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Abstract: The restrictive measures adopted worldwide against SARS-CoV-2 produced a drastic
reduction in respiratory pathogens, including RSV, but a dramatic rebound was thereafter reported.
In this multicenter retrospective observational study in 15 Pediatric Emergency Departments, all
children <3 years old with RSV infection admitted between 1 September and 31 December 2021 were
included and compared to those admitted in the same period of 2020 and 2019. The primary aim
was to evaluate RSV epidemiology during and after the COVID-19 pandemic peak. The secondary
aims were to evaluate the clinical features of children with RSV infection. Overall, 1015 children
were enrolled: 100 in 2019, 3 in 2020 and 912 in 2021. In 2019, the peak was recorded in December,
and in 2021, it was recorded in November. Comparing 2019 to 2021, in 2021 the median age was
significantly higher and the age group 2–3 years was more affected. Admissions were significantly
higher in 2021 than in 2020 and 2019, and the per-year hospitalization rate was lower in 2021
(84% vs. 93% in 2019), while the duration of admissions was similar. No difference was found
in severity between 2019–2020–2021. In conclusion, after the COVID-19 pandemic, an increase in
RSV cases in 2021 exceeding the median seasonal peak was detected, with the involvement of older
children, while no difference was found in severity.
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1. Introduction

The RSV (Respiratory Syncytial Virus) represents the most frequent viral cause of
acute lower respiratory tract infection (LRTI) in children, with a worldwide distribution [1].
The RSV is an enveloped, spherical, negative-sense single-stranded RNA virus of the genus
Orthopneumovirus, family Pneumoviridae. It is characterized by three membrane proteins
called small hydrophobic (SH), attachment glycoprotein (G) and fusion protein (F). Its name
comes from the large cells, known as syncytia, which form when infected cells fuse. The
RSV is divided into A and B subtypes based on the protein G sequence. Subtype A appears
to be related to more severe infections. Both subtypes circulate simultaneously during the
annual epidemic season, although generally one of the two predominates each year [2].
The RNA-dependent replication cycle of this virus is significant because it is error prone
and allows for the rapid generation of mutations, resulting in changes in the virulence of
RSV and avoidance of potential future antiviral agents or vaccines [3].

The severe manifestations of RSV disease include pneumonia and bronchiolitis; the
latter is usually self-limiting but, in infancy, it accounts for a significant number of hospital-
izations and pediatric intensive care unit (PICU) admissions even in previously healthy,
full-term children [1,4]. Bronchopulmonary dysplasia or other chronic respiratory condi-
tions represent the main risk factors for severe infection, followed by age younger than
12 weeks, history of prematurity, male sex, crowding, formula feeding, congenital heart
disease and immunodeficiency [5].

In 2015, the estimated global impact of RSV infections in children aged less than 5 years
old was approximately 33 million LRTI episodes (uncertainty range: 21.6–50.3 million),
3.2 million hospitalizations (uncertainty range: 2.7–3.8 million) and 120,000 deaths (uncer-
tainty range: 94,000–149,000) [6].

The RSV is a seasonal virus, characterized by variable epidemiology, depending
on geographic area and climate. In the Northern hemisphere, the virus usually spreads
between November and March with peak incidence in January/February, whereas in the
Southern hemisphere, the RSV season is from June to September.

The RSV epidemics are driven by a complex interaction between the climate, the
host and the virus. Cold temperatures stabilize the RSV lipid envelope, humidity allows
the deposition of heavy droplets on surfaces and, during cold and rainy periods, people
gathering indoors facilitate RSV transmission. Moreover, it seems that new variants could
drive RSV outbreaks, finding a susceptible population. The simultaneous isolation of
different RSV strains in distant geographic areas supports the hypothesis that epidemics
are driven by locally evolved variants [7,8].

The restrictive measures adopted worldwide against the SARS-CoV-2 virus (e.g., wear-
ing masks, frequent hand washing and social distancing) produced a drastic reduction
in respiratory pathogens in Europe, including RSV. In particular, bronchiolitis almost dis-
appeared during the 2020/21 season, but a dramatic rebound was reported both in the
Northern and Southern hemisphere during the 2021/22 season, largely due to RSV infec-
tion [9,10]. Moreover, surveillance data for 17 Countries showed delayed RSV epidemics in
France (≥12 w) and Iceland (≥4 w) during the 2020/21 season [11].

Additionally, in Italy, we recorded a reduced circulation of RSV and other respira-
tory pathogens during the 2020/21 season detected by the Italian Influenza Surveillance
Network (InfluNet) system [6].

Herein we present our epidemiological survey on RSV infection in children in North-
western Italy in the last three years.

The primary aim of our study was to evaluate RSV epidemiology during and after the
COVID-19 pandemic peak in order to collect preliminary data on possible variations in the
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epidemiology and seasonality of RSV infection in our region. The secondary aim was to
evaluate the clinical features of children with RSV infection.

2. Materials and Methods

Out of the 22 Pediatric Emergency Departments (EDs) of Piedmont, Northwestern
Italy, that were invited to participate in this multicenter retrospective observational study,
15 accepted. Among the centers involved, 3 were major Pediatric EDs of hospitals provided
with PICU and 12 were Pediatric EDs of hospitals without PICU.

All children <3 years old with RSV bronchiolitis and/or pneumonia admitted to the
15 Pediatric EDs between 1 September and 31 December 2021 were included and compared
to those admitted in the same period of 2020 and 2019. The following diagnostic ICD
codes (10th revision) were considered: 466.11, 079.6 and 480.1. Only children <3 years old
at admission were enrolled, as this group has been reported to have the highest disease
burden with RSV and in order to limit potential overlaps with other respiratory conditions.

