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Abstract
Recurrent respiratory infections (RRIs) are a common clinical condition in children, in fact about 25% of children
under 1 year and 6% of children during the first 6 years of life have RRIs. In most cases, infections occur with mild
clinical manifestations and the frequency of episodes tends to decrease over time with a complete resolution by
12 years of age. However, RRIs significantly reduce child and family quality of life and lead to significant medical
and social costs.
Despite the importance of this condition, there is currently no agreed definition of the term RRIs in the literature,
especially concerning the frequency and type of infectious episodes to be considered. The aim of this consensus
document is to propose an updated definition and provide recommendations with the intent of guiding the
physician in the complex process of diagnosis, management and prevention of RRIs.
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Introduction
Recurrent respiratory infections (RRIs) are a very common clinical condition in childhood, with an important
social and economic impact. It is estimated that about
25% of children under 1 year old and 6% of children during the first 6 years of life have RRIs, making them one
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of the most common reasons for paediatric medical
visits in the early years of life [1–3].
Despite being a benign condition that is likely to gradually improve by the age of 12, it significantly interferes
with the child’s well-being and runs up significant medical and social costs. Within the scope of RRIs, the specific definition of recurrence has not yet found
consensus in literature; on the contrary, the recurrence
of certain specific respiratory diseases is well defined.
These include infectious rhinitis [4], which is defined as
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recurrent when it occurs more than 5 times a year, or
acute otitis media, which is classed as recurrent with 3
episodes in 6 months or 4 episodes in 12 months [5].
In the past, a clinical score for the assessment of RRIs
was proposed for children, and this was based on the
type of infectious episode, its duration, paediatric visits,
therapy and absence from the community [1]; cases
scoring more than 30 points in 6 months were classified
as RRIs. Alternatively, and more recently, a definition
that takes into account the different trends in respiratory
infections in relation to age has been introduced: to be
defined as RRIs, 8 or more infections a year are required
in subjects under the age of 3, with 6 or more infections
in children over the age of 3 [6].
To guide doctors in the management and prophylaxis
of children with RRIs, an intersocietal consensus document including an updated definition of RRIs, a practical
diagnostic algorithm and recommendations on the use
of possible measures to prevent RRIs in children was developed, based on the analysis of the international scientific literature available, developed using the GRADE
method (Grading of Recommendations Assessment, Development and Evaluation). As far as the treatment of
individual infectious episodes is concerned, the panel
recommends that each individual infection be managed
in compliance with the national and international guidelines published for each respiratory disease (e.g., tonsillitis, rhinitis, otitis, etc.).
The full text of the document is available on the SIP
website (https://sip.it/2020/10/30/la-prevenzione-delleinfezioni-respiratorie-ricorrenti/) and the websites of the
other scientific societies represented.

Methods
To draw up this Inter-society Consensus a panel of experts in pediatrics, pneumology, allergology, immunology, oncohematology, pediatric infectious diseases,
otorhinolaryngology,
pharmacology,
microbiology,
pediatric radiology, territorial public health, nursing sciences, research methodology and epidemiology has been
identified by the scientific societies of the disciplines involved: the Italian Society for Paediatrics (SIP), the Italian Federation of Paediatricians (FIMP), the Italian
Society of Paediatric Respiratory Diseases (SIMRI), the
Italian Society of Pediatric Infectious Disease (SITIP),
the Italian Society for Preventive and Social Paediatrics
(SIPPS), the Italian Society for Paediatric Allergy and
Immunology (SIAIP), the Italian Society of Paediatric
Otorhinolaryngology (SIOP), the Italian Association of
Paediatric Hematology and Oncology (AIEOP), the
Italian Society of Paediatric Primary Care (SICuPP), the
Italian Society of Otorhinolaryngology – Head and Neck
Surgery (SIO e ChCF), Italian Society of Microbiology
(SIM), Italian Society of Chemotherapy (SIC) and the
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Italian Society of Paediatric Nursing. The research was
conducted on Pubmed and Embase and included all
kinds of clinical studies in children published, in English
and Italian, between 01/01/2009 and 31/12/2019. For
each question, the keywords used for the search strategy
were identified by members of a subcommittee. The research strategy used was as follows: ((recurrent [All
Fields] AND (“respiratory tract infections”[Mesh Terms]
OR (“respiratory”[All Fields] AND “tract”[All Fields]
AND “infections”[All Fields]) OR “respiratory tract
infections”[All Fields] OR (“respiratory”[All Fields] AND
“infection”[All Fields]) OR “respiratory infection”[All
Fields])) OR (recurrent [All Fields] AND (“respiratory
tract infections”[Mesh Terms] OR (“respiratory”[All
Fields] AND “tract”[All Fields] AND “infections”[All
Fields]) OR “respiratory tract infections”[All Fields] OR
(“respiratory”[All Fields] AND “infections”[All Fields])
OR “respiratory infections”[All Fields])) AND (“child”[Mesh Terms] OR “child”[All Fields] OR “children”[All
Fields]). Search strings are listed in the Additional file 1.
Every study included in the review was assessed in terms
of method and content using the GRADE method. The
quality assessment of the systematic reviews was carried
out using the AMSTAR 2 tool.

