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RSV Activity - CCMC
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Impactof meteorological factors on the emergencdéadnchiolitis inNorth-western
Greece.
Tsabourb, et al.
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increasing influenza virwirvival inaerosols, and increasing the amount of virus that is deposited on surfaces,

increasing influenza and RSV survoraburfaces
AllergolImmunopathol(Madr). 2017.



Impact of meteorological factors on the emergenckrohchiolitis inNorth-western
Greece.

TsabourBb, et al.
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Figure 2 The inter-annual variations of AEB cases and (a) T-range and (b) autumn and spring rainfall.

AllergolImmunopathol(Madr). 2017.






Bronchial Swelling

In fronchiolms, the airway
becomes obstructed from
swelling of_tha..ironchiole







Respiratory Distress Assessment Instrument score

TABLE 1. The RDAI score*

Points
0 1 2 3 4 Maximum

Wheezing

Expiration None End 1/2 3/4 All B

Inspiration None Part ALL — — 2

Lung fields None <2 of 4 >3 of 4 — — 2
Retractions

Supractavicular None Mild Moderate Marked — 3

Intercostal None Mild Moderate Marked - - 3

Subcostaal None Mild Moderate Marked — 3
Total 17

*Both wheezing and retractions are scored. The RDAI score is the sum of the row scores. with total range 0 to 17: higher scores indicate more severe
discase.

Howard M. Corneli, Pediatr Emer Care 2012
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Infants with viral bronchiolitis demonstrate two distinct patterns of nocturnal

oxyhaemoglobin desaturation.
Kaditis AG, Acta Paediatr. 2015

Variables Bronchiolitis UAO Control infants P
value 125—
n=21 n=11 n=21
Age, mo 2.7 2.6 2.8
(1-9.8) (1-11.1) (1-11.1) 0.49 100—
Gender, male (%) 14 (66.7) 8 (72.7) 14 (66.7) 0.93
Days of o
sroncricits ympon QUTTVELEC OGEUNOVETOLL OE OLOIED
RDAI score 4 (2-7) NA NA NA
SpO; 96 97 99 50—
while awake (%) (91-98) (96-98) (97-100) <0.001
Oximetry recording 454 588 507
duration (min) (353.6-682) (492.8-690.8) (307.4-678.2) 0.16
25—
Nocturnal ) 93.7 96.9 98.7
basal SpO; (%) " (91.1-96.8) (95.3-98.1) (96.9-99.3) <0.001
Nocturnal oxygen 0—

233
(10.3-46.6)

15.5 3.1
(5.4-36.4)

desaturation (23%) of
haemoglobin index

(0.3-5.5)

75.8
(19.2-120.7)

171 0.8
(1.9-46.1) (0.1-2.6)

Nocturnal cumulative
hypoxaemia score

— P<0.01
LT

o) Tov ANZ

— P<0.01—

T

— P<0.01+

T T 1 T

Basal Basal
Sp02 Sp02 index index
(%) on (%) on (episodes/h) (episodes/h)
admission

Desaturation Desaturation Cumulative Cumulative
hypoxaemia hypoxaemia
score on
discharge on admission on discharge admission

score on
discharge




bronchiolitis risk score

AOSAY3 XH Y22ydaKa 2F | 3ST
AHaving apneaoxygen saturation of <90%:

Asigns of increased work bfeathing [includingiasal flaring, grunting,
and retraction$

Adehydration and/or
Apoor feeding

Freire et al, aspart of the PediatricEmergency ResearciNetworks, addressedhis knowledge gap by

analyzing datathat were collected from 38emergency departments
Pediatrics2018
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- Hvooocgeivat cofapn n e¢alpetikd aofapn (BA. evotnteg 6.1. KAl 6.2 kaBw¢ Kat lMNivaka 2)
- Hvooogeivatmag iy HETpLag Baputntag, AAAA UTTAPXEL LOTOPIKO KAPSIOTIABELAC, XPOVIAG
TTVEUUOVOTTIABEIAC, avOOOoQVETIAPKELQG 1) urmoia puokapditidag
- H vooog elval Amag 1 pETplag Paputntag aAAd cuvTpEXouV AGYOL TTOU KABIoTOUV TO
EMEICOBI0 ATUTTO, OTTWG:™
- YYNAOC mMupeToq >39-40°C
- Amouoid TPOSPOUWY CUUTMTTWHATWY Ao TO AVWTEPO AVATIVEVUCTIKO oUOTNHA
- 2ZUXVECG UTTOTPOTIEG, IO1AITEPA AV OEV UTTAPXEL TTPONYOUUEVOC AKTIVOYPAPIKOC EAEYXOG
« Hkatdotaon tou Bpé@oug epu@avifel adlkaloAdynTn MOV TNG KAIVIKN G EIKOVAC, anpo-
BAentn emdeivwon 1)y mBavoAoyeltal eilcaywyry otn Movada Evtatiki Osparneiag (MEO).



ultrasound in infants with bronchiolitis

Fig. 3 Ultrasound score: a mild interstitial syndrome, b white lung. ¢ subpleural consolidation > 1 ¢m
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Maria Chiara Supino European Journal of Pediatrics 2019



Hubble D, Osborn GR. Acute Ralston SL et al. Clinical practice guidel

Bronchiolitign Children. the diagnosis, management, and

Br Med J. 1941; 1: 1ai26.1 prevention of bronchiolitiPediatrics 2014
Bronchiolitis was described as an inflammatory Bronchiolitis is now according to the American Academy of
drespiratory obstruction caused by mucus in the t SRA I ( NJa cpastelfatioh df dinical symptoms and
ONRYOKAZ2f Sa¢ LINBaSydAy3a simindudingra vidalfuppar Kedpiratgryodromefollowed
temperature, pharyngeal cough and some 08 AYONBI &SR NBALIANI G2NB ST

