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Preface

Virology is currently one of the most dynamic areas of
clinical medicine. Challenges related to novel viruses,
changing epidemiologic patterns, new syndromes, unmet
vaccine needs, antiviral drug resistance, and threats of
bioterrorism are balanced against improved insights into
viral pathogenesis, better diagnostic tools, novel immu-
nization strategies, and an expanding array of antiviral
agents. The demands on clinicians, public health work-
ers, and laboratorians will continue to increase as will the
opportunities for effective intervention. This text, now in
its fourth edition, is designed to inform scientists and
health care professionals about the medically relevant
aspects of this rapidly evolving field.

Clinical Virology has two major sections. The first ad-
dresses infections and syndromes related to particular
organ systems, as well as the fundamentals of modern
medical virology, including immune responses and vac-
cinology, diagnostics, and antivirals. The second provides
agent-specific chapters that detail the virology, epidemi-
ology, pathogenesis, clinical manifestations, laboratory
diagnosis, and prevention and treatment of important
viral pathogens. In a multiauthored text like Clinical Vi-
rology, the selection of authors is key. The senior authors
for individual chapters were chosen because of their in-

ternationally recognized expertise and active involve-
ment in their respective fields. In addition, common
templates for the syndrome-specific and separately for the
agent-specific chapters allow the reader to readily access
material. Since publication of the third edition in 2009,
all of the chapters have been extensively revised to in-
corporate new information and relevant citations. The
timeliness and presentation of the fourth edition have
been enhanced by publication of chapters online as they
have become available and by the increased numbers and
incorporation of color figures into the text. New chapters
on Bornaviruses and Anelloviruses have been added, and
the rapidly expanding field of antiviral drugs demanded
dividing the subject into four chapters.

We have been particularly fortunate in receiving in-
valuable help from our administrative assistants, Mayra
Rodriguez, Dunia Ritchey, and Lisa Cook. In addition, we
express our appreciation for the enthusiastic professional
support provided by Christine Charlip, Lauren Luethy,
and Larry Klein of ASM Press.

DOUGLAS D. RICHMAN
RICHARD J. WHITLEY

FREDERICK G. HAYDEN
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Important Notice (Please Read)

This book is intended for qualified medical professionals
who are aware that medical knowledge is constantly
changing. As new information becomes available,
changes in treatment, diagnostic procedures, equipment,
and the use of drugs and biologicals become necessary.
The editors, authors, and publisher have, as far as it
possible, taken care to ensure that the information is up-
to-date but cannot guarantee that it is.

Consequently, readers are strongly advised to confirm
that the information, especially with regard to drug usage,
complies with the latest legislation and standards of
practice. The authors, editors, and publisher make no
warranty, expressed or implied, that the information in
this book is accurate or appropriate or represents the
standard of care for any particular facility or environment
or any individual’s personal situation.
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Introduction
DOUGLAS D. RICHMAN, RICHARD J. WHITLEY, AND FREDERICK G. HAYDEN

1
Clinical virology incorporates a spectrum of disciplines and
information ranging from the x-ray crystallographic structure
of viral proteins to the global socioeconomic impact of dis-
ease. Clinical virology is the domain of molecular biologists,
geneticists, pharmacologists, microbiologists, vaccinologists,
immunologists, practitioners of public health, epidemi-
ologists, and clinicians, including both pediatric and adult
health care providers. It encompasses events impacting his-
tory that range from pandemics and Jennerian vaccination
to the identification of new pathogens, mechanisms of dis-
ease, and modern countermeasures like antiretrovirals. For
example, since the previous edition of this text, sequencing
techniques from human specimens have led to the identifi-
cation of numerous new members of several virus families,
including polyomaviruses, orthomyxoviruses, and bunyavi-
ruses (1–3). New viral pathogens have emerged or been
recognized, including a camel-associated coronavirus caus-
ing the SARS-like Middle East respiratory syndrome, the
tick-borne zoonotic orthomyxovirus (Bourbon virus) (2),
the bunyaviruses (severe fever with thrombocytopenia virus)
(3) and Heartland virus (4, 5), and newly emerged avian and
swine influenza viruses causing zoonotic infections (H7N9,
H5N6, H6N1, H10N8, H3N2v) (6–10). A bornavirus, be-
longing to a virus family known to cause disease in animals
but with an unproven role in human disease, has been iso-
lated in a cluster of encephalitis cases (11). Well-recognized
pathogens like Chikungunya and Zika viruses have spread
geographically to cause major outbreaks in the Western
Hemisphere (12, 13). The political and social consequences
of vaccine denialism have delayed the eradication of polio
and measles globally and resulted in re-emerging outbreaks
of measles in Europe and North America. Most dramatically,
the pattern of relatively limited, albeit lethal, outbreaks of
Ebola virus in central Africa over the past 40 years changed
in 2014 with the West African outbreak that caused over
28,000 infections leading to over 11,000 fatalities, including
more than 500 health care workers, before coming under
apparent control in 2016 (http://www.who.int/csr/disease/
ebola/en/).

On the positive side, the development of new diagnostic
technologies has provided dramatic advances for the de-
tection of new pathogens and the diagnosis and manage-
ment of virus infections in the clinic. Human “virome”
projects based on high-throughput serologic screening, se-

quencing, and other technologies have documented the
frequent but individually unique patterns of infection that
we have with these microbes (14–16). Since the previous
edition we have seen the revolutionary impact of combi-
nation antiviral therapy for HIV, with approximately 15
million people under treatment globally in 2015, followed by
the development of 8- to 12-week interferon-free regimens
for hepatitis C, with cure rates of over 95%. Modified viruses
have become therapeutic tools in treating some forms of
malignancy (e.g., herpes simplex virus for glioblastoma) (17,
18). In addition, promising new antiviral drugs and vaccines
are in development for many other virus infections. The
editors hope that the fascinating breadth and importance of
the subject of clinical virology will be conveyed by this text.
In this fourth edition, the editors have attempted to update
and expand upon the information in the previous edition,
while making the content more accessible with Internet-
based technology.

A few words about nomenclature are necessary. Students
(among others) are plagued by virus classification. Histor-
ically, classification reflected the information available from
general descriptive biology. Viruses were thus classified by
host (e.g., plant, insect, murine, avian), by disease or target
organ (e.g., respiratory, hepatitis, enteric), or by vector (e.g.,
arboviruses). These classifications were often overlapping
and inconsistent. Molecular biology now permits us to
classify viruses by genetic sequence and biophysical struc-
ture, which can be quantitative and evolutionarily mean-
ingful. Table 1, which shows the taxonomy of human
viruses, is derived from the comprehensive Ninth Report of
the International Committee on Taxonomy of Viruses (19).

The list in Table 1 represents viruses known to infect
humans. Many of the agents are primarily animal viruses that
accidentally infect humans: herpesvirus B, rabies, the Are-
noviridae, the Filoviridae, the Bunyaviridae, and many
arthropod-borne viruses. The role of intraspecies transmission
of viruses is becoming increasingly appreciated. Although its
contribution to zoonotic infections like H5N1 and antigenic
shift of influenza A virus is well documented, the role of
intraspecies transmission is a major consideration in the
“emerging” diseases caused by Sin Nombre virus and related
hantaviruses, Nipah virus, Ebola virus, arenavirus, hemor-
rhagic fevers, variant bovine spongiform encephalopathy,
and most importantly, the human immunodeficiency viruses.

doi:10.1128/9781555819439.ch1
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TABLE 1 Taxonomy of human viruses

Family Subfamily Type species or example Morphology Envelope Chapter

Genus
DNA viruses
dsDNA viruses
Poxviridae Pleomorphic + 19

Chordopoxvirinae
Orthopoxvirus Vaccinia virus, variola
Parapoxvirus Orf virus
Molluscipoxvirus Molluscum contagiosum virus
Yatapoxvirus Yaba monkey tumor virus

Herpesviridae Icosahedral +
Alphaherpesvirinae
Simplexvirus Human herpesvirus 1 and 2 20

Cercopithecine herpesvirus 1 (herpesvirus B) 21
Varicellovirus Human herpesvirus 3 22
Betaherpesvirinae
Cytomegalovirus Human herpesvirus 5 23
Roseolovirus Human herpesvirus 6 and 7 24
Gammaherpesvirinae
Lymphocryptovirus Human herpesvirus 4 25
Rhadinovirus Human herpesvirus 8 26

Adenoviridae Mastadenovirus Human adenoviruses Icosahedral – 27
Polyomaviridae Polyomavirus JC virus Icosahedral – 28
Papillomaviridae Papillomavirus Human papillomaviruses Icosahedral – 29

ssDNA viruses
Parvoviridae Icosahedral –

Parvovirinae 30
Erythrovirus B19 virus
Dependovirus Adeno-associated virus 2a

Bocavirus Human bocavirus
Anelloviridae Alphatorquevirus Torque teno virusa Icosahedral – 31

DNA and RNA reverse
transcribing viruses
Hepadnaviridae Orthohepadnavirus Hepatitis B virus Icosahedral with envelope + 32
Retroviridae Spherical +
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Deltaretrovirus HTLV 1 and 2 33
Lentivirus Human immunodeficiency viruses 1 and 2 34
Spumavirus Spumavirus (foamy virus)a

RNA viruses
dsRNA viruses

Reoviridae Icosahedral –

Orthoreovirus Reovirus 3a

Orbivirus Kemerovo viruses 35
Coltivirus Colorado tick fever virus 35
Seadornavirus Banna virus 35
Rotavirus Human rotavirus 36

Negative-stranded ssRNA viruses
Paramyxoviridae Spherical +

Paramyxovirinae
Respirovirus Human parainfluenza viruses 37
Morbillivirus Measles virus 38
Rubulavirus Mumps virus 39
Henipavirus Nipah virus 40
Pneumoniavirinae
Pneumovirus Human respiratory syncytial virus 37
Metapneumovirus Human metapneumovirus 37

Rhabdoviridae Bacilliform + 41
Vesiculovirus Vesicular stomatitis virus
Lyssavirus Rabies virus

Filoviridae Filovirus Ebola virus Bacilliform + 42
Orthomyxoviridae Spherical + 43

Influenzavirus A Influenza A virus
Influenzavirus B Influenza B virus
Influenzavirus C Influenza C virus

Bornaviridae Bornavirus Borna disease virus Spherical + 57
Bunyaviridae Amorphic + 44

Orthobunyavirus Bunyamwera virus, LaCrosse virus
Hantavirus Hantaan virus, Sin Nombre virus
Nairovirus Congo-Crimean hemorrhagic fever virus
Phlebovirus Rift Valley fever virus

Arenaviridae Arenavirus Lymphocytic choriomeningitis virus Spherical + 45

(Continued on next page)
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TABLE 1 Taxonomy of human viruses (Continued)

Family Subfamily Type species or example Morphology Envelope Chapter

Positive-stranded ssRNA viruses
Picornaviridae Icosahedral –

Enterovirus Polioviruses 46
Rhinovirus Human rhinoviruses 47
Hepatovirus Hepatitis A virus 48

Caliciviridae Calicivirus Norwalk virus Icosahedral – 49
Hepeviridae Hepevirus Hepatitis E virus Icosahedral - 50
Astroviridae Mamastrovirus Human astrovirus 1 Icosahedral – 51
Coronaviridae Coronavirus Human coronavirus Pleomorphic + 52
Flaviviridae Spherical +

Flavivirus Yellow fever virus 53
Hepacivirus Hepatitis C virus 54

Togaviridae Spherical +
Alphavirus Western equine encephalitis virus 55
Rubivirus Rubella virus 56

Subviral agents: satellites,
viroids, and agents
of spongiform encephalopathies
Subviral agents
Satellites (single-stranded RNA) Deltavirus Hepatitis delta (D) virus Spherical + 58
Prion protein agents Creutzfeld-Jakob agent ? – 59

aHuman virus with no recognized human disease.
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Although not a documented risk, the theoretical threats of
organ transplants from primates and pigs prompted a section
on xenotransplantation in the chapter on transplantation. In
addition, a number of human viruses have not been recog-
nized to cause human disease, including spumaretroviruses,
reoviruses, anelloviruses, and the adeno-associated parvovi-
ruses. The text does not elaborate on these viruses in detail,
but the editors did elect to include a chapter on Torque teno
virus and related anelloviruses, despite any proven disease
association, because of their remarkably high prevalence in
human populations globally and the remarkably high titers
achieved in blood. We have also added a new chapter on
bornaviruses, which may represent either a newly recognized
zoonosis or an emerging infection.

In order to provide a comprehensive yet concise treat-
ment of the diverse agents and diseases associated with hu-
man viral infections, the editors have chosen to organize the
textbook into two major sections. The first provides infor-
mation regarding broad topics in virology, including immune
responses, vaccinology, laboratory diagnosis, and principles
of antiviral therapy, and detailed considerations of important
organ system manifestations and syndromes caused by viral
infections. The second section provides overviews of specific
etiologic agents and discusses their biology, epidemiology,
pathogenesis of disease causation, clinical manifestations,
laboratory diagnosis, and management. We have attempted
to ensure that the basic elements are covered for each of the
viruses of interest, but it is the authors of each of these
chapters that have done the real work and to whom we owe
our gratitude and thanks.

ACKNOWLEDGMENTS
The editors would like to express their appreciation for the
enthusiastic, professional support provided by Lauren Lue-
thy, Larry Klein, Megan Angelini, and Christine Charlip of
ASM Press.

REFERENCES
1. Ho J, Jedrych JJ, Feng H, Natalie AA, Grandinetti L,

Mirvish E, Crespo MM, Yadav D, Fasanella KE, Proksell S,
Kuan SF, Pastrana DV, Buck CB, Shuda Y, Moore PS, Chang
Y. 2015. Human polyomavirus 7-associated pruritic rash and
viremia in transplant recipients. J Infect Dis 211:1560–1565.

2. Kosoy OI, Lambert AJ, Hawkinson DJ, Pastula DM,
Goldsmith CS, Hunt DC, Staples JE. 2015. Novel thogoto-
virus associated with febrile illness and death, United States,
2014. Emerg Infect Dis 21:760–764.

3. Yu XJ, Liang MF, Zhang SY, Liu Y, Li JD, Sun YL, Zhang L,
Zhang QF, Popov VL, Li C, Qu J, Li Q, Zhang YP, Hai R,
WuW,Wang Q, Zhan FX,Wang XJ, Kan B, Wang SW,Wan
KL, Jing HQ, Lu JX, YinWW, Zhou H, Guan XH, Liu JF, Bi
ZQ, Liu GH, Ren J, Wang H, Zhao Z, Song JD, He JR, Wan
T, Zhang JS, Fu XP, Sun LN, Dong XP, Feng ZJ, Yang WZ,
Hong T, Zhang Y, Walker DH, Wang Y, Li DX. 2011. Fever
with thrombocytopenia associated with a novel bunyavirus in
China. N Engl J Med 364:1523–1532.

4. McMullan LK, Folk SM, Kelly AJ, MacNeil A, Goldsmith
CS, Metcalfe MG, Batten BC, Albariño CG, Zaki SR, Rollin
PE, Nicholson WL, Nichol ST. 2012. A new phlebovirus
associated with severe febrile illness in Missouri. N Engl J Med
367:834–841.

5. Muehlenbachs A, Fata CR, Lambert AJ, Paddock CD, Velez
JO, Blau DM, Staples JE, Karlekar MB, Bhatnagar J, Nasci
RS, Zaki SR. 2014. Heartland virus-associated death in
Tennessee. Clin Infect Dis 59:845–850.

6. Gao HN, Lu HZ, Cao B, Du B, Shang H, Gan JH, Lu SH,
Yang YD, Fang Q, Shen YZ, Xi XM, Gu Q, Zhou XM, Qu
HP, Yan Z, Li FM, Zhao W, Gao ZC, Wang GF, Ruan LX,
Wang WH, Ye J, Cao HF, Li XW, Zhang WH, Fang XC, He
J, Liang WF, Xie J, Zeng M, Wu XZ, Li J, Xia Q, Jin ZC,
Chen Q, Tang C, Zhang ZY, Hou BM, Feng ZX, Sheng JF,
Zhong NS, Li LJ. 2013. Clinical findings in 111 cases of
influenza A (H7N9) virus infection. N Engl J Med 368:2277–
2285.

7. Li Q, Zhou L, Zhou M, Chen Z, Li F, Wu H, Xiang N, Chen
E, Tang F, Wang D, Meng L, Hong Z, Tu W, Cao Y, Li L,
Ding F, Liu B,WangM, Xie R, Gao R, Li X, Bai T, Zou S, He
J, Hu J, Xu Y, Chai C, Wang S, Gao Y, Jin L, Zhang Y, Luo
H, Yu H, He J, Li Q, Wang X, Gao L, Pang X, Liu G, Yan Y,
Yuan H, Shu Y, Yang W, Wang Y, Wu F, Uyeki TM, Feng Z.
2014. Epidemiology of human infections with avian influenza
A(H7N9) virus in China. N Engl J Med 370:520–532.

8. Wei SH, Yang JR, Wu HS, Chang MC, Lin JS, Lin CY, Liu
YL, Lo YC, Yang CH, Chuang JH, Lin MC, Chung WC,
Liao CH, Lee MS, HuangWT, Chen PJ, Liu MT, Chang FY.
2013. Human infection with avian influenza A H6N1 virus:
an epidemiological analysis. Lancet Respir Med 1:771–778.

9. Chen H, Yuan H, Gao R, Zhang J, Wang D, Xiong Y, Fan G,
Yang F, Li X, Zhou J, Zou S, Yang L, Chen T, Dong L, Bo H,
Zhao X, Zhang Y, Lan Y, Bai T, Dong J, Li Q,Wang S, Zhang
Y, Li H, Gong T, Shi Y, Ni X, Li J, Zhou J, Fan J, Wu J, Zhou
X, Hu M, Wan J, Yang W, Li D, Wu G, Feng Z, Gao GF,
Wang Y, Jin Q, Liu M, Shu Y. 2014. Clinical and epidemi-
ological characteristics of a fatal case of avian influenza A
H10N8 virus infection: a descriptive study. Lancet 383:714–
721.

10. Bowman AS, Sreevatsan S, Killian ML, Page SL, Nelson
SW, Nolting JM, Cardona C, Slemons RD. 2012. Molecular
evidence for interspecies transmission of H3N2pM/H3N2v
influenza A viruses at an Ohio agricultural fair, July 2012.
Emerg Microbes Infect 1:e33.

