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Abstract: A wide range of human respiratory viruses are known that may cause acute respiratory
infections (ARIs), such as influenza A and B viruses (HIFV), respiratory syncytial virus (HRSV),
coronavirus (HCoV), parainfluenza virus (HPIV), metapneumovirus (HMPV), rhinovirus (HRV),
adenovirus (HAdV), bocavirus (HBoV), and others. The severe acute respiratory syndrome coron-
avirus 2 (SARS-CoV-2) caused the COronaVIrus Disease (COVID) that lead to pandemic in 2019 and
significantly impacted on the circulation of ARIs. The aim of this study was to analyze the changes in
the epidemic patterns of common respiratory viruses among children and adolescents hospitalized
with ARIs in hospitals in Novosibirsk, Russia, from November 2019 to April 2022. During 2019 and
2022, nasal and throat swabs were taken from a total of 3190 hospitalized patients 0–17 years old for
testing for HIFV, HRSV, HCoV, HPIV, HMPV, HRV, HAdV, HBoV, and severe acute respiratory syn-
drome coronavirus 2 (SARS-CoV-2) by real-time PCR. The SARS-CoV-2 virus dramatically influenced
the etiology of acute respiratory infections among children and adolescents between 2019 and 2022.
We observed dramatic changes in the prevalence of major respiratory viruses over three epidemic
research seasons: HIFV, HRSV, and HPIV mainly circulated in 2019–2020; HMPV, HRV, and HCoV
dominated in 2020–2021; and HRSV, SARS-CoV-2, HIFV, and HRV were the most numerous agents in
2021–2022. Interesting to note was the absence of HIFV and a significant reduction in HRSV during
the 2020–2021 period, while HMPV was absent and there was a significant reduction of HCoV during
the following epidemic period in 2021–2022. Viral co-infection was significantly more frequently
detected in the 2020–2021 period compared with the other two epidemic seasons. Certain respiratory
viruses, HCoV, HPIV, HBoV, HRV, and HAdV, were registered most often in co-infections. This
cohort study has revealed that during the pre-pandemic and pandemic periods, there were dramatic
fluctuations in common respiratory viruses registered among hospitalized patients 0–17 years old.
The most dominant virus in each research period differed: HIFV in 2019–2020, HMPV in 2020–2021,
and HRSV in 2021–2022. Virus–virus interaction was found to be possible between SARS-CoV-2 and
HRV, HRSV, HAdV, HMPV, and HPIV. An increase in the incidence of COVID-19 was noted only
during the third epidemic season (January to March 2022).
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1. Introduction

Respiratory viruses are a leading cause of acute respiratory infection (ARI) in both
children and adolescents [1,2]. A wide range of respiratory viruses cause ARIs, such as
human influenza A and B viruses (HIFV), human respiratory syncytial virus (HRSV), human
alphacoronaviruses (NL63/229E), betacoronaviruses (OC43/HKU1) (HCoV), human parain-
fluenza virus types 1–4 (HPIV), human metapneumoviruses (HMPV), human rhinovirus
(HRV), human adenovirus (HAdV), human bocavirus (HBoV), and others. The detection of
respiratory tract diseases caused by more than one virus occurs in 35% of cases [3,4]. Since
the surge of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) that caused
the COVID-19 pandemic, several studies have shown that the epidemiological and clini-
cal features of ARI infections changed [5,6]. However, the clinical manifestation of viral
co-infections and the significance of such respiratory diseases have not yet been fully studied.

In the present study, we analyzed data of disease severity and specimens from children
aged 0–17 hospitalized with ARIs in Novosibirsk, Russia, from November 2019 to April
2022. We collected statistical data from 3190 patients from whom nasal and throat swabs
were tested for HIFV, HRSV, HCoV, HPIV, HMPV, HRV, HAdV, HBoV, and SARS-CoV-
2 to assess the virus prevalence, age distribution, variability of co-infections, and other
epidemiological characteristics of common ARIs that affect children. The data obtained may
be important for the prediction of disease progression, prognosis, and treatment strategies,
especially among high-risk groups such as young children.

2. Materials and Methods
2.1. Ethics Issues

All aspects of the study were approved by the Committee on Biomedical Ethics of the
Federal Research Center of Fundamental and Translational Medicine Protocol No. 3 of 28
January 2019. Written informed consent was obtained from all parents/legal guardians
prior to sample taking.

2.2. Sample Collection

Nasal and throat swabs were taken from children (aged 0–17 years) hospitalized with
symptoms of acute respiratory infections during three successive research periods: the first
being 2019–2020 (November–April), which was the pre-pandemic season; the second was
2020–2021 (November–April), and the third was 2021–2022 (October–April). Both of the
latter were seasons of the continuing pandemic. We enrolled children who had at least one
of the systemic symptoms (fever, headache, myalgia, or malaise) and one of the respiratory
symptoms (cough, rhinorrhea, nasal congestion, sore throat, shortness of breath, lung
auscultation abnormalities, chest pain). Samples were taken in two hospitals, Novosibirsk
Children’s Municipal Clinical Hospital No. 6 and Novosibirsk Children’s Municipal Clinical
Hospital No. 3. Samples obtained from the nose or throat were immediately prepared for
analysis. If they were not analyzed immediately, samples were stored at 2 ◦C to 8 ◦C for up
to four hours.

