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CHALLENGES IN THE MANAGEMENT OF BRONCHIOLITIS

PUMBI SHALINI KUMARI*, SYEDA SHAFIA

ABSTRACT

Objective: This study aims to review and evaluate current medication and to provide practical guidelines to the practitioners managing children with 
bronchiolitis.

Methods: A 6-month retrospective study was carried out in the Department of Paediatrics in Tertiary Care Hospital, a 350-bedded multispecialty 
hospital to review the management of bronchiolitis. Atotal of 60cases selected from July 2014 to December 2014 were included in the study. Patient 
data and prescription details were recorded and analyzed accordingly.

Results: About 58.3% of bronchiolitis cases were reported in the age group of <1 year, 26.6% in the age group of 1-2 years and 15% cases 
reported at the age >2 years. Commonly reported symptoms in different cases include 85% of cases with fever, 90% with a cough, 93.3% with 
cold, 30% with vomiting, 35% with breathlessness, 33.3% with loose motions, and 68.3% with wheezing. Asingle broad-spectrum antibiotic 
was used in 68.3% cases, two broad spectrum antibiotics in 26.6% of cases, and three or more combinations in 5% of cases to prevent bacterial 
coinfections. A careful assessment of study has evaluated that antiviral therapy was not used in any of the cases to avoid antiviral resistance 
but broad-spectrum antibiotics were most commonly prescribed for a viral respiratory illness which is generally self-limiting adding to the 
threat of antibiotic resistance. Bronchodilators and corticosteroids were routinely used. As per current Standard Treatment Guidelines for the 
management of bronchiolitis, the priority has been given to adequate rest, intravenous fluids, symptomatic therapy, and reserve antiviral therapy 
for special cases. This study demonstrated the importance of routine medication review and the need of a clinical pharmacist at various levels 
of clinical setup.

Conclusion: From this study, it can be concluded that interventions by a clinical pharmacist are needed in taking a special effort to analyze prescriptions 
and provide clinicians with a feedback involving available antiviral medications, antiviral resistance, prescription costs, limitations of antiviral agents 
and updated current standard treatment guidelines.
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INTRODUCTION

Background
Bronchiolitis is a disorder most commonly caused in infants by viral lower 
respiratory tract infections (LRTIs). It is the most common type of LRTI in 
children from 1 month to 2 years of age [1]. 90% of children are infected with 
respiratory syncytial virus (RSV) in the first 2years of life and up to 40% of 
them will have LRTI [2]. Other viruses identified to cause bronchiolitis are 
human metapneumovirus, influenza virus, adenovirus, and parainfluenza 
virus. Viral LRTI is a risk factor for bacterial coinfection [3].

Bronchiolitis is characterized by: Acute inflammation, edema and 
necrosis of epithelial cells, lining small airways increased mucus 
production and bronchospasm [4].

Clinical manifestations
Rhinitis, tachypnea, wheezing, cough, runny nose, stuffy nose, use of 
accessory muscles, and/or nasal flaring.

Objective
This study aims to review and evaluate current medication and to 
provide practical guidelines to the practitioners managing children 
with bronchiolitis.
•	 A6-monthretrospectivestudywascarriedoutintheDepartmentof

Paediatrics in Tertiary Care Hospital, a 350-bedded multispecialty 
hospital to review the management of bronchiolitis

•	 Themainobjectiveofthisstudyistodemonstratetheroleofthe
pharmacistinensuringsafeandefficientuseofmedicinesindaily
practice in pediatrics with bronchiolitis.

METHODS

A total of 60 cases selected from July 2014 to December 2014 
were included in the study. Patient data and prescription details 
were recorded and analyzed accordingly. Pediatric patients with 
bronchiolitis were included in the study. The patients with insufficient 
medical records were excluded from the study. Medication chart 
review for each patient was conducted, recorded, and assessed 
accordingly.

RESULTS

A total of 54 patients were studied during the study period and the 
following results were observed.
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Age distribution
Table  1 illustrates that bronchiolitis was most commonly seen in the 
age group of <1 year.

Commonly reported symptoms
Fig. 1 illustrates that cough and cold were the most common symptoms 
observed.

Number of antibiotics used
Fig.  2 illustrates that minimum one antibiotic was used in all the 
patients.

DISCUSSION
Around 58.3% of bronchiolitis cases were reported in the age group of 
<1 year, 26.6% in the age group of 1-2 years, and 15% cases reported 
at the age >2  years which illustrates that bronchiolitis was most 
commonly seen in the first 2 years of age. This observation coincides 
with the study conducted by Flaherman et al. [5]

Out of all the reported symptoms include a cough and cold were the 
most common symptoms observed. This study coincides with the study 
conducted by Markopoulou et al. [6].

Minimum one broad-spectrum antibiotic was used in all the patients to 
prevent bacterial coinfections. This study is in contrast with the study 
conducted by King et al. where no antibiotics were used in any of the 
patients [7].

Careful assessment of study has evaluated that antiviral therapy was 
not used in any of the cases to avoid antiviral resistance but broad-
spectrum antibiotics were most commonly prescribed for a viral 
respiratory illness which is generally self-limiting adding to the threat 
of antibiotic resistance.

Bronchodilators and corticosteroids were routinely used [7].

As per current Standard Treatment Guidelines for the management of 
bronchiolitis, the priority has been given to adequate rest, intravenous 
fluids, symptomatic therapy and reserve antiviral therapy for special 
cases [1].

This study demonstrated the importance of routine medication 
review and the need of a clinical pharmacist at various levels of 
clinical setup.

CONCLUSION

The current management primarily consists of supportive care 
including hydration, supplemental oxygen, and mechanical ventilation 
when required.

At this point, there is no specific treatment for bronchiolitis for which 
there is a strong or convincing evidence of effectiveness.

It may be appropriate to administer nebulized epinephrine or 
salbutamol in a given child and continue these if found beneficial and 
discontinue if there is no effect.

Corticosteroids are judged to be ineffective and not indicated for these 
infants.

In the absence of an effective vaccine, palivizumab, a monoclonal 
antibody against RSV may be considered for passive immunoprophylaxis 
in certain high-risk infants before the RSV season.

From this study, it can be concluded that interventions by a 
clinical pharmacist are needed in taking a special effort to analyze 
prescriptions and provide clinicians with a feedback involving 
available antiviral medications, antiviral resistance, prescription 
costs, limitations of antiviral agents, and updated current standard 
treatment guidelines
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Table 1: Distribution of age

Age 
(years)

Number of 
patients (n=54)

Percentage 
of patients

<1 35 58.3
1‑2 16 26.6
>2 03 15
Mean=18, standard deviation=25.45

Fig. 1: Distribution of commonly reported symptoms

Fig. 2: Number of antibiotics used
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