11. Hoffmann B, Tappe D, Höper D, Herden C, Boldt A, Ma-
wrin C, Niederstraßer O, Müller T, Jenckel M, van der
Grinten E, Lutter C, Abendroth B, Teifke JP, Cadar D,
Schmidt-Chanasit J, Ulrich RG, Beer M. 2015. A variegated
squirrel bornavirus associated with fatal human encephalitis.
N Engl J Med 373:154–162.

12. Nasci RS. 2014. Movement of chikungunya virus into the
Western hemisphere. Emerg Infect Dis 20:1394–1395.

13. Fauci AS, Morens DM. 2016. Zika virus in the Americas—yet
another arbovirus threat. N Engl J Med 374:601–604.

14. Xu GJ, Kula T, Xu Q, Li MZ, Vernon SD, Ndung’u T,
Ruxrungtham K, Sanchez J, Brander C, Chung RT,
O’Connor KC, Walker B, Larman HB, Elledge SJ. 2015.
Viral immunology. Comprehensive serological profiling of
human populations using a synthetic human virome. Science
348:aaa0698.

15. Delwart E. 2013. A roadmap to the human virome. PLoS
Pathog 9:e1003146.

16. Minot S, Bryson A, Chehoud C, Wu GD, Lewis JD,
Bushman FD. 2013. Rapid evolution of the human gut vi-
rome. Proc Natl Acad Sci USA 110:12450–12455.

17. Gaston DC,Whitley RJ, Parker JN. 2011. Engineered herpes
simplex virus vectors for antitumor therapy and vaccine de-
livery. Future Virol 6:321–340.

18. Markert JM, Razdan SN, Kuo HC, Cantor A, Knoll A,
Karrasch M, Nabors LB, Markiewicz M, Agee BS, Coleman
JM, Lakeman AD, Palmer CA, Parker JN, Whitley RJ,
Weichselbaum RR, Fiveash JB, Gillespie GY. 2014. A phase
1 trial of oncolytic HSV-1, G207, given in combination with
radiation for recurrent GBM demonstrates safety and radio-
graphic responses. Mol Ther 22:1048–1055.

19. Virus taxonomy: classification and nomenclature of viruses:
Ninth Report of the International Committee on Taxonomy
of Viruses. (2012) Ed: King, A.M.Q., Adams, M.J., Carstens,
E.B. and Lefkowitz, E.J. San Diego: http://www.elsevierdirect.
com/product.jsp?isbn=9780123846846 Elsevier Academic
Press.

- 5





Section I

Viral Syndromes
and General Principles





Respiratory Infections
JOHN J. TREANOR

2
Respiratory viral infections have a major impact on health.
Acute respiratory illnesses, largely caused by viruses, are the
most common illness experienced by otherwise healthy
adults and children. Data from the United States, collected
in the 1992 National Health Interview Survey, suggest that
such illnesses are experienced at a rate of 85.6 illnesses per
100 persons per year and account for 54% of all acute con-
ditions exclusive of injuries (1). A total of 44% of these
illnesses require medical attention and result in 287 days of
restricted activity, 94.4 days lost from work, and 182 days lost
from school per 100 persons per year. The morbidity of acute
respiratory disease in the family setting is significant. The
Tecumseh study, a family-based surveillance study of respi-
ratory illness, estimated that approximately one-quarter of
respiratory illnesses result in consultation with a physician
(2). Illness rates for all acute respiratory conditions are
highest in young children, and children below the age of 9
have been estimated to experience between five and nine
respiratory illnesses per year (3).

Mortality due to acute viral respiratory infection in oth-
erwise healthy individuals in economically developed
countries is rare, with the exception of epidemic influenza
and possibly respiratory syncytial virus. However, acute res-
piratory infection is a major cause of childhood mortality in
low- and middle-income countries (4), and it is estimated
that 4.5 million children under 5 years of age die annually
from acute respiratory infection. Viruses are estimated to
play a contributing role in approximately 20% to 30% of
these deaths (4). In response, the World Health Organ-
ization has undertaken a major new initiative, the Battle
against Respiratory Viruses (or BRaVe) to foster research on
these pathogens (5).

Both RNA and DNA viruses are responsible for these
infections, producing clinical syndromes ranging in severity
from merely uncomfortable to life threatening. Each of these
viruses may be responsible for different clinical syndromes
depending on the age and immune status of the host. Fur-
thermore, each of the respiratory syndromes associated with
viral infection may be caused by a variety of specific viral
pathogens (Table 1; also see Table 1 in Chapter 52). This
chapter describes the clinical syndromes of respiratory virus
infection, the spectrum of viruses associated with these
syndromes, and the pathophysiology of these illnesses.
Specific features of the virology and pathophysiology of

disease induced by individual viral agents are described in
greater detail in each of the virus-specific chapters.

SEASONAL PATTERNS OF RESPIRATORY
VIRUS INFECTION
Many of the viruses associated with acute respiratory disease
display significant seasonal variation in incidence (Fig. 1).
Although the exact seasonal arrival of each virus in the
community cannot be predicted with precision, certain
generalizations are useful diagnostically and in planning
control strategies. For example, both influenza and respira-
tory syncytial virus epidemics occur predominantly in the
winter months, with a peak prevalence in January to March
in the northern hemisphere. Although the periods of peak
incidence for these two viruses usually do not coincide, there
is often overlap between the two seasons. Parainfluenza virus
type 3 (PIV-3) infections show a predominance in the
spring, while types 1 and 2 (PIV-1 and PIV-2) cause out-
breaks in the fall to early winter. Rhinoviruses may be iso-
lated throughout the year, with increases in frequency in the
spring and fall. The peak prevalence of enteroviral isolations
is in late summer and early fall, while adenoviruses are iso-
lated at roughly equal rates throughout the year. The her-
pesviruses do not show significant seasonal variation in
incidence, except for varicella, which occurs throughout the
year, but more commonly in late winter and early spring.

COMMON COLDS
Clinical Features and Syndrome Definition
Common colds are familiar to most adults and are usually
self-diagnosed. Most observers consider colds to include
symptoms of rhinitis with variable degrees of pharyngitis; the
predominant associated symptoms include nasal stuffiness,
sneezing, runny nose, and sore throat. Patients often report
chills, but significant fever is unusual. Cough and hoarseness
are variably present and may be more frequent in the elderly
(6). Headache and mild malaise may occur. Although a
multitude of viruses may be associated with this syndrome,
the pattern of symptoms associated with colds does not ap-
pear to vary significantly among agents. Physical findings are
nonspecific and most commonly include nasal discharge and

doi:10.1128/9781555819439.ch2
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pharyngeal inflammation. More severe disease, with higher
fever, may be seen in children.

Overall, colds are one of the most common of disease
experiences. Adults average 6 to 8 colds per 1,000 person-
days during the peak cold season and from 2 to 4 colds per
person per year (7). Rates of colds are higher in children,
who average 6 to 8 colds per year. Adults with children at
home have a higher frequency of colds, and women are
generally affected more often then men.

Colds are self-limited, with a median duration of illness of
approximately 9 to 10 days in adults (8) and longer in
children (9). Recognized complications of colds include
secondary bacterial infections of the paranasal sinuses and
middle ear and exacerbations of asthma, chronic bronchitis,
and emphysema. Involvement of the middle ear is common,
and changes in middle ear pressures have been documented
following both experimentally induced as well as naturally
occurring rhinovirus (10) and influenza virus (11) infection.
These abnormalities are likely due to eustachian tube dys-
function and probably account for the frequency with which
otitis media complicates colds. Colds are associated with
symptomatic otitis media in approximately 2% of cases in
adults (12) and in a higher proportion in young children
(13). Rhinoviruses and other common cold viruses have
been detected in middle ear fluids in approximately 20% to
40% of cases of otitis media with effusion in children (14).
Infections with RSV, influenza, and adenoviruses are often
also associated with otitis media (13).

Colds are also associated with detectable abnormalities of
the paranasal sinuses that may or may not be evident clin-
ically. Mucosal thickening and/or sinus exudates have been

observed by computerized tomography in as many as 77% of
subjects with colds (15, 16). However, clinically manifest
acute sinusitis is seen only in a small (0.5% to 5%) pro-
portion of adults with naturally occurring colds.

Clinical colds in atopic individuals may be more severe or
more likely to result in wheezing than in normal individuals,
and rhinoviruses have been identified as major causes of
asthma exacerbations in children and adults (17). The
mechanism of this increased susceptibility is unclear but may
be related to an altered immune response to infection.
Rhinovirus colds may increase asthma by augmenting airway
allergic responses such as histamine release and eosinophil
influx after antigen challenge. Rhinoviruses have also been
identified as important causes of exacerbations of chronic
obstructive pulmonary disease (18, 19).

Etiology and Differential Diagnostic Features
The majority of common colds are associated with infection
with rhinoviruses or other picornaviruses, particularly when
very sensitive techniques, such as reverse-transcriptase-
polymerase chain reaction (RT-PCR), are used for diagnosis
(8). Other agents frequently associated with common colds
include coronaviruses and nonprimary infections with par-
ainfluenza and respiratory syncytial viruses, with a variety of
other agents implicated occasionally (Table 1).

The differential diagnosis of individuals presenting with
typical signs and symptoms is limited. However, in the
presence of additional signs or symptoms which are not part
of this clinical description, such as high, persistent fever,
signs of respiratory distress, or lower respiratory tract disease,
alternative diagnoses should be sought. Allergic causes

TABLE 1 Estimated frequencya with which individual viral respiratory syndromes are caused by specific common viral pathogens

Pneumonia

Virus Colds Pharyngitis Tracheobronchitis Croup Bronchiolitis Childrenb Adults
Immuno-

compromised

RNA viruses
Influenza virus
Type A +b ++ +++ ++ + ++ ++++ ++
Type B + ++ ++ + + + ++ +

Parainfluenza virus
Type 1 + ++ + ++++ +
Type 2 + ++ + ++ +
Type 3 + ++ + +++ ++ +++ + +

Respiratory syncytial virus ++ + ++ ++++ ++++ ++ ++
Human metapneumovirus + ++ ++ + –
Measles virus + + + + +
Rhinovirus ++++ ++ + + +++ ++ ++ +
Enterovirus ++ ++ + + –
Coronavirus ++ + ++ + + +

DNA viruses
Adenovirus ++ + ++ ++ ++ ++ ++
Herpes simplex virus + – + + ++
Varicella virus + + +
Epstein-Barr virus ++ – +
Cytomegalovirus + ++ – +++
aThe relative frequency of causation is graded semiquantitatively as follows: – , rarely if ever reported, occasional case reports; +, causes some cases (1%-5% of cases); ++;

fairly common cause, (5%-15% of cases); +++; common cause, (15%-25% of cases); ++++, major cause ( > 25% of cases)
bIndividuals under the age of 5.
cIn affected regions during outbreaks.
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should be considered in individuals who present with re-
current symptoms restricted to the upper respiratory tract.

Pathogenesis
Studies of the pathogenesis of the common cold have largely
focused on rhinoviruses, the most commonly implicated
viral etiology. Transmission of most of the viruses responsible
for the common cold is by direct contact, with inoculation of
virus into the upper respiratory tract. In situ hybridization
studies of nasal biopsy specimens from rhinovirus-infected
subjects demonstrate that infection is largely confined to
relatively small numbers of ciliated nasal mucosal epithelial
cells (20), although occasional non-ciliated cells are also
infected (20). Sloughing of these epithelial cells is seen in
naturally occurring colds, but the epithelial lining remains
intact, with structurally normal cell borders (21). Infection is
not associated with significant increases in the numbers of
lymphocytes in the nasal mucosa (22), but increases in the
numbers of polymorphonuclear leukocytes have been de-
tected in nasal mucosa and secretions, probably due to
elaboration of IL-8 by infected cells (23). Although rhino-
viruses are not able to grow efficiently at core body tem-
perature, virus can be detected within cells of the lower
airway even in uncomplicated colds in healthy subjects (24).

In general, the number of infected cells appears to be
quite limited, even in fairly symptomatic individuals (20).
Such findings suggest that virus-induced cellular injury is not
the direct cause of symptoms in rhinovirus colds and that
inflammatory mediators and neurogenic reflexes play im-
portant roles. The nasal secretions during the initial response
to rhinovirus infection are predominantly the result of in-
creased vascular permeability, as demonstrated by elevated

levels of plasma proteins in nasal secretions (25). Glandular
secretions (lactoferrin, lysozyme, and secretory IgA) pre-
dominate later in colds (25). Similar observations have been
made in allergic rhinitis. However, in contrast to the sit-
uation in allergic rhinitis, histamine does not appear to play
a role in the induction of symptoms in colds, because nasal
histamine levels do not increase, and therapy with selective
(nonsedating) H1 antihistamines is not effective (26–28).

Local cytokine production is associated with symptoms in
colds. Nasal secretion of kinin, IL-1, IL-6, and IL-8 levels
increases during colds, and kinin and IL-8 concentrations
correlate with symptoms (26). The low IL-6 production
polymorphism has been associated with greater symptom
magnitude following experimental rhinovirus challenge in
susceptible adults (29) while polymorphisms in I-L10 or
TNFa do not have a discernable effect. Intranasal admin-
istration of bradykinin mimics the induction of signs and
symptoms in the common cold, including increased nasal
vascular permeability, rhinitis, and sore throat (27, 30).
Enhanced synthesis of proinflammatory cytokines and cell
adhesion molecules in the middle ear may also contribute to
the pathogenesis of otitis media associated with colds (31).

Treatment and Prevention
Treatment of colds in clinical practice is directed toward
alleviation of symptoms. Symptoms of sneezing and rhinor-
rhea can be alleviated with nonselective antihistamines
such as brompheniramine, chlorpheniramine, or clemastine
fumarate, at the cost of some sedation (32, 33). The effect
is probably due to the anticholinergic properties of these
drugs because, as mentioned earlier, treatment with selec-
tive H1 inhibitors is not effective. Topical application of

FIGURE 1 Many of the viruses that affect the respiratory tract exhibit a seasonal variation in prevalence. In this figure, numbers of virus
isolates from children seen in private pediatric practices in Rochester, NY, are plotted by month of isolation. Data represent the 6-year average
from 1990 to 1995 and are expressed as the percentage of all isolates of that virus that occurred in the given month.
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vasoconstrictors such as phenylephrine or ephedrine pro-
vides temporary relief of nasal obstruction but may be asso-
ciated with a rebound of symptoms upon discontinuation if
used for more than a few days. Studies of pseudoephedrine
have demonstrated measurable improvements in nasal air
flow consistent with a decongestant effect (34, 35). Non-
steroidal anti-inflammatory drugs such as naproxen moder-
ate the systemic symptoms of rhinovirus infection (36).
Symptomatic therapy with systemic anticholinergic drugs or
anticholinergic-sympathomimetic combinations has not
been shown to confer any benefit and to be associated with
significant side effects (37). In particular, the use of the
decongestant phenylproponolamine has been shown to be
associated with an increased risk of hemorrhagic stroke (38,
39), and this drug has been removed from over-the-counter
cold remedies. However, topical application of ipratropium,
a quaternary anticholinergic agent that is minimally ab-
sorbed across biologic membranes, reduces rhinorrhea sig-
nificantly in naturally occurring colds (40). This agent
probably exerts its major effect on the parasympathetic
regulation of mucous and seromucous glands.

As expected, there is no benefit in treatment of colds
with antibacterial agents, although they are frequently pre-
scribed in colds, particularly in children. Echinacea has been
suggested as having efficacy in colds, but a recent random-
ized trial showed no benefit (41), and administration of this
remedy is not associated with a shorter duration of symptoms
(42). Zinc gluconate may slightly reduce the duration of
colds but does not reduce symptom severity and is associated
with a high frequency of adverse events (43).

Clinical Features and Syndrome Definition
Pharyngitis is a common complaint of both adults and
children and is one of the more common reasons for seeking
outpatient medical care. In general, this syndrome refers to
individuals who present with the primary complaint of sore
throat and should probably be reserved for those individuals
who manifest some objective evidence of pharyngeal in-
flammation as well. The clinical manifestations of phar-
yngitis are dominated by the specific causative agent and
can be divided into those cases in which nasal symptoms
accompany pharyngitis, which are predominantly viral in
nature, and those cases without nasal symptoms, which have
a somewhat more diverse spectrum of etiologic consid-
erations, including both group A and nongroup A strepto-
cocci, chlamydia (strain TWAR), mycoplasma, and other
agents (44).

Etiology and Differential Diagnostic Features
Viral pathogens associated with acute pharyngitis are sum-
marized in Table 1. Rhinovirus colds are frequently accom-
panied by pharyngitis, although objective signs of
pharyngeal inflammation are uncommon. Adenovirus in-
fections are frequently associated with pharyngitis, and a
specific syndrome of pharyngoconjunctival fever, consisting
of fever, pharyngitis, and bilateral conjunctivitis is associated
with adenovirus types 3 and 7. A variety of enteroviral se-
rotypes are associated with febrile pharyngitis. Herpangina is
a specific coxsackievirus-induced pharyngitis in which small
(1 to 2 mm) vesicular lesions of the soft palate rupture to
become small white ulcers. Pharyngitis is a typical compo-
nent of acute influenza in which individuals experience the
sudden onset of systemic symptoms of fever, myalgias, and
malaise accompanied by upper respiratory signs and symp-
toms including pharyngitis. Primary oral infection with
herpes simplex virus may present with pharyngitis, typically

with vesicles and shallow ulcers of the palate, and cervical
lymphadenopathy.

Pharyngitis will be a significant complaint in approx-
imately one-half of cases of the acute mononucleosis syn-
drome due to Epstein-Barr virus (45). Pharyngitis in this
syndrome is generally exudative and is accompanied by
cervical and generalized lymphadenopathy, as well as fever,
hepatosplenomegaly, and other systemic symptoms. The
heterophile antibody test is typically positive in the second
week of illness. Cytomegalovirus can cause an identical
syndrome that is monospot-negative and may be associated
with pharyngitis more commonly in children than in adults.
An acute mononucleosis-like syndrome with pharyngitis
may also be the presenting manifestation of primary HIV
infection. Viruses associated with hemorrhagic fever, such as
Ebola, Marburg, or Lassa, produce an acute pharyngitis that
occurs early in the disease, before skin lesions appear.