2.3. Virus Detection

Nasal and throat swabs were taken from all patients within 24 h of admission and
tested using real-time polymerase chain reaction (RT-PCR) (AmpliSens ARVI-screen-FL and
AmpliPrime Influenza SARS-CoV-2/Flu(A/B/H1pdm09) RT-PCR Kits (Interlabservice,
Moscow, Russia) for SARS-CoV-2 and other respiratory viruses such as influenza A and
B viruses (HIFV); respiratory syncytial virus (HRSV); alphacoronaviruses (NL63/229E)
and betacoronaviruses (OC43/HKU1) (HCoV); parainfluenza virus types 1–4 (HPIV);
metapneumovirus (HMPV); rhinovirus (HRV); adenovirus (HAdV); and bocavirus (HBoV).
Positive and negative controls were included in each run.
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2.4. Statistical Analysis of the Viral Data and Clinical Features of ARI

Data analysis was performed using Microsoft Excel 16.16.2 for MacOs and GraphPad
9.1.1. The baseline characteristics of all positive viral detections were analyzed using a
two-tailed Chi-square test (two by two table) undertaken to compare infection rates for
respiratory viruses among different age groups; a p-value < 0.05 was considered to be
statistically significant.

In addition, each hospital provided information on their patients through their diag-
nostic assays. Data were collected on sex, age, selected common risk factors for respiratory
infections (e.g., the presence of signs of upper respiratory tract infections—often in multiple
locations); pneumonia; bronchitis; bronchiolitis; hyperthermia; hypoxia; admission to an
intensive care unit (ICU)), treatment; and days of hospitalization. The subjects were divided
into three age groups: 0–2 years, 3–6 years, 7–17 years, as well as an aggregated 0–17-year
age group.

3. Results
3.1. Age and Gender Distribution of Patients with Acute Respiratory Infections before and during
the COVID-19 Pandemic

A total of 3190 children aged 0–17 years were included in the study over the 2019–2022
period: 1088 patients in 2019–2020, 1130 patients in 2020–2021, and 972 patients in 2021–2022.
About 55% (1742/3190) of samples were obtained from boys and 45% (1448/3190) from
girls. In this research cohort, no significant gender differences among patients were observed.
The majority of samples—57.6% (1836/3190)—were obtained from children aged 0–2 years
compared to the other age groups (Chi-square test, p < 0.01). The age and sex distribution of
patients did not significantly differ within the three epidemic research seasons (Figure 1A).

Figure 1. Age and gender distribution data from a total of 3190 children and adolescents hospitalized
with acute respiratory infections in 2019–2022. (A) PCR-confirmed samples from children aged
0–17 years (B) Age and gender distribution data by the three successive research periods: the first
being 2019–2020), which was the pre-pandemic season; the second was 2020–2021, and the third
was 2021–2022. *** and **: Differences between groups were statistically significant (Chi-square test,
p < 0.01 and p < 0.05, respectively).
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3.2. Detection Rate of Respiratory Viruses

The detection rates of common respiratory viruses for all samples collected in this
research were comparatively assessed. The result obtained in 2019–2020 was significantly
higher (788/1088 (72.4%)) compared to that for 2020–2021 (691/1130 (61.2%), χ2 = 31.72,
p < 0.05) and for 2021–2022 (616/972 (63.4%), χ2 = 19.38, p < 0.05) (Figure 1B). The level of
virus detection was significantly lower in the 7–17-year age group compared to the 0–2-
and 3–6-year age groups (Figure 1B). No gender differences were detected.

The influenza virus was the dominant infectious agent among all viruses studied
during the 2019–2020 period (28.7%), followed by respiratory syncytial virus (21.1%). Other
viral infections represented were HPIV (9.2%), HRV (7.6%), HBoV (5.6%), HAdV (3.9%),
HCoV (2.9%), and HMPV (1.6%). No cases of SARS-CoV-2 infection among children or
adolescents were detected during the 2019–2020 period.

During the following research period (2021–2022), the etiology of ARIs changed
dramatically. From November 2020 to April 2021, no cases of influenza were detected in the
patients examined. Respiratory syncytial virus was found in only three patients (i.e., 0.2%).
Metapneumovirus turned out to be the leading etiological agent of ARI, accounting for 28%
of the tested samples. The next most common viruses were rhinovirus, detected in 16%
of cases, and human coronaviruses (NL63, 229E, HKU1, OC43), detected in 13% of cases.
Parainfluenza viruses were detected in 9.7% of cases, while bocavirus was detected in 3.9%,
and adenovirus in 3.5% of cases. The new coronavirus—SARS-CoV-2—was identified in
only 0.2% of the children examined.

During the third research period (2021–2022), the influenza virus re-emerged and was
detected in 10.9% of patients. We detected only the subtype H3N2 of the influenza A virus.
Interestingly, the etiological leader among the ARI was the human respiratory syncytial
virus, which was found in 20.3% of cases examined during this period. By this period, the
number of patients infected with SARS-CoV-2 had increased to 14.1%. Rhinovirus was
detected in 10.4% of children. Other respiratory viruses were detected in less than 5% of
cases: HAdV (4.5%), HPIV (4.4%), HCoV (1.8%), and HBoV (1.8%). It should be noted
that we did not detect any case of human metapneumovirus during the whole 2021–2022
epidemic period. The viral load among various child age groups between 2019 and 2022
and a comparative analysis are shown in Figure 2 and Supplementary Table S1, respectively.

3.3. The Level of Virus Detection in Different Age Groups
3.3.1. Research Period—2019–2020

By comparing the level of virus detection in different age groups, it was shown that the
proportion of influenza virus significantly increased the older the child age group: (p < 0.01,
χ2 = 30.29 for 0–2 years vs. 3–6 years; p < 0.01, χ2 =31.19 for 0–2 years vs. 7–17 years)
(Figure 2). The level of detection of respiratory syncytial virus significantly decreased
the older the child age group (p < 0.01, χ2 =7.12 for 0–2 years vs. 3–6 years; p < 0.01,
χ2 = 201.5 for 3–6 years vs. 7–17 years; p < 0.01, χ2 =48.34 for 0–2 years vs. 7–17 years). It
was noted that seasonal coronaviruses (NL63, 229E, OC43, HKU1) and metapneumovirus
reached a maximum in the 3–6-year age group (Chi-square test, p < 0.01 and p < 0.05), while
rhinovirus and bocavirus were most often detected in patients in the 0–2-year age group
(Chi-square test, p < 0.01 and p < 0.05). No age differences were detected when children
were infected with agents such as parainfluenza virus types 1–4 and adenovirus.