Epidemiological, clinical and microbiological data were retrospectively collected. The
data were deidentified, recorded through a targeted registration form and transferred to a
specifically designed database at the Coordinating Center before the analysis.

The following variables were included: demographic data (age and sex), clinical
characteristics (gestational age if available, comorbidities, result for RSV search, coinfection
by other microbiological agents including SARS-CoV-2 for the years 2020 and 2021, need
for support with oxygen) and outcome (discharge home, admission to hospital, admission
to PICU, transfer to another center); furthermore, both the overall and PICU length of stay
(LOS) were recorded.

Identification of the causal viral agent for bronchiolitis was carried out using nasopha-
ryngeal aspirate or tracheal aspirate/bronchoalveolar lavage (in intubated patients) with an
antigen test and/or with a multiplex polymerase chain reaction (PCR) assay (FilmArray®).
SARS-CoV-2 determination was carried out using nasopharyngeal swab/aspirate by real-
time reverse transcription-PCR (RT-PCR) in each patient with respiratory symptoms since
the beginning of SARS-CoV-2 pandemic.

This study received ethical approval by the local Ethical Committee of the Coordinat-
ing Center (protocol number 0049894).

The statistical analysis was performed using IBM SPSS Statistics 25.0 (IBM Corp.
Armonk, NY, USA). Significance was set at p < 0.05. All p-values were 2 tailed. In the de-
scriptive analysis, categorical variables are reported as absolute numbers and percentages,
and continuous variables as mean, median and interquartile range (IQR), as appropri-
ate. To compare the continuous variables of the study groups, a Student’s t-test was
used. To evaluate the discrete variables, Pearson χ2 and correlation Fisher exact tests were
performed, as appropriate.

3. Results

During the three study periods (September–December 2019, 2020 and 2021),
1015 children <3 years old with RSV infection were enrolled: 100 in 2019, 3 in 2020 and
912 in 2021, respectively. The number of hospital admissions for each participating center
is represented in Table 1.
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Table 1. Hospital admissions (total number and percentage) for each participating center during the
study period.

Hospital Total Number of Cases Frequency 2019 Frequency 2020 Frequency 2021 Frequency

Turin—Regina
Margherita
Children’s
Hospital *

324 31.92% 27 27.00% 0 0.00% 297 32.57%

Alessandria * 132 13.00% 9 9.00% 2 66.67% 121 13.27%
Asti 97 9.56% 10 10.00% 0 0.00% 87 9.54%

Rivoli 84 8.28% 15 15.00% 0 0.00% 69 7.56%
Novara * 81 7.98% 3 3.00% 0 0.00% 78 8.55%

Cuneo 50 4.93% 2 2.00% 0 0.00% 48 5.26%
Turin—Martini 49 4.83% 13 13.00% 0 0.00% 36 3.95%

Ciriè 41 4.04% 3 3.00% 0 0.00% 38 4.17%
Turin—Maria

Vittoria 36 3.55% 7 7.00% 0 0.00% 29 3.18%

Pinerolo 30 2.96% 3 3.00% 0 0.00% 27 2.96%
Chivasso 26 2.56% 0 0.00% 0 0.00% 26 2.85%

Borgomanero 20 1.97% 0 0.00% 1 33.33% 19 2.08%
Verbania 18 1.77% 1 1.00% 0 0.00% 17 1.86%

Chieri 15 1.48% 3 3.00% 0 0.00% 12 1.32%
Biella 12 1.18% 4 4.00% 0 0.00% 8 0.88%

Total 1015 100.00% 100 100.00% 3 100.00% 912 100.00%

* Hospitals equipped with pediatric intensive care units (PICUs).

Overall, in 2019, most RSV admissions in the four-month period under consideration
occurred in December (93/100, 93%), while in 2021, most admissions occurred in November
(480/912, 52.6%), as represented in Figure 1. The RSV peak was not accompanied by a high
number of concomitant coinfections (0/93, 0/93 and 0/93, respectively, by SARS-CoV-2,
Influenza virus A/B and bacteria in 2019 and 19/480, 0/480 and 16/480 in 2021). No
conclusions can be drawn about the year 2020 given the low number of RSV-positive cases.
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Figure 1. Hospital admissions for RSV-related infection by months (September-December) in 2019 and
2021: in 2019, the peak was recorded in December, while in 2021, the peak was recorded in November.

Considering only children tested at the major regional Pediatric Hospital and Coordi-
nating Center of this study (Regina Margherita Children’s Hospital, Turin, Italy), laboratory
results showed that in 2019, 20.0% of the children tested for RSV were positive, compared
to 57.6% in 2021. Weekly test results for RSV, influenza and SARS-CoV-2 during the study
periods of these two years are shown in Figure 2.
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Figure 2. Weekly test results for RSV, influenza and SARS-CoV-2 during the study periods of 2019 and
2021 at the major regional Pediatric Hospital (Regina Margherita Children’s Hospital, Turin). Data
from 2020 were excluded considering the extremely low number of positive cases. RSV: Respiratory
Syncytial Virus; Flu: influenza virus; SARS-CoV-2: Severe Acute Respiratory Syndrome Coronavirus 2.

Demographic and epidemiological characteristics of the total population are summa-
rized in Table 2.

Table 2. Demographic and epidemiological characteristics of the cohort.

