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ABSTRACT:

BACKGROUND:

Acute viral bronchiolitis is a common respiratory infectious disease of children.

OBJECTIVE:

To study the relationship between bronchiolitis and breastfeeding in children below 2 years of age.
MATERIAL AND METHODS:

A prospective study was carried out with100 child aged up to 24 months to evaluate their
breastfeeding status as possible risk factors for unfavourable evolution in department of pediatric
in AL-Kahdimiya Teaching Hospital during the period from first of October 2008 to the end of
March 2009.

RESULTS:

Hundred cases of bronchiolitis were included in this study. Most of them ( 78 %) were below one
year. Male children were 70%, female children were 30%. Fifty-four of the children were
exclusively breastfeeding. Eighty of the children were admitted to the hospital because of severe
attack. The median length of hospital stay was four days and of oxygen-use was three days.
CONCLUSION:

The duration of exclusive breastfeeding was inversely related to the length of oxygen-use and the
length of hospital stay. Shorter exclusive breastfeeding was observed in children who were
assigned to a pediatric ward or to an intensive care unit. Longer duration of breastfeeding was
associated with better clinical outcomes.
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INTRODUCTION :

Acute viral bronchiolitis is a common infectious
disease of the lower small airways that affects
mostly children aged less than 2 years®™
Approximately 2.2 cases of acute viral
bronchiolitis occur per 100 children annually,
and 1% of these are hospitalized ® The disease
is characterized by a diffuse bronchiolar
inflammation induced by viruses (respiratory
syncytial virus—responsible for 60-90% of
cases, parainfluenza, influenza, rhinovirus,
gqlsznovirus, coronavirus, enterovirus and others)
Malnutrition and infection are among the most
frequent causes of morbidity and mortality in
children , especially in developing countries,
where frequency, duration and severity of the
infection are related to the nutritional status of
the  children®®  Breastfeeding  provides
protection against infection in newborns and
infants, and it is associated with low levels of
morbidity and mortality in developing countries
(9)- This effect can substantially decrease when
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the child is fed other than maternal milk,
including even water or tea. The reason for this is
that the child who is not exclusively breast-fed
receives less protective factors that exist in
mother's milk, besides receivin? food or water
that are frequently contaminated ©%.
MATERIAL AND METHODS:

A prospective study was carried out with
previously 100 healthy children aged 0-24
months, with a clinical diagnosis of acute viral
bronchiolitis and first episode of wheezing, who
were attended or admitted to the emergency ward
of pediatric of AL-Kahdemia Teaching Hospital
during the period from 1* of October 2008 to the
end of the March 2009.

Infants were selected when they arrived at the
hospital and were diagnosed by the on-duty
emergency paediatrician as having acute viral
bronchiolitis based on the symptoms, such as
respiratory distress, tachypnea, wheezing, or
crackles in pulmonary auscultation, and coughing
with a history of upper airway infection with
signs and symptoms no longer than seven days.
Prematurely-born (<37 weeks) or low-birth
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weight (<2,500g) infants, those with congenital
malformation, inborn errors of metabolism, heart,
neurological or liver diseases, other chronic or
intercurrent respiratory diseases, and diseases

that could influence the nutritional status
(pathological gastroesophageal reflux, acute
gastroenteritis, diarrhea, or others) were

excluded.

If the children met the inclusion criteria and the
parents signed the consent term, a form was
filled in with clinical evaluation and with data
from the patient records. Data on type of
breastfeeding, duration of exclusive
breastfeeding.

In the classification of types of breastfeeding,
the categories defined by WHO were adopted ™2
Exclusive breastfeeding was consider when the
child receive only maternal milk, either directly
from the breast or extracted and no other liquid
or solid, with the exception of drops or syrups of
vitamin, mineral, and/or medicine. Predominant
breastfeeding referred to the child who received
together with maternal milk water or water-based
drinks, such as fruit juices and tea.

RESULTS:

For this study, 100 children who met the
inclusion criteria were enrolled. Data from these
100 children are presented below.

Table 1. describes the general characteristics of
the children with acute viral bronchiolitis before
hospital admission. Of the cases presented, 22%
of the hospitalized infants evaluated were three
months or less old, 20% were 3-6 months, and
36% were 6-12 months old.

Table 2. Shows the sex distribution, male
children 70% out weight the female in number
30%.

Table 3. Shows the relationship between acute
viral bronchiolitis and type of feeding, so patients
with acute viral bronchiolits and who was on
breastfed 54%, 30% on bottle feed, and 16% on
mixed feeding.