Viruses 2023, 15, 934 5 of 13

Figure 2. Viral load among various child age groups between 2019 and 2022. All data are presented
as a percentage of the positive cases relative to the total number of PCR-confirmed samples
received from patients during the research period from 2019–2022. Abbreviations: HIFV—influenza
A and B viruses; HRSV—respiratory syncytial virus; HRV—rhinovirus; HPIV—parainfluenza
virus types 1–4; HCoV—alphacoronaviruses (NL63/229E) and betacoronaviruses (OC43/HKU1);
HMPV—metapneumovirus; HBoV—bocavirus; HAdV—adenovirus; and SARS-CoV-2—severe
acute respiratory syndrome coronavirus 2. *** and **—Differences between groups were statistically
significant (Chi-square test, p < 0.01 and p < 0.05, respectively).
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3.3.2. Research Period—2020–2021

By comparing common respiratory virus incidences among infected children belong-
ing to different age groups it was shown that the proportion of metapneumovirus was
significantly higher among patients aged 3–6 years (p < 0.01, χ2 = 13.48 for 0–2 years vs.
3–6 years; p < 0.01, χ2 = 14.95 for 3–6 years vs. 7–17 years) (Figure 2). The detection level
of seasonal coronaviruses (NL63, 229E, OC43, HKU1) significantly decreased the older
the child age group (p < 0.05, χ2 = 4.64 for 0–2 years vs. 3–6 years; p < 0.01, χ2 = 9.09 for
0–2 years vs. 7–17 years). As to the effects of parainfluenza virus types 1–4, the maximum
viral load was recorded among children aged 3–6 years (p < 0.01, χ2 = 4.22 for 0–2 years vs.
3–6 years). The bocavirus was most often detected among patients aged 0–2 years (p < 0.05,
χ2 = 4.07 for 0–2 years vs. 3–6 years). We did not find any differences in cases of infection
with adenovirus or SARS-CoV-2 among children of various age groups.

3.3.3. Research Period—2021–2022

The proportion of the influenza virus significantly increased the older the child age group
(p < 0.01, χ2 = 16.13 for 0–2 years vs. 3–6 years; p < 0.01, χ2 = 38.7 for 0–2 years vs. 7–17 years
(Figure 2): a similar result had been registered earlier in the initial 2019–2020 research period.
The detection levels of respiratory syncytial virus and rhinovirus significantly decreased
with age (Chi-square test, p < 0.05 and p < 0.01); the same situation was observed during the
first research period (2019–2020). No differences among age groups due to the influence of
adenovirus or SARS-CoV-2 were detected. It is noteworthy that parainfluenza virus, seasonal
coronaviruses, and bocavirus were not registered among patients older than 7 years.

3.4. Seasonal Distribution of the Most Common Acute Respiratory Viruses

We analyzed the spread of common respiratory viruses during the three research
periods from 2019 to 2022.

In 2019–2020, respiratory syncytial virus was detected from November 2019 to April
2020 with an activity peak in December 2019 (29.3%) and January 2020 (33.1%). The
influenza virus was identified from January to April 2020 with the maximum detection
levels in February (51.0%) and March 2020 (49.0%).

During the subsequent research period (2020–2021), in the absence of respiratory
syncytial virus and influenza virus, we observed a significantly higher detection rate of
human metapneumovirus compared to the other two periods: overall, it was detected in
28% of cases, with a peak of activity in March 2021 with a detection rate of 53.3%.

Interestingly, in the last research period (2021–2022), we again found respiratory
syncytial virus starting in October 2021 with a detection rate of 63.2%, gradually decreasing
to 8–9% in February–April 2022. The influenza virus re-emerged in the 2021–2022 period.
Moreover, the onset of influenza incidence was earlier than usual with the first cases
detected in October 2021. A peak of activity was observed in November–December 2021:
since the third week of January 2022, we did not find any cases of influenza. It is noteworthy,
that during this period (2021–2022), we did not find any case of metapneumovirus.

Rhinovirus was detected during all three research seasons, and we observed a slight
increase in activity in the 2020–2021 season.

Despite the widespread incidence of SARS-CoV-2, we did not identify any cases in
March–April 2020. During the 2020–2021 season, we detected SARS-CoV-2 in only 0.2% of
cases, while in the 2021–2022 season, the SARS-CoV-2 detection rate averaged 14.1%, with
maximum activity observed in January and February 2022, amounting to 33.8% and 38.4%,
respectively. Such a low level of virus detection in the first two research periods (2019–2021)
may be associated with the low incidence of COVID-19 among the child population at the
beginning of the pandemic. A significant increase in incidence was observed in January and
February 2022 and was associated with the spread of the Omicron variant. The seasonal
spread of respiratory viruses among children in Novosibirsk is shown in Figure 3.
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Figure 3. Most common acute respiratory virus fluctuations during 2019–2022. “Total PCR+” refers
to the data that are presented as a percentage of the positive cases of PCR-confirmed samples
from patients during the three research periods (2019–2022); HIFV—influenza A and B viruses;
HRSV—respiratory syncytial virus; SARS-CoV-2—severe acute respiratory syndrome coronavirus 2,
HMPV—metapneumovirus; and HRV—rhinovirus.

3.5. Viral Co-Infections

Viral co-infections were significantly more frequently detected during the second
research period (2020–2021), amounting to 12% (136/1130) of the patients examined, while
during the first research period (2019–2020), they were found in 8.3% (90/1088) of patients
(χ2 = 8.58, p < 0.05), and during the third research period (2021–2022), they amounted to
5.2% (51/972) of patients (χ2 = 29.71, p < 0.05). The incidence of co-infections decreased the
older the child age group, and the data showed that it was lowest among patients aged
7–17 years in every season (Chi-square test, p < 0.05). No significant gender differences in
co-infection frequency were found (Figure 4A).