Number (%) 2019 2020 2021

Sex
Male 551 (54.3%) 54 (54%) 2 (66.6%) 495 (54.3%)

Female 464 (45.7%) 46 (46%) 1 (33.3%) 417 (45.7%)

Age

≤2 months 375 (36.9%) 32 (32%) 0 343 (37.6%)
3–6 months 379 (37.3%) 51 (51%) 1 (33.3%) 327 (35.9%)
7–12 months 119 (11.7%) 13 (13%) 1 (33.3%) 105 (11.5%)

13–24 months 81 (7.9%) 2 (2%) 1 (33.3%) 78 (8.5%)
2–3 years 61 (6.4%) 2 (2%) 0 59 (6.4%)

Coinfections
SARS-CoV-2 18 (1.8%) - 0 18 (2%)

Other coinfection 57 (5.6%) 4 (4%) 1 (33.3%) 52 (5.7%)

Risk factors
Prematurity 119 (11.8%) 5 (5%) 0 114 (12.5%)

Immune deficiency 2 (0.2%) 0 0 2 (0.2%)
Heart disease 33 (3.3%) 0 0 33 (3.6%)

Males were more represented than females (54.3% vs. 45.7%), and the majority of
children were ≤2 months old (36.9%) or 3–6 months old (37.3%). The median age was
2.8 months, IQR 1.5–6.3 months. Comparing 2019 to 2021, the median age was significantly
higher in 2021 (4.1 months vs. 6.4 months, p = 0.018). Moreover, the age group between 2
and 3 years was more affected by RSV in 2021 than in 2019 (59/912, 6.4% vs. 2/100, 2.0%).

Mean annual RSV admissions were significantly higher in 2021 than in 2020 (p = 0.003)
and 2019 (p = 0.007); furthermore, there were significantly more admissions in 2019 than in
2020 (p = 0.0019).

Overall, 85.2% of patients needed to be hospitalized, and 6.3% required admission to
the PICU. The risk factors for hospitalization are summarized in Table 3.
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Table 3. Risk factors for hospitalization.

Admissions
(Number) p Children Admitted to

PICU (Number) p
Children Who Needed

Oxygen Supplementation
(Number)

p

Sex Male
Female

469
396 0.93 36

28 0.79 379
307 0.38

Age

≤2 months 356 0.0001 47 0.0001 301 0.0001
3–6 months 297 12 223

7–12 months 80 1 60
13–36 months 132 0.0047 4 102

Coinfections
SARS-CoV-2 17 0.49 1 1 15 0.2

Other coinfection 56 0.0004 10 0.0002 37 0.66

Risk factors

Prematurity 111 0.006 19 0.0001 97 0.0001
Immune deficiency 28 1 4 0.15 22 1

Lung disease 11 1 0 1 10 0.56
Heart disease 2 1 0 1 2 1

The per-year hospitalization rate (HR) was 93% in 2019 and 84% in 2021 (p = 0.0175); ad-
missions in 2021 had a similar duration compared to admissions in 2019 (mean LOS: 5.77 days
and 5.57 days, respectively). Hospitalization rates and LOS were different between the
three major pediatric hospitals provided with a PICU and the twelve without a PICU
(Table 4). The need for a PICU was similar in 2019 and 2021 (p = 0.67).

Table 4. Comparison in LOS and HR between hospitals with PICU and hospitals without PICU in
2019 and 2021.

Hospitals with PICU Hospitals without PICU p

Mean general LOS *
mean LOS in 2019
mean LOS in 2021

6.74 days 4.68 days <0.00001
6.48 days 4.48 days <0.00001
6.75 days 4.72 days <0.00001

Mean general HR **
mean HR in 2019
mean HR in 2021

0.79 0.91 <0.0001
0.91 0.94 0.54
0.78 0.91 <0.0001

* LOS: length of stay; ** HR: hospitalization rate.

The adjusted odds ratio (OR) of hospitalization and admission to PICU among the age
groups is shown in Figure 3.
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Moreover, the adjusted OR of hospitalization among age groups in 2021 compared to
2019 is shown in Figure 4.
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By analyzing the risk factors for the need for oxygen supplementation, we found a
significant relationship with prematurity (p = 0.00001) and age ≤ 2 months old (p = 0.00001).

Regarding admissions to the PICU, we found that prematurity (p = 0.0001), age ≤2 months
(p = 0.0001) and viral coinfections (p = 0.0002) were significantly related.

No difference was found in the severity of RSV cases (LOS—p = 0.59; admissions to
PICU—p = 0.76; and mechanical ventilation—p = 0.33) between 2019-2020-2021.

The number of patients who were transferred to one of the three hospitals with a
PICU were, respectively, 3 in 2019 and 70 in 2021 (p = 0.10); no patient was transferred in
2020. On the contrary, from the main regional Children’s Hospital (Regina Margherita),
19 patients with RSV bronchiolitis (5.9% of the total cases admitted in 2021), of whom 17
were <6 months old, were moved to other hospitals due to a lack of beds between October
and December 2021, compared to no transfers in the previous years.

4. Discussions

In our study, we observed a significant increase in RSV-related hospital admissions
in 2021 compared to previous years and a massive reduction in 2020 (under lockdown
due to the pandemic) compared to 2019, as previously reported by other authors and an
epidemiological report [10,12–14]. In 2020, the public health measures introduced during
the COVID-19 pandemic had a great impact on the prevalence of respiratory virus infections
other than COVID-19, such as influenza and RSV [9,15–18]. A subsequent increase in RSV
cases exceeding the median seasonal peak of previous years was detected firstly in the
Southern hemisphere [10,19], and then it was also confirmed in the Northern one [20]. For
example, in New Zealand, the incidence rate during the bronchiolitis peak in 2021 was
higher than the average of peaks in 2015–2019, but without more severe cases.