Results
Panel definition of RRIs

To propose a new definition, the heterogeneity of the
studies found in literature was initially assessed; all
studies reporting the definition of paediatric RRIs
(i.e., observational studies, randomised controlled trials, original studies, reviews and meta-analyses, epidemiological studies), were included. The research
strategy allowed the initial identification of 4445 studies. After the evaluation of titles and abstracts by 2
data extractors, independently, 213 full-text were evaluated. Of these, 80 studies met the inclusion criteria
and were evaluated for the purposes of the new definition (Additional file 1). All the definitions identified
in literature through the research were then considered and the new definition was developed, shared
and accepted using the Delphi method (Table 1). The
multidisciplinary panel of experts drew up the recommendations reported in Table 2.
Practical management of children with RRIs and clinical
algorithm

The diagnosis of RRIs is basically a diagnosis of exclusion of other chronic conditions, such as genetic
pathologies, cystic fibrosis, congenital immunodeficiencies, malformities, respiratory pathologies, etc.
The personal and family history and a careful objective examination must guide the decision of the
paediatrician on the opportunity to subject the child
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Table 1 Panel definition of RRIs
The criteria for defining a child with Recurrent Respiratory Infections
(RRIs) in paediatric age a,b are:
▪ 1–3 yearsc:
➢ 6 or more respiratory tract infections (1 of which may be pneumonia,
including severe pneumonia) in a year or
➢ 2 mild casesd of pneumonia confirmed by clinical criteria and/or xray in a year
▪ 3–6 yearsc:
➢ 5 or more respiratory tract infections (1 of which may be pneumonia,
including severe pneumonia) in a year or
➢ 2 mild cases of pneumonia confirmed by clinical criteria and/or x-ray
in a year
▪ 6–12 years:
➢ 3 or more respiratory tract infections (1 of which may be pneumonia,
including severe pneumonia) in a year or
➢ 2 mild cases of pneumonia confirmed by clinical criteria and/or x-ray
in a year
a

Children with recurrent infections in one area only (e.g., recurrent
rhinosinusitis, recurrent otitis media, recurrent wheezing or recurrent
pharyngotonsillitis), with known primary or secondary immunodeficiencies
(including IgA deficiency), cystic fibrosis and/or CFTR-pathies, primary ciliary
dyskinesia, non-cystic fibrosis-related bronchiectasis, genetic disorders, known
cardio-respiratory malformations, neuromuscular disorders and other preexisting chronic lung diseases were excluded from this definition
b
This definition does not apply to children under 1 year of age
c
1–3 years = from 1 year to 2 years and 11 months; 3–6 years = from 3 years
to 5 years and 11 months; 6–12 years = from 6 years to 11 years
and 11 months
d
In accordance with the definition of the British Thoracic Society,
partially modified