Total: during 2019–2022, the most frequently dual viral combinations were represented
by HMPV + HPIV (32 cases), HRSV + HRV, HPIV + HRV, and HMPV + HCoV (26 cases in
each combination) (Figure 4B).

It is interesting to note the incidence of triple viral combinations. In 2019–2020, several multi
co-infections were registered, such as (HRSV + HRV + HCoV), (HRV + HBoV + HCoV), (HPIV
+ HBoV + HCoV), (HPIV + HAdV + HCoV), and (HPIV + HBoV + HRV). All of the above triple
viral combinations were detected once only. During the following research period (2020–2021),
completely different multi co-infections were registered. Some of them were repeated many
times, for example (HMPV + HPIV + HCoV) seven times; and (HMPV + HRV + HCoV), (HMPV
+ HCoV + HBoV), (HMPV + HPIV + HRV) and (HRV + HPIV + HBoV) twice; while only once
were the triple viral combinations of (HRV + HCoV + HBoV) and (HRV + HPIV + HCoV)
registered. Thus, during the COVID-19 pandemic period, an increase in co-infections in different
multi variant (double and triple) viral combinations was recorded. It is noteworthy that we did
not detect any triple co-infections with SARS-CoV-2. During the last research period (2021–2022)
a few multi viral combinations were found: (HRSV + HCoV + HAdV), (SARS-CoV-2 + HRSV
+ HAdV), and (SARS-CoV-2 + HRSV + HRV). The last three multi viral co-infections were
recorded only once.

The comparative analysis of the frequency of the formation of virus–virus interactions
revealed that HRSV and HRV were the agents most often detected in co-infections during
the first research period (2019–2020). During the second research period (2020–2021), more
co-infections were recorded with other viruses such as HMPV, HPIV, HCoV—and also HRV.
During the third research period (2021–2022), the largest number of infections detected was
with HRV (Figure 4C).
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The seasonal coronavirus, parainfluenza virus, bocavirus, rhinovirus, and adenovirus
were the most often detected in co-infections pairings for all three research periods from
2019 to 2022 (Figure 4D).

Figure 4. Incidence of co-infections among hospitalized patients aged 0–17 years during 2019–2022.
(A) Age and gender distribution data of co-infected children and adolescents. (B) This figure displays
the observed co-infection for each pairing. The co-infection data are plotted as a heat map to aid the
visualization of any seasonal trends for each virus during 2019–2022, across all sites. All data are
presented as the numerical data of the analyzed medical records of patients who were positive for co-
infections during the three research periods. Abbreviations for (B–D): HIFV—influenza A and B viruses;
HRSV—respiratory syncytial virus; HRV—rhinovirus; HPIV—parainfluenza virus types 1–4; HCoV—
alphacoronaviruses (NL63/229E) and betacoronaviruses (OC43/HKU1); HMPV—metapneumovirus;
HBoV—bocavirus; HAdV—adenovirus; and SARS-CoV-2—severe acute respiratory syndrome coron-
avirus 2. (D) Mono-inf—mono-infection; Co-inf—co-infections. Numbers represent relative frequencies
(%). *** and **—Differences between groups were statistically significant (Chi-square test, p < 0.01 and
p < 0.05, accordingly).

3.6. Analysis of the Clinical Features of ARI Infections

To assess the clinical features of ARIs, we analyzed 2659 medical record cards: 754 in
2019–2020, 933 in 2020–2021, and 972 in 2021–2022. We analyzed disease severity (based on
the physician’s assessment) and such clinical signs as hyperthermia, hypoxia, and necessity
for admission to an intensive care unit (ICU) (Table 1).
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Table 1. Data of disease severity among patients aged 0–17 years hospitalized during 2019–2022.

Virus Hyperthermia (%) Hypoxia (%) Severe Disease (%) ICU 1 (%)

total 1486 (52.7) 583 (20.7) 1234 (44.0) 228 (8.1)

HIFV 333 (80.8) 62 (15.0) 107 (26.1) 28 (6.8)
HRSV 123 (40.6) 97 (32.0) 175 (57.9) 41 (13.5)
HRV 112 (35.7) 89 (28.3) 163 (52.1) 37 (11.4)
HPIV 115 (50.2) 50 (21.8) 119 (51.7) 13 (5.7)
HCoV 73 (42.4) 40 (23.2) 72 (42.1) 35 (11.1)
HMPV 144 (44.4) 126 (38.9) 181 (56.0) 16 (9.6)
HBoV 31 (44.9) 26 (37.7) 38 (57.6) 9 (13.0)
HAdV 65 (67.0) 22 (22.7) 60 (61.8) 8 (12.7)

SARS-CoV-2 76 (53.5) 19 (13.4) 70 (50.7) 3 (2.1)

Co-infections 93 (44.5) 68 (32.5) 121 (57.9) 21 (10.0)
Mono-infections 875 (54.1) 383 (23.7) 726 (45.1) 145 (9.0)

Note: 1—ICU—intensive care unit. Abbreviations: HIFV—influenza A and B viruses; HRSV—respiratory syncytial
virus; HRV—rhinovirus; HPIV—parainfluenza virus types 1–4; HCoV—alphacoronaviruses (NL63/229E) and
betacoronaviruses (OC43/HKU1); HMPV—metapneumovirus; HBoV—bocavirus; HAdV—adenovirus; and
SARS-CoV-2—severe acute respiratory syndrome coronavirus 2. All information is presented as numerical and
percentages data of medical records analyzed of patients who were positive with acute respiratory infections
during 2019–2022.