Our data confirmed previous observations of different new epidemiological trends
of RSV infections worldwide during the COVID-19 pandemic, not only in the Northern
hemisphere [11,21–26] but also in the Southern one [25,27,28]. We observed an increase in
RSV-related admissions in 2021, while no difference was found in the severity (LOS, admis-
sions to PICU and rate of mechanical ventilation) of RSV cases between 2019, 2020 and 2021.
The RSV disease is known to be a seasonal disease, responsible for large healthcare costs
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each year due to the high rates of hospitalization that it causes. Seasonality varies according
to the geographical area, and RSV epidemics occur typically in autumn/winter in temper-
ate regions: in the Northern hemisphere, the RSV season starts in November and ends in
March-April, while in the Southern hemisphere, it lasts from May-June to September. In
tropical countries, RSV circulates year round, with peaks during the rainy season [7,29,30].
After the COVID-19 pandemic, the circulation of other respiratory viruses, including RSV,
seems to have at least partially changed [13]. We provided only a partial view of the
seasonality of RSV infections over the past 3 years, because we took into consideration only
the last four months of the three study years: nevertheless, there is evidence of a spike in
cases in November in 2021, earlier than the usual peak between December and February
in our latitudes. It is interesting to note that previous local studies with an observational
study period extended from January to December did not observe any outbreaks of RSV
bronchiolitis during spring and summer 2021 [31]. Another remarkable finding is the
evidence of an important reduction in RSV cases after the advent of the Omicron variant in
Italy, as previously reported by Halabi et al. also in the United States (USA) [32].

Better understanding of the seasonality of RSV and strict surveillance are required
to improve the planning of health services. For example, redefining the start of the RSV
season is important to ensure the optimal timing to deliver Palivizumab, a humanized
monoclonal antibody (mAb) against RSV labeled for the prevention of severe respiratory
infections due to RSV in high-risk children [33–35], as well as to schedule new possible
strategies to prevent this infection. In the Piedmont region, considering what occurred in
2021, in the current year 2022, the start of Palivizumab prophylaxis occurred in October,
with currently promising results.

During our atypical anticipated RSV peak in 2021, and despite the noticeable increase
in RSV cases admitted to the EDs, we found a lower hospitalization rate compared to
2019, in contrast to what was previously described by Agha and Avner (two thirds of the
cohort required admission) and Foley et al. (a 2.5-fold higher admission rate) during their
atypical RSV surges. The hospitalization rate was lower especially in hospitals with a PICU
compared to other hospitals: this finding confirms that the massive increase in the number
of cases was not accompanied by any increase in the severity of the infection, compared to
previous years.

Agha and Avner also reported that most of their hospitalized cohort required admis-
sion to the PICU. This is in contrast with our cohort, as only a minority of our patients
required intensive care. Prematurity, age ≤2 months and viral coinfection was significantly
related to PICU admission. Other studies in France [36], the USA [21,37] and Western
Australia [19] have shown similar findings, with atypical surges of RSV not associated with
more severe features, compared to previous seasons. A multicenter national survey with a
wide geographical distribution in Italy reported the same results as well, with no difference
in terms of disease severity according to proportions of intensive care admissions [20].

Interestingly, we noted an exceptionally low coinfection rate of SARS-CoV-2 un-
related to oxygen need or PICU admission. The same results have been described in
previous studies, with no severe disease burden in the case of RSV and SARS-CoV-2
coinfection [7,19,22,38–40].

Anyway, the spike in cases in late 2021 has challenged the Italian National Health
Care System: hospital reorganization, with the provision of temporary facilities to increase
the number of inpatient beds, was necessary [20,31], particularly within referral centers
equipped with a PICU. Despite this, in our setting in 2021, some patients with less severe
diseases were transferred from the referral center to other hospitals due to ED overcrowding
and a lack of beds, which rarely occurred in previous years. It is important to highlight
this phenomenon, because in the future, we should be prepared to manage this kind of
situation in case of a new RSV disease peak anticipated in time and unexpected in numbers.

Newborns, younger infants and children >12 months old were found to be at a
higher risk of hospitalization. In 2021, the risk of hospitalization for patients younger than
2 months old was particularly high (OR 5.8 vs. 3 in 2019). Another interesting finding is
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that the age group between 2 and 3 years was more affected by RSV infection in 2021 than in
2019, and for children older than 12 months of age, the odds of hospitalization was higher
(OR 2.97 vs. 0.2 in 2019). These local data are consistent with what was reported by Sara-
vanos and Foley [19,27,41] and Alrayes and Fourgeaud [36,38] in Australia, the USA and
France. Such increased positivity rate may be secondary to immune-naive older children
due to school closure and the suspension of all sports and recreational activities during
the pandemic, as well as to increased testing rates in this population compared with pre-
vious years. The so-called immunity debt secondary to long periods of low exposure to
RSV [10,19] has resulted in a higher than usual number of children >1 year old presenting to
the Emergency Department for a picture of bronchiolitis/bronchitis/pneumonia and requir-
ing hospitalization. The increased number of children with respiratory symptoms could
have also resulted in more aggressive diagnostic testing for alternative infections, including
RSV, to rule out COVID-19, as part of the measures to prevent the spread of COVID-19
infection. Moreover, in the case of hospitalizations, we were prone to testing older children
for RSV more in order to group patients according to the identified respiratory agent and
to avoid intrahospital transmission.

There is an urgent need to develop a robust management approach to detect, contain,
deal with and potentially prevent new RSV outbreaks. They are not so easy to predict,
considering the impact of extreme situations such as the recent pandemic and, last but
not least, the evolving climate change. A great effort should be made in this direction,
because timely and accurate data collection and national surveillance about RSV infection
is essential to inform public health responses and to be ready to manage new outbreaks.

Our study has some strengths. First of all, our observation provides information
from different settings (hospitals with and without a PICU) in the same region: this
could be useful to prevent the misuse of healthcare resources in case of future outbreaks,
independently from national healthcare system assets. Moreover, we focused not only on
newborns and infants with bronchiolitis, which have already been largely investigated, but
also on older children with other respiratory features related to RSV infection.