with RRIs to in-depth investigations and the type of
examinations to be performed. The panel also drafted
the first, second and third level investigations recommended based on the clinical and anamnestic picture
and a practical algorithm (Fig. 1). In a child with a
positive history of serious and atypical infections, also
mediated by opportunistic pathogens, especially with
onset in the first months of life, it is important to
suspect a primary immunodeficiency disease (PID)
and it is necessary to subject the patient to a careful
immunological work-up. The Jeffrey Modell Foundation (JMF) defined the warning signs alerting to a
suspicion of primary immunodeficiency (PID) in children and adults, based on clinical presentations mainly infectious diseases - and, in some cases, family
history [7, 8]. Equal attention should be paid to a history of reduced growth, chronic diarrhea or other
symptoms and signs suggestive for a systemic disease
or for a disease related to a specific organ. The diagnostic pathway is different depending on whether it is
relapsing infections of the upper and lower respiratory tract. In the case of recurrent infections in a specific area, it will be necessary to undertake a
specialist investigation pathway. In the case of recurrent polytopic respiratory infections, once the risk
factors have been evaluated and then eliminated, it
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will be necessary to perform the first and, where appropriate, the second level examinations. In some
cases of serious infections such as severe recurrent
pneumonia or severe otitis media, the second level
examinations can be performed during the first level
examinations, always taking into account the riskbenefit ratio [9].
RRIs prophylaxis (GRADE part)
Synthetic molecules

Biological Response Modifiers (BRMs) are substances
that can modulate the body’s immunological response
through a variety of mechanisms, one of which is the
agonist action on Toll-Like Receptors (TLRs), transmembrane receptors that play a key role in the body’s
defence, particularly in innate immunity. One mechanism reported for certain BRMs, for example, is to act like
TLR agonists, particularly TLR-2 and TLR-4 in bacterial
infections, helping enhance the response to microbial infections. Other possible mechanisms include the modulation of interleukin production and stimulation of the
adaptive cellular response [10]. Synthetic molecules that
can be used in the prevention of RRIs are essentially isoprinosine, levamisole and pidotimod [11]. The studies
analysed involve just one synthetic molecule, pidotimod.
Pidotimod is characterised by linear pharmacokinetics
that is independent of the type of administration and
dose, with a half-life of approximately 4 h. The molecule
is rapidly absorbed in the gastrointestinal tract, with a
bioavailability of 45%, and is eliminated, unchanged,
through the kidney. At a dosage of 400 mg once or twice
daily, taken orally on a full stomach, no kinetic differences correlated with patient age were observed [12, 13].
Administration of pidotimod for 90 days in children
with Down’s syndrome vaccinated for influenza induced
a higher production of specific IgG and a higher ratio of
IgG1/lgG3 subclasses than in the control group [10].
A study conducted in children hospitalised for
community-acquired pneumonia showed that treatment
with pidotimod in combination with antibiotic therapy,
compared to antibiotic therapy alone, reduced the potential risk of recurring infection, thanks to up-regulation of TLR-2 and increased production of IL-12 and
TNF-α with a prolonged effect over time [14].
In a first pilot study, Baraldi et al. assessed the metabolomic profile of 13 children with RRIs, comparing it
with that of 15 healthy subjects, and revealed an altered
metabolic profile with differences in 138 variables out of
1502 examined. Treatment with pidotimod for 3 months
resulted in a rebalancing of 103 altered variables in the
metabolomic profile, with the persistence of 35 variables,
expressing the functions of the microbiota, which could
take longer to return to normal [15]. Subsequently, the
same authors conducted a second metabolomic and
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Table 2 Recommendations
Synthetic Molecules

The evidence available to date does not allow recommendation of the routine use of
synthetic molecules for the prevention of RRIs (weak negative recommendation).
Pidotimod has demonstrated a consistent likelihood of efficacy and can be recommended
in selected populations of children, always considering the cost-benefit ratio (weak positive
recommendation).

Probiotics, Prebiotics, Symbiotics, Postbiotics In the absence of proof of efficacy, the use of oral probiotic formulations should not be
recommended for the prevention of RRIs (weak negative recommendation).
Given the scarcity of supporting evidence, the use of nasal spray formulations containing
Streptococcus salivarius 24SMB should not be recommended for the prevention of RRIs (weak
negative recommendation).
In the absence of proof of efficacy and safety, the use of prebiotics and symbiotics should not be
recommended for the prevention of RRIs (weak negative recommendation).
In the absence of proof of efficacy and safety, the use of postbiotics should not be recommended
for the prevention of RRIs (weak negative recommendation).
Lysates and bacterial extracts

The evidence available to date does not allow recommendation of the routine use of bacterial
lysates for the prevention of RRIs (weak negative recommendation).
Among the lysates, OM-85 has demonstrated a consistent likelihood of efficacy and can be recommended in selected populations of children, always considering the cost-benefit ratio (weak positive recommendation).