A severe course of disease was observed in 44% of hospitalized patients, while average
course severity was registered among 56% of patients. We detected a decrease in severe
cases the older the children were (aged 0–2 years [48.8%] vs. aged 3–6 years [42.4%] vs.
aged 7–17 years [28.3%]) (Chi-square test, p < 0.05). It is interesting to note that severe
courses of co-infections were registered more often compared to courses of mono-infections:
57.9% and 45.1%, respectively (χ2 = 12.07, p < 0.05). In our study the least severe courses of
illness were observed in cases of influenza virus infection (26.1%; 107/410) compared to
infection with other respiratory viruses.

Hospitalization in an ICU was required for only 8.1% of infected children and ado-
lescents. The age distribution was 54.8% (125/228) among children aged 0–2 years; 29.8%
(68/228) among children aged 3–6 years; and 15.4% (35/228) among children aged 7–17 years.
The detection rate of common respiratory viruses in hospitalized patients admitted to an
ICU was significantly higher than in those who did not need an ICU (72.8% and 64.1%,
respectively; χ2 = 6.94, p < 0.05). We did not find any significant differences in the frequency
of hospitalization to an ICU for patients with mono- or co-infections (10.0% and 9.0%, respec-
tively). Patients with COVID-19 were admitted to an ICU less frequently (by 2.1%), while the
other ARI incidences in children leading to admission to an ICU were 5.7% of those infected
with HPIV, 6.8% with HIFV, 11.1% with HCoV, 11.4% with HRV, 9.6% with HMPV, 12.7%
with HAdV, 13.0% with HBoV, and 13.5% with HRSV.

Hyperthermia (i.e., body temperature higher than 39 ◦C) was observed in 52.7% of
child patients among whom those who suffered more often were aged 3–6 years (61.3%)
compared to children aged 0–2 years (48.3%) (χ2 = 34.86, p < 0.05) and those aged 7–17 years
(54.1%) (χ2 = 5.98, p < 0.05). It is remarkable that hyperthermia was observed significantly
more often in cases of influenza infection (by 80.8%).

Hypoxia was observed in 20.7% of children: distinctions were not registered among the
age groups. We observed that children with co-infections significantly more often suffered
from hypoxia compared to those with mono-infections (32.5% vs. 23.7%, respectively)
(χ2 = 7.79, p < 0.05). In addition, significantly less hypoxia was observed in children with
influenza (15.0%) and COVID-19 (13.4%) compared to other infections.

4. Discussion

According to the healthcare authorities, the long-term average indicator of ARI inci-
dence among the population in Russia amounted to 20,754 per 100,000 people during the
period 2010–2019, subsequently rising to 22,710 per 100,000 people in 2020, and increasing
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further to 26,252 per 100,000 people in 2021. The largest number of ARI cases occurred
among children younger than 7 years [2,7–9]; among children and adolescents in 2019,
the prevalence rate was 71.6%, with incidences increasing by about 15% in the following
years (in 2020—59,003 per 100,000 child population, and in 2021—68,063 per 100,000 child
population). During the two epidemic seasons 2020–2021 and 2021–2022, an early onset of
the epidemic increase in the incidence of ARIs, including SARS-CoV-2, was noted compared
to the three previous epidemic seasons [10]. In our study, which was carried out on the
basis of data received from two Novosibirsk Children’s Municipal Clinical Hospitals (No 3
and No 6), nasal and throat swab samples were collected from 3190 patients for testing for
HIFV, HRSV, HRV, HPIV, HCoV, HMPV, HBoV, HAdV, and SARS-CoV-2 by real-time PCR
in order to analyze changes in the epidemic patterns of common respiratory viruses among
hospitalized children and adolescents.

We observed a dramatic variability in ARI among children over three periods: in
2019–2020, the main agents circulating were HIFV, HRSV, and HPIV; in 2020–2021, HMPV,
HRV, and HCoV dominated with a much lower incidence of SARS-CoV-2, a sharp decline
in HRSV, and an absence of HIFV; during the last research period (2021–2022), the most
numerous agents were HRSV and SARS-CoV-2, while there was a rise in the incidence of
HRV and a re-emergence of HIFV (interestingly, there was an absence of HMPV in this
period that had dominated in the previous period). It is also noteworthy that during the
previous pandemic of 2009, which was caused by the influenza A(H1N1)pdm09 virus, a
prevalence of HMPV among children was also detected [11]. Thus, it seems that HIFV
and HRSV have an integrative relationship in the etiology of ARIs [12]. In our research,
similar annual fluctuations in HIFV and HRSV during the pre-pandemic and continuing
pandemic periods were demonstrated. The investigation of relationships between the
epidemic curves of HPIV, HBoV, and HAdV was limited by the small proportion of positive
tests. The endemic nature of HRV appeared to be unaffected by the circulation of other
respiratory viruses, which supports previous observations [5,12]. The seasonal occurrence
of agents may be dependent upon many factors; further studies are required for a greater
understanding of the interaction between respiratory viruses that will help to predict
respiratory virus epidemics.

Previous studies have shown that the SARS-CoV-2 pandemic affected the circula-
tion of other seasonal viruses, the infection of children of different ages, and the clinical
manifestations of ARI [5,6,13,14].

In April 2020, shortly after the announcement of the COVID-19 pandemic by the
WHO [15], there was a sharp decrease in the number of laboratory-confirmed cases of
HIFV [5,13,16]. It was suggested that the restrictive measures aimed at stopping the
transmission of SARS-CoV-2 significantly contributed to the reduction of morbidity and
the end of the epidemic flu season [17].

