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Introduction
Respiratory Syncytial Virus (RSV) infection is a common respiratory 

illness in children, particularly among infants and young children. While most 
cases of RSV infection are mild, some children develop severe respiratory 
symptoms requiring hospitalization. Understanding the risk factors associated 
with severe RSV infection in hospitalized children is crucial for implementing 
targeted preventive measures and improving clinical management. RSV is 
a leading cause of respiratory illness worldwide, responsible for significant 
morbidity and mortality among young children. According to the World Health 
Organization (WHO), RSV infection affects nearly all children by the age of 
two, with the majority experiencing mild symptoms resembling the common 
cold. However, a subset of children, particularly those with underlying health 
conditions or prematurity, are at increased risk of developing severe RSV 
infection necessitating hospitalization [1].

Infants under six months of age are at the highest risk of severe RSV 
infection due to their immature immune systems and smaller airways. 
Premature infants, especially those born before 32 weeks of gestation, are 
particularly vulnerable to severe RSV disease due to their underdeveloped 
lungs and reduced antibody protection. Premature birth is a significant risk 
factor for severe RSV infection in hospitalized children. Premature infants 
have lower levels of protective maternal antibodies and reduced lung function, 
predisposing them to more severe respiratory illness when infected with RSV. 
Children with underlying chronic lung diseases such as Bronchopulmonary 
Dysplasia (BPD) or cystic fibrosis are at increased risk of severe RSV infection. 
These conditions compromise lung function and impair the ability to clear 
respiratory secretions, leading to more severe respiratory symptoms upon 
RSV infection [2].

Description
Infants with congenital heart defects, especially those with 

hemodynamically significant lesions, are at heightened risk of severe RSV 
infection requiring hospitalization. Cardiac anomalies compromise respiratory 
function and pulmonary circulation, exacerbating the impact of RSV infection 
on the cardiovascular system. Children with immunodeficiency disorders or 
receiving immunosuppressive therapy are more susceptible to severe RSV 
infection due to their compromised immune response. These individuals have 
difficulty mounting an effective antiviral immune response, leading to prolonged 
viral shedding and increased risk of respiratory complications. Socioeconomic 
factors such as overcrowded living conditions, exposure to tobacco smoke 
and lack of access to healthcare services contribute to the risk of severe 

RSV infection in hospitalized children. Poor living conditions and household 
crowding facilitate viral transmission, while exposure to tobacco smoke impairs 
respiratory function and exacerbates respiratory symptoms [3].

RSV infection exhibits seasonal variability, with outbreaks typically 
occurring during the winter months in temperate climates and throughout the 
year in tropical regions. Children hospitalized with RSV during peak seasons 
are more likely to experience severe illness due to increased viral circulation 
and higher rates of concurrent respiratory infections. Breastfeeding provides 
infants with passive immunity through maternal antibodies, reducing the risk 
of severe RSV infection and hospitalization. Children who are not breastfed or 
receive inadequate breastfeeding are at increased risk of severe respiratory 
illness due to diminished immune protection [4]. Early recognition of risk factors 
for severe RSV infection is essential for implementing appropriate preventive 
measures and optimizing clinical management. Hospitalized children with 
severe RSV infection may require supportive care, supplemental oxygen 
therapy and in some cases, mechanical ventilation to manage respiratory 
compromise. Antiviral therapy with ribavirin or palivizumab prophylaxis may 
be considered in high-risk populations to reduce the severity and duration of 
RSV illness [5].

Conclusion
Severe RSV infection poses a significant burden on hospitalized children, 

particularly those with underlying health conditions or risk factors predisposing 
them to more severe respiratory illness. Identifying and addressing the 
risk factors associated with severe RSV infection is crucial for reducing 
morbidity and mortality in vulnerable pediatric populations. Strategies such as 
immunoprophylaxis, supportive care and public health interventions aimed at 
reducing viral transmission can help mitigate the impact of RSV infection on 
hospitalized children and improve clinical outcomes.
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