Vitamins and trace elements

Due to the lack of studies conducted, the heterogeneity of the populations studied, the diversity
of dosages, formulations and duration of treatments, zinc and other trace elements should not be
used in the prophylaxis of RRIs (weak negative recommendation).
There is no evidence that low levels of vitamin A and vitamin E create a predisposition to
respiratory infections in children. There is more evidence that reduced levels of vitamin D are
associated with an increased incidence of respiratory infections, particularly viral infections, in the
first years of life. The heterogeneity of the populations studied, and the diversity of the outcomes
considered mean that it is not possible to recommend the use of vitamin D in the prevention of
RRIs. In populations with low socioeconomic status and clearly insufficient levels of vitamin D, and
in patients with recurrent acute otitis, there may be a greater likelihood of efficacy in the
prevention of RRIs (weak negative recommendation). Due to the lack of studies conducted, the
heterogeneity and small size of the study populations, and the diversity of dosages and duration
of treatment, routine vitamin C supplementation should not be used in the prevention of RRIs
(strong negative recommendation).

Complementary/alternative medicines

The studies currently available on the efficacy of homoeopathy, natural substances and
phytotherapy, do not allow recommendations on the use of these products in the prevention of
RRIs at this time. This is due, in some cases, to the small number of studies, and, in others, to
methodological shortcomings or the fact that they do not include patients of exclusively
paediatric age.

Vaccinations

There is little evidence regarding the role of influenza and anti-pneumococcal vaccinations specifically for the prevention of RRIs. However, in view of the safety, efficacy and cost-benefit data on
the use of these vaccinations, they are still recommended in paediatric age groups (weak positive
recommendation).

Nasal therapies with hyaluronic acid, thermal Based on the limited evidence on nasal therapies with hyaluronic acid, thermal waters and
waters and resveratrol
resveratrol for the prevention of RRIs currently available, it is not possible to make a
recommendation, but their use is not discouraged.
Modification of risk factors

There is little literature on modifying risk factors for the prevention of RRIs, so the evidence
currently available does not allow recommendation in this sense. However, limiting exposure to
environmental and household pollutants is recommended and exposure to second-hand smoke is
strongly discouraged.

Adeno/Tonsillectomy

Adeno/Tonsillectomy is not recommended for the reduction of RRIs (strong negative
recommendation). Adeno/Tonsillectomy is not recommended for the reduction of the number of
visits to the doctor for RRIs (strong negative recommendation). Adeno/Tonsillectomy is not
recommended for the reduction of the number of days of illness (strong negative
recommendation). As regards the impact of Adeno/Tonsillectomy in reducing the use of
respiratory tract medications (including bronchodilators, mucolytics, antihistamines, steroids), no
recommendation can be made.

Antibiotic prophylaxis

No studies are available on the efficacy of antibiotic prophylaxis in preventing RRIs, so no
recommendations can be made. However, in view of the need to promote rational use of
antibiotics in order to contain the selection of resistant bacterial strains, reduce costs and reduce
adverse events, the panel suggests that antibiotic prophylaxis for the prevention of RRIs should be
discouraged.
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Mild to moderate pneumonia

Severe pneumonia

Body temperature < 38.5°.
Respiratory rate < 50 breaths/min
Mild respiratory stress
No vomiting

Body temperature > 38.5°.
Respiratory rate > 50 breaths/min
Severe respiratory distress
Lifting of nasal fins
Cyanosis
Grunting
Signs of dehydration
Tachycardia
Refill time > 2”

clinical study in 55 children with RRIs, confirming, in
subjects treated with pidotimod, the changes in the
metabolomic profile observed in the previous study [16].
Seven studies were selected from the literature review
on pidotimod, including 5 low-quality randomised clinical trials (RCTs), assessed using the GRADE method
[16–20], 1 systematic review and 1 meta-analysis
assessed with AMSTAR II [21, 22], of low and moderate
quality respectively.
Licari et al. conducted an unblinded RCT on 100 children between the ages of 3 and 10 with a positive history