Several studies have demonstrated respiratory virus interactions during circulation
with SARS-CoV-2 [14,17,18]. In our studies, variants of viral co-infections were also shown,
among which the most numerous were HRSV, HPIV, HBoV, HCoV and HAdV in the
2019–2020 period; HMPV, HPIV, HCoV, and HRV in the 2020–2021 period; and HRV, HPIV,
HRSV, HAdV, and HCoV in the 2021–2022 period. The lowest levels of co-infections were
detected for SARS-CoV-2 and HIFV during all seasons investigated. Of interest was the
detection of an increase in dual and triple co-detections in the form of multiple identical
viral combinations during the second wave of the pandemic. It was also found that cases
of SARS-CoV-2 co-infection are possible with HRV, HRSV, HAdV, HMPV, and HPIV.

In our study, we noted an increase in the incidence of COVID-19 only during the third
research period (2021–2022), the peak incidence of which occurred from January to March
2022. The intensive development of the COVID-19 epidemic process on a global scale has
created favorable evolutionary conditions for the emergence of new genetic variants of the
virus. The first significant mutation, the variant B.1.1.7 (Alpha), was detected in the UK in
December 2020. In April 2021, the variant B.1.617.1/B. 1.617.2 (Delta/Kappa) was detected,
and in November 2021, a new variant B.1.1.529 (Omicron) emerged. It is probable that the
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increase in the registration of SARS-CoV-2 cases among hospitalized children was due to
infection with Omicron. Recent studies revealed that children and adolescents show the
most pronounced loss of cross-neutralization against Omicron [19,20].

We observed that co-infections did not affect the frequency of hospitalization in an
ICU. However, patients suffered from hypoxia more often when they were co-infected.
In our research, no significant differences were observed among children infected with
SARS-CoV-2 belonging to different age groups, which was also shown in the study of
Hansen and coauthors [21] We did not find any sex differential responses and outcomes of
infectious diseases in the current research, while some authors highlight the contribution
of gender-associated factors to affect the outcomes of many respiratory viral infections [22].
These conclusions were based on the analysis of 2659 pediatric medical records.

This cohort study has revealed that during the pre-pandemic and pandemic periods,
there were dramatic fluctuations in the common respiratory viruses registered among
hospitalized patients 0–17 years old. The most dominant virus in each research period
differed: HIFV in 2019–2020, HMPV in 2020–2021, and HRSV in 2021–2022. It is interesting
to note that certain viruses were not detected during a particular research period (i.e., HIFV
in 2020–2021 and HMPV in 2021–2022) but re-emerged one year later (HIFV and HRSV
in 2021–2022). Viral co-infection was significantly more frequently detected during the
pandemic period of 2020–2021. In our research, virus–virus interactions were registered
between SARS-CoV-2 and HRV, HRSV, HAdV, HMPV, and HPIV.

Supplementary Materials: The following supporting information can be downloaded at: https://
www.mdpi.com/article/10.3390/v15040934/s1, Table S1: Comparison of two virus groups.

Author Contributions: O.G.K. and E.A.P. had full access to all of the data in the study and take
responsibility for the integrity of the data and the accuracy of the data analysis. O.G.K. and E.A.P.
contributed equally as co–first authors. Concept and design: O.G.K., E.A.P. and K.A.S. Acquisition,
analysis, or interpretation of data: O.G.K., E.A.P., I.A.S., M.V.S., T.A.S., N.A.D., A.A.D., A.R.N., A.V.A.,
N.V.L., O.A.S., T.V.K., A.M.S. and K.A.S. Drafting of the manuscript: O.G.K. and E.A.P. Critical revision
of the manuscript for important intellectual content: O.G.K., E.A.P. and K.A.S. Statistical analysis:
O.G.K. and E.A.P. Funding obtained: K.A.S. Administrative, technical, or material support: O.G.K.,
E.A.P., I.A.S., M.V.S., T.A.S., N.A.D., A.A.D., A.R.N., A.V.A., N.V.L., O.A.S., T.V.K., A.M.S. and K.A.S.
Supervision: E.A.P. All authors have read and agreed to the published version of the manuscript.

Funding: This research was funded by the RSF project 19-74-10055-P (sampling, laboratory diagnos-
tics, analysis). The laboratory of molecular epidemiology and biodiversity of viruses was supported
by the State-funded budget project 122012400086-2.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki and approved by the Committee on Biomedical Ethics of the Federal Research
Center of Fundamental and Translational Medicine Protocol No 3 of 28.01.2019. Written informed
consent was obtained from all parents/legal guardians prior to sample taking.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data is unavailable due to privacy.

Acknowledgments: We thank the clinicians of Novosibirsk Children’s Municipal Clinical Hospitals
No 3 and No 6 for their assistance with sample collection.

Conflicts of Interest: The funders had no role in the design and conduct of the study; collection, man-
agement, analysis, and interpretation of the data; preparation, review, or approval of the manuscript;
and decision to submit the manuscript for publication.

https://www.mdpi.com/article/10.3390/v15040934/s1
https://www.mdpi.com/article/10.3390/v15040934/s1


Viruses 2023, 15, 934 12 of 13

References
1. Lozano, R.; Naghavi, M.; Foreman, K.; Lim, S.; Shibuya, K.; Aboyans, V.; Abraham, J.; Adair, T.; Aggarwal, R.; Ahn, S.Y.; et al.