The differential diagnosis of acute pharyngitis generally
centers upon the differentiation of streptococcal from viral
etiologies. Features suggestive of streptococcal pharyngitis
include tonsillar swelling, moderate to severe tenderness on
palpation, enlargement of lymph nodes, presence of scarla-
tiniform rash, and absence of coryza (46). The bacterium
Fusobacter necrophorum has also been recognized as fre-
quently associated with acute pharyngitis in adults and has a
clinical presentation similar to that of streptococcal phar-
yngitis (47).

The presence of nasal symptoms or of conjunctivitis fa-
vors a viral etiology, and as described above, some viral
syndromes may present with distinguishing characteristics
that help in their identification. Generally, acute pharyngitis
in children less than 3 years of age is predominantly viral in
origin. The presence of exudate is suggestive of bacterial
etiology, but exudates may also be seen with adenovirus or
EBV. Rapid diagnostic tests for the office identification of
group A streptococci are widely available and are indicated
in most cases where the etiology is uncertain. When highly
sensitive tests are used, backup cultures are generally not
necessary (48).

Pathogenesis
The pathophysiology of those virus infections for which
pharyngitis is part of the clinical presentation is described in
the individual virus-specific chapters of this book. As de-
scribed above, pharyngitis in the common cold is probably
the result of chemical mediators of inflammation, which are
potent stimulators of pain nerve endings. Potentially similar
mechanisms may account for pharyngitis in other viral
syndromes as well. Direct viral damage and other host in-
flammatory responses may also contribute.

Treatment and Prevention
The treatment of most cases of viral pharyngitis is sympto-
matic, as noted in the section on common colds. Patients
suspected of having influenzal pharyngitis who are seen
within the first 2 days of illness can be treated with antiviral
therapy (see Chapters 14 and 43). In immunosuppressed
patients with chronic herpetic pharyngitis or normal hosts
with primary gingivostomatitis, acyclovir therapy is recom-
mended (see the discussion on herpes simplex virus).

Treatment of group A streptococcal infections with an-
timicrobial agents is generally initiated to prevent rheuma-
tologic complications of this infection and is associated with
more rapid resolution of symptoms, although the absolute
benefits are rather modest (49). Rapid diagnostic tests are
widely available for the office identification of group A
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streptococci and are indicated in most cases where the eti-
ology is uncertain. Antibiotic treatment based on only
positive rapid test or throat culture results can reduce un-
necessary use of antibiotics for treatment of pharyngitis (50).

CROUP (ACUTE
LARYNGOTRACHEOBRONCHITIS)
Clinical Features and Syndrome Definition
Croup, or viral laryngotracheobronchitis, is a clinically dis-
tinct illness that predominantly affects children under the age
of three. The illness typically begins with upper respiratory
tract symptoms of rhinorrhea and sore throat, often with a
mild cough. After 2 or 3 days, the cough deepens and de-
velops a characteristic brassy, barking quality, which is similar
to a seal’s bark. Fever is usually present, generally between
38º and 40ºC, although those with croup due to respiratory
syncytial virus may have normal temperatures. The child may
appear apprehensive and most comfortable sitting forward in
bed. The respiratory rate is elevated but usually not over 50;
this contrasts with bronchiolitis, in which more severe ta-
chypnea is often seen. Chest wall retractions, particularly in
the supraclavicular and suprasternal areas, may be observed.
Children with this finding on presentation have a higher risk
of hospitalization or of requiring ventilatory support.

The characteristic physical finding of croup is inspiratory
stridor. Inspiration is prolonged, and in very severe cases,
some degree of expiratory obstruction may also be seen.
Rales, rhonchi, and wheezing, which reflect the character-
istic involvement of the lower respiratory tract, may be heard
on physical examination. A fluctuating course is typical, and
the child may appear to worsen or improve within an hour.
Hypoxemia occurs in 80% of children with croup severe
enough to require hospitalization. The degree of hypoxia is
generally difficult to ascertain clinically, but continuous
monitoring of pulse oximetry does not correlate with respi-
ratory distress and may lead to increased hospitalization rates.

Children who develop respiratory insufficiency as a result
of increasing fatigue also may have elevations in PaCO2.
Other routine laboratory assays are generally unremarkable.
Children with croup characteristically exhibit subglottic
narrowing of the tracheal air shadow on PA films of the
neck, the so-called “steeple” sign (Fig. 2). This finding may
be useful in differentiating croup from epiglottitis. Chest X-
rays may reveal parenchymal infiltrates which are part of the
characteristic involvement of the lower respiratory tract in
this syndrome.

Croup is predominantly a disease of young children, with
a peak age incidence in the second year of life. In the Seattle
virus watch family study, the annual incidence of croup was
5.2 per 1,000 in the first 6 months of life, 11.0 per 1,000 in
the second 6 months, 14.9 per 1,000 in the second year of
life, and 7.5 per 1,000 in those 2 to 3 years of age, with a
marked drop after that age (51). Boys are somewhat more
likely to be affected than girls (52).

Etiology and Differential Diagnostic Features
Overall, viruses are recovered from croup cases more fre-
quently than from other types of respiratory illnesses. An
estimate of the relative importance of individual infectious
agents in croup is shown in Table 1. The parainfluenza vi-
ruses are the most common viruses responsible for croup,
accounting for about 75% of cases (52). Of the parainfluenza
viruses, types 1 and 2 are most commonly associated with
croup (52), and the seasonal incidence of croup reflects the

seasonal variations in parainfluenza virus incidence (Fig. 1).
Less common causes of croup include respiratory syncytial
virus, influenza A or B viruses, rhinoviruses, and adeno-
viruses, as well as Mycoplasma pneumoniae. Recent studies
have also shown a strong association with the novel coro-
navirus NL63 (53). Measles is a relatively less common cause
of croup but is associated with especially severe disease (54).
Mycoplasma pneumoniae and influenza viruses tend to be
isolated more commonly from older children with croup
(52). Parainfluenza virus type 2 and influenza A viruses are
associated with more severe disease (55), but generally the
clinical presentation of the croup syndrome due to in-
dividual agents is similar. Specific viral diagnosis is not
routinely performed since the clinical syndrome is sufficient
for diagnosis, and management generally does not depend on
identification of the specific agent.

The majority of cases of inspiratory stridor in children are
caused by viral croup. However, it is critical to distinguish
these syndromes from other, potentially more serious causes
of airway obstruction such as bacterial epiglottitis and tra-
cheitis early in clinical management. Epiglottitis is an acute
cellulitis of the epiglottis and surrounding structures. Pa-
tients present with acute respiratory distress and drooling,
but the barking cough of croup is absent. Epiglottitis in
children is usually caused by Hemophilus influenzae type b
(Hib). The incidence of invasive Hib infections has de-
clined remarkably since the introduction of polysaccharide-
conjugate vaccines, and the incidence of epiglottitis in
children has also declined considerably (56). In adults, and
rarely in children, epiglottitis may be caused by a variety of
other bacterial agents such as Haemophilus parainfluenzae or
b-hemolytic streptococci, which may spread from a con-
tiguous focus of infection. Bacterial tracheitis is a relatively
rare syndrome that mimics croup. Abundant purulent spu-
tum is often present. Bacterial tracheitis is usually caused
by Staphylococcus aureus or Hib; other bacteria such as b-
hemolytic streptococci and Streptococcus pneumoniae have
also been associated with this syndrome. Other infectious
causes of stridor, including peritonsillar or retropharyngeal

FIGURE 2 Posteroanterior roentgenogram of the neck of a child
with viral croup that shows the characteristic narrowing of the air
shadow of the trachea in the subglottic area. (Courtesy of Dr.
Carolyn B. Hall, University of Rochester)
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abscess or diphtheria, and noninfectious causes of stridor
such as trauma or aspiration of a foreign body, should be
considered.

Direct visualization of the epiglottis may be necessary to
exclude bacterial etiologies, and facilities and personnel for
this procedure and for emergency airway management
should be available. Lateral neck radiographs may show
edema of the epiglottis in epiglottitis (Fig. 3) or thickening
of the retropharyngeal space in individuals with retro-
pharyngeal abscess. However, radiographs are limited in
accuracy and should be performed with caution in in-
dividuals with respiratory distress. It may be useful to ad-
minister racemic epinephrine, because a rapid response is
suggestive of croup.

Pathogenesis
The severity of clinical symptoms in viral croup appears to
be directly related to the level of virus replication (57). This
results in inflammation in both the upper respiratory tract
and the lung parenchyma. The classic signs of croup, in-
cluding the barking cough and inspiratory stridor, arise
mostly from inflammation occurring in the larynx and tra-
chea. Inflammatory changes are seen by histology in the
epithelial mucosa and submucosa of the larynx and trachea.
The cellular infiltrate includes histiocytes, lymphocytes,
plasma cells, and polymorphonuclear leukocytes. The in-
flammation and obstruction are greatest at the subglottic
level, which is the least distensible part of the airway because
it is encircled by the cricoid cartilage. Consequently, lo-
calized inflammation and edema lead to obstruction of air-
flow. The impeded flow of air through this narrowed area
produces the classic high-pitched vibration. Obstruction is
greater during inspiration because the narrowing occurs in
the extrathoracic portion of the airway and is enhanced in
small children because the walls of the airways in these in-
dividuals are relatively compliant and can collapse to a
greater extent. Obstruction of airflow results in an initial
decline in tidal volume, which is compensated by an in-
crease in respiratory rate to maintain adequate alveolar
ventilation. However, if the obstruction increases, the work
of breathing may increase until the child tires, and as the
respiratory rate declines, the child develops hypercarbia and
respiratory failure.

Involvement of the lower respiratory tract is integral to
the pathophysiology of croup (Fig. 4) (58). Inflammatory
changes are noted throughout the respiratory tract, includ-
ing the linings of the bronchi, bronchioles, and even the
alveoli. Consistent with these findings, hypoxemia is de-
tected in about 80% of children hospitalized with croup.
Although some degree of hypoxia can be explained on the
basis of hypercarbia, the major pathophysiologic mechanism
is ventilation-perfusion mismatching. Pulmonary edema
may complicate severe croup and upper airway obstruction
(59). The onset of pulmonary edema often occurs immedi-
ately following intubation. Pulmonary edema in these cases
does not appear to be due to pulmonary artery hypertension
but to local hypoxia and increased alveolar-capillary trans-
mural pressure.

Treatment and Prevention
Because the majority of hospitalized children are hypoxic,
oxygen is the mainstay of treatment for severe disease and
should be given to all hypoxemic patients. Humidified air or
mist therapy is commonly used and has several potential
roles. Desiccation of the inflamed epithelial surfaces is de-
creased, and the viscosity of the exudate is reduced. How-
ever, the value of mist therapy has not been proven, and
removal of the child from the parents and placement in a
mist tent can be more distressing to the child than beneficial.

Corticosteroids have been shown to confer significant
benefits in the management of mild, moderate, and severe
croup, including more rapid improvement in symptoms, re-
duced length of hospital stay, and reduced rates of intubation.
Administration of a single dose of 0.6 mg/kg dexamethasone

FIGURE 3 Lateral neck films of the neck in a child with epi-
glottitis demonstrates the characteristic thickening of the epiglottis
in this disease and may be helpful in distinguishing this illness from
croup or retropharyngeal abscess. (Courtesy of Dr. Caren B. Hall,
University of Rochester)
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and  respiratory effort
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FIGURE 4 Pathophysiology of croup. Both mechanical ob-
struction of airflow and ventilation-perfusion mismatching due to
parenchymal infection of the lung are responsible for the hypoxia
and respiratory distress of croup. (Modified from Hall, Reference
206, with permission)
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intramuscularly (60), an oral dose of between 0.6 to 0.15 mg/
kg orally (61), or of 2 mg of budesonide by nebulizer (62) are
all effective, and comparative trials have shown all three
strategies to be equally effective (63, 64). Administration of
single-dose corticosteroid therapy in this setting has not been
associated with significant side effects and should probably be
used in most patients with significant illness (65).

Administration of nebulized racemic epinephrine gen-
erally gives rapid, symptomatic relief in croup (66). It is
believed that a-adrenergic stimulation by this drug causes
mucosal vasoconstriction, leading to decreased subglottic
edema. Several randomized trials have demonstrated a rapid
beneficial effect on airway obstruction (67, 68). The onset of
action is rapid, often within minutes, but the duration of
relief is also limited, lasting 2 hours or less. Therefore, treated
subjects should be observed closely for clinical deterioration.
While symptomatic relief is considerable, use of epinephrine
is not associated with improvements in oxygenation, prob-
ably because the defect in oxygen is associated with ven-
tilation-perfusion mismatching due to lower respiratory tract
involvement. In addition tachycardia may occur. Thus, in-
haled epinephrine is generally reserved for children who fail
to respond to more conservative management (69). Oxygen
mixed with helium (heliox) has been suggested as an in-
tervention to reduce the work of breathing; however, its role
in the routine management of croup remains undetermined
(70).

Antiviral agents effective against some of the viruses re-
sponsible for croup are available but have not been tested for
efficacy in this situation. However, the potential benefit of
the use of antiviral agents in the typical self-limited course of
croup would likely be limited. Since croup is a viral illness,
antibiotic therapy is of no benefit.

BRONCHIOLITIS
Clinical Features and Syndrome Definition
Bronchiolitis is a characteristic syndrome of infants whose
presenting symptoms are dominated by the major patho-
physiologic defect, obstruction to expiratory airflow (71).
The onset of lower respiratory symptoms is usually preceded
by rhinitis, often with nasal congestion and discharge. More
severe symptoms characteristically occur 2 to 3 days later but
in some cases are concurrent with the onset of upper respi-
ratory symptoms. In many instances, there may be a history
of exposure to an adult or sibling with a cold or other minor
respiratory illness or history of exposure to other cases of
bronchiolitis in the daycare setting.

The hallmark of disease is wheezing, which can be quite
marked, with flaring of the nostrils and use of accessory
muscles of respiration. Cough may or may not be prominent
initially, and when cough is present, it may be paroxysmal in
nature. Slight cyanosis is often observed, but the presence or
absence of cyanosis is not a reliable indicator of the degree of
oxygenation or of the severity of disease. Physical findings are
generally confined to the chest, with development of rales,
which are usually musical in the beginning and then become
more moist. Hyper-resonance of the chest may be observed,
and the liver may be displaced downward due to hyper-
inflation. The respiratory rate is elevated, with rates of 50 to
80 breaths per minute. Fever is frequently present at the
beginning of the illness but may no longer be present at the
time lower respiratory tract involvement develops. Among
hospitalized infants, one-third or more are afebrile, despite
marked lower respiratory tract disease. Thus, the presence or

absence of fever does not indicate the severity of the child’s
illness. Mild conjunctivitis is noted in about a third of cases,
with pharyngitis of varied severity in about half, and otitis
media in 5% to 10%. The hospital course is variable, but
most infants will show improvement in 3 to 4 days (72).

Radiologic findings are generally nonspecific, with re-
ported findings including air trapping, consolidation, and
collapse (73). Air trapping is particularly indicative of res-
piratory syncytial virus (RSV)-associated bronchiolitis and
may be the only radiologic finding (Fig. 5). However, there is
no correlation between the radiographic findings and the
clinical course (74). Chest radiographs should be obtained
to rule out alveolar filling defects suggestive of bacterial
pneumonia and in those infants with severe disease, sudden
deterioration, or underlying disorders (75). Results of routine
laboratory tests are generally unremarkable, and the pe-
ripheral white blood cell count is usually not elevated. Ab-
normal water, electrolyte, and endocrine homeostasis may be
seen during acute illness, including elevated antidiuretic
hormone secretion and low fractional excretion of sodium
(76). Electrolyte disturbances, most notably hyponatremia,
may be seen with severe disease, particularly if excessive
amounts of hypotonic fluid are administered (77). Acute
disease may be associated with elevations in pulmonary ar-
tery pressure, but echocardiographic studies are usually un-
remarkable in infants with structurally normal hearts (78).

Bronchiolitis is a disease predominantly of infancy, and
the epidemiology of this disease closely parallels that of the
major infectious cause, respiratory syncytial virus. The peak
age incidence is between 2 and 6 months of age, with over
80% of cases occurring in the first year of life (79). The risk
of hospitalization of infants during the first 12 months of life
for bronchiolitis has been estimated to be approximately 10
per 1,000 population (80), with the peak age of hospital-
ization between 1 and 3 months. Hospitalization rates are
highest in children who reside in industrialized urban set-
tings (81). Among lower socioeconomic status groups,
bronchiolitis hospitalization rates of 0.5% to 1% of the en-
tire population of infants in the first year of life are not
uncommon (82).

FIGURE 5 The CXR in bronchiolitis characteristically shows
hyperinflation due to obstruction to airflow. A variety of other
findings may be present, including interstitial infiltrates or lobar
consolidation. (Courtesy of Dr. Caren B. Hall, University of Ro-
chester)
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The risk of hospitalization and severe bronchiolitis is
particularly high in infants with congenital heart or lung
disease or immunodeficiency (83, 84). In addition, infants
born prematurely and those who are less than 6 weeks of age
at the time of presentation are also at risk (85). More severe
disease has also been documented in children with a family
history of asthma (85) and those exposed to cigarette smoke
in the family setting (86).

Etiology and Differential Diagnostic Features
The spectrum of viruses associated with bronchiolitis is
shown in Table 1. RSV causes the majority of cases of
bronchiolitis, and during the RSV epidemic season, essen-
tially all cases are due to this virus (87). Overall, RSV is
recovered from about three-fourths of all infants admitted to
the hospital with bronchiolitis (71). Children hospitalized
with bronchiolitis due to RSV tend to be younger than those
with other viruses (88). Children with a higher viral load on
nasopharyngeal aspirates have a higher risk of ICU admis-
sion (89). Human metapneumovirus (hMPV) is also a sig-
nificant cause of bronchiolitis (90–92). The clinical picture
most closely resembles that of RSV, and bronchiolitis is the
major manifestation in children. Clinical features include
wheezing and hypoxia. There are no clinical features that
can distinguish between disease caused by hMPV and RSV,
although generally RSV may be more severe.

Rhinoviruses have recently been recognized as associated
with a significant proportion of cases of bronchiolitis and
represent the second most common virus detected using
sensitive nucleic acid tests in children with bronchiolitis.
The true attribution of RV to this syndrome must take into
account the frequent detection of this virus in asymptomatic
children as well. Rhinoviruses can also mimic RSV infection
in infants with bronchopulmonary dysplasia (93).

