during
follow-up was approximately 15% and stated that having severe
bronchiolitis requiring mechanical ventilation poses a risk for future
asthma development.

In our study, when examining the agents contributing to the
development of bronchiolitis, RSV was identified as the most
prevalent (n=27, 45%), followed by rhinovirus (n=6, 10%) and
bocavirus (n=5, 8.3%). Likewise, in our exploration of bronchiolitis
etiologies in the literature, the predominant findings across
numerous studies revealed the prevalence of RSV, followed by
rhinovirus (29-32). Examining the respiratory viral panel results
in individuals who experienced wheezing attacks in the last 12
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months revealed that RSV was isolated in the first place with a
rate of 43.5%. In our study, RSV was the most frequently isolated
virus with a rate of 45%. Many studies have been conducted on
the relationship between RSV and the development of asthma.
Also many long-term follow-up studies have shown that RSV-
induced bronchiolitis is associated with the later development of
asthma (33, 34). Recent literature data have demonstrated that
Bocavirus infections have a tendency to manifest as severe cases,
requiring prolonged respiratory support for affected patients (35-
37). Corresponding data supporting this information are available
in the literature (38). However, in our study, we did not observe
a statistically significant difference, and we attributed this to the
possibility that Bocavirus was isolated from only 5 patients in the
sample.

More studies are needed to say with certainty that admission of
children in the PICU for severe bronchiolitis increases the risk of
asthma in the future. However, caregivers should be informed of
the high likelihood of wheezing and obstructive pulmonary disease
at any stage of life. Therefore, it is important to monitor and evaluate
children for the development of asthma.

CONCLUSION

In this study, more than half of the patients with severe bronchiolitis
developed asthma and some patients were not referred to the
allergy clinic. In addition, although some patients had asthma
symptoms, they were unaware that these symptoms were caused
by asthma. We suggest that patients hospitalized in PICU with a
diagnosis of severe bronchiolitis should be closely followed up in
terms of asthma development and families should be informed at
discharge.

REFERENCES

Hasegawa K, Mansbach JM, Camargo Jr CA. Infectious pathogens
and bronchiolitis outcomes. Expert review of anti-infective therapy.
2014;1:817-28.

Altman MC, Beigelman A, Ciaccio C, Gern JE, Heymann PW, Jackson
DJ, et al. Evolving concepts in how viruses impact asthma: A Work
Group Report of the Microbes in Allergy Committee of the American
Academy of Allergy, Asthma & Immunology. J Allergy Clin Immunol
2020;145:1332-44.

Guitart C, Alejandre C, TorrUs |, Balaguer M, Esteban E, Cambra F, et al.
Impact of a modification of the clinical practice guide of the American
Academy of Pediatrics in the management of severe acute bronchiolitis
in a pediatric intensive care unit. Med Intensiva (Engl Ed) 2021;45:289-
97.

Dumas O, Erkkola R, Bergroth E, Hasegawa K, Mansbach JM, Piedra
PA, et al. Severe bronchiolitis profiles and risk of asthma development
in Finnish children. J Allergy Clin Immunol 2022;149:1281-5. e.

Global Initiative for Asthma. Global Strategy for Asthma Management
and Prevention, 2023. Available from: www.ginasthma.org. 2023.

—_

n

@

s

o

°

Akcakaya N, Kulak K, Hassanzadeh A, Camcioglu Y, Cokugras H.
Prevalence of bronchial asthma and allergic rhinitis in Istanbul school
children. European journal of epidemiology. 2000;16:693-9.



10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

283.

Yalcin E, Karadag B, Uzuner N. Turk Toraks Dernegi Akut Bronsiolit Tani
ve Tedavi Uzlasi Raporu 2009. Turk Thorac J 2009;10:1-7.

Ones U, Akcay A, Tamay Z, Guler N, Zencir M. Rising trend of asthma
prevalence among Turkish schoolchildren (ISAAC phases | and lll).
Allergy 2006;61:1448-53.

Ones U, Sapan N, Somer A, Disci R, Salman N, Guler N, et al. Prevalence
of childhood asthma in Istanbul, Turkey. Allergy 1997;562:570-5.

Feldman AS, He Y, Moore ML, Hershenson MB, Hartert TV. Toward
primary prevention of asthma. Reviewing the evidence for early-
life respiratory viral infections as modifiable risk factors to prevent
childhood asthma. Am J Respir Crit Care Med 2015;191:34-44.

Jackson DJ, Gern JE, Lemanske Jr RF. Lessons learned from birth
cohort studies conducted in diverse environments. J Allergy Clin
Immunol 2017;139:379-86.

Hasegawa K, Tsugawa Y, Brown DF, Mansbach JM, Camargo Jr CA.
Trends in bronchiolitis hospitalizations in the United States, 2000-2009.
Pediatrics 2013;132:28-36.

Bacharier LB, Cohen R, Schweiger T, Yin-DeClue H, Christie C, Zheng
J, et al. Determinants of asthma after severe respiratory syncytial virus
bronchiolitis. J Allergy Clin Immunol 2012;130:91-100. e3.

Midulla F, Nicolai A, Ferrara M, Gentile F, Pierangeli A, Bonci E, et
al. Recurrent wheezing 36 months after bronchiolitis is associated
with rhinovirus infections and blood eosinophilia. Acta paediatri
2014;103:1094-9.

Topal E, Kaplan F, Turker K, Kutlutirk K, Bag Gozikara H. The
Prevalence of Allergic Diseases and Associated Risk Factors in the 6-7
Age Children Who are Living in Malatya, Turkey. Turkey. Asthma Allergy
Immunology 2017;15:129-34.