Global and regional mortality from 235 causes of death for 20 age groups in 1990 and 2010: A systematic analysis for the Global
Burden of Disease Study 2010. Lancet 2012, 380, 2095–2128. [CrossRef] [PubMed]

2. Kurskaya, O.; Ryabichenko, T.; Leonova, N.; Shi, W.; Bi, H.; Sharshov, K.; Kazachkova, E.; Sobolev, I.; Prokopyeva, E.; Kartseva, T.;
et al. Viral etiology of Acute Respiratory Infections in Hospitalized Children in Novosibirsk City, Russia (2013–2017). PLoS ONE
2018, 13, e0200117. [CrossRef] [PubMed]

3. Brunstein, J.D.; Cline, C.L.; McKinney, S.; Thomas, E. Evidence from multiplex molecular assays for complex multi pathogen
interactions in acute respiratory infections. J. Clin. Microbiol. 2008, 46, 97–102. [CrossRef] [PubMed]

4. Peng, D.; Zhao, D.; Liu, J.; Wang, X.; Yang, K.; Xicheng, H.; Wang, F. Multipathogen infections in hospitalized children with acute
respiratory infections. Virol. J. 2009, 6, 155. [CrossRef] [PubMed]

5. 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, 05007. [CrossRef] [PubMed]

6. Ippolito, G.; La Vecchia, A.; Umbrello, G.; Di Pietro, G.; Bono, P.; Catenacci, S.S.; Pinzani, R.; Tagliabue, C.; Bosis, S.; Agostoni,
C.; et al. Disappearance of Seasonal Respiratory Viruses in Children Under Two Years Old During COVID-19 Pandemic: A
Monocentric Retrospective Study in Milan, Italy. Front. Pediatr. 2021, 9, 721005. [CrossRef] [PubMed]

7. Kurskaya, O.; Sobolev, I.; Murashkina, T.; Alekseev, A.; Sharshov, K.; Shestopalov, A. Etiology of acute respiratory infections in
hospitalized children in Novosibirsk, Russia, in 2013–2017. Int. J. Infect. Dis. 2018, 73, 373–374. [CrossRef]

8. Kurskaya, O.G.; Anoshina, A.V.; Leonova, N.V.; Simkina, O.A.; Komissarova, T.V.; Esikova, E.Y.; Pozdnyakova, L.L.; Sobolev,
I.A.; Prokopyeva, E.A.; Murashkina, A.; et al. Etiology of influenza-like illnesses in the population of Novosibirsk city in the
2018–2019 epidemic season. Russ. J. Infect. Immun. 2021, 11, 723–736. [CrossRef]

9. Kurskaya, O.; Prokopyeva, E.; Anoshina, A.; Leonova, N.; Simkina, O.; Komissarova, T.; Sobolev, I.; Murashkina, T.; Kazachkova,
E.; Alekseev, A.Y.; et al. Low incidence of human coronavirus among hospitalized children in Novosibirsk city, Russia during
pre-pandemic period (2013–2020). J. Microbiol. Immunol. Infect. 2021, 55, 336–340. [CrossRef] [PubMed]

10. Federal Service for Surveillance on Consumer Rights Protection and Human Wellbeing. 2021. Available online: https:
//rospotrebnadzor.ru/upload/iblock/594/sqywwl4tg5arqff6xvl5dss0l7vvuank/Gosudarstvennyy-doklad.-O-sostoyanii-
sanitarno_epidemiologicheskogo-blagopoluchiya-naseleniya-v-Rossiyskoy-Federatsii-v-2021-godu.pdf (accessed on 23
December 2022).

11. Meningher, T.; Hindiyeh, M.; Regev, L.; Sherbany, H.; Mendelson, E.; Mandelboim, M. Relationships between A(H1N1)pdm09
influenza infection and infections with other respiratory viruses. Influenza Other Respir. Viruses 2014, 8, 422–430. [CrossRef]
[PubMed]

12. Using Routine Testing Data to Understand Circulation Patterns of Influenza A, Respiratory Syncytial Virus and Other Respiratory
Viruses in Victoria, Australia. Available online: https://www.researchgate.net/publication/333822126_Using_routine_testing_
data_to_understand_circulation_patterns_of_influenza_A_respiratory_syncytial_virus_and_other_respiratory_viruses_in_
Victoria_Australia (accessed on 23 December 2022).

13. Jones, N. How Coronavirus Lockdowns Stopped Flu in its Tracks. Nature 2020. [CrossRef] [PubMed]
14. Yakovlev, A.S.; Belyaletdinova, I.K.; Mazankova, L.N.; Samitova, E.R.; Osmanov, I.M.; Gavelya, N.V.; Volok, V.P.; Kolpakova,

E.S.; Shishova, A.A.; Dracheva, N.A.; et al. SARS-CoV-2 infection in children in Moscow in 2020: Clinical features and impact on
circulation of other respiratory viruses. Int. J. Infect. Dis. 2022, 116, 331–338. [CrossRef] [PubMed]

15. World Health Organization. Rolling Updates on Coronavirus Disease (COVID-19). Available online: https://www.who.int/
emergencies/diseases/novel-coronavirus-2019/events-as-they-happen (accessed on 23 December 2022).

16. Laurie, K.L.; Rockman, S. Which influenza viruses will emerge following the SARS-CoV-2 pandemic? Influenza Other Respir.
Viruses 2021, 15, 573–576. [CrossRef] [PubMed]

17. Kiseleva, I.; Ksenafontov, A. COVID-19 Shuts Doors to Flu but Keeps Them Open to Rhinoviruses. Biology 2021, 10, 733. [CrossRef]
[PubMed]

18. Kim, D.; Quinn, J.; Pinsky, B.; Shah, N.H.; Brown, I. Rates of co-infection between SARS-CoV-2 and other respiratory pathogens.
JAMA 2020, 323, 2085–2086. [CrossRef] [PubMed]

19. Tang, J.; Novak, T.; Hecker, J.; Grubbs, G.; Zahra, F.T.; Bellusci, L.; Pourhashemi, S.; Chou, J.; Moffitt, K.; Halasa, N.B.; et al.
Cross-reactive immunity against the SARS-CoV-2 Omicron variant is low in pediatric patients with prior COVID-19 or MIS-C.
Nat. Commun. 2022, 13, 2979. [CrossRef] [PubMed]