Other respiratory viruses causing bronchiolitis include
parainfluenza viruses, influenza virus, mumps, and rhinovi-
ruses. Adenoviruses types 3, 7, and 21 are relatively un-
common causes but may be associated with more severe
disease, including bronchiolitis obliterans (94). Novel hu-
man coronaviruses, such as NL-63, have also been associated
with lower respiratory tract disease in infants (95). An ad-
ditional recently described human parvovirus, the human
bocavirus, has been found in as many as 12% of cases of
acute wheezing in young children (96).

The differential diagnosis of diseases characterized by
expiratory airflow obstruction in infants is relatively small.
Pertussis can occasionally be confused with bronchiolitis;
more frequent vomiting, more paroxysmal cough, and lym-
phocytosis are clues to the diagnosis. Differentiation of acute
infectious bronchiolitis from the initial presentation of al-
lergic asthma is difficult and contributes to the difficulty in
assessing therapeutic interventions in this disease. Anatomic
defects such as vascular rings can cause obstruction of the
airway. Foreign bodies should be considered strongly, espe-
cially in young infants. Gastroesophageal reflux is an addi-
tional consideration.

RSV and some of the other viral agents responsible for
bronchiolitis can be isolated from nasopharyngeal secretions
in cell culture, but nucleic acid detection techniques are
more sensitive and detect a wider range of viruses (97).
Rapid antigen detection techniques are widely used, but the
sensitivity of such techniques is dependent on the quality of
the nasopharyngeal specimen, with nasopharyngeal aspirates
superior to brushings or swabs (98). Their utility in routine
management is unclear, although they may be useful for
infection control purposes.

Pathogenesis
The pathophysiology of infectious bronchiolitis has been
described most completely in the case of infection with RSV.
The basic pathophysiologic changes in bronchiolitis are
summarized in Figure 6 (71). Viral infection of epithelial
cells of the bronchioles leads to destruction and necrosis of
the ciliated epithelium. Leucocytes, predominantly lym-
phocytes, can be seen in increased numbers in the peri-
bronchial tissues (99). The submucosa becomes edematous,
and there is increased production of mucus. Ultimately,
dense plugs of alveolar debris and strands of fibrin form
within small bronchi and bronchioles, which may partially
or completely obstruct airflow. The pathogenic basis for
respiratory difficulty in bronchiolitis is related to obstruction
of these small airways (71). Hypoxemia is the major ab-
normality of gas exchange, with ventilation-perfusion im-
balance the major cause of the hypoxemia. In addition to
hypoxia, hypercarbia, and respiratory acidosis have been
observed in some severely ill infants.

Infants appear to be particularly susceptible to the con-
sequences of viral infection because the peripheral airways
are disproportionately narrow in the early years of life. In
addition, collateral channels of ventilation, such as the pores
of Kohn, are deficient both in number and size in the infant
lung. Finally, the airways of infants are intrinsically more
reactive to bronchospastic stimuli than are the airways of
older children (100). It is not clear how RSV infection re-
sults in the observed histologic damage, and the reasons
some children experience relatively mild disease while oth-
ers go on to respiratory failure are unknown.

The possibility that immune responses are involved in
the pathogenesis of RSV bronchiolitis has received consid-
erable attention. Factors identified as potentially playing a
role include overproduction of IgE in response to infection,
alteration in the cytokine phenotype of responding T cells,
and release of leukotrienes in the airways (101). In addition,
neural mechanisms of airway smooth muscle tone may be
disrupted by RSV (102).

The innate immune response also plays an important role
in the pathogenesis of RSV disease in infants, and it has
been recognized that single nucleotide polymorphisms in
several genes that control the inflammatory response have
an important impact on the severity of RSV disease. Ex-
amples include polymorphisms in the genes for IL-4, IL-8,
and IL-13, and in TLR-4 and the CCR5 receptor, among
others (103).

Following recovery from acute bronchiolitis, some chil-
dren experience continued episodes of wheezing, especially
during apparently viral upper respiratory infections. Esti-
mates are that the risk of either infrequent or frequent
wheezing following recovery from documented RSV lower
respiratory tract infection is increased by about 3- to 4-fold
(104). The risk of subsequent wheezing is also increased in
children with bronchiolitis associated with RSV. The
mechanisms underlying this increased risk are unknown.
Other studies have shown no difference in the rate of sub-
sequent asthma in monozygotic twins discordant for RSV
hospitalization (105). A history of maternal asthma may be
associated with more severe disease in children with rhino-
virus-associated bronchiolitis but not RSV (106, 107).

Treatment and Prevention
Recommendations regarding the treatment and prophylaxis
of bronchiolitis have been summarized recently (108).
Correction of hypoxemia is the most important aspect of
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managing RSV lower respiratory tract disease. Oxygen
should be administered to infants whose saturation con-
sistently falls below 90%, but the role of continuous mon-
itoring of oxygen saturation is controversial. Inhaled
hypertonic saline has been suggested as a modality to rehy-
drate the airway and may reduce the risk of hospitalization,
although not affecting length of stay (109). Some studies
have suggested that a humidified high-flow nasal cannula or
continuous positive airway pressure may be useful in chil-
dren who are at risk for respiratory failure (110).

Because of the dehydrating effect of tachypnea and re-
duced oral intake in some hospitalized infants, parenteral
rehydration is often needed, but care must be taken to avoid
inducing hyponatremia. Fluid intake and electrolyte con-
centrations should be carefully monitored in all infants with
severe bronchiolitis, because hyponatremia and syndrome of
inappropriate secretion of antidiuretic hormone (SIADH)
may occur.

Other therapies are generally not routinely recommended
in the treatment of bronchiolitis. Generally, bronchodilators
produce modest short-term improvements in clinical scores
but do not improve oxygenation, rates of hospitalization, or
duration of hospital stay (111). The majority of studies of
systemic corticosteroids have also failed to demonstrate a
beneficial effect in acute bronchiolitis, and oral cortico-
steroids do not appear to have beneficial effects (112).
Antibacterial drugs, including azithromycin, are of no ben-
efit (113).

A humanized neutralizing monoclonal antibody to the
RSV F protein, palivizumab (Synagis�), has had significant
protective efficacy in a population of infants with pre-

maturity or bronchopulmonary dysplasia, as well as in chil-
dren with hemodynamically significant congenital heart
disease. Administration of palivizumab intramuscularly at a
dose of 0.15 mg/kg of body weight once per month resulted
in a 55% reduction in RSV-related hospitalizations and a
lower incidence of intensive care unit admissions in this
population (114). Recommendations for the use of passive
antibody prophylaxis in the United States have been re-
cently revised (115). Palivizumab should generally be used
only in the first year of life during the RSV epidemic season.
Use is recommended in preterm infants who were born be-
fore 29 weeks’ gestation (who would be expected to receive
little placental transfer of maternal antibody), preterm in-
fants of any gestational age who develop chronic lung disease
of prematurity, and infants with hemodynamically sig-
nificant chronic heart disease. Use can also be considered
during the first year of life in infants with anatomic pul-
monary disorders or neuromuscular disorders that impair
clearing of secretions. The risk of severe RSV in the second
year of life is considerably less, but use of palivizumab can be
considered in infants with chronic lung disease of pre-
maturity who continue to require medical support, and in-
fants who are profoundly immunocompromised. Routine use
in children with cystic fibrosis is not currently recommended.

Interruption of nosocomial transmission may be facili-
tated by thorough handwashing, decontamination of sur-
faces and inanimate objects, and isolation or cohorting of
infected infants. Use of disposable eye-nose goggles by pe-
diatric staff reduces the risk of nosocomial RSV infection in
both staff and patients. Regular use of gowns, gloves, and
possibly masks by hospital staff caring for infected children

FIGURE 6 Pathophysiology of bronchiolitis. Viral infection of the lower respiratory tract results in inflammation and increased mucus
production. Both airway obstruction and ventilation-perfusion mismatching are responsible for the clinical findings of hypoxia, hyper-
inflation, and hypoventilation. If uncorrected, these defects can lead to apnea or sudden death. (Modified from Wohl and Chernick,
Reference 71, with permission)
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may also reduce the risk of nosocomial RSV spread. Pro-
tective isolation of high-risk infants or deferring their elec-
tive admission has been recommended during institutional
outbreaks of RSV.

Vaccines are available to prevent bronchiolitis due to
influenza virus and mumps, but there is no vaccine currently
available for prevention of bronchiolitis due to RSV or PIV.
There are multiple significant hurdles to the development of
such vaccines, including the very young age at which the
disease presents, the suppressive effect of maternal antibody
on vaccine responses, and in the case of RSV, the potential
for enhanced disease in vaccine recipients (116).

TRACHEITIS AND TRACHEOBRONCHITIS
Clinical Features and Syndrome Definition
In addition to causing croup and bronchiolitis, viral in-
fection of the trachea and bronchi may cause tracheitis or
tracheobronchitis. Tracheitis is characterized by tracheal
tenderness, which can be elicited by gentle pressure on the
anterior trachea just below the cricoid cartilage. Substernal
discomfort on inhalation, and nonproductive paroxysmal
cough are noted. Paroxysmal nonproductive cough is also
characteristic of tracheobronchitis and is usually much more
severe at night. Later in the course of illness, small amounts
of clear or whitish sputum may be produced. Accompanying
symptoms may include fever, headache, myalgias, malaise
and anorexia. After several days of coughing, chest wall or
abdominal discomfort, which is muscular in nature, may be
noted. Physical findings are generally nonspecific; exami-
nation of the chest may reveal no adventitious sounds
but more commonly scattered rhonchi and occasional
wheezing. Physical signs such as egophony, pleural friction
rubs, or areas of dullness to percussion should suggest the
presence of other diagnoses such as pneumonia or pleural
effusion.

Etiology and Differential Diagnostic Features
Tracheobronchitis is most typically caused by influenza A or
B virus (Table 1). Herpes simplex has been associated with
necrotizing tracheobronchitis in non-immunocompromised
hosts (117); this syndrome is often accompanied by re-
fractory bronchospasm. The differential diagnosis of acute
bronchitis includes nonviral infections and non-infectious
etiologies such as cough-variant asthma. Mycoplasma pneu-
moniae and Chlamydia pneumoniae infections cause pro-
longed cough. Bordetella pertussis infection should also be
considered in the differential diagnosis of prolonged cough
illness. In otherwise healthy persons, workup of acute cough
should be directed toward determining the presence of
pneumonia.

Treatment and Prevention
Treatment of bronchitis is primarily symptomatic with an-
tipyretics, and cough suppression. In the absence of signs of
pneumonia or documented bacterial infection such as per-
tussis, treatment of cough with antibacterial agents is of no
benefit (118, 119).

VIRAL PNEUMONIA
Clinical Features and Syndrome Definition
The development of pneumonia is defined by the develop-
ment of abnormalities of alveolar gas exchange accompanied
by inflammation of the lung parenchyma, often associated

with visible changes on radiologic studies. Although there
can be considerable variety in the presentation of viral
pneumonia depending on the age and immunologic com-
petence of the host and the specific viral pathogen, there are
certain general features of viral pneumonias. Physical findings
are often nonspecific. The patient generally appears acutely
ill, conjunctivitis and rhinitis may be noted, and the trachea
may be somewhat tender if accompanied by viral tracheitis.
Chest exam reveals increased respiratory rate, diffuse rales,
and often wheezes. The sputum is relatively scant, generally
shows few polymorphonuclear leukocytes, and Gram stain
usually reveals minimal numbers of bacteria. The clinical
presentation of viral pneumonia in children typically includes
fever and lower respiratory tract signs and symptoms, such as
difficulty breathing, nonproductive cough, and physical
findings of wheezing or increased breath sounds. Young in-
fants may present with apneic episodes with minimal fever.
The clinical presentationmay be dominated by the associated
croup or bronchiolitis, which are frequently present.

A number of underlying conditions may increase the risk
or severity of viral pneumonia. These features have been
identified most clearly for influenza but probably impact the
severity of other forms of viral pneumonia. Underlying car-
diopulmonary diseases, such as valvular heart disease or
chronic obstructive pulmonary disease, are well-recognized
risk factors for viral pneumonia in adults and children.
Neuromuscular conditions that impair clearance of respira-
tory secretions are also risk factors for influenza (120) and
presumably other viral lower respiratory disease. Obesity has
also been recognized as an important risk factor (121, 122).
Individuals with compromised immune systems are suscep-
tible to a range of pathogens that would not cause significant
disease in immunologically intact individuals.

Pregnancy has long been recognized as a major risk for
more severe influenza. The risks associated with pregnancy
were dramatically demonstrated during the recent A(H1N1)
pdm09 pandemic, where pregnant women were substantially
over-represented among patients requiring hospitalization,
ICU admission, and ventilatory support (123, 124). The
increased risk of severe influenza extends throughout preg-
nancy and the immediate postpartum period. While the
effects of pregnancy are most pronounced during pandemics,
pregnancy has also been recognized as a risk factor for car-
diopulmonary hospitalizations in the interpandemic period
(125).

Bacterial superinfection is a common complication of
viral lower respiratory tract infection, particularly in adults.
The classic presentation is that of a typical episode of viral
illness with more or less complete recovery, followed 2 to 14
days later by a recurrence of fever and development of cough
and dyspnea (126). Chest X ray reveals lobar infiltrates, and
the clinical course is typical of bacterial pneumonia. In ad-
dition, combined bacterial and viral pneumonia, with clin-
ical features of each, are common. Bacterial superinfection of
viral pneumonia can occur with many bacteria, but the most
common bacterium responsible for bacterial pneumonia
complicating influenza is Streptococcus pneumoniae. There
are also increases in the relative frequency of Staphylococcus
aureus, including methicillin-resistant S. aureus (MRSA)
and Hemophilus influenzae (127).

The impact of viral pneumonia and the spectrum of as-
sociated viral agents are highly dependent on the age group
and immune status of the host. Further details are provided
in the pathogen-specific chapters. While viruses are clearly
important and frequent causes of pneumonia in young
children, their role is less apparent in older children. In
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healthy adults, pure viral pneumonia is less common but may
be associated with a variety of viruses. Elderly adults may
experience more significant lower respiratory tract signs and
symptoms following infection with agents that normally
cause upper respiratory tract illness in younger adults. Fi-
nally, viral pneumonia is an important cause of morbidity
and mortality in individuals with compromised immune
systems, with a broader spectrum of viral agents than seen in
immunologically intact individuals. The manifestations of
viral lower respiratory tract disease in different populations
are described below.

Immunocompetent Adults
Viruses are relatively less common causes of acute pneu-
monia in adults, but sensitive nucleic acid detection tests
suggest that viruses can be detected in as many as one-third
of adults with acute pneumonia (128). Influenza has been
well recognized as a cause of pneumonia in adults, primarily
during seasonal epidemics. In case series of community ac-
quired pneumonia (CAP), viruses are detected in 20% to
30% of cases, frequently in combination with bacterial
pathogens (129–134). RSV is generally the most commonly
detected viral agent, but essentially all of the respiratory
viruses have been associated with CAP (Table 2). Clinically,
cases caused by RSV are not distinguishable from those as-
sociated with other viral pathogens.

Adenoviruses have been described as causes of significant
outbreaks of atypical pneumonia in military recruits and less
often in civilians. Illness is typically mild and clinically re-
sembles that due to M. pneumoniae, but more severe dis-
seminated infections and deaths have been reported (135).
Multiple X-ray patterns are noted; there may be large pleural
effusions. Prodromal symptoms of upper respiratory infection
are reported by most patients, and pharyngitis is often found
on presentation. Bacterial superinfection, particularly with
N. meningitidis, may occur. Adenovirus serotypes 4 and 7 are
most often implicated, but recent reports have emphasized
the emergence of a relatively rare adenovirus serotype 14
responsible for severe community acquired pneumonia in
adults and children (136).

Varicella is generally more severe in adults than in chil-
dren, especially among smokers. Chest radiographs taken in
adults with varicella will reveal infiltrates in 10% to 20%,
most frequently with a nodular infiltrate in a peribronchial
distribution involving both lungs; however, the majority of
these individuals are asymptomatic. More severe illness is
seen occasionally, and fatal varicella pneumonia has been
reported in pregnancy. The severity of the pulmonary lesions
in varicella generally correlates better with the diffuseness of
the rash than with findings on pulmonary exam. Following
recovery from varicella, the development of diffuse pulmo-
nary calcifications has been documented.

TABLE 2 Recovery of respiratory viruses from adults and children with community acquired pneumonia
Study Karhu 2014

(131)
Gadsby 2016
(128)

Sangil 2012
(132)

Jain 2015 (130) Garbino 2009
(134)

Garcia-Garcia
2012 (151)

Jain 2015 (150)

Time period 3/2008–
5/2012

9/2012–
2/2014

11/2009–
10/2010

1/2010–
6/2012

NR 9/2004–
7/2010

1/2010–
6/2012

Location Finland UK Spain US SWZ Spain US
Population Adults,

intubated
Adults, 12%

in ICU
Adults Adults, 21%

ICU
Adults, mostly
transplant pts

Children
< 14 yo

Children
(70% < 4 y.o.)

Number
tested

49 323 131 2259 522 884 2222

Sampling BAL, swabs,
bronchial
aspirate

Sputum,
tracheal
aspirates

Sputum,
NP swabs

Swabs,
urine Ag,
serology

BAL
specimens

Nasal
aspirates

Swabs, urine
Ag, serology

Results
(% positive)
Pathogenic
bacteria only

43 41 34 11 24 NT 8

Mixed bacterial/
viral

39 35 19 3 2 NT 7

Viruses only 10 6 17 24 15 73 66
Percent
positive for:
Influenza A/B 2 7 5 6 2 5 7
RSV 2 1 5 3 1 31 28
PIV 1-4 2 3 2 3 3 5 7
hMPV 0 1 3 4 1 5 13
Entero/Rhino 35 13 4 9 4 19 27*
Coronavirus 4 3 2 2 5 1 5
Adenovirus 8 2 0 1 0 13 11
Bocavirus 0 0 0 NT 1 13 NT

*Also detected in 17% of healthy controls.
NR, not reported; NT, not tested.
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RSV frequently causes detectably altered airway re-
activity in adults (137), and on occasion, lower respiratory
tract involvement becomes clinically manifest as pneumonia
in otherwise healthy adults (138). RSV is being increasingly
recognized as a cause of significant lower respiratory tract
disease in the elderly (139). It has been estimated that 2% to
4% of pneumonia deaths among the elderly in the United
States may be due to RSV (140). Parainfluenza viruses have
also been reported as occasional causes of pneumonia in
adults and in the elderly (141). Measles can be complicated
by clinically severe pneumonitis in a small percentage of
healthy adults, and bacterial superinfection is common.
Diffuse pneumonitis and respiratory failure have been de-
scribed in association with EBV acute mononucleosis in
otherwise healthy adults.

