Bronchiolitis in babies and young children explained

What bronchiolitis means

Bronchiolitis is inflammation, swelling, and mucus accumulation in the
bronchioles, the smallest conducting airways in the lungs. In babies, these
airways are already very narrow. Even a small amount of edema and secretions
can increase airway resistance, making breathing noisier and more effortful.
The iliness is usually caused by a virus that begins in the upper respiratory

tract and then spreads downward into the lower airways.

Respiratory syncytial virus, often abbreviated RSV, is the most common cause of
bronchiolitis. Other viruses, including rhinovirus, influenza, parainfluenza,
adenovirus, and human metapneumovirus, can also cause a bronchiolitis-like
picture. Because the trigger is usually viral, the main treatment approach is
supportive: helping the child maintain oxygenation, hydration, and comfort

while the immune system clears the infection.

Bronchiolitis is most common in children under 2 years old, particularly

infants under 12 months. The youngest babies are more vulnerable because their
airways are small, their chest wall is more compliant, and they may tire

quickly from increased work of breathing. Some children have mild illness that
resembles a cold with a wheezy cough. Others develop significant respiratory



distress and need hospital monitoring.
How symptoms usually develop

Bronchiolitis often starts like an ordinary viral upper respiratory infection.

A baby may have a runny or blocked nose, mild fever, sneezing, and reduced
appetite. Over the next 1 to 3 days, the cough may become more frequent,
breathing may become faster, and wheeze or crackly chest sounds may appear.
Wheezing in children is a high-pitched sound caused by airflow through narrowed
lower airways, although parents may also describe rattling, grunting, or chest
congestion.

Common features include cough, nasal congestion, tachypnea, wheeze, feeding
less than usual, irritability, and disrupted sleep. Babies may pause frequently
during feeds because sucking, swallowing, and breathing are hard to coordinate
when the nose is blocked and the lower airways are inflamed. Fewer wet nappies
or diapers can be an early clue that fluid intake is not adequate.

The illness often peaks around days 3 to 5, though timing varies. Fever is not
always present, and a high or persistent fever may suggest a need to consider
other diagnoses or complications. Cough can linger for 2 to 3 weeks even after
the breathing effort improves, because airway inflammation resolves gradually.
Any child whose condition is worsening rather than following a steady recovery
pattern should be assessed by a healthcare professional.

Why some babies become more unwell

Several factors influence how severely bronchiolitis affects a child. Age is
important: babies under 3 months, and especially newborns, have a higher risk
of apnea, feeding difficulty, and rapid deterioration. Premature infants may
have smaller airways and less respiratory reserve. Children with chronic lung
disease, significant congenital heart disease, neuromuscular conditions,
immunodeficiency, or complex medical needs also warrant a lower threshold for
clinical review.

Bronchiolitis can become clinically significant because the child must generate
more pressure to move air through obstructed bronchioles. Caregivers may notice
recession, meaning the skin sucks in between or below the ribs, at the base of



the neck, or under the breastbone. Nasal flaring, head bobbing, grunting, or
persistent fast breathing can indicate increased work of breathing. Shortness
of breath in children should always be taken seriously when it is accompanied
by lethargy, poor feeding, blue lips, or difficulty staying awake.

Dehydration is another major concern. A baby who is breathing quickly may lose
more fluid through respiration and may take less milk because feeding is

tiring. This can create a cycle in which dehydration worsens fatigue and makes
breathing support harder. Clinicians therefore consider not only oxygen levels
and chest signs, but also the child’s alertness, feeding volume, urine output,

and overall trajectory.

When to seek urgent help

Caregivers should not wait for a scheduled appointment if a baby appears to be
struggling to breathe or becoming unusually sleepy. Urgent assessment is needed
for marked chest recession, pauses in breathing, grunting, blue or grey color
around the lips or tongue, severe pallor, limpness, or inability to feed.

Emergency services are appropriate if the child is difficult to wake, has

repeated apnea, or seems critically unwell.

Prompt medical advice is also important if an infant is under 3 months old with
suspected bronchiolitis, has a known high-risk medical condition, is taking
significantly less than usual, or has fewer wet diapers than expected. Fever in
a very young baby should be discussed urgently with a clinician because the
differential diagnosis is broader in early infancy.

For less severe symptoms, contact a pediatrician, family doctor, nurse advice
line, or local urgent care service if you are worried, if breathing is faster

than usual, if feeding has dropped, or if symptoms are not improving. Parents
and caregivers often notice subtle changes before they are obvious to others.
Trusting that concern and seeking guidance is appropriate; it is never an
overreaction to ask for help with a baby’s breathing.