Our study also has some limitations. It is a multicenter study with a significant
sample, but not all the centers invited to participate were included; moreover, only children
who were admitted to the hospital were included, while outpatients treated by general
practitioners were not considered. As a consequence, our results might not reflect the
overall RSV positivity rate in our region. Moreover, the retrospective nature of the study
could have limited available information. Another limitation is that RSV was tested with
a PCR assay in some cases and with antigen testing in others depending on the different
participating centers. Finally, we did not consider the entire epidemic period of RSV
infection in Italy, which is extended until March-April, and our observation was limited to
the last four months of each year.

5. Conclusions

The ongoing surveillance of RSV infection is necessary to recognize seasonal changes
and to be ready to manage atypical spikes. After the COVID-19 pandemic, an increase in
RSV cases in 2021 exceeding the median seasonal peak of previous years was detected. The
unusual resurgence of RSV infection has also been reported in several other countries, as
confirmed by our findings. Improved awareness of the timing of RSV epidemics ensures
that optimal levels of protection are achieved in a cost-effective manner. In addition, better
knowledge on the timing of RSV activity will allow healthcare providers to reorganize
hospitals and manage resources to be ready to receive large numbers of patients with
respiratory diseases outside the usual seasonal peaks, as was the case in 2021. Further
studies that also consider the possible role played by climate change are needed to redefine
the seasonality of RSV infection following the COVID-19 pandemic.



Viruses 2023, 15, 280 10 of 12

Author Contributions: Conceptualization, G.P., E.C., I.R. (Irene Raffaldi), M.D., C.B. and S.G.; data
curation, G.P., M.D., E.B., L.B., F.T., I.R. (Ivana Rabbone), A.M., G.M.T., C.L., A.B.d.P., P.M., M.B., L.R.,
S.D.F., C.C., M.L., E.F., C.M., S.S., G.M., E.A. and A.C.; formal analysis, M.D. and A.C.; investigation,
G.P., E.C., I.R. (Irene Raffaldi), M.D., E.B., L.B., F.T., I.R. (Ivana Rabbone), A.M., G.M.T., C.L., A.B.d.P.,
P.M., M.B., L.R., S.D.F., C.C., M.L., E.F., C.M., S.S., G.M., E.A., C.B. and S.G.; methodology, G.P.,
E.C., I.R., M.D., C.B. and S.G.; software, G.P., M.D. and E.B.; supervision, P.Q., C.B. and S.G.;
writing—original draft, G.P., E.C., I.R. (Irene Raffaldi), M.D. and E.B.; writing—review and editing,
G.P., E.C., I.R. (Irene Raffaldi), M.D., L.B., F.T., I.R. (Ivana Rabbone), A.M., G.M.T., C.L., A.B.d.P., P.M.,
M.B., L.R., S.D.F., C.C., M.L., E.F., C.M., S.S., E.A., A.C. and P.Q. All authors have read and agreed to
the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: This study was conducted in accordance with the Declaration
of Helsinki and was approved by the Ethics Committee of the Coordinating Center in Turin (Comitato
Etico Interaziendale A.O.U. Città della Salute e della Scienza di Torino—A.O. Ordine Mauriziano di
Torino—ASL Città di Torino (protocol number 0049894)).

Informed Consent Statement: Not applicable (epidemiological survey, as approved by the Ethics
Committee of the Coordinating Centre in Turin).

Data Availability Statement: The collected data are available from the corresponding author upon
reasonable request.

Acknowledgments: The corresponding author would like to thank Federica Mignone, Erika Silvestro,
Carlo Scolfaro, Davide Garelli, Ugo Ramenghi, Franca Fagioli, Paola Bongiovanni, Giulia Aquisti,
Quincy Pedranzini, Pina Teresa Capalbo, Ileana Stella, Eleonora Tappi, Franco Garofalo and Oscar
Nis Haitink.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Mammas, I.N.; Drysdale, S.B.; Rath, B.; Theodoridou, M.; Papaioannou, G.; Papatheodoropoulou, A.; Koutsounaki, E.; Koutsaftiki,

C.; Kozanidou, E.; Achtsidis, V.; et al. Update on Current Views and Advances on RSV Infection (Review). Int. J. Mol. Med. 2020,
46, 509–520. [CrossRef] [PubMed]

2. Bergeron, H.C.; Tripp, R.A. Emerging Small and Large Molecule Therapeutics for Respiratory Syncytial Virus. Expert Opin.
Investig. Drugs 2020, 29, 285–294. [CrossRef] [PubMed]

3. Griffiths, C.; Drews, S.J.; Marchant, D.J. Respiratory Syncytial Virus: Infection, Detection, and New Options for Prevention and
Treatment. Clin. Microbiol. Rev. 2017, 30, 277–319. [CrossRef]

4. Stein, R.T.; Bont, L.J.; Zar, H.; Polack, F.P.; Park, C.; Claxton, A.; Borok, G.; Butylkova, Y.; Wegzyn, C. Respiratory Syncytial Virus
Hospitalization and Mortality: Systematic Review and Meta-Analysis. Pediatr. Pulmonol. 2017, 52, 556–569. [CrossRef]

5. Piedimonte, G.; Perez, M.K. Respiratory Syncytial Virus Infection and Bronchiolitis. Pediatr. Rev. 2014, 35, 519–530. [CrossRef]
6. Azzari, C.; Baraldi, E.; Bonanni, P.; Bozzola, E.; Coscia, A.; Lanari, M.; Manzoni, P.; Mazzone, T.; Sandri, F.; Lisi, G.C.; et al.