Hantaviruses are associated with hantavirus cardiopul-
monary syndrome (HCPS), characterized by the onset of
severe pulmonary dysfunction after a 2- to 3-day prodrome of
nonspecific influenza-like symptoms, fever, myalgias, cough,
gastrointestinal symptoms, and headache (142). Coryza or
upper respiratory tract symptoms suggest an alternative
diagnosis. Laboratory abnormalities include leukocytosis,
increased hematocrit due to hemoconcentration, and
thrombocytopenia with coagulopathy. However, clinical
bleeding is unusual, in contrast to other systemic hantavirus
syndromes (142). Moderately elevated levels of serum lac-
tate dehydrogenase and aspartate aminotransferase are typ-
ically seen. A variety of radiographic abnormalities have
been described; those that may help to distinguish HPS from
adult respiratory distress syndrome (ARDS) include early,
prominent interstitial edema and nonperipheral distribution
of initial airspace disease (143).

Novel human coronaviruses have been associated with
severe lower respiratory tract disease and acute respiratory
distress syndrome (ARDS) during outbreaks, including the
severe acute respiratory syndrome (SARS) coronavirus or
SARS CoV in 2003 (144), and more recently the Middle
East respiratory syndrome (MERS) coronavirus, or MERS-
CoV (145–147). Clinical characteristics of these illnesses
are similar to those of progressive respiratory distress and
hypoxia (147–149).

Children
Viruses are more commonly recognized causes of pneumonia
in children than in adults (128) (Table 2). In one recent
series, viruses were detected in 66% of children with radio-
graphic pneumonia, with dual bacterial and viral pathogens
detected in 7% of cases (150). The frequency of virus-asso-
ciated CAP begins to decrease after age 5 years. RSV has
been associated with the largest proportion of viral pneu-
monia in young children, particularly if accompanied by
bronchiolitis (87, 150, 151) (Table 1). Bronchiolitis and
pneumonia represent a spectrum of lower respiratory tract
involvement with RSV virus, frequently coexist, and are not
clearly distinguishable. The most typical radiographic find-
ing is diffuse interstitial pneumonitis, although lobar or
segmental consolidation are evident in about one-fourth of
children with RSV lower respiratory tract disease, often in-
volving the right upper or middle lobe.

The PIVs are second only to RSVas causes of pneumonia
in this age group. As described earlier, lower respiratory tract
involvement is integral to the pathophysiology of croup, but
pneumonia with pulmonary infiltrates is most commonly
associated with PIV-3 and 4 (152). Influenza A and B viruses
are both significant causes of pneumonia in children, espe-
cially during periods of epidemic prevalence (153). In in-

fants and children, the most frequent manifestation of
influenza pneumonia is an interstitial pneumonitis similar in
appearance and course to those of the other predominant
viral agents of pneumonia in this age group, except that a
secondary bacterial pneumonia may occur more frequently
than with RSV or PIV.

Rhinoviruses have also been associated with a significant
proportion of CAP in children, despite their apparent
temperature sensitivity. Recent studies using sensitive PCR-
based diagnostics have suggested that RV may be the second
or third most common virus detected in acute pneumonia in
children (150, 151, 154). However, RV is detected almost as
frequently in age- and site-matched asymptomatic controls
(150). Adenoviruses are also frequently isolated from chil-
dren with respiratory disease and are implicated in about
10% of childhood pneumonias. However, the true impact of
adenoviruses as causes of pneumonia in this age group is
difficult to assess because of the long and intermittent
asymptomatic respiratory shedding of these viruses in chil-
dren. Hilar adenopathy on chest X ray is somewhat more
common with this form of pneumonia than other types
(155). Pneumonia is the most frequent serious complication
of measles. Other viruses that may occasionally cause viral
pneumonia in children include enteroviruses, rubella virus,
and herpes simplex virus. Premature infants are at risk for
pneumonia due to cytomegalovirus because of lack of ma-
ternal antibodies.

Pneumonia is the most frequent serious complication of
measles. The prodrome of typical measles lasts 2 to 8 days
and is characterized by fever, malaise, anorexia, cough, cor-
yza, and conjunctivitis. Koplik’s spots, which are eryth-
ematous macular lesions with central white-yellow or gray
puncta, appear on the buccal or labial mucous membranes
toward the end of the prodromal period. The maculopapular,
erythematous eruption begins about the face and neck and
progresses to involve the upper body, trunk, and extremities.
The rash typically disappears after 5 to 6 days in the order in
which it appeared. Defervescence and symptom improve-
ment occur several days after the appearance of the rash,
although persistent cough is common. Leukopenia is com-
mon during the prodromal and early exanthematous stages
of measles. Pronounced leukopenia (less than 2,000 cells/
mm3) is associated with a poor prognosis. The development
of neutrophilic leukocytosis suggests the possibility of bac-
terial superinfection or other complications.

Immunocompromised Individuals
Individuals with diminished host immunity may develop
severe, life-threatening pulmonary infections with the entire
spectrum of RNA and DNA viruses, including both viruses
that are typical causes of lower respiratory tract disease in
normal hosts and other more opportunistic viral pathogens
(Table 1). DNA viruses have received the most recognition
in this regard.

CMV is a frequent cause of severe pneumonitis in im-
munosuppressed individuals, particularly transplant recipi-
ents (156). The highest risk in the transplant population is 1
to 3 months post-transplantation, with the peak incidence at
8 weeks’ post-transplantation. Diffuse interstitial pneumo-
nitis is the most frequent manifestation, but multiple other
radiographic presentations have been reported, including
nodular infiltrates. Multiple associated findings are present
in severe infection and reflect the disseminated nature of the
infection; the presence of neutropenia, abnormalities of liver
function tests, and mucosal ulcerations may be clinical clues
to the diagnosis.
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Herpes simplex virus pneumonia has been reported
largely in immunocompromised or debilitated individuals.
These cases are variably preceded by clinically evident mu-
cocutaneous disease. The majority of cases present as a focal
pneumonia as a result of contiguous spread from the upper
respiratory tract; diffuse interstitial disease resulting from
hematogenous spread occurs in up to 40% of cases (157).
Risk groups include neonates, transplant recipients, burn
patients particularly with inhalation injury, and those who
have experienced prolonged mechanical ventilation, car-
diothoracic surgery, or trauma.

Varicella-zoster virus is an important problem in in-
dividuals with hematological malignancies and others with
iatrogenic immunosuppression, with the greatest risk seen in
organ transplantation. Prolonged fever and recurrent crops
of lesions are predictors of visceral dissemination, and
pneumonia is generally seen in this setting. Pulmonary
manifestations may include pleuritic chest pain due to ve-
sicular lesions of the pleura, and, as also true in normal hosts,
the chest radiographs may demonstrate diffuse nodular
lesions.

Adenoviruses are significant causes of morbidity and
mortality in immunocompromised patients, particularly after
transplantation. In contrast to infection in normal hosts,
infection in immunocompromised subjects tends to be dis-
seminated, with isolation of virus from multiple body sites
including lung, liver, gastrointestinal tract, and urine (158).
In addition, the spectrum of serotypes includes both those
found in immunocompetent individuals as well a markedly
increased frequency of isolation of higher-numbered sero-
types found rarely in immunologically normal subjects
(159).

Common respiratory viruses have also received increas-
ing recognition as potential causes of significant morbidity
and mortality in this population (160). RSV has been well
recognized as a cause of severe pneumonia in recipients of
bone marrow (161) and solid organ transplantation (162).
Nosocomial transmission of RSV in this setting has been
well documented and may be the source of many infections
in this susceptible population. The illness typically begins
with nondescript upper respiratory symptoms that progress
over several days to severe, life-threatening lower respiratory
tract involvement. Mortality of 50% or higher is typical if
pneumonia supervenes, particularly if disease occurs in the
pre-engraftment period (163). Parainfluenza viruses have
also been reported as an infrequent lower respiratory tract
pathogen in both solid-organ and bone marrow trans-
plantation. PIV-3 has been most common serotype isolated,
but all four serotypes have been implicated (160). Influenza
virus may also cause severe disease in transplant recipients
(164) and patients with leukemia. Rhinoviruses and coro-
navirus infections in this population are also common but
tend to be associated less frequently with lower respiratory
tract disease (165). In transplant recipients, infections with
community respiratory viruses may result in long-term im-
pairment of respiratory function (166).

Measles giant cell pneumonia is a severe, usually fatal
form of pneumonia in immunosuppressed individuals, in-
cluding those who are severely malnourished. Most cases
have occurred in those with hematological or other malig-
nancies or in individuals with AIDS (167). Such hosts do
not mount the cellular immune responses involved in the
pathogenesis of measles rash or other typical manifestations
of measles, and a high index of suspicion must be maintained
(167). Giant cell pneumonia also occurs in significantly
malnourished individuals. Multinuclear giant cells with in-

tranuclear inclusions are seen and may be demonstrable in
fluid obtained by bronchoalveolar lavage.

Diagnosis
Evaluation of the specific cause of acute pneumonia, and in
particular, attribution of pneumonia to a particular viral
etiology, is complicated by difficulty in obtaining appropri-
ate samples of lower respiratory tract secretions, and the
frequent asymptomatic shedding of some viruses, such as
rhinovirus, herpes viruses, or adenoviruses in the upper res-
piratory tract.

The clinical presentation, epidemiology, and presence
of associated features such as rash, may provide strong
clues regarding the specific viral etiology of pneumonia,
especially in children. However, distinguishing purely viral
from bacterial or combined viral and bacterial lower respi-
ratory tract disease remains an extremely difficulty chal-
lenge. This is a particularly important goal in reducing the
unnecessary use of antibacterial therapy, and reducing rates
of antibiotic resistance and complications such as Clostri-
dium difficile.

Highly sensitive multiplex nucleic acid detection tests are
now widely available in well-resourced settings and in-
creasingly used to detect respiratory viruses in both upper
and lower respiratory tract samples (see Chapter 15). Inter-
preting the results of such tests is complicated by the reality
that detection of a virus does not rule out the presence of a
coexisting bacterial infection nor represent compelling evi-
dence that antibacterial therapy is not needed.

Radiologic findings also do not reliably distinguish viral
from bacterial, or between viral causes of pneumonia (168).
Recently, a number of biomarkers have been proposed for
this purpose. The most widely used is probably the serum pro-
calcitonin test, with the presence of a high pro-calcitonin
associated with a higher likelihood of bacterial infection
(169). The C reactive protein (CRP) is also sometimes used
in the same way (170). However, there is debate whether the
sensitivity and specificity of these tests is in the range to be
able to guide decision-making for antimicrobial use (171).
Recently, the use of a combination of markers, essentially
developing a transcriptional profile of responding cells, has
been demonstrated to have better sensitivity and specificity
in this regard (172), and may pave the way for more accurate
determination of the cause of pneumonia.

Pathogenesis
The pathogenesis of viral infections of the lower respiratory
tract can be conveniently considered in terms of infections
initiated in and primarily confined to the respiratory tract,
such as with influenza or RSV; processes in which infection
is initiated in the respiratory tract with subsequent systemic
manifestations, such as in measles or varicella; and processes
where respiratory tract involvement is secondary to a sys-
temic infection, such as with cytomegalovirus. Each of these
situations may lead to what is recognized clinically as a viral
pneumonia. The general features of primary viral pneumonia
are discussed below using influenza as a model, and patho-
genesis of other forms of viral pneumonia is discussed briefly
in comparison.

In primary viral pneumonia, virus infection reaches the
lung either by contiguous spread from the upper respiratory
tract or by inhalation of small particle aerosols. Infection
initially occurs in ciliated respiratory mucosal epithelial cells
of the trachea, bronchi, and lower respiratory tract and leads
to widespread destruction of these cells. The mucosa is
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hyperemic, and the trachea and bronchi contain bloody
fluid. Tracheitis, bronchitis, and bronchiolitis are seen, with
loss of normal ciliated epithelial cells. Submucosal hyper-
emia, focal hemorrhage, edema, and cellular infiltrate are
present. The alveolar spaces contain varying numbers of
neutrophils and mononuclear cells admixed with fibrin and
edema fluid. The alveolar capillaries may be markedly hy-
peremic with intra-alveolar hemorrhage. Acellular, hyaline
membranes line many of the alveolar ducts and alveoli (see
Figure 10 in Chapter 43). Pathologic findings seen by lung
biopsy in nonfatal cases during non-pandemic situations are
similar to those described in fatal cases (173).

The pathologic changes in the lower respiratory tract
in children with viral pneumonia due to RSV and PIV are
nonspecific and include epithelial necrosis with bron-
chiolar mucus plugging and widespread inflammation and
necrosis of lung parenchyma, and severe lesions of the
bronchial and bronchiolar mucosa as well (99) (see Figures
4 and 5 in Chapter 37). In fatal cases of RSV pneumonia
in children, hemorrhagic pneumonia with peribronchial
mononuclear infiltration and cytoplasmic inclusion bodies
in epithelial cells are seen. Giant cell pneumonia with vir-
ally induced multi-nucleated syncytial cells may be seen in
RSV, PIV, or measles infections in immunocompromised
hosts.

Bacterial superinfection is a well-recognized complica-
tion of viral pneumonia and accounts for a large proportion
of the morbidity and mortality of viral lower respiratory tract
disease, especially in adults. Consequently, the spectrum of
disease and pathophysiology of bacterial superinfection has
been studied intensively, and a number of factors in viral
respiratory disease have been identified which could play a
role in increasing the risk of bacterial infection. The dis-
ruption of the normal epithelial cell barrier to infection and
loss of mucociliary clearance undoubtedly contribute the
enhancement of bacterial pathogenesis (174). In addition,
increased adherence of bacteria to virus-infected epithelial
cells has been demonstrated. Polymorphonuclear leukocytes
and mononuclear cells are susceptible to abortive infection
by some respiratory viruses with resulting decreased function
which may also contribute to enhanced bacterial infection
(175). Virus-induced impairment of repair functions has also
been proposed (176).

Infection with influenza, RSV, PIV, and adenoviruses is
usually limited to the respiratory tract by mechanisms which
are not completely clear. In contrast, respiratory tract in-
fection with measles or varicella virus leads to dissemination
and systemic manifestations. In more severe cases of vari-
cella, vesicles may be found within the tracheobronchial tree
and on pleural surfaces. Microscopic examination demon-
strates interstitial pneumonitis with edema, and intranuclear
inclusion bodies within septal cells, and peribronchiolar
inflammation.

The Hantavirus pulmonary syndrome represents an ad-
ditional example of a viral infection which involves the lung
as part of a systemic infection. The pathogenesis of HPS
involves extensive infection of endothelial cells throughout
the body, which is particularly intensive within the vascular
endothelial cells of the lung (177). Abundant viral antigen
and nucleic acid can be detected within these cells. Micro-
scopic examination of the lung reveals mild to moderate
interstitial pneumonitis with variable degrees of congestion,
edema, and mononuclear cell infiltration (see Figure 4 in
Chapter 44). The cellular infiltrate is composed of a mixture
of small and large mononuclear cells, which consist pre-
dominantly of T-lymphocytes, and macrophage/monocytes.

The picture is one of immune mediated capillary leak and
not of cell necrosis or inflammatory pneumonitis. High
levels of cytokines have been detected in the blood and
likely mediate the endothelial damage.

There are several features of CMV pneumonitis in the
transplant setting that suggest that both host and viral fac-
tors interact in pathogenesis (178). CMV pathogenicity is
enhanced in transplant recipients and frequently occurs at
the site of the transplanted organ. The risk of CMV pneu-
monitis is also highest in individuals at the highest risk for
graft versus host disease (179).

Treatment and Prevention
Therapy of viral pneumonia is dependent on the severity of
disease, the age and immune status of the host, and the
specific causative viral agent. General supportive measures,
particularly the management of hypoxia, are critically im-
portant, and some patients have required high frequency
ventilation or extracorporeal membrane oxygenation. Al-
though inflammatory responses contribute to the patho-
genesis of viral pneumonia, early corticosteroid treatment is
generally associated with worse outcomes (180–182) Since
mixed viral-bacterial infections or bacterial superinfections
are common, antibacterial agents may be required as in-
dicated by appropriate microbiologic studies.

Antiviral therapy should be guided by the results of di-
agnostic tests (Table 3). The neuraminidase inhibitors za-
namivir and oseltamivir are active against both influenza A
and B viruses (183). It should be noted that these agents
have mostly been studied in uncomplicated influenza in
healthy adults, where the main effect is in reduction of the
duration of illness. However, observational studies in hos-
pitalized patients (184, 185) have shown the mortality
benefit of early oseltamivir therapy, and surveillance data
suggesting that therapy as late as 5 days improved survival of
hospitalized patients (186). Inhaled zanamivir may be diffi-
cult to reliably and safely deliver in severe influenza, but an
intravenous formulation has been used with apparent ben-
efit, including in infections due to oseltamivir resistant A
(H1N1) viruses. The neuraminidase inhibitor peramivir has
also recently been approved for intravenous use in the
United States, although a small study did not demonstrate
benefit in hospitalized patients (187). Although the M2
inhibitors are highly effective drugs for the prophylaxis and
therapy of influenza A virus, currently circulating seasonal
influenza A viruses are uniformly resistant to these agents
(188). However, there may be a role for these drugs in
combination therapy of influenza (189), and studies to
evaluate this in humans are in progress.