How clinicians assess bronchiolitis

Bronchiolitis is usually a clinical diagnosis based on age, seasonal context,
symptoms, and examination findings. A clinician will observe respiratory rate,



work of breathing, hydration, color, alertness, and feeding ability. Pulse
oximetry may be used to estimate oxygen saturation, particularly if there are
signs of respiratory distress or risk factors. The chest examination may reveal
wheeze, crackles, or reduced air entry, but the overall appearance of the child
Is often more important than one isolated sound.

Routine chest X-rays, blood tests, and viral testing are not always needed for
typical bronchiolitis. They may be considered when the presentation is
atypical, severe, prolonged, or when another diagnosis is possible. Conditions
that can overlap with bronchiolitis include pneumonia, sepsis in young infants,
aspiration, congenital airway problems, heart disease, and early asthma-like
viral wheeze in older toddlers. Persistent respiratory symptoms in children
after the acute illness may need follow-up, especially if there are recurrent
episodes, poor growth, or symptoms between infections.

Because bronchiolitis is generally viral, antibiotics do not treat the

underlying cause unless there is evidence of bacterial infection. Similarly,

cough suppressants and over-the-counter cold medicines are not recommended for
babies and young children unless specifically advised by a clinician. Some
medications used for asthma may not help typical bronchiolitis, although

clinicians may individualize care if the child is older or has a different

pattern of recurrent wheeze.

Supportive care at home

If a healthcare professional advises home care, the priorities are monitoring,
hydration, and comfort. Offer smaller, more frequent feeds if full feeds are

tiring. Breastfed babies may want shorter feeds more often; bottle-fed babies
may need pauses. Watch wet diapers, alertness, and breathing effort rather than
focusing on cough alone. A cool-mist humidifier or sitting near a steamy
bathroom is sometimes used by families, but avoid hot steam exposure because
burns can occur.

Nasal saline drops and gentle suction before feeds may help a baby breathe
through the nose more comfortably, particularly in younger infants who are
obligate nasal breathers much of the time. Keep the child away from tobacco
smoke, vaping aerosols, wood smoke, and strong fumes, as these can irritate
inflamed airways. Fever or discomfort should be discussed with a clinician or



pharmacist to ensure age-appropriate options and dosing; do not give aspirin to
children.

Safe sleep remains essential. Babies should be placed on their back on a firm,
flat sleep surface unless a clinician has given specific instructions in a
monitored setting. Do not use pillows, wedges, or positioning devices to try to
improve breathing at home. If a baby cannot breathe comfortably lying flat or
repeatedly wakes because of breathing difficulty, that is a reason to seek
medical advice rather than improvise unsafe sleep arrangements.

Hospital care and recovery expectations

Some children with bronchiolitis need hospital care for oxygen, hydration
support, or close observation. Oxygen may be given if saturations are low or
the child is showing significant respiratory distress. If feeding is unsafe or
inadequate, fluids may be provided through a nasogastric tube or intravenously.
A small number of children require higher levels of respiratory support, such

as high-flow oxygen or intensive care monitoring, especially if they are very
young or medically fragile.

Hospital treatment is still largely supportive; the aim is to maintain
oxygenation and hydration while the viral iliness runs its course. Clinicians
reassess frequently because babies can change quickly. Discharge usually
depends on stable breathing, adequate oxygen levels according to local
guidance, safe feeding or hydration, and caregiver confidence in observing for
deterioration.

Most babies recover fully. Cough and mild wheeze can persist after the acute
phase, but breathing effort should gradually settle. Recurrent wheezing after
viral infections can occur in some children, but a single bronchiolitis episode
does not automatically mean a child has asthma. If episodes recur, if symptoms
appear between colds, or if there is exercise-related breathlessness later in
childhood, a clinician may evaluate for asthma and other causes.

Reducing spread and protecting vulnerable infants

Viruses that cause bronchiolitis spread through respiratory droplets, close
contact, and contaminated hands or surfaces. Practical prevention measures



include hand hygiene, keeping babies away from people with active respiratory
infections when possible, cleaning frequently touched surfaces, and avoiding
sharing cups, bottles, or utensils. These steps are especially important around
newborns, premature infants, and children with heart, lung, or immune
conditions.

Adults and older children with mild cold symptoms can still transmit viruses to
infants. If someone in the household is unwell, they should wash hands before
touching the baby, avoid kissing the baby’s face or hands, and consider wearing
a mask during close care if advised locally. Smoke-free environments are also
protective because airway irritation can increase respiratory vulnerability.

Some high-risk infants may be eligible for preventive RSV immunization

strategies depending on country, season, age, and medical risk group.
Recommendations change as new products become available, so families should ask
their child’s healthcare professional what is appropriate locally. Prevention

cannot eliminate all risk, but it can reduce exposure and help protect the

babies most likely to become seriously unwell.



