
In a retrospective study done in our divi-
sion were reviewed the record-charts of 149
children admitted 6 years before to our de-
partment with the proven diagnosis of bron-
chiolitis and selected 70 of them with the ta-
bles of aleatory numbers. The following data
were checked: family history and personal
history from the day of discharge to the day
of the visit. Twenty-eight children (40%) had
asthma, 8 (11%) recurrent respiratory disor-
ders in winter, 34 (48.5%) were in good
health. Family history was positive in 16/28
asthmatic (57%) and in 4/42 not asthmatic
children (4%). All children with asthma were
subjected to prick test for inhalants and
foods, which were positive in 22 for Dpt, in 2
for molds, and 2 for cow’s milk (the parents
of two children refused this examination). In
all not asthmatic children the results were
negative (Table 1 and 2)12.

The data show a strong relationship be-
tween family history and asthma de-
velopment in children with bronchiolitis,
while the age at which the illness developed is
equally stressed. The more younger were the
infants the proner they were to develop acute
bronchiolitis.

In conclusion, this study has selected a
cohort of children with bronchiolitis, all ad-
mitted to a university pediatric clinic be-
cause of their acute disease. Therefore this
group was not selected among atopic suf-
ferers. It has been long known that little in-
fants have a particular susceptibility to viral
infections, which can favour the develop-
ment of lower airway obstruction, perhaps
due also to a poor and age-related airway
functioning13,14. An alternative hypothesis
could be related to eosinophil degranula-
tion in the respiratory tract during RSV
bronchiolitis, which is also related to the
development of virus-induced airway ob-
struction15.

European Review for Medical and Pharmacological Sciences

195

Abstract. – Bronchiolitis is a common dis-
ease of the lower respiratory tract of infants, re-
sulting from inflammatory obstruction of the
small airways. It is a predominant viral illness, in
which the RSV (respiratory syncytial virus) is
the agent in more that 50% of cases. It is not
known how many children with genetic predis-
position to atopy develop asthma symptoms af-
ter bronchiolitis, however the relationship be-
tween the two affections is not understood. We
show that a major proportion of babies with a
positive family history develops asthma at a
younger age. 
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Comment

Letters stressing an outburst of epidemics
of bronchiolitis were recently published1,2.
More than 30 babies were admitted to inten-
sive care units and the colleagues stressed the
necessity of providing adequate pediatric in-
tensive care facilities. While I praise the love
for children and the foresight demonstrated
by the doctors, as an allergologist I fear that
most of these children will suffer from asth-
ma in the following years. A significant rate
of infants with bronchiolitis will manifest hy-
perreactive airways during childhood, but the
relationship between these two disorders is
scarcely understood.

In addition the reason by which children
with genetic predisposition to atopy develop
asthma symptoms after bronchiolitis has re-
mained unanswered. Several studies have in-
vestigated this issue, however some failed to in-
clude a control group, others fixed the follow-
up too many years after the initial illness3-6, and
the role of atopy often remained in the back-
ground or the findings were contradictory7-11.

Bronchiolitis in infants

A. CANTANI

Department of Pediatrics, Allergy and Clinical Immunology Division,
University of Rome “La Sapienza” - Rome (Italy)

1999; 3: 195-196



196

Although the number of children in this
study was sufficiently ample (originally the
sufferers of bronchiolitis were 149), further
studies in unselected, hospital-based infants
with bronchiolitis could evaluate whether the
relationship between bronchiolitis and asth-
ma should widened to comprise atopy.
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No of cases Family History
70 + -

ASTHMA + 28 16 2
ASTHMA 42 4 38

Table I. Family history and asthma development in 70
children with bronchiolitis (Follow-up: 6 years).

p = 0.0001

Age at 1st episode
No of cases

< 6 months < 6 months

ASTHMA + 28 16 12
ASTHMA - 42 32 10

Table II. Age of onset of 1st episode of bronchiolitis and
asthma development in 70 children with bronchiolitis
(Follow-up: 6 years).

p < 0.0001