Epidemiology and Prevention of Respiratory Syncytial Virus Infections in Children in Italy. Ital. J. Pediatr. 2021, 47, 198. [CrossRef]
7. Di Mattia, G.; Nenna, R.; Mancino, E.; Rizzo, V.; Pierangeli, A.; Villani, A.; Midulla, F. During the COVID-19 Pandemic Where

Has Respiratory Syncytial Virus Gone? Pediatr. Pulmonol. 2021, 56, 3106–3109. [CrossRef]
8. Stensballe, L.G.; Devasundaram, J.K.; Simoes, E.A. Respiratory Syncytial Virus Epidemics: The Ups and Downs of a Seasonal

Virus. Pediatr. Infect. Dis. J. 2003, 22, S21–S32. [CrossRef]
9. Van Brusselen, D.; De Troeyer, K.; Ter Haar, E.; Vander Auwera, A.; Poschet, K.; Van Nuijs, S.; Bael, A.; Stobbelaar, K.;

Verhulst, S.; Van Herendael, B.; et al. Bronchiolitis in COVID-19 Times: A Nearly Absent Disease? Eur. J. Pediatr. 2021, 180,
1969–1973. [CrossRef]

10. Hatter, L.; Eathorne, A.; Hills, T.; Bruce, P.; Beasley, R. Respiratory Syncytial Virus: Paying the Immunity Debt with Interest.
Lancet Child Adolesc. Health 2021, 5, e44–e45. [CrossRef]

11. van Summeren, J.; Meijer, A.; Aspelund, G.; Casalegno, J.S.; Erna, G.; Hoang, U.; Lina, B.; de Lusignan, S.; Teirlinck, A.C.; Thors,
V.; et al. Low Levels of Respiratory Syncytial Virus Activity in Europe during the 2020/21 Season: What Can We Expect in the
Coming Summer and Autumn/Winter? Eurosurveillance 2021, 26, 2100639. [CrossRef] [PubMed]

12. Surveillance Atlas of Infectious Diseases. Available online: https://atlas.ecdc.europa.eu/public/index.aspx (accessed on
17 January 2023).

13. Li, Y.; Wang, X.; Cong, B.; Deng, S.; Feikin, D.R.; Nair, H. Understanding the Potential Drivers for Respiratory Syncytial Virus
Rebound during the Coronavirus Disease 2019 Pandemic. J. Infect. Dis. 2022, 225, 957–964. [CrossRef]

http://doi.org/10.3892/ijmm.2020.4641
http://www.ncbi.nlm.nih.gov/pubmed/32626981
http://doi.org/10.1080/13543784.2020.1735349
http://www.ncbi.nlm.nih.gov/pubmed/32096420
http://doi.org/10.1128/CMR.00010-16
http://doi.org/10.1002/ppul.23570
http://doi.org/10.1542/pir.35.12.519
http://doi.org/10.1186/s13052-021-01148-8
http://doi.org/10.1002/ppul.25582
http://doi.org/10.1097/01.inf.0000053882.70365.c9
http://doi.org/10.1007/s00431-021-03968-6
http://doi.org/10.1016/S2352-4642(21)00333-3
http://doi.org/10.2807/1560-7917.ES.2021.26.29.2100639
http://www.ncbi.nlm.nih.gov/pubmed/34296672
https://atlas.ecdc.europa.eu/public/index.aspx
http://doi.org/10.1093/infdis/jiab606


Viruses 2023, 15, 280 11 of 12

14. Rabbone, I.; Monzani, A.; Scaramuzza, A.E.; Cavalli, C. See-Sawing COVID-19 and RSV Bronchiolitis in Children under 2 Years of
Age in Northern Italy. Acta Paediatr. 2022, 111, 2174–2175. [CrossRef] [PubMed]

15. Britton, P.N.; Hu, N.; Saravanos, G.; Shrapnel, J.; Davis, J.; Snelling, T.; Dalby-Payne, J.; Kesson, A.M.; Wood, N.; Macartney, K.;
et al. COVID-19 Public Health Measures and Respiratory Syncytial Virus. Lancet Child Adolesc. Health 2020, 4, e42–e43. [CrossRef]

16. Curatola, A.; Lazzareschi, I.; Bersani, G.; Covino, M.; Gatto, A.; Chiaretti, A. Impact of COVID-19 Outbreak in Acute Bronchiolitis:
Lesson from a Tertiary Italian Emergency Department. Pediatr. Pulmonol. 2021, 56, 2484–2488. [CrossRef] [PubMed]

17. Sherman, A.C.; Babiker, A.; Sieben, A.J.; Pyden, A.; Steinberg, J.; Kraft, C.S.; Koelle, K.; Kanjilal, S. The Effect of Severe Acute
Respiratory Syndrome Coronavirus 2 (SARS-CoV-2) Mitigation Strategies on Seasonal Respiratory Viruses: A Tale of 2 Large
Metropolitan Centers in the United States. Clin. Infect. Dis. Off. Publ. Infect. Dis. Soc. Am. 2021, 72, e154–e157. [CrossRef]

18. Karlsson, E.A.; Mook, P.A.N.; Vandemaele, K.; Fitzner, J.; Hammond, A.; Cozza, V.; Zhang, W.; Moen, A. Review of Global
Influenza Circulation, Late 2019 to 2020, and the Impact of the COVID-19 Pandemic on Influenza Circulation/Bilan de La
Circulation Mondiale de La Grippe Entre Fin 2019 et Fin 2020 et Effets de La Pandemie de COVID-19 Sur La Circulation De. Wkly.
Epidemiol. Rec. 2021, 96, 241–264.