Fig. 1
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of RRIs. 45 of these were treated with pidotimod at a
dose of 400 mg/day for 60 days and compared with a
control group of 44 untreated children. A statistically
significant reduction in the number of acute respiratory
infections was observed in the children who received
pidotimod, compared to the control group, both after
60 days of therapy and in the 2 months of follow-up at
the end of treatment. Statistically significant lower drug
use was also highlighted in the intervention group at the
end of therapy and after the 2 months of follow-up [17].
The same authors also observed a statistically significant difference in the number of medical visits for RRIs,
which were found to be lower in children taking pidotimod compared to the control group, with values of 1.3
vs 2.2 per child in the follow-up period (p < 0.01) [17].
This is also supported by the review by Esposito et al.
[21]. Furthermore, a statistically higher attendance of
day-care during the second month of therapy is reported
in the group of children treated with pidotimod compared to the control group (79% vs 56%, p < 0.01). This
statistically significant difference is also confirmed during the 2 months of follow-up, with a school attendance
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rate of 94% in the intervention group compared to 71%
in the control group (p < 0.05) [17].
Das et al. enrolled 63 children from an age range of 2–
10 years and with a history of RRIs. Of these, 43 were
treated with pidotimod (in addition to other acute event
therapies) at a dose of 400 mg twice daily for 15 days,
and then with pidotimod at a dose of 400 mg once daily
for a further 45 days. This intervention group was compared to a control group of 20 children who were given
a placebo. At the end of the 6 month follow-up period,
several new acute respiratory infectious events of 0.09 +
0.29 were reported in the patients treated with pidotimod vs 2.90 + 0.64 in the group treated with the placebo
(p = 0.001) [20].
A major difference between the 2 studies, both of
which are of low quality, is that the study by Licari et al.
excludes children with ongoing acute episodes and pidotimod is administered at a dose of 400 mg a day for 60
days to the intervention group, whereas Das et al. also
include children with ongoing respiratory infections and
start treatment of the intervention group with pidotimod
at a dose of 400 mg twice daily for 15 days and then continue with 400 mg a day for a further 45 days.
In the blind randomised trial by Santamaria et al., 55
children with a history of RRIs were enrolled and divided into 4 groups. The first group was treated with
pidotimod at a dose of 400 mg daily and bifidobacteria
(B longum BB536, 3 × 109 CFU; B infantis M-63, 1 × 109
105 CFU; B breve M-16 V, 1 × 109 106 CFU), the second
with pidotimod at a dose of 400 mg daily and placebo,
the third with placebo and bifidobacteria, and the fourth
with placebo only. Treatment was administered 10 days
a month for 4 months. During the treatment period and
for the following 2 months, the authors did not observe
a significant reduction in the number of respiratory tract
infections but compared with the placebo-only group,
children receiving pidotimod only or in association with
bifidobacteria had more symptom-free days (69 vs 44,
p = 0.003 and 65 vs 44, p = 0.02, respectively) and a significant reduction in the percentage of days with symptoms of rhinitis (17% vs 37%, p = 0.005 and 15% vs 37%,
p = 0.004, respectively). The metabolomic analysis
showed that children treated with pidotimod (alone or
in combination with bifidobacteria) present, respect to
children treated with placebo, a biochemical profile
characterized by compounds related to the pathway of
steroids hormones, hippuric acid and tryptophan. No
significant difference in the metabolic profile was found
between children receiving bifidobacteria alone and controls [16].
In the moderate-quality meta-analysis by Niu et al., 29
RCTs published up to February 2018 were included,
with a total of 4344 children under the age of 14 diagnosed with RRIs. Children treated with pidotimod were
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compared to control groups treated with placebo or conventional therapy. Taking data from 24 of the 29 RCTs
that included the number of RRIs episodes as the study
outcome, the authors observed significantly fewer new
RRIs episodes in the group treated with pidotimod than
in the control group [RR (relative risk) 1.59, CI 95%
1.45–1.74; I2 = 51%, p < 0.00001]. With regard to the efficacy of pidotimod in reducing the duration of fever and
coughing in children with RRIs, the work of Niu et al.,