The only option currently available for the other RNA
viruses is ribavirin, but there is little evidence of efficacy of
this agent for treating established viral pneumonia (see
bronchiolitis, above). In immunocompromised hosts, treat-
ment of RSV pulmonary infection associated with respira-
tory failure has not been successful. One approach that
appears promising is treatment with ribavirin, possibly in
combination with immunoglobulin, early in the illness when
URI symptoms predominate (160). Controlled trials in
parainfluenza virus infection are not available, although
anecdotal reports suggest potential efficacy (190). Limited
controlled trials have suggested that aerosolized ribavirin
may reduce the severity of symptoms in children with mea-
sles, and some immunocompromised patients with measles
pneumonia have done well following treatment with aero-
solized (167) or intravenous forms of the drug (191). Intra-
venous ribavirin is effective in the treatment of hemorrhagic

22 - VIRAL SYNDROMES AND GENERAL PRINCIPLES



fever with renal syndrome, but does not appear to be useful
for treatment of the hantavirus pulmonary syndrome (192).

An experimental agent that has shown some promise in
treatment of severe parainfluenza virus infection in im-
munosuppressed hematopoietic stem cell transplant recipi-
ents is the sialidase construct DAS-181 (193). The drug is
administered by inhalation, and mechanism of action is
thought to be removal of sialic acid receptors from the host
respiratory tract. Two investigational RSV antivirals, the
fusion inhibitor presatovir (GS-5806) and the polymerase
ALS-8176, have shown promising activity in experimentally
induced RSV infections in adults (194, 195) and are un-
dergoing clinical trials in serious RSV infections at present.

Acyclovir is active in vitro against herpes simplex virus
types 1 and 2 and against varicella-zoster virus, but it does
not have clinically useful activity for treatment of cytome-
galovirus or Epstein-Barr virus disease. Although controlled
clinical trials of this drug in herpes simplex pneumonia have
not been conducted, the drug has proven clinical efficacy in
other herpesvirus infections and would be indicated in any
serious HSV lower respiratory tract infection. Acyclovir is
also effective in the therapy of varicella, and intravenous
acyclovir has been effective when initiated early in the
course of varicella pneumonia (196). The related drugs
valacyclovir, famciclovir, and penciclovir are similar to
acyclovir in their spectrum of activity against herpes and
varicella viruses. Viruses resistant to the activity of these

drugs have been isolated from treated immunocompromised
patients, and may be susceptible to the antiherpes drug
phosphonoformic acid (foscarnet).

Guidelines for management of CMV disease in transplant
patients have recently been published (197, 198). Trans-
plant candidates should be screened for evidence of CMV
immunity, and CMV-seronegative recipients of transplants
from CMV-positive donors are at the highest risk of CMV
disease. One strategy for prevention of CMV disease is to
provide prophylaxis with ganciclovir or valgancyclovir dur-
ing the period of highest risk, over the first 3 to 6 months
after transplantation. Alternatively, some centers favor a
preemptive therapy approach, where patients are monitored
with serial PCR and antiviral therapy is initiated when
CMV PCR becomes positive and reaches a predefined
threshold.

Once CMV pneumonitis is established, particularly in
allogeneic bone marrow transplant patients, it can be very
difficult to treat. Ganciclovir is highly active against CMV
in vitro, and intravenous ganciclovir therapy is generally
recommended in cases of severe disease, although the orally
available drug valgancyclovir can be used in less-severe
cases. Cidofovir and foscarnet are considerations for CMV
resistant to ganciclovir. The combination of ganciclovir
therapy and intravenous CMV immune globulin or IVIG
can reduce mortality in stem cell transplant recipients (199,
200) and is generally recommended in this situation.

TABLE 3 Therapies of potential benefit in viral pneumonia

Viral Etiology Potential Therapies Comments

Respiratory
syncytial virus

Ribavirin May be considered for use in high-risk or severely ill children. Premptive use
in transplant patients.

Palivizumab (Synagis) Effective prevention of RSV bronchiolitis/pneumonia in high-risk premature infants
who lack maternal antibody.

Parainfluenza
virus

DAS-181 Case reports of efficacy in hematologic transplant, investigational, may be available
for compassionate use.

Ribavirin Case reports of efficacy of IV or oral ribavirin in parainfluenza virus infection, aerosolized
ribavirin not recommended. Addition of IVIG may be helpful.

Influenza virus Neuraminidase inhibitors
Oseltamivir (oral)
Zanamivir (intravenous)
Peramivir (intravenous)

Timely oseltamivir therapy associated with reduced rates of pneumonia development
and mortality in hospitalized patients. Indicated for severe or progressive disease
and in high-risk patients. IV zanamivir is active against most oseltamivir-resistant
variants. IV peramivir also available.

Measles virus Ribavirin Aerosolized or IV ribavirin may shorten the duration of illness in children with measles.
Use in measles pneumonia is unproved.

IVIG IVIG may decrease risk of measles when administered to susceptible individuals,
and may decrease symptoms in those infected.

Adenovirus Cidofovir, brincidofovir Cidofovir is active in vitro and multiple case reports suggest efficacy. Brincidofovir
has less renal toxicity; recent clinical trial suggests efficacy against adenovirus
pneumonia in transplant patients.

Herpes
simplex virus

Acyclovir (Valacyclovir,
Famciclovir)

Controlled trials have demonstrated efficacy of acyclovir in a variety of HSV diseases.
Cross resistance between agents.

Foscarnet, cidofovir May be useful for treatment of herpes viruses resistant to acyclovir.
Varicella-
zoster virus

Acyclovir (Valacyclovir,
Famciclovir)

Demonstrated efficacy of IV acyclovir in varicella and in varicella pneumonia, must
use relatively high doses.

Foscarnet May be useful for management of acyclovir-resistant cases.
Cytomegalovirus Ganciclovir Clinical efficacy in CMV pneumonitis in AIDS and solid-organ transplantation.

In bone marrow transplant patients, efficacious when combined with IVIG.
Foscarnet, cidofovir Predominant use in gancyclovir-resistance or in individuals who cannot tolerate

gancyclovir due to hematological toxicity.

Note: Listing of potential therapies only, not to be considered a recommendation for use. Please see pathogen-specific chapters and Chapter 14 on antivirals for
respiratory viruses for more detailed treatment recommendations.
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Antiviral treatment of proven value for adenovirus in-
fection is not available. Cidofovir is active against adenovirus
in vitro, and there are several case reports or case series of
successful therapy of adenovirus infection in immunocom-
promised patients with cidofovir (201, 202). However, ci-
dofovir has substantial renal toxicity, which limits its utility
in this application. A newly derived series of lipid ester de-
rivatives of cidofovir are orally bioavailable and have less
renal toxicity. One of these agents, brincidofovir, has shown
preliminary evidence of efficacy against adenovirus in-
fections in bone marrow transplant recipients (203–205).

Although recent years have witnessed a significant in-
crease in the spectrum and potency of available antiviral
agents, drug therapy of viral pneumonia remains burdened by
the toxicity of drugs, the development of antiviral resistance,
and the complex pathogenesis of many viral syndromes in
which viral replication is only part of the disease process.
Vaccines of variable effectiveness currently exist for influ-
enza, measles, and varicella virus. Development of additional
effective vaccines for the viral pathogens causing pneumonia
will contribute to the control of this important problem.

REFERENCES
1. National Center for Health Statistics. 1994. Current estimates

from the National Health Interview survey, 1992. DHHS Pub-
lication No (PHS) 94-1517 Department of Health and Human
Services, Hyattsville, MD.

2. Monto AS, Sullivan KM. 1993. Acute respiratory illness in
the community. Frequency of illness and the agents involved.
Epidemiol Infect 110:145–160.

3. Lambert SB, Allen KM, Druce JD, Birch CJ, Mackay IM,
Carlin JB, Carapetis JR, Sloots TP, Nissen MD, Nolan TM.
2007. Community epidemiology of human metapneumovirus,
human coronavirus NL63, and other respiratory viruses in
healthy preschool-aged children using parent-collected speci-
mens. Pediatrics 120:e929–e937.

4. Berman S. 1991. Epidemiology of acute respiratory infections
in children of developing countries. Rev Infect Dis 13(Suppl
6):S454–S462.

5. Legend A, Briand S, Shindo N, Brooks WA, de Jong MD,
Farrar J, et al. 2013. Addressing the public health burden of
respiratory viruses: the Battle against Respiratory Viruses
(BRaVe) Initiative. Future Virology. 8:953–968.

6. Falsey AR, McCann RM, Hall WJ, Criddle MM, Formica
MA,Wycoff D, Kolassa JE. 1997. The “common cold” in frail
older persons: impact of rhinovirus and coronavirus in a senior
daycare center. J Am Geriatr Soc 45:706–711.

7. Gwaltney JM Jr, Hendley JO, Simon G, Jordan WS Jr. 1966.
Rhinovirus infections in an industrial population. I. The oc-
currence of illness. N Engl J Med 275:1261–1268.

8. Arruda E, Pitkäranta A, Witek TJJ Jr, Doyle CA, Hayden
FG. 1997. Frequency and natural history of rhinovirus in-
fections in adults during autumn. J Clin Microbiol 35:2864–
2868.

9. Thompson M, Vodicka TA, Blair PS, Buckley DI, Hene-
ghan C, Hay AD, TARGET Programme Team. 2013. Du-
ration of symptoms of respiratory tract infections in children:
systematic review. BMJ 347:f7027.

10. Elkhatieb A, Hipskind G, Woerner D, Hayden FG. 1993.
Middle ear abnormalities during natural rhinovirus colds in
adults. J Infect Dis 168:618–621.

11. Buchman CA, Doyle WJ, Skoner DP, Post JC, Alper CM,
Seroky JT, Anderson K, Preston RA, Hayden FG, Fireman
P, Ehrlich GD. 1995. Influenza A virus—induced acute otitis
media. J Infect Dis 172:1348–1351.

12. Dingle JH, Badger GF, Jordan WS, Jr. 1964. Illness in the
Home: Study of 25,000 Illnesses in a Group of Cleveland Families.
Press of Case Western University, Cleveland.

13. Henderson FW, Collier AM, Sanyal MA, Watkins JM,
Fairclough DL, Clyde WA Jr, Denny FW. 1982. A longi-
tudinal study of respiratory viruses and bacteria in the etiology
of acute otitis media with effusion. N Engl J Med 306:1377–
1383.

14. Pitkäranta A, Virolainen A, Jero J, Arruda E, Hayden
FG. 1998. Detection of rhinovirus, respiratory syncytial virus,
and coronavirus infections in acute otitis media by reverse
transcriptase polymerase chain reaction. Pediatrics 102:291–
295.

15. Gwaltney JM Jr, Phillips CD, Miller RD, Riker DK. 1994.
Computed tomographic study of the common cold. N Engl J
Med 330:25–30.

16. Turner BW, Cail WS, Hendley JO, Hayden FG, Doyle WJ,
Sorrentino JV, Gwaltney JM Jr. 1992. Physiologic abnor-
malities in the paranasal sinuses during experimental rhino-
virus colds. J Allergy Clin Immunol 90:474–478.

17. Friedlander SL, Busse WW. 2005. The role of rhinovirus in
asthma exacerbations. J Allergy Clin Immunol 116:267–273.

18. Wilkinson TM, Hurst JR, Perera WR, Wilks M, Donaldson
GC, Wedzicha JA. 2006. Effect of interactions between lower
airway bacterial and rhinoviral infection in exacerbations of
COPD. Chest 129:317–324.

19. Mallia P, Johnston SL. 2006. How viral infections cause ex-
acerbation of airway diseases. Chest 130:1203–1210.

20. Arruda E, Boyle TR, Winther B, Pevear DC, Gwaltney JM
Jr, Hayden FG. 1995. Localization of human rhinovirus rep-
lication in the upper respiratory tract by in situ hybridization. J
Infect Dis 171:1329–1333.

21. Rautiainen M, Nuutinen J, Kiukaanniemi H, Collan Y.
1992. Ultrastructural changes in human nasal cilia caused by
the common cold and recovery of ciliated epithelium. Ann
Otol Rhinol Laryngol 101:982–987.

22. Fraenkel DJ, Bardin PG, Sanderson G, Lampe F, Johnston
SL, Holgate ST. 1994. Immunohistochemical analysis of nasal
biopsies during rhinovirus experimental colds. Am J Respir Crit
Care Med 150:1130–1136.

23. Turner RB, Wecker MT, Pohl G, Witek TJ, McNally E, St
George R, Winther B, Hayden FG. 1999. Efficacy of trem-
acamra, a soluble intercellular adhesion molecule 1, for ex-
perimental rhinovirus infection: a randomized clinical trial.
JAMA 281:1797–1804.

24. Mosser AG, Vrtis R, Burchell L, Lee WM, Dick CR,
Weisshaar E, Bock D, Swenson CA, Cornwell RD, Meyer
KC, Jarjour NN, Busse WW, Gern JE. 2005. Quantitative
and qualitative analysis of rhinovirus infection in bronchial
tissues. Am J Respir Crit Care Med 171:645–651.

25. Igarashi Y, Skoner DP, Doyle WJ, White MV, Fireman P,
Kaliner MA. 1993. Analysis of nasal secretions during ex-
perimental rhinovirus upper respiratory infections. J Allergy
Clin Immunol 92:722–731.

26. Naclerio RM, Proud D, Lichtenstein LM, Kagey-Sobotka A,
Hendley JO, Sorrentino J, Gwaltney JM. 1988. Kinins are
generated during experimental rhinovirus colds. J Infect Dis
157:133–142.

27. Proud D, Reynolds CJ, Lacapra S, Kagey-Sobotka A, Lich-
tenstein LM, Naclerio RM. 1988. Nasal provocation with
bradykinin induces symptoms of rhinitis and a sore throat. Am
Rev Respir Dis 137:613–616.

28. Gaffey MJ, Gwaltney JM Jr, Sastre A, Dressler WE,
Sorrentino JV, Hayden FG. 1987. Intranasally and orally
administered antihistamine treatment of experimental rhino-
virus colds. Am Rev Respir Dis 136:556–560.

29. Doyle WJ, Casselbrant ML, Li-Korotky HS, Doyle AP, Lo
CY, Turner R, Cohen S. 2010. The interleukin 6 -174 C/C
genotype predicts greater rhinovirus illness. J Infect Dis 201:
199–206.

30. Rees GL, Eccles R. 1994. Sore throat following nasal and
oropharyngeal bradykinin challenge. Acta Otolaryngol 114:
311–314.

31. Okamoto Y, Kudo K, Ishikawa K, Ito E, Togawa K, Saito I,
Moro I, Patel JA, Ogra PL. 1993. Presence of respiratory
syncytial virus genomic sequences in middle ear fluid and its

24 - VIRAL SYNDROMES AND GENERAL PRINCIPLES



relationship to expression of cytokines and cell adhesion
molecules. J Infect Dis 168:1277–1281.

32. Gwaltney JM Jr, Druce HM. 1997. Efficacy of bromphenir-
amine maleate for the treatment of rhinovirus colds.Clin Infect
Dis 25:1188–1194.

33. Turner RB, Sperber SJ, Sorrentino JV, O’Connor RR,
Rogers J, Batouli AR, Gwaltney JM Jr. 1997. Effectiveness of
clemastine fumarate for treatment of rhinorrhea and sneezing
associated with the common cold. Clin Infect Dis 25:824–830.

34. Taverner D, Danz C, Economos D. 1999. The effects of oral
pseudoephedrine on nasal patency in the common cold: a
double-blind single-dose placebo-controlled trial. Clin Oto-
laryngol Allied Sci 24:47–51.

35. Jawad SS, Eccles R. 1998. Effect of pseudoephedrine on nasal
airflow in patients with nasal congestion associated with
common cold. Rhinology 36:73–76.

36. Sperber SJ, Hendley JO, Hayden FG, Riker DK, Sorrentino
JV, Gwaltney JM Jr. 1992. Effects of naproxen on ex-
perimental rhinovirus colds. A randomized, double-blind,
controlled trial. Ann Intern Med 117:37–41.

37. Doyle WJ, Riker DK, McBride TP, Hayden FG, Hendley
JO, Swarts JD, Gwaltney JM. 1993. Therapeutic effects of an
anticholinergic-sympathomimetic combination in induced
rhinovirus colds. Ann Otol Rhinol Laryngol 102:521–527.

38. Kernan WN, Viscoli CM, Brass LM, Broderick JP, Brott T,
Feldmann E, Morgenstern LB, Wilterdink JL, Horwitz RI.
2000. Phenylpropanolamine and the risk of hemorrhagic
stroke. N Engl J Med 343:1826–1832.

39. Yoon BW, Bae HJ, Hong KS, Lee SM, Park BJ, Yu KH, Han
MK, Lee YS, Chung DK, Park JM, Jeong SW, Lee BC, Cho
KH, Kim JS, Lee SH, Yoo KM, Acute Brain Bleeding
Analysis (ABBA) Study Investigators. 2007. Phenyl-
propanolamine contained in cold remedies and risk of hem-
orrhagic stroke. Neurology 68:146–149.

40. Diamond L, Dockhorn RJ, Grossman J, Kisicki JC, Posner
M, Zinny MA, Koker P, Korts D, Wecker MT. 1995. A dose-
response study of the efficacy and safety of ipratropium bromide
nasal spray in the treatment of the common cold. J Allergy Clin
Immunol 95:1139–1146.

41. Barrett B, Brown R, Rakel D, Mundt M, Bone K, Barlow S,
Ewers T. 2010. Echinacea for treating the common cold: a
randomized trial. Ann Intern Med 153:769–777.

42. Karsch-Völk M, Barrett B, Linde K. 2015. Echinacea for pre-
venting and treating the common cold. JAMA 313:618–619.

43. Science M, Johnstone J, Roth DE, Guyatt G, Loeb M. 2012.
Zinc for the treatment of the common cold: a systematic re-
view and meta-analysis of randomized controlled trials. CMAJ
184:E551–E561.

44. Huovinen P, Lahtonen R, Ziegler T, Meurman O, Hakkar-
ainen K, Miettinen A, Arstila P, Eskola J, Saikku P. 1989.
Pharyngitis in adults: the presence and coexistence of viruses
and bacterial organisms. Ann Intern Med 110:612–616.

45. Luzuriaga K, Sullivan JL. 2010. Infectious mononucleosis. N
Engl J Med 362:1993–2000.

46. Attia M, Zaoutis T, Eppes S, Klein J, Meier F. 1999. Multi-
variate predictive models for group A beta-hemolytic strep-
tococcal pharyngitis in children. Acad Emerg Med 6:8–13.

47. Centor RM, Atkinson TP, Ratliff AE, Xiao L, Crabb DM,
Estrada CA, Faircloth MB, Oestreich L, Hatchett J, Khalife
W, Waites KB. 2015. The clinical presentation of Fuso-
bacterium-positive and streptococcal-positive pharyngitis in a
university health clinic: a cross-sectional study. Ann Intern
Med 162:241–247.