19. Foley, D.A.; Phuong, L.K.; Peplinski, J.; Lim, S.M.; Lee, W.H.; Farhat, A.; Minney-Smith, C.A.; Martin, A.C.; Mace, A.O.; Sikazwe,
C.T.; et al. Examining the Interseasonal Resurgence of Respiratory Syncytial Virus in Western Australia. Arch. Dis. Child. 2022,
107, e7. [CrossRef]

20. Indolfi, G.; Resti, M.; Zanobini, A. Outbreak of Respiratory Syncytial Virus Bronchiolitis in Italy. Clin. Infect. Dis. Off. Publ. Infect.
Dis. Soc. Am. 2022, 75, 549–550. [CrossRef]

21. Olsen, S.J.; Winn, A.K.; Budd, A.P.; Prill, M.M.; Steel, J.; Midgley, C.M.; Kniss, K.; Burns, E.; Rowe, T.; Foust, A.; et al. Changes in
Influenza and Other Respiratory Virus Activity during the COVID-19 Pandemic-United States, 2020–2021. MMWR. Morb. Mortal.
Wkly. Rep. 2021, 70, 1013–1019. [CrossRef]

22. Agha, R.; Avner, J.R. Delayed Seasonal RSV Surge Observed during the COVID-19 Pandemic. Pediatrics 2021,
148, 2021052089. [CrossRef]

23. Nolen, L.D.; Seeman, S.; Bruden, D.; Klejka, J.; Desnoyers, C.; Tiesinga, J.; Singleton, R. Impact of Social Distancing and Travel
Restrictions on Non-Coronavirus Disease 2019 (Non-COVID-19) Respiratory Hospital Admissions in Young Children in Rural
Alaska. Clin. Infect. Dis. Off. Publ. Infect. Dis. Soc. Am. 2021, 72, 2196–2198. [CrossRef] [PubMed]

24. Opek, M.W.; Yeshayahu, Y.; Glatman-Freedman, A.; Kaufman, Z.; Sorek, N.; Brosh-Nissimov, T. Delayed Respiratory Syncytial
Virus Epidemic in Children after Relaxation of COVID-19 Physical Distancing Measures, Ashdod, Israel, 2021. Eurosurveillance
2021, 26, 2100706. [CrossRef]

25. Varela, F.H.; Scotta, M.C.; Polese-Bonatto, M.; Sartor, I.T.S.; Ferreira, C.F.; Fernandes, I.R.; Zavaglia, G.O.; de Almeida, W.A.F.;
Arakaki-Sanchez, D.; Pinto, L.A.; et al. Absence of Detection of RSV and Influenza during the COVID-19 Pandemic in a Brazilian
Cohort: Likely Role of Lower Transmission in the Community. J. Glob. Health 2021, 11, 5007. [CrossRef] [PubMed]

26. Kim, J.-H.; Roh, Y.H.; Ahn, J.G.; Kim, M.Y.; Huh, K.; Jung, J.; Kang, J.-M. Respiratory Syncytial Virus and Influenza Epidemics
Disappearance in Korea during the 2020–2021 Season of COVID-19. Int. J. Infect. Dis. IJID Off. Publ. Int. Soc. Infect. Dis. 2021, 110,
29–35. [CrossRef]

27. Foley, D.A.; Yeoh, D.K.; Minney-Smith, C.A.; Martin, A.C.; Mace, A.O.; Sikazwe, C.T.; Le, H.; Levy, A.; Moore, H.C.; Blyth, C.C.
The Interseasonal Resurgence of Respiratory Syncytial Virus in Australian Children Following the Reduction of Coronavirus
Disease 2019-Related Public Health Measures. Clin. Infect. Dis. Off. Publ. Infect. Dis. Soc. Am. 2021, 73, e2829–e2830. [CrossRef]

28. Ujiie, M.; Tsuzuki, S.; Nakamoto, T.; Iwamoto, N. Resurgence of Respiratory Syncytial Virus Infections during COVID-19
Pandemic, Tokyo, Japan. Emerg. Infect. Dis. 2021, 27, 2969–2970. [CrossRef]

29. Li, Y.; Reeves, R.M.; Wang, X.; Bassat, Q.; Brooks, W.A.; Cohen, C.; Moore, D.P.; Nunes, M.; Rath, B.; Campbell, H.; et al. Global
Patterns in Monthly Activity of Influenza Virus, Respiratory Syncytial Virus, Parainfluenza Virus, and Metapneumovirus: A
Systematic Analysis. Lancet Glob. Health 2019, 7, e1031–e1045. [CrossRef]

30. Staadegaard, L.; Caini, S.; Wangchuk, S.; Thapa, B.; de Almeida, W.A.F.; de Carvalho, F.C.; Fasce, R.A.; Bustos, P.; Kyncl, J.;
Novakova, L.; et al. Defining the Seasonality of Respiratory Syncytial Virus around the World: National and Subnational
Surveillance Data from 12 Countries. Influenza Other Respi. Viruses 2021, 15, 732–741. [CrossRef]

31. Castagno, E.; Raffaldi, I.; Del Monte, F.; Garazzino, S.; Bondone, C. New Epidemiological Trends of Respiratory Syncytial Virus
Bronchiolitis during COVID-19 Pandemic. World J. Pediatr. 2022. [CrossRef]

32. Halabi, K.C.; Wang, H.; Leber, A.L.; Sánchez, P.J.; Ramilo, O.; Mejias, A. Respiratory Syncytial Virus and SARS-CoV-2 Coinfections
in Children. Pediatr. Pulmonol. 2022, 57, 3158–3160. [CrossRef] [PubMed]

33. Simões, E.A.F.; Bont, L.; Manzoni, P.; Fauroux, B.; Paes, B.; Figueras-Aloy, J.; Checchia, P.A.; Carbonell-Estrany, X. Past, Present
and Future Approaches to the Prevention and Treatment of Respiratory Syncytial Virus Infection in Children. Infect. Dis. Ther.
2018, 7, 87–120. [CrossRef] [PubMed]