taking data from 10 RCTs, showed a statistically significant difference between the group treated with pidotimod and the control group [MD (mean difference): −
1.59 days, 95% CI -2.53, − 0.5, I2 = 99%, p = 0.0009]. This
was also confirmed with regard to the duration of fever;
analysing 13 RCTs, the authors revealed significantly
fewer days with fever in children treated with pidotimod
compared to the control group (MD: − 1.68 days, CI
95%-2.12, − 1.24, I2 = 99%, p < 0.00001) [22]. In the same
meta-analysis, taking data from 6 RCTs, significantly reduced use of antibiotics was revealed in the group of
children treated with pidotimod compared to the control
group, treated with standard therapies only (RR 0.41;
95% CI 0.32–0.1; I2 = 40%, p < 0.00001) [22].
In the systematic review by Esposito et al., publications
from 1997 to 2017 on molecules with an immunomodulating effect on different diseases of the respiratory system in children were analysed. Considering, in
particular, studies on the role of pidotimod in RRIs, the
authors selected 15 papers investigating the action of the
molecule and 9 RCTs assessing clinical outcomes. The
data suggest that pidotimod can reduce the incidence of
infections in children with a history of RRIs, the duration and severity of infectious symptoms, antibiotic use,
visits to the doctor and school days lost [21].
Lastly, as regards the efficacy of pidotimod in increasing disease-free days in children with RRIs, the randomised controlled trial by Santamaria et al. reported an
increase in the number of disease-free days in the group
of children who had received pidotimod associated or
otherwise with bifidobacteria compared to children who
had received placebo (65 days vs 44 days; p = 0.02 and
69 days vs 44 days p = 0.03 respectively). No significant
difference emerged compared to the group treated with
placebo and bifidobacteria [16].
Namazova-Baranov et al., in an unblinded RCT of very
low quality, compared 78 children with RRIs treated
with pidotimod at a dose of 400 mg/day for 30 days to a
control group of 79 children treated with amoxicillinclavulanic acid; the study reports a significant reduction
in the number of RRIs in the group treated with pidotimod compared to the control group [18].
The low-quality study conducted by Walavalkar et al.
revealed a statistically significant difference in the number of RRIs in the 2 study groups (amoxicillin-clavulanic
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acid and pidotimod vs amoxicillin-clavulanic acid and
placebo). During the first 15 days of therapy, RRIs occurred in 8.9% of the amoxicillin-clavulanic acid and
pidotimod group compared with 66% of the amoxicillinclavulanic acid and placebo control group (p < 0.05).
During the next 30 days of maintenance therapy, the authors again reported a statistically significant difference
in the number of RRIs, with a value of 1.9% in the group
treated with pidotimod compared to 18.2% in the
placebo-treated control group (p < 0.05). Despite this,
there was no statistically significant difference in the
number of RRIs in the 2 study groups during the subsequent 6 month follow-up [19].
The datasheet of the product sold in Italy currently indicates the use of this molecule from the age of 3 upwards [23] and in subjects with documented
immunodeficiency. In patients with hyper-IgE syndromes, atopic subjects or those with a history of allergic
reactions, the preparation should be administered prudently and with caution [24].
The 2 possible and equally recommended dosages, to
be taken in both cases away from meals, are:
− 400 mg/day for 2 months in autumn;
− 400 mg × 1–2/day for 10 days a month from October
to April.
The safety profile of Pidotimod is good; no serious adverse events were reported in human studies except for
one case of suspected Henoch-Schönlein purpura [25].
However, no other association with autoimmune diseases have been reported so far [26].
In conclusion, although the currently available RCTs
are limited in number, and most of them of low quality,
in limited numbers of children, with outcomes, considered heterogeneous, and using different treatment regimens in terms of duration and dosage, in the majority of
cases the data suggest the efficacy of pidotimod in the
prevention of RRIs; this could be a monitor for future
study design. As a result, the evidence currently available
does not allow the recommendation of the use of synthetic molecules routinely for the prevention of RRIs,
but in some cases pidotimod can be recommended by
the pediatrician, always considering the cost-benefit
ratio.
Probiotics, prebiotics, Symbiotics, Postbiotics
The ‘biomodulators of the gut microbiota’ [27] are
probiotics, prebiotics, symbiotics and postbiotics