48. Lean WL, Arnup S, Danchin M, Steer AC. 2014. Rapid
diagnostic tests for group A streptococcal pharyngitis: a meta-
analysis. Pediatrics 134:771–781.

49. Spink A, Glasziou PP, Del Mar CB. 2013. Antibiotics for sore
throat. Cochrane Database of Systematic Reviews ID CD000023.

50. McIsaac WJ, Kellner JD, Aufricht P, Vanjaka A, Low DE.
2004. Empirical validation of guidelines for the management
of pharyngitis in children and adults. JAMA 291:1587–1595.

51. Foy HM, Cooney MK, Maletzky AJ, Grayston JT. 1973.
Incidence and etiology of pneumonia, croup and bronchiolitis

in preschool children belonging to a prepaid medical care
group over a four-year period. Am J Epidemiol 97:80–92.

52. Denny FW, Murphy TF, Clyde WAJ Jr, Collier AM, Hen-
derson FW. 1983. Croup: an 11-year study in a pediatric
practice. Pediatrics 71:871–876.

53. van der Hoek L, Sure K, Ihorst G, Stang A, Pyrc K, Jebbink
MF, Petersen G, Forster J, Berkhout B, Uberla K. 2005.
Croup is associated with the novel coronavirus NL63. PLoS
Med 2:e240.

54. Ross LA, Mason WH, Lanson J, Deakers TW, Newth CJL.
1992. Laryngotracheobronchitis as a complication of measles
during an urban epidemic. J Pediatr 121:511–515.

55. Kim HW, Brandt CD, Arrobio JO, Murphy B, Chanock
RM, Parrott RH. 1979. Influenza A and B virus infection in
infants and young children during the years 1957–1976. Am J
Epidemiol 109:464–479.

56. Mayo-Smith MF, Spinale JW, Donskey CJ, Yukawa M, Li
RH, Schiffman FJ. 1995. Acute epiglottitis. An 18-year ex-
perience in Rhode Island. Chest 108:1640–1647.

57. Hall CB, Geiman JM, Breese BB, Douglas RG Jr. 1977.
Parainfluenza viral infections in children: correlation of
shedding with clinical manifestations. J Pediatr 91:194–198.

58. Hall CB, McBride JT. 2000. Acute Laryngotracheo-
bronchitis, p 663–669. In Mandell GL, Bennet JE, Dolin R
(ed), Principles and Practice of Infectious Diseases. Churchill
Livingstone, Philadelphia.

59. Lang SA, Duncan PG, Shephard DA, Ha HC. 1990. Pul-
monary oedema associated with airway obstruction. Can J
Anaesth 37:210–218.

60. Super DM, Cartelli NA, Brooks LJ, Lembo RM, Kumar ML.
1989. A prospective randomized double-blind study to eval-
uate the effect of dexamethasone in acute laryngotracheitis.
J Pediatr 115:323–329.

61. Geelhoed GC, Macdonald WB. 1995. Oral dexamethasone in
the treatment of croup: 0.15 mg/kg versus 0.3 mg/kg versus 0.6
mg/kg. Pediatr Pulmonol 20:362–368.

62. Husby S, Agertoft L, Mortensen S, Pedersen S. 1993. Treat-
ment of croup with nebulised steroid (budesonide): a double
blind, placebo controlled study. Arch Dis Child 68:352–355.

63. Klassen TP, Feldman ME, Watters LK, Sutcliffe T, Rowe
PC. 1994. Nebulized budesonide for children with mild-to-
moderate croup. N Engl J Med 331:285–289.

64. Johnson DW, Jacobson S, Edney PC, Hadfield P, Mundy
ME, Schuh S. 1998. A comparison of nebulized budesonide,
intramuscular dexamethasone, and placebo for moderately
severe croup. N Engl J Med 339:498–503.

65. Bjornson CL, Klassen TP, Williamson J, Brant R, Mitton C,
Plint A, Bulloch B, Evered L, Johnson DW, Pediatric
Emergency Research Canada Network. 2004. A randomized
trial of a single dose of oral dexamethasone for mild croup. N
Engl J Med 351:1306–1313.

66. Skolnik NS. 1989. Treatment of croup. A critical review.Am J
Dis Child 143:1045–1049.

67. Fogel JM, Berg IJ, Gerber MA, Sherter CB. 1982. Racemic
epinephrine in the treatment of croup: nebulization alone
versus nebulization with intermittent positive pressure breath-
ing. J Pediatr 101:1028–1031.

68. Westley CR, Cotton EK, Brooks JG. 1978. Nebulized race-
mic epidnephrine by IPPB for the treatment of croup.Am J Dis
Child 132:484–487.

69. Cherry JD. 2008. Clinical practice. Croup. N Engl J Med
358:384–391.

70. Pitluk JD, Uman H, Safranek S. 2011. Clinical inquiries.
What’s best for croup? J Fam Pract 60:680–681.

71. Wohl MEB, Chernick V. 1978. State of the art: bronchiolitis.
Am Rev Respir Dis 118:759–781.

72. Hall CB, Hall WJ, Speers DM. 1979. Clinical and phys-
iological manifestations of bronchiolitis and pneumonia.
Outcome of respiratory syncytial virus. Am J Dis Child 133:
798–802.

73. Khamapirad T, Glezen WP. 1987. Clinical and radiographic
assessment of acute lower respiratory tract disease in infants
and children. Semin Respir Infect 2:130–144.

2. Respiratory Infections - 25



74. Friis B, Eiken M, Hornsleth A, Jensen A. 1990. Chest X-ray
appearances in pneumonia and bronchiolitis. Correlation to
virological diagnosis and secretory bacterial findings. Acta
Paediatr Scand 79:219–225.

75. Dawson KP, Long A, Kennedy J, Mogridge N. 1990. The
chest radiograph in acute bronchiolitis. J Paediatr Child Health
26:209–211.

76. Gozal D, Colin AA, Jaffe M, Hochberg Z. 1990. Water,
electrolyte, and endocrine homeostasis in infants with bron-
chiolitis. Pediatr Res 27:204–209.

77. van Steensel-Moll HA, Hazelzet JA, van der Voort E, Nei-
jens HJ, Hackeng WHL. 1990. Excessive secretion of anti-
diuretic hormone in infections with respiratory syncytial virus.
Arch Dis Child 65:1237–1239.

78. Pahl E, Gidding SS. 1988. Echocardiographic assessment of
cardiac function during respiratory syncytial virus infection.
Pediatrics 81:830–834.

79. Parrott RH, Kim HW, Arrobio JO, Hodes DS, Murphy BR,
Brandt CD, Camargo E, Chanock RM. 1973. Epidemiology
of respiratory syncytial virus infection in Washington, D.C. II.
Infection and disease with respect to age, immunologic status,
race and sex. Am J Epidemiol 98:289–300.

80. Kim HW, Arrobio JO, Brandt CD, Jeffries BC, Pyles G,
Reid JL, Chanock RM, Parrott RH. 1973. Epidemiology of
respiratory syncytial virus infection in Washington, D.C. I.
Importance of the virus in different respiratory tract disease
syndromes and temporal distribution of infection. Am J Epi-
demiol 98:216–225.

81. Henderson FW, Clyde WA Jr, Collier AM, Denny FW, Se-
nior RJ, Sheaffer CI, Conley WG III, Christian RM. 1979.
The etiologic and epidemiologic spectrum of bronchiolitis in
pediatric practice. J Pediatr 95:183–190.

82. Glezen WP, Taber LH, Frank AL, Kasel JA. 1986. Risk of
primary infection and reinfection with respiratory syncytial
virus. Am J Dis Child 140:543–546.

83. MacDonald NE, Hall CB, Suffin SC, Alexson C, Harris PJ,
Manning JA. 1982. Respiratory syncytial viral infection in
infants with congenital heart disease. N Engl J Med 307:397–
400.

84. Hall CB, Powell KR, MacDonald NE, Gala CL, Menegus
ME, Suffin SC, Cohen HJ. 1986. Respiratory syncytial viral
infection in children with compromised immune function. N
Engl J Med 315:77–81.

85. Lebel MH, Gauthier M, Lacroix J, Rousseau E, Buithieu M.
1989. Respiratory failure and mechanical ventilation in severe
bronchiolitis. Arch Dis Child 64:1431–1437.

86. McConnochie KM, Roghmann KJ. 1986. Parental smoking,
presence of older siblings, and family history of asthma increase
risk of bronchiolitis. Am J Dis Child 140:806–812.

87. Wright AL, Taussig LM, Ray CG, Harrison HR, Holberg
CJ. 1989. The Tucson Children’s Respiratory Study. II. Lower
respiratory tract illness in the first year of life. Am J Epidemiol
129:1232–1246.

88. García CG, Bhore R, Soriano-Fallas A, Trost M, Chason R,
Ramilo O, Mejias A. 2010. Risk factors in children hospi-
talized with RSV bronchiolitis versus non-RSV bronchiolitis.
Pediatrics 126:e1453–e1460.

89. Hasegawa K, Jartti T, Mansbach JM, Laham FR, Jewell AM,
Espinola JA, Piedra PA, Camargo CA Jr. 2015. Respiratory
syncytial virus genomic load and disease severity among chil-
dren hospitalized with bronchiolitis: multicenter cohort stud-
ies in the United States and Finland. J Infect Dis 211:1550–
1559.

90. van den Hoogen BG, de Jong JC, Groen J, Kuiken T, de
Groot R, Fouchier RA, Osterhaus AD. 2001. A newly dis-
covered human pneumovirus isolated from young children
with respiratory tract disease. Nat Med 7:719–724.

91. Williams JV, Harris PA, Tollefson SJ, Halburnt-Rush LL,
Pingsterhaus JM, Edwards KM, Wright PF, Crowe JE Jr.
2004. Human metapneumovirus and lower respiratory tract
disease in otherwise healthy infants and children.NEngl J Med
350:443–450.

92. Edwards KM, Zhu Y, Griffin MR, Weinberg GA, Hall CB,
Szilagyi PG, Staat MA, Iwane M, Prill MM, Williams JV,
New Vaccine Surveillance Network. 2013. Burden of human
metapneumovirus infection in young children. N Engl J Med
368:633–643.

93. Chidekel AS, Bazzy AR, Rosen CL. 1994. Rhinovirus in-
fection associated with severe lower respiratory tract illness
and worsening lung disease in infants with bronchopulmonary
dysplasia. Pediatr Pulmonol 18:261–263.

94. Becroft DMO. 1971. Bronchiolitis obliterans, bronchiectasis,
and other sequelae of adenovirus type 21 infection in young
children. J Clin Pathol 24:72–82.

95. Esper F, Weibel C, Ferguson D, Landry ML, Kahn JS. 2005.
Evidence of a novel human coronavirus that is associated with
respiratory tract disease in infants and young children. J Infect
Dis 191:492–498.

96. Midulla F, Scagnolari C, Bonci E, Pierangeli A, Antonelli G,
De Angelis D, Berardi R, Moretti C. 2010. Respiratory syn-
cytial virus, human bocavirus and rhinovirus bronchiolitis in
infants. Arch Dis Child 95:35–41.

97. Waner JL, Whitehurst NJ, Todd SJ, Shalaby H, Wall LV.
1990. Comparison of directigen RSV with viral isolation and
direct immunofluorescence for the identification of respiratory
syncytial virus. J Clin Microbiol 28:480–483.

98. Barnes SD, Leclair JM, Forman MS, Townsend TR,
Laughlin GM, Charache P. 1989. Comparison of nasal brush
and nasopharyngeal aspirate techniques in obtaining speci-
mens for detection of respiratory syncytial viral antigen by
immunofluorescence. Pediatr Infect Dis J 8:598–601.

99. Aherne W, Bird T, Court SDM, Gardner PS, McQuillin J.
1970. Pathological changes in virus infections of the lower
respiratory tract in children. J Clin Pathol 23:7–18.

100. LeSouëf PN, Geelhoed GC, Turner DJ, Morgan SE, Landau
LI. 1989. Response of normal infants to inhaled histamine.
Am Rev Respir Dis 139:62–66.

101. van Schaik SM, Welliver RC, Kimpen JLL. 2000. Novel
pathways in the pathogenesis of respiratory syncytial virus
disease. Pediatr Pulmonol 30:131–138.

102. Larsen GL, Colasurdo GN. 1999. Neural control mechanisms
within airways: disruption by respiratory syncytial virus. J Pe-
diatr 135:21–27.

103. Miyairi I, DeVincenzo JP. 2008. Human genetic factors and
respiratory syncytial virus disease severity. Clin Microbiol Rev
21:686–703.

104. Stein RT, Sherrill D, Morgan WJ, Holberg CJ, Halonen M,
Taussig LM, Wright AL, Martinez FD. 1999. Respiratory
syncytial virus in early life and risk of wheeze and allergy by age
13 years. Lancet 354:541–545.

105. Poorisrisak P, Halkjaer LB, Thomsen SF, Stensballe LG,
Kyvik KO, Skytthe A, Schioetz PO, Bisgaard H. 2010.
Causal direction between respiratory syncytial virus bron-
chiolitis and asthma studied in monozygotic twins. Chest
138:338–344.

106. Miller EK, Williams JV, Gebretsadik T, Carroll KN, Dupont
WD, Mohamed YA, Morin LL, Heil L, Minton PA, Wood-
ward K, Liu Z, Hartert TV. 2011. Host and viral factors
associated with severity of human rhinovirus-associated infant
respiratory tract illness. J Allergy Clin Immunol 127:883–891.

107. Carroll KN, Gebretsadik T, Minton P, Woodward K, Liu Z,
Miller EK, Williams JV, Dupont WD, Hartert TV. 2012.
Influence of maternal asthma on the cause and severity of
infant acute respiratory tract infections. J Allergy Clin Immunol
129:1236–1242.

108. Ralston SL, Lieberthal AS, Meissner HC, Alverson BK,
Baley JE, Gadomski AM, Johnson DW, Light MJ, Maraqa
NF, Mendonca EA, Phelan KJ, Zorc JJ, Stanko-Lopp D,
Brown MA, Nathanson I, Rosenblum E, Sayles S III, Her-
nandez-Cancio S, American Academy of Pediatrics. 2014.
Clinical practice guideline: the diagnosis, management, and
prevention of bronchiolitis. Pediatrics 134:e1474–e1502.

109. Wu S, Baker C, Lang ME, Schrager SM, Liley FF, Papa C,
Mira V, Balkian A, Mason WH. 2014. Nebulized hypertonic

26 - VIRAL SYNDROMES AND GENERAL PRINCIPLES



saline for bronchiolitis: a randomized clinical trial. JAMA
Pediatr 168:657–663.

110. Sinha IP, McBride AK, Smith R, Fernandes RM. 2015.
CPAP and high-flow nasal cannula oxygen in bronchiolitis.
Chest 148:810–823.

111. Wainwright C, Altamirano L, Cheney M, Cheney J, Barber
S, Price D, Moloney S, Kimberley A, Woolfield N, Cadzow
S, Fiumara F, Wilson P, Mego S, VandeVelde D, Sanders S,
O’Rourke P, Francis P. 2003. A multicenter, randomized,
double-blind, controlled trial of nebulized epinephrine in in-
fants with acute bronchiolitis. N Engl J Med 349:27–35.

112. Corneli HM, Zorc JJ, Mahajan P, Shaw KN, Holubkov R,
Reeves SD, Ruddy RM, Malik B, Nelson KA, Bregstein JS,
Brown KM, Denenberg MN, Lillis KA, Cimpello LB, Tsung
JW, Borgialli DA, Baskin MN, Teshome G, Goldstein MA,
Monroe D, Dean JM, Kuppermann N, Bronchiolitis Study
Group of the Pediatric Emergency Care Applied Research
Network (PECARN). 2007. A multicenter, randomized,
controlled trial of dexamethasone for bronchiolitis. N Engl J
Med 357:331–339.

113. Pinto LA, Pitrez PM, Luisi F, de Mello PP, Gerhardt M,
Ferlini R, Barbosa DC, Daros I, Jones MH, Stein RT,
Marostica PJ. 2012. Azithromycin therapy in hospitalized
infants with acute bronchiolitis is not associated with better
clinical outcomes: a randomized, double-blinded, and placebo-
controlled clinical trial. J Pediatr 161:1104–1108.

114. IMpactRSVStudyGroup. 1998. Palivizumab, a humanized
respiratory syncytial virus monoclonal antibody, reduces hos-
pitalization from respiratory syncytial virus infection in high-
risk infants. Pediatrics 102:531–537.

115. American Academy of Pediatrics Committee on Infectious
DiseasesAmerican Academy of Pediatrics Bronchiolitis
Guidelines Committee. 2014. Updated guidance for pal-
ivizumab prophylaxis among infants and young children at
increased risk of hospitalization for respiratory syncytial virus
infection. Pediatrics 134:415–420.

116. Fulginiti VA, Eller JJ, Sieber OF, Joyner JW, Minamitani M,
Meiklejohn G. 1969. Respiratory virus immunization. I. A
field trial of two inactivated respiratory virus vaccines; an
aqueous trivalent parainfluenza virus vaccine and an alum-
precipitated respiratory syncytial virus vaccine. Am J Epidemiol
89:435–448.

117. Sherry MK, Klainer AS, Wolff M, Gerhard H. 1988. Her-
petic tracheobronchitis. Ann Intern Med 109:229–233.

118. Gonzales R, Sande MA. 2000. Uncomplicated acute bron-
chitis. Ann Intern Med 133:981–991.

119. Wenzel RP, Fowler AA III. 2006. Clinical practice. Acute
bronchitis. N Engl J Med 355:2125–2130.

120. Bhat N, Wright JG, Broder KR, Murray EL, Greenberg ME,
Glover MJ, Likos AM, Posey DL, Klimov A, Lindstrom SE,
Balish A, Medina MJ, Wallis TR, Guarner J, Paddock CD,
Shieh WJ, Zaki SR, Sejvar JJ, Shay DK, Harper SA, Cox
NJ, Fukuda K, Uyeki TM, Influenza Special Investigations
Team. 2005. Influenza-associated deaths among children in
the United States, 2003–2004. N Engl J Med 353:2559–2567.