34. Garegnani, L.; Styrmisdóttir, L.; Roson Rodriguez, P.; Escobar Liquitay, C.M.; Esteban, I.; Franco, J.V. Palivizumab for Preventing
Severe Respiratory Syncytial Virus (RSV) Infection in Children. Cochrane Database Syst. Rev. 2021, 11, CD013757. [CrossRef]

35. Blanken, M.O.; Rovers, M.M.; Molenaar, J.M.; Winkler-Seinstra, P.L.; Meijer, A.; Kimpen, J.L.L.; Bont, L. Respiratory Syncytial
Virus and Recurrent Wheeze in Healthy Preterm Infants. N. Engl. J. Med. 2013, 368, 1791–1799. [CrossRef] [PubMed]

http://doi.org/10.1111/apa.16512
http://www.ncbi.nlm.nih.gov/pubmed/35950694
http://doi.org/10.1016/S2352-4642(20)30307-2
http://doi.org/10.1002/ppul.25442
http://www.ncbi.nlm.nih.gov/pubmed/33961732
http://doi.org/10.1093/cid/ciaa1704
http://doi.org/10.1136/archdischild-2021-323375
http://doi.org/10.1093/cid/ciac120
http://doi.org/10.15585/mmwr.mm7029a1
http://doi.org/10.1542/peds.2021-052089
http://doi.org/10.1093/cid/ciaa1328
http://www.ncbi.nlm.nih.gov/pubmed/32888007
http://doi.org/10.2807/1560-7917.ES.2021.26.29.2100706
http://doi.org/10.7189/jogh.11.05007
http://www.ncbi.nlm.nih.gov/pubmed/33791096
http://doi.org/10.1016/j.ijid.2021.07.005
http://doi.org/10.1093/cid/ciaa1906
http://doi.org/10.3201/eid2711.211565
http://doi.org/10.1016/S2214-109X(19)30264-5
http://doi.org/10.1111/irv.12885
http://doi.org/10.1007/s12519-022-00623-4
http://doi.org/10.1002/ppul.26127
http://www.ncbi.nlm.nih.gov/pubmed/35997032
http://doi.org/10.1007/s40121-018-0188-z
http://www.ncbi.nlm.nih.gov/pubmed/29470837
http://doi.org/10.1002/14651858.CD013757.pub2
http://doi.org/10.1056/NEJMoa1211917
http://www.ncbi.nlm.nih.gov/pubmed/23656644


Viruses 2023, 15, 280 12 of 12

36. Fourgeaud, J.; Toubiana, J.; Chappuy, H.; Delacourt, C.; Moulin, F.; Parize, P.; Scemla, A.; Abid, H.; Leruez-Ville, M.; Frange, P.
Impact of Public Health Measures on the Post-COVID-19 Respiratory Syncytial Virus Epidemics in France. Eur. J. Clin. Microbiol.
Infect. Dis. Off. Publ. Eur. Soc. Clin. Microbiol. 2021, 40, 2389–2395. [CrossRef]

37. Rodgers, L.; Sheppard, M.; Smith, A.; Dietz, S.; Jayanthi, P.; Yuan, Y.; Bull, L.; Wotiz, S.; Schwarze, T.; Azondekon, R.; et al.
Changes in Seasonal Respiratory Illnesses in the United States during the Coronavirus Disease 2019 (COVID-19) Pandemic. Clin.
Infect. Dis. Off. Publ. Infect. Dis. Soc. Am. 2021, 73, S110–S117. [CrossRef]

38. Alrayes, T.; Wait, A.; Spencer, P.; Merolla, D.M.; Lampe, K.; Salimnia, H.; Kannikeswaran, N. Features of an Atypical RSV Surge
during the COVID-19 Pandemic. Clin. Pediatr. 2022, 99228221124677. [CrossRef]

39. Yeoh, D.K.; Foley, D.A.; Minney-Smith, C.A.; Martin, A.C.; Mace, A.O.; Sikazwe, C.T.; Le, H.; Levy, A.; Blyth, C.C.; Moore, H.C.
Impact of Coronavirus Disease 2019 Public Health Measures on Detections of Influenza and Respiratory Syncytial Virus in
Children during the 2020 Australian Winter. Clin. Infect. Dis. Off. Publ. Infect. Dis. Soc. Am. 2021, 72, 2199–2202. [CrossRef]

40. Sullivan, S.G.; Carlson, S.; Cheng, A.C.; Chilver, M.B.; Dwyer, D.E.; Irwin, M.; Kok, J.; Macartney, K.; MacLachlan, J.; Minney-
Smith, C.; et al. Where Has All the Influenza Gone? The Impact of COVID-19 on the Circulation of Influenza and Other
Respiratory Viruses, Australia, March to September 2020. Eurosurveillance 2020, 25, 2001847. [CrossRef]

41. Saravanos, G.L.; Hu, N.; Homaira, N.; Muscatello, D.J.; Jaffe, A.; Bartlett, A.W.; Wood, N.J.; Rawlinson, W.; Kesson, A.; Lingam, R.;
et al. RSV Epidemiology in Australia Before and during COVID-19. Pediatrics 2022, 147, e2021050498. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

http://doi.org/10.1007/s10096-021-04323-1
http://doi.org/10.1093/cid/ciab311
http://doi.org/10.1177/00099228221124677
http://doi.org/10.1093/cid/ciaa1475
http://doi.org/10.2807/1560-7917.ES.2020.25.47.2001847
http://doi.org/10.1542/peds.2021-053537

	Introduction 
	Materials and Methods 
	Results 
	Discussions 
	Conclusions 
	References