20. Taytard, J.; Prevost, B.; Schnuriger, A.; Aubertin, G.; Berdah, L.; Bitton, L.; Dupond-Athenor, A.; Thouvenin, G.; Nathan, N.;
Corvol, H. SARS-CoV-2 B.1.1.529 (Omicron) Variant Causes an Unprecedented Surge in Children Hospitalizations and Distinct
Clinical Presentation Compared to the SARS-CoV-2 B.1.617.2 (Delta) Variant. Front. Pediatr. 2022, 10, 932170. [CrossRef] [PubMed]

http://doi.org/10.1016/S0140-6736(12)61728-0
http://www.ncbi.nlm.nih.gov/pubmed/23245604
http://doi.org/10.1371/journal.pone.0200117
http://www.ncbi.nlm.nih.gov/pubmed/30226876
http://doi.org/10.1128/JCM.01117-07
http://www.ncbi.nlm.nih.gov/pubmed/17977985
http://doi.org/10.1186/1743-422X-6-155
http://www.ncbi.nlm.nih.gov/pubmed/19788746
http://doi.org/10.7189/jogh.11.05007
http://www.ncbi.nlm.nih.gov/pubmed/33791096
http://doi.org/10.3389/fped.2021.721005
http://www.ncbi.nlm.nih.gov/pubmed/34422733
http://doi.org/10.1016/j.ijid.2018.04.4258
http://doi.org/10.15789/2220-7619-EOI-1439
http://doi.org/10.1016/j.jmii.2021.07.013
http://www.ncbi.nlm.nih.gov/pubmed/34565695
https://rospotrebnadzor.ru/upload/iblock/594/sqywwl4tg5arqff6xvl5dss0l7vvuank/Gosudarstvennyy-doklad.-O-sostoyanii-sanitarno_epidemiologicheskogo-blagopoluchiya-naseleniya-v-Rossiyskoy-Federatsii-v-2021-godu.pdf
https://rospotrebnadzor.ru/upload/iblock/594/sqywwl4tg5arqff6xvl5dss0l7vvuank/Gosudarstvennyy-doklad.-O-sostoyanii-sanitarno_epidemiologicheskogo-blagopoluchiya-naseleniya-v-Rossiyskoy-Federatsii-v-2021-godu.pdf
https://rospotrebnadzor.ru/upload/iblock/594/sqywwl4tg5arqff6xvl5dss0l7vvuank/Gosudarstvennyy-doklad.-O-sostoyanii-sanitarno_epidemiologicheskogo-blagopoluchiya-naseleniya-v-Rossiyskoy-Federatsii-v-2021-godu.pdf
http://doi.org/10.1111/irv.12249
http://www.ncbi.nlm.nih.gov/pubmed/24698156
https://www.researchgate.net/publication/333822126_Using_routine_testing_data_to_understand_circulation_patterns_of_influenza_A_respiratory_syncytial_virus_and_other_respiratory_viruses_in_Victoria_Australia
https://www.researchgate.net/publication/333822126_Using_routine_testing_data_to_understand_circulation_patterns_of_influenza_A_respiratory_syncytial_virus_and_other_respiratory_viruses_in_Victoria_Australia
https://www.researchgate.net/publication/333822126_Using_routine_testing_data_to_understand_circulation_patterns_of_influenza_A_respiratory_syncytial_virus_and_other_respiratory_viruses_in_Victoria_Australia
http://doi.org/10.1038/d41586-020-01538-8
http://www.ncbi.nlm.nih.gov/pubmed/32440021
http://doi.org/10.1016/j.ijid.2021.12.358
http://www.ncbi.nlm.nih.gov/pubmed/34986407
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/events-as-they-happen
http://doi.org/10.1111/irv.12866
http://www.ncbi.nlm.nih.gov/pubmed/33955176
http://doi.org/10.3390/biology10080733
http://www.ncbi.nlm.nih.gov/pubmed/34439965
http://doi.org/10.1001/jama.2020.6266
http://www.ncbi.nlm.nih.gov/pubmed/32293646
http://doi.org/10.1038/s41467-022-30649-1
http://www.ncbi.nlm.nih.gov/pubmed/35624101
http://doi.org/10.3389/fped.2022.932170
http://www.ncbi.nlm.nih.gov/pubmed/35832582


Viruses 2023, 15, 934 13 of 13

21. Hansen, C.; Perofsky, A.C.; Burstein, R.; Famulare, M.; Boyle, S.; Prentice, R.; Marshall, C.; McCormick, B.J.J.; Reinhart, D.;
Capodanno, B.; et al. Trends in Risk Factors and Symptoms Associated With SARS-CoV-2 and Rhinovirus Test Positivity in King
County, Washington, June 2020 to July 2022. JAMA Netw. Open 2022, 5, e2245861. [CrossRef] [PubMed]

22. Ursin, R.L.; Klein, S.L. Sex Differences in Respiratory Viral Pathogenesis and Treatments. Annu. Rev. Virol. 2021, 8, 393–414.
[CrossRef] [PubMed]

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/10.1001/jamanetworkopen.2022.45861
http://www.ncbi.nlm.nih.gov/pubmed/36484987
http://doi.org/10.1146/annurev-virology-091919-092720
http://www.ncbi.nlm.nih.gov/pubmed/34081540

	Introduction 
	Materials and Methods 
	Ethics Issues 
	Sample Collection 
	Virus Detection 
	Statistical Analysis of the Viral Data and Clinical Features of ARI 

	Results 
	Age and Gender Distribution of Patients with Acute Respiratory Infections before and during the COVID-19 Pandemic 
	Detection Rate of Respiratory Viruses 
	The Level of Virus Detection in Different Age Groups 
	Research Period—2019–2020 
	Research Period—2020–2021 
	Research Period—2021–2022 

	Seasonal Distribution of the Most Common Acute Respiratory Viruses 
	Viral Co-Infections 
	Analysis of the Clinical Features of ARI Infections 

	Discussion 
	References