121. Louie JK, Acosta M, Samuel MC, Schechter R, Vugia DJ,
Harriman K, Matyas BT, California Pandemic (H1N1)
Working Group. 2011. A novel risk factor for a novel virus:
obesity and 2009 pandemic influenza A (H1N1). Clin Infect
Dis 52:301–312.

122. Kwong JC, Campitelli MA, Rosella LC. 2011. Obesity and
respiratory hospitalizations during influenza seasons in On-
tario, Canada: a cohort study. Clin Infect Dis 53:413–421.

123. Siston AM, Rasmussen SA, Honein MA, Fry AM, Seib K,
Callaghan WM, Louie J, Doyle TJ, Crockett M, Lynfield R,
Moore Z, Wiedeman C, Anand M, Tabony L, Nielsen CF,
Waller K, Page S, Thompson JM, Avery C, Springs CB,
Jones T, Williams JL, Newsome K, Finelli L, Jamieson DJ,
Pandemic H1N1 Influenza in Pregnancy Working Group.
2010. Pandemic 2009 influenza A(H1N1) virus illness among
pregnant women in the United States. JAMA 303:1517–1525.

124. Louie JK, Acosta M, Jamieson DJ, Honein MA, California
Pandemic (H1N1) Working Group. 2010. Severe 2009

H1N1 influenza in pregnant and postpartum women in Cal-
ifornia. N Engl J Med 362:27–35.

125. Neuzil KM, Reed GW, Mitchel EF, Simonsen L, Griffin MR.
1998. Impact of influenza on acute cardiopulmonary hospi-
talizations in pregnant women. Am J Epidemiol 148:1094–
1102.

126. Louria DB, Blumenfeld HL, Ellis JT, Kilbourne ED, Rogers
DE. 1959. Studies on influenza in the pandemic of 1957–
1958. II. Pulmonary complications of influenza. J Clin Invest
38:213–265.

127. Schwarzmann SW, Adler JL, Sullivan RJ Jr, Marine WM.
1971. Bacterial pneumonia during the Hong Kong influenza
epidemic of 1968–1969. Arch Intern Med 127:1037–1041.

128. Ruuskanen O, Lahti E, Jennings LC, Murdoch DR. 2011.
Viral pneumonia. Lancet 377:1264–1275.

129. Gadsby NJ, Russell CD, McHugh MP, Mark H, Conway
Morris A, Laurenson IF, Hill AT, Templeton KE. 2016.
Comprehensive molecular testing for respiratory pathogens in
community-acquired pneumonia. Clin Infect Dis 62:817–823.

130. Jain S, Self WH, Wunderink RG, Fakhran S, Balk R,
Bramley AM, Reed C, Grijalva CG, Anderson EJ, Courtney
DM, Chappell JD, Qi C, Hart EM, Carroll F, Trabue C,
Donnelly HK, Williams DJ, Zhu Y, Arnold SR, Ampofo K,
Waterer GW, Levine M, Lindstrom S, Winchell JM, Katz
JM, Erdman D, Schneider E, Hicks LA, McCullers JA,
Pavia AT, Edwards KM, Finelli L, CDC EPIC Study Team.
2015. Community-acquired pneumonia requiring hospital-
ization among US adults. N Engl J Med 373:415–427.

131. Karhu J, Ala-Kokko TI, Vuorinen T, Ohtonen P, Syrjälä H.
2014. Lower respiratory tract virus findings in mechanically
ventilated patients with severe community-acquired pneu-
monia. Clin Infect Dis 59:62–70.

132. Sangil A, Calbo E, Robles A, Benet S, Viladot ME, Pascual
V, Cuchí E, Pérez J, Barreiro B, Sánchez B, Torres J, Canales
L, De Marcos JA, Garau J. 2012. Aetiology of community-
acquired pneumonia among adults in an H1N1 pandemic year:
the role of respiratory viruses. Eur J Clin Microbiol Infect Dis
31:2765–2772.

133. Choi SH, Hong SB, Ko GB, Lee Y, Park HJ, Park SY, Moon
SM, Cho OH, Park KH, Chong YP, Kim SH, Huh JW, Sung
H, Do KH, Lee SO, Kim MN, Jeong JY, Lim CM, Kim YS,
Woo JH, Koh Y. 2012. Viral infection in patients with severe
pneumonia requiring intensive care unit admission. Am J Re-
spir Crit Care Med 186:325–332.

134. Garbino J, Soccal PM, Aubert J-D, Rochat T, Meylan P,
Thomas Y, Tapparel C, Bridevaux PO, Kaiser L. 2009.
Respiratory viruses in bronchoalveolar lavage: a hospital-based
cohort study in adults. Thorax 64:399–404.

135. Klinger JR, Sanchez MP, Curtin LA, Durkin M, Matyas B.
1998. Multiple cases of life-threatening adenovirus pneumonia
in a mental health care center. Am J Respir Crit Care Med
157:645–649.

136. Louie JK, Kajon AE, Holodniy M, Guardia-LaBar L, Lee B,
Petru AM, Hacker JK, Schnurr DP. 2008. Severe pneumonia
due to adenovirus serotype 14: a new respiratory threat? Clin
Infect Dis 46:421–425.

137. Hall WJ, Hall CB, Speers DM. 1978. Respiratory syncytial
virus infection in adults: clinical, virologic, and serial pulmo-
nary function studies. Ann Intern Med 88:203–205.

138. Zaroukian MH, Leader I. 1988. Community-acquired pneu-
monia and infection with respiratory syncytial virus. Ann In-
tern Med 109:515–516.

139. Falsey AR. 1998. Respiratory syncytial virus infection in older
persons. Vaccine 16:1775–1778.

140. Han LL, Alexander JP, Anderson LJ. 1999. Respiratory
syncytial virus pneumonia among the elderly: an assessment of
disease burden. J Infect Dis 179:25–30.

141. Marx A, Gary HE Jr, Marston BJ, Erdman DD, Breiman RF,
Török TJ, Plouffe JF, File TM Jr, Anderson LJ. 1999. Par-
ainfluenza virus infection among adults hospitalized for lower
respiratory tract infection. Clin Infect Dis 29:134–140.

142. Duchin JS, Koster FT, Peters CJ, Simpson GL, Tempest B,
Zaki SR, Ksiazek TG, Rollin PE, Nichol S, Umland ET,

2. Respiratory Infections - 27



Moolenaar RL, Reef SE, Nolte KB, Gallaher MM, Butler JC,
Breiman RF, The Hantavirus Study Group. 1994. Hantavirus
pulmonary syndrome: a clinical description of 17 patients with
a newly recognized disease. N Engl J Med 330:949–955.

143. Butler JC, Peters CJ. 1994. Hantaviruses and hantavirus
pulmonary syndrome. Clin Infect Dis 19:387–394.

144. Peiris JS, Lai ST, Poon LL, Guan Y, Yam LY, Lim W,
Nicholls J, Yee WK, Yan WW, Cheung MT, Cheng VC,
Chan KH, Tsang DN, Yung RW, Ng TK, Yuen KY, SARS
study group. 2003. Coronavirus as a possible cause of severe
acute respiratory syndrome. Lancet 361:1319–1325.

145. Zaki AM, van Boheemen S, Bestebroer TM, Osterhaus AD,
Fouchier RA. 2012. Isolation of a novel coronavirus from a
man with pneumonia in Saudi Arabia. N Engl J Med 367:
1814–1820.

146. Drosten C, Seilmaier M, Corman VM, Hartmann W,
Scheible G, Sack S, Guggemos W, Kallies R, Muth D, Jun-
glen S, Müller MA, Haas W, Guberina H, Röhnisch T,
Schmid-Wendtner M, Aldabbagh S, Dittmer U, Gold H,
Graf P, Bonin F, Rambaut A, Wendtner CM. 2013. Clinical
features and virological analysis of a case of Middle East res-
piratory syndrome coronavirus infection. Lancet Infect Dis 13:
745–751.

147. Assiri A, Al-Tawfiq JA, Al-Rabeeah AA, Al-Rabiah FA, Al-
Hajjar S, Al-Barrak A, Flemban H, Al-Nassir WN, Balkhy
HH, Al-Hakeem RF, Makhdoom HQ, Zumla AI, Memish
ZA. 2013. Epidemiological, demographic, and clinical char-
acteristics of 47 cases of Middle East respiratory syndrome
coronavirus disease from Saudi Arabia: a descriptive study.
Lancet Infect Dis 13:752–761.

148. Booth CM, Matukas LM, Tomlinson GA, Rachlis AR, Rose
DB, Dwosh HA, Walmsley SL, Mazzulli T, Avendano M,
Derkach P, Ephtimios IE, Kitai I, Mederski BD, Shadowitz
SB, Gold WL, Hawryluck LA, Rea E, Chenkin JS, Cescon
DW, Poutanen SM, Detsky AS. 2003. Clinical features and
short-term outcomes of 144 patients with SARS in the greater
Toronto area. JAMA 289:2801–2809.

149. Lee N, Hui D, Wu A, Chan P, Cameron P, Joynt GM, Ahuja
A, Yung MY, Leung CB, To KF, Lui SF, Szeto CC, Chung S,
Sung JJ. 2003. A major outbreak of severe acute respiratory
syndrome in Hong Kong. N Engl J Med 348:1986–1994.

150. Jain S, Williams DJ, Arnold SR, Ampofo K, Bramley AM,
Reed C, Stockmann C, Anderson EJ, Grijalva CG, Self WH,
Zhu Y, Patel A, Hymas W, Chappell JD, Kaufman RA, Kan
JH, Dansie D, Lenny N, Hillyard DR, Haynes LM, Levine
M, Lindstrom S, Winchell JM, Katz JM, Erdman D,
Schneider E, Hicks LA, Wunderink RG, Edwards KM,
Pavia AT, McCullers JA, Finelli L, CDC EPIC Study Team.
2015. Community-acquired pneumonia requiring hospital-
ization among U.S. children. N Engl J Med 372:835–845.

151. García-García MLMDP, Calvo C, Pozo F, Villadangos
PAMD, Pérez-Breña P, Casas I. 2012. Spectrum of respiratory
viruses in children with community-acquired pneumonia.
Pediatr Infect Dis J 31:808–813.

152. Frost HM, Robinson CC, Dominguez SR. 2014. Epidemi-
ology and clinical presentation of parainfluenza type 4 in
children: a 3-year comparative study to parainfluenza types 1–
3. J Infect Dis 209:695–702.

153. Sugaya N, Nerome K, Ishida M, Nerome R, Nagae M,
Takeuchi Y, Osano M. 1992. Impact of influenza virus in-
fection as a cause of pediatric hospitalization. J Infect Dis
165:373–375.

154. Bezerra PGM, Britto MC, Correia JB, Duarte MC, Fonceca
AM, Rose K, Hopkins MJ, Cuevas LE, McNamara PS. 2011.
Viral and atypical bacterial detection in acute respiratory in-
fection in children under five years. PLoS One 6:e18928.

155. Wildin SR, Chonmaitree T, Swischuk LE. 1988. Roent-
genographic features of common pediatric viral respiratory
tract infections. Am J Dis Child 142:43–46.

156. Ison MG, Fishman JA. 2005. Cytomegalovirus pneumonia in
transplant recipients. Clin Chest Med 26:691–705.

157. Ramsey PG, Fife KH, Hackman RC, Meyers JD, Corey L.
1982. Herpes simplex virus pneumonia: clinical, virologic, and

pathologic features in 20 patients. Ann Intern Med 97:813–
820.

158. La Rosa AM, Champlin RE, Mirza N, Gajewski J, Giralt S,
Rolston KV, Raad I, Jacobson K, Kontoyiannis D, Elting L,
Whimbey E. 2001. Adenovirus infections in adult recipients
of blood and marrow transplants. Clin Infect Dis 32:871–876.

159. Hierholzer JC, Wigand R, Anderson LJ, Adrian T, Gold
JWM. 1988. Adenoviruses from patients with AIDS: a ple-
thora of serotypes and a description of five new serotypes of
subgenus D (types 43–47). J Infect Dis 158:804–813.

160. Sable CA, Hayden FG. 1995. Orthomyxoviral and para-
myxoviral infections in transplant patients. Infect Dis Clin
North Am 9:987–1003.

161. Hertz MI, Englund JA, Snover D, Bitterman PB, McGlave
PB. 1989. Respiratory syncytial virus-induced acute lung in-
jury in adult patients with bone marrow transplants: a clinical
approach and review of the literature. Medicine (Baltimore)
68:269–281.

162. Englund JA, Sullivan CJ, JordanMC, Dehner LP, Vercellotti
GM, Balfour HH Jr. 1988. Respiratory syncytial virus in-
fection in immunocompromised adults. Ann Intern Med
109:203–208.

163. Ghosh S, Champlin RE, Englund J, Giralt SA, Rolston K,
Raad I, Jacobson K, Neumann J, Ippoliti C, Mallik S,
Whimbey E. 2000. Respiratory syncytial virus upper respira-
tory tract illnesses in adult blood and marrow transplant re-
cipients: combination therapy with aerosolized ribavirin and
intravenous immunoglobulin. Bone Marrow Transplant 25:
751–755.

164. Whimbey E, Elting LS, Couch RB, Lo W, Williams L,
Champlin RE, Bodey GP. 1994. Influenza A virus infections
among hospitalized adult bone marrow transplant recipients.
Bone Marrow Transplant 13:437–440.

165. Bowden RA. 1997. Respiratory virus infections after marrow
transplant: the Fred Hutchinson Cancer Research Center
experience. Am J Med 102(3A):27–30.

166. Erard V, Chien JW, Kim HW, Nichols WG, Flowers ME,
Martin PJ, Corey L, Boeckh M. 2006. Airflow decline after
myeloablative allogeneic hematopoietic cell transplantation:
the role of community respiratory viruses. J Infect Dis 193:
1619–1625.

167. Kaplan LJ, Daum RS, Smaron M, McCarthy CA. 1992.
Severe measles in immunocompromised patients. JAMA
267:1237–1241.

168. Miller WT Jr, Mickus TJ, Barbosa E Jr, Mullin C, Van
Deerlin VM, Shiley KT. 2011. CT of viral lower respiratory
tract infections in adults: comparison among viral organisms
and between viral and bacterial infections. AJR Am J Roent-
genol 197:1088–1095.

169. Becker KL, Snider R, Nylen ES. 2008. Procalcitonin assay in
systemic inflammation, infection, and sepsis: clinical utility
and limitations. Crit Care Med 36:941–952.

170. van der Meer V, Neven AK, van den Broek PJ, Assendelft
WJ. 2005. Diagnostic value of C reactive protein in infections
of the lower respiratory tract: systematic review. BMJ 331:26.

171. Branche AR, Walsh EE, Vargas R, Hulbert B, Formica MA,
Baran A, Peterson DR, Falsey AR. 2015. Serum procalci-
tonin measurement and viral testing to guide antibiotic use for
respiratory infections in hospitalized adjults: A randomized
controlled trial. J Infect Dis 212:1692–1700.

172. Suarez NM, Bunsow E, Falsey AR, Walsh EE, Mejias A,
Ramilo O. 2015. Superiority of transcriptional profiling over
procalcitonin for distinguishing bacterial from viral lower
respiratory tract infections in hospitalized adults. J Infect Dis
212:213–222.

173. Yeldandi AV, Colby TV. 1994. Pathologic features of lung
biopsy specimens from influenza pneumonia cases. Hum Pathol
25:47–53.

174. Levandowski RA, Gerrity TR, Garrard CS. 1985. Mod-
ifications of lung clearance mechanisms by acute influenza A
infection. J Lab Clin Med 106:428–432.

175. McNamee LA, Harmsen AG. 2006. Both influenza-induced
neutrophil dysfunction and neutrophil-independent mecha-

28 - VIRAL SYNDROMES AND GENERAL PRINCIPLES


	Contents
	Contributors
	Conflicts of Interest
	Preface
	Important Notice (Please Read)
	1. Introduction
	Section I Viral Syndromes and General Principles
	2. Respiratory Infections
	3. Viral Infections of the Central Nervous
System
	4. Gastrointestinal Syndromes
	5. Viral Hepatitis
	6. Viral Infections in Organ Transplant
Recipients
	7. Viral Heart Disease
	8. Viral Diseases of the Skin
	9. Viral Hemorrhagic Fevers
	10. Viral Disease of the Eye
	11. Antiretroviral Agents
	12. Antiherpesvirus Agents
	13. Anti–Hepatitis Virus Agents
	14. Antirespiratory Virus Agents
	15. Diagnosis of Viral Infections
	16. Immune Responses to Viral Infection
	17. Immunization Against Viral Diseases
	18. Chronic Fatigue and Postinfective Fatigue Syndromes

	Section II The Agents
	Part A: DNA Viruses
	19. Poxviruses
	20. Herpes Simplex Viruses
	21. Cercopithecine Herpesvirus 1 (B Virus)
	22. Varicella-Zoster Virus
	23. Cytomegalovirus
	24. Human Herpesvirus 6 and Human Herpesvirus 7
	25. Epstein-Barr Virus
	26. Kaposi’s Sarcoma-Associated Herpesvirus (KSHV/HHV8)
	27. Adenoviruses
	28. Polyomaviruses
	29. Papillomavirus
	30. Human Parvoviruses
	31. Anelloviridae
	32. Hepatitis B Virus

	Part B: RNA Viruses
	33. Human Lymphotropic Viruses: HTLV-1 and HTLV-2
	34. Human Immunodeficiency Virus
	35. Colorado Tick Fever and Other Arthropod Borne Reoviridae
	36. Rotaviruses
	37. Respiratory Syncytial Virus, Human
Metapneumovirus, and Parainfluenza Viruses
	38. Measles
	39. Mumps Virus
	40. Zoonotic Paramyxoviruses
	41. Rhabdoviruses
	42. Filoviruses
	43. Influenza Virus
	44. Bunyaviridae: Orthobunyaviruses,
Phleboviruses, Nairoviruses, and Hantaviruses
	45. Arenaviruses
	46. Enteroviruses
	47. Rhinovirus
	48. Hepatitis A Virus
	49. Human Caliciviruses
	50. Hepatitis E Virus
	51. Astrovirus
	52. Coronaviruses
	53. Arthropod-Borne Flaviviruses
	54. Hepatitis C Virus
	55. Alphaviruses
	56. Rubella Virus
	57. Infections Caused by Bornaviruses

	Part C: Subviral Agents
	58. Hepatitis D
	59. Prion Diseases


	Subject Index