Table 4. Shows the relationship between age and
severity of disease, 80% of cases were admitted.
All cases improved with time (mean time was
4days). Interestingly one case from each of the
three patients needed intervention and was
treated by broad spectrum antibiotic and one
patient received steroid . No patient died during
treatment.

Table 1: Age distribution for patients with bronchiolitis.

Age in months | No. | percentage
0-3 22 22

3-6 20 20

6-12 36 36

12-18 16 16

18-24 6 6

Total 100 | 100

No. : number

Table 2: Distributionof Age and sex for patients with bronchiolitis.

Age inmonths | Male | % Female %
0-3 18 18 | 4 4
3-6 14 14 |6 6
6-12 24 24 12 12
12-18 8 8 8 8
18-24 6 6 0 0
Total 70 70 30 30

% : percentage
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Table 3 : Distributionof Age and type of feeding for patient with bronchiolitis.

Age inmonths Breast | % Bottle | % Mixed | %
0-3 16 16 |0 0 6 6
3-6 6 6 8 8 6 6
6-12 18 18 16 16 2 2
12-18 14 14 0 0 2 2
18-24 0 0 6 6 0 0
Total 54 54 | 30 30 16 16

% : percentage

Table 4: Distribution of Age and severity for patients with bronchiolitis.

Age in months | In patient % Out patient %
0-3 22 22 | 0 0
3-6 12 12 | 8 8
6-12 28 28 | 8 8
12-18 12 12 | 4 4
18-24 6 6 0 0
Total 80 80 | 20 20

% : percentage

The longer the duration of exclusive
breastfeeding was associated with shorter length
of hospital stay and oxygen-use.

DISCUSSION:
In the present study , the age at which
bronchiolitis occurred was mainly below one

year, especially between 6-12 months (36%).
seventy percentage of the children were males,
most of them below one year of age, possibly
because of smaller airways present in boys.
These results are similar to other studies ***9.
The type of breastfeeding did not affect the
clinical course of previously-healthy infants with
acute viral bronchiolitis. On the other hand, the
duration of exclusive breastfeeding was inversely
related to the length of oxygen-use and the length
of hospital stay.

The decision to restrict the inclusion of patients
to the first twenty fourth months of life was made
because, during this age range acute viral
bronchiolitis was the main cause of wheezing
and not asthma or reactive airway disease.
Furthermore, it is during this age that exclusive
breastfeeding is recommended, which makes it
possible to compare it with other types of
(fleleg)ings that are considered to be less adequate
In different studies ®9?), 3 strong association
was evident for the protection of exclusive or
predominant breastfeeding against respiratory
morbidity as opposed to the introduction of
formula milk. In the present study, the longer the
duration of exclusive breastfeeding was

associated with shorter length of hospital stay
and oxygen-use. Breastfeeding for less than one
month increased the incidence of respiratory
syncytial  virus-associated infection. It s
reasonable to speculate that human milk may
confer several effects on the development of the
respiratory tract and its subsequent ability to
fight infections and illnesses. The specific
nutritional immunoregulatory and
immunomodulatory factors in maternal milk may
promote maturation of the infants immune
competence “* 2. The optimal duration of
exclusive breastfeeding recommended by WHO
is six months 2% Given this
recommendation, it is important to stress the role
of exclusive breastfeeding in the prevention of
childhood illnesses and infection in the infants.

In relation to the length of oxygen-use and the
length of hospital stay, the duration of exclusive
breastfeeding and the presence of virus were
determinants in the clinical evolution. These
findings suggest that infants with respiratory
syncytial virus and those with shorter duration of
exclusive breastfeeding present more severe
clinical outcomes®*"

These results are in disagreement with Muhi
study who found that the mean duration of
hospitalization was 3.2 days( ranging between 1-
8 days) and with Nazar et al who found that the
mean duration of hospitalization in those under 6
months was 3.3 days and 2.8 days for those over
6 months
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This study was limited because it evaluated the
children in hospital setting i.e. it include only the
more severe cases.
CONCLUSION:
The short duration of exclusive breastfeeding
was a risk factor for the unfavourable clinical
evolution of acute viral bronchiolitis in
previously healthy infants. Shorter exclusive
breastfeeding was observed in infants who were
assigned to the pediatric ward or to an intensive
care unit. These findings emphasize the
importance of promoting exclusive breastfeeding
up to six months of life, not only because of
prevention of infectious diseases but also because
of the lesser aggressive course of bronchiolitis in
breastfed children.
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