A aGNRPAYGSAaGAY LT dzLJa SO ¢ SchaFatérized by Bdte mfBamnhatiobJiédemaSand necrosis
GKSY GoNRBRYOKAZ2tSa 0S02 Y Sof dpithelid IS Bning smallkairways, increased mucus
exudate and the clinical picture is dominated by production, and bronchospasm.

obstructive dyspnea. Respiratory distress is then

very marked... Cough is always incessant and

RAA&UGdzZND A Y 3 D€









The wheezy lega®f infantbronchiolitis
FabioMidulla

Thequestion is still open.

Isit RSV thatauses bronchidlypersensitivity andhe development of asthma or rather,
does the virus identify those infantsat havea genetic predisposition fdhe
developmentof recurrent wheezeand asthma?

Editorial Thora2019
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The Syndromeave agreed to call bronchiolitis
HP Polack, Rtein, A.Custovic

XseverelyA £ £ K2a0a ¢6K2 I NB
the pathogen include children with a specifieresk
background: premature infants witbronchopulmonar
dysplasia, children with atopic backgrounds, and fu
asthmatics.

N J Infect Dis. 2019



PaediatridResearch in Emergeniogpartments International Collaborative
(PREDICT). Australadggaanchiolitis Guideline. 2016
Nationalinstitute for Health and Care Excellence (NICE) bronclgaldisline2017

BE HAMC

In 2016, thePaediatricResearchn Emergency DepartmentaternationalCollaborativd PREDIQ publishedthe
AustralasiarBronchiolitisGuidelineto provide asinglesourceevidencebased frameworkor the diagnosis and
managemenbf infantsin EDs angaediatricinpatientunits. The translation othis guidelineinto practice

represents a significarthallenge, adl Iargely prOVide@Uidance orwhat not
to do.

http://www.predict.org.au/download/
Australasiarbronchiolitisguideline.pdf
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UK USA" h SWISSstudies

A full compliance witlthe guidelinedid not change witi.8%of Trusts
compliant before publication ahe guidelinein 2015 andlL9%fully
compliant with the guideline IR2017

A routinely testinghospitalizednfants for respiratory viruses
significantly decreased between 2015 &zfall 7

A 40% reported ordering a chest radiograph (EXR

A Reduced usef nebulisedbronchodilatorsand hypertonic saline and

provision of parental written guidance
A 38% prescribed bronchodilators

BarrR.Change irviral bronchiolitismanagement in hospitals theUKafter the publication of NICguideline.Journabf
Clinical Virology (2018

Parikh K, Hall M, Teach SJ. Bronchiolitis management before anthafi@APRguidelines. Pediatric2014;

BarbenJet al. Management of acutieronchiolitis:carevidence based guidelines alter clinical practice? Th20a8;
Jessica Gold et al 2018



Preschool respiratory hospital admissifwi®wing infantoronchiolitis: a

birth cohort study

Patients:bi

followed uj T abIe 2 Percentage of chlldren Wlth at Ieast one resplratory
Methods:V gdmission, before 5 years of age, in those with previous infant

h
thaﬁi,ﬂ;‘ﬁ bronchiolitis admissions and those without
?aacztg:g irfg Infants admitted with No admission for
condition bronchiolitis bronchiolitis in infancy
Results:16 : .
these 21.7 Respiratory condition 21.7 (21.0 to 22.3) 7.62 (7.56 to 7.69)
89% withoy admission
The assoc Asthma admission 4.27 (3.96 to 4.58) 0.880 (0.856 to 0.903)
whee2n9 © LRI admission 6.77 (6.38 to 7.15) 2 (1.97 to 2.04)
Conclusior URTI admission 11.9(11.4t0 12.4) 4.75 (4.70 to 4.81)
to fivefoldr Wheezmg admlSSlon - 4 84 (4 51 to 5 17)"' -0-.8'84 (0.2_3'6(-) to 0.908)

respiratory
asubsequent respiratory hospltal admlssmn by ég,eaars

HelenSkirrow etal Arch Dis Child 2018



Severe bronchiolitis profile and recurrent wheeze by age 3y

101 6infants with bronchiolitisdefined accordingo
the American Academyf Pediatrics

Profile A: infantswith ahistory of eczema and of
breathing problems, elevated bloabsinophil,
Haemophiluor Moraxelladominantmicrobiota
and,most ofthem infected byRV

Profile B: mainly infantswith RSV bronchiolitis,
with aless predominanhistory ofbreathing
problemsor eczema

Profile C younger infants with thenost severe
bronchiolitis, most of whomvere infectedby
RSV

The RR to develop RW after 3 years of folloyw was
high in infants from profile A, moderate in infants frol
profile Cand low in infants from profileB.

Asthmawas associated only to profile A.

DumasO. JAllergyClinimmunol2019
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AAbsvirus complex

Arh2mediatedbronchoconstriction

Alirect viral injury of the small airway$ Killer}

Annate inflammation fhacrophaseefencinsof surfanctanand TLR

Aairways plugging due to debris and mucus production (IL 8
neutrophilselastase MPO MPY)
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RSV infection results in
sustained increases in
numbers of mature dendritic
cells in the lung. Thesaight
well contribute to the
development of intense airway
inflammation andairway
hyperresponsivenesster RSV
infection

Berger M. AllergyClinimmunol2004