Ece A, Ceylan A, Saraglar Y, Saka G, Gurkan F, Haspolat K. Prevalence
of asthma and other allergic disorders among schoolchildren in
Diyarbakir, Turkey. Turk J Pediatr 2001;43:286-92.

Cetemen A and Yenigtin A. Prevalences of asthma and allergic diseases
in primary school children in Aydin. Asthma Allergy Immunology
2012;10;84-92.

Celik V, Tanriverdi H, Kilic F, Tutal T. Prevalence of Asthma and Allergic
Diseases Among Children in Adiyaman, Turkiye: a Cross-sectional
Study. Journal of Child 2023;23:77-82.

Kalyoncu A, Selcuk Z, Karakoca Y, Emri A, Copli L, Sahin A, et al.
Prevalence of childnood asthma and allergic diseases in Ankara,
Turkey. Allergy 1994;49:485-8.

Pate CA, Zahran HS, Qin X, Johnson C, Hummelman E, Malilay J.
Asthma surveillance —United States, 2006-2018. MMWR Surveillance
Summaries 2021;70:1-32.

Fu L-S, Tsai M-C. Asthma exacerbation in children: a practical review.
Pediatri Neonatol 2014;55:83-91.

Rabe K, Vermeire P, Soriano J, Maier W. Clinical management of
asthma in 1999: the Asthma Insights and Reality in Europe (AIRE)
study. Eur Respir J 2000;16:802-7.

Engelkes M, Janssens H, de Ridder M, Sturkenboom M, de Jongste
J, Verhamme K. Real life data on incidence and risk factors of

Intensive care requiring severe bronchiolitis progressing to asthma

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

75

severe asthma exacerbations in children in primary care. Respir med
2016;119:48-54.

de Sonnaville ES, Knoester H, Terheggen-Lagro SW, Koénigs M,
Oosterlaan J, van Woensel JB. Long-term pulmonary outcomes in
children mechanically ventilated for severe bronchiolitis. Pediatric
Critical Care Medicine 2022;23:801.

Carroll KN, Wu P, Gebretsadik T, Griffin MR, Dupont WD, Mitchel EF,
et al. The severity-dependent relationship of infant bronchiolitis on the
risk and morbidity of early childhood asthma. J Allergy Clin Immunol
2009;123:1055-61. ef.

Pelletier JH, Au AK, Fuhrman D, Clark RS, Horvat C. Trends in
bronchiolitis ICU admissions and ventilation practices: 2010-2019.
Pediatrics 2021;147:€2020039115.

Hasegawa K, Pate BM, Mansbach JM, Macias CG, Fisher ES, Piedra
PA, et al. Risk factors for requiring intensive care among children
admitted to ward with bronchiolitis. Acad pediatr 2015;15:77-81.

Hall CB, Weinberg GA, Blumkin AK, Edwards KM, Staat MA, Schultz
AF, et al. Respiratory syncytial virus—associated hospitalizations among
children less than 24 months of age. Pediatrics. 2013;132:€341-8.

Jartti T, Lehtinen P, Vuorinen T, Ruuskanen O. Bronchiolitis: age and
previous wheezing episodes are linked to viral etiology and atopic
characteristics. Pediatr Infec Dis J 2009;28:311-7.

Nascimento MS, de Souza AV, de Souza Ferreira AV, Rodrigues JC,
Abramovici S, da Silva Filho LVF. High rate of viral identification and
coinfections in infants with acute bronchiolitis. Clinics. 2010;65:1133-
7.

@ymar K, Skjerven HO, Mikalsen IB. Acute bronchiolitis in infants, a
review. Scandinavian journal of trauma, resuscitation and emergency
medicine. 2014;22:1-10.

Ghazaly M, Nadel S. Characteristics of children admitted to intensive
care with acute bronchiolitis. Eur J Pediatr 2018;177:913-20.

Ruotsalainen M, Hyvarinen MK, Piippo-Savolainen E, Korppi M.
Adolescent asthma after rhinovirus and respiratory syncytial virus
bronchiolitis. Pediatr Puimonol 2013;48:633-9.

Henderson J, Hilliard TN, Sherriff A, Stalker D, Shammari NA, Thomas
HM, et al. Hospitalization for RSV bronchiolitis before 12 months of age
and subsequent asthma, atopy and wheeze: a longitudinal birth cohort
study. Pediatr Allergy Immunol 2005;16:386-92.

Ursi¢ T, Steyer A, Kopriva S, Kalan G, Krivec U, Petrovec M. Human
bocavirus as the cause of a life-threatening infection. J Clin Microbiol
2011;49:1179-81.

Edner N, Castillo-Rodas P, Falk L, Hedman K, Séderlund-Venermo
M, Allander T. Life-threatening respiratory tract disease with human
bocavirus-1 infection in a 4-year-old child. J Clin Microbiol 2012;50:531-
2.

Jula A, Waris M, Kantola K, Peltola V, Séderlund-Venermo M, Hedman
K, et al. Primary and secondary human bocavirus 1 infections in a
family, Finland. Emerg Infect Dis 2013;19:1328-31.

Del Rosal T, Garcia-Garcia M, Calvo C, Gozalo F, Pozo F, Casas |.
Recurrent wheezing and asthma after bocavirus bronchiolitis. Allergol
Immunopathol 2016;44:410-4.

Turkish J Pediatr Dis 2025;19(2): 71-75