The action of certain probiotic strains, live microorganisms which, taken in adequate quantities, have
beneficial effects on the health of the host organism, is
expressed by contrasting the growth of pathogenic and
pathobiont bacteria, the consolidation of the epithelial
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barrier function and, above all, immuno-modulating activity [28]. Specific topical probiotic strains (bacteriotherapy) for oral administration (Streptococcus
salivarius K12, Lactobacillus salivarius PS7) or delivery
into the pharynx and nasal cavities (Streptococcus salivarius 24SMB, Streptococcus oralis 89a) have recently
been adopted in order to optimise the composition of
the relevant microbiota (rhino pharynx, middle ear) and
prevent relapsing upper respiratory tract diseases. The
different microbial communities that populate the various areas of our body (intestinal, oro-pharyngeal, nasal,
pulmonary, cutaneous, urogenital microbiota) are able to
“communicate” with the immune system and indirectly
with each other through metabolites and cytokines
(crosstalk) [29].
The recent 2018 Consensus Statement issued by the
ISAPP (International Scientific Association for Probiotics and Prebiotics) considers prebiotics to be “substrates
used selectively by indigenous microorganisms that can
induce beneficial effects on health” [30].
Due to their competitive action on bacterial flora
residing in the mucous membranes and to their immunomodulatory action, probiotics have been tested
as a tool for prophylaxis and treatment of respiratory
infections in various paediatric populations: from the
prevention of upper tract infections in infants and
children attending day-care centres [31] to the prevention of flare-ups in children with chronic lung diseases such as cystic fibrosis [32].
In 2015, a Cochrane systematic review demonstrated a
fair level of efficacy (albeit based on low-quality evidence)
of probiotics in reducing the number and mean duration
of respiratory infection episodes, as well as antibiotic use,
compared to placebo [31]. However, the review by Hao
et al. studies the efficacy of these interventions in children,
adults and the elderly without distinguishing the efficacy
of individual strains and target age. The study by Rautava
et al., conducted in children with RRIs, showed no benefit
of the probiotic in terms of episode frequency, at least 3
episodes of RRIs, [OR (odds ratio) 0.39, CI 95% 0.11–1.36]
or administration of antibiotics [RR (relative risk) 0.71, CI
95% 0.37–1.37] [33].
There are currently no paediatric clinical trials testing
the use of probiotics and prebiotics and including a reduction in the frequency or severity of RRIs as the primary outcome.
At the end of the systematic review of literature, only
4 papers met the inclusion/exclusion criteria, 2 of which
were RCTs and 2 observational studies assessed using
the GRADE method; of these, 3 concerning probiotics
and 1 a study for symbiotics. There were no studies on
prebiotics and postbiotics (bacterial products or metabolic derivatives of probiotic microorganisms with biological activity for the host).
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The low-quality randomised controlled trial by Santamaria et al. tested the efficacy of pidotimod either alone
or in association with a mixture of bifidobacteria, in reducing episodes of RRIs in pre-school children (aged 3
to 6). In a subgroup analysis comparing the efficacy of
the bifidobacteria mixture taken for the first 10 days of
the month for 4 consecutive months, no difference is
demonstrated in the number of upper or lower respiratory tract infections or in the number of disease-free
days compared to placebo [16].
Nasal administration of a mixture containing Streptococcus salivarius 24SMB and Streptococcus oralis 89a
was correlated with a reduction in the number of RRIs
compared to the previous year (2.75 vs 5.98 episodes/
year, p = 0.0001), the number of school days (2.80 vs
4.50 days/month, p = 0.0001) and workdays lost (1.48 vs
2.33 days/month, p = 0.0001) [34].
In a very low-quality clinical trial, the efficacy of a
combination of Lactobacillus rhamnosus GG, LC705,
Bifidobacterium breve 99, Propionibacterium freudenreichii JS, taken for 24 months, in reducing the incidence
and recurrence of AOM (primary outcome) in children
aged 10 months to 6 years was investigated; a reduction
in patients with > 4 episodes of RRIs (OR 0.56, CI 95%
0.31–0.99, p = 0.046) and > 6 episodes (OR 0.59, CI 95%
0.34–1.03, p = ns) was found [35].
The quality of evidence on the use of symbiotics, a
combination of prebiotics and probiotics, in the prevention of RRIs is very low and limited to an observational
study (n = 167 children) showing the efficacy of Sinerga,
a nutritional product containing palmitoylethanolamide,
bovine colostrum, phenylethylamine and kluyveromyces
FM B0399, in reducing the frequency of episodes of airway infection and the prescription of antibiotics, through
the down-regulation of the mast cells and the direct and
indirect contribution of various immune and growth factors [36].
In conclusion, as regards the role of probiotics in the
prevention of RRIs, evidence supporting the use of bifidobacteria or lactobacillus formulations is currently limited to single studies that do not demonstrate significant
efficacy, and evidence supporting the use of Streptococcus salivarius 24SMB and Streptococcus oralis 89a formulations is currently limited to a single low-quality
study. Consequently, the evidence currently available
does not allow recommendation of the use of probiotics
routinely for the prevention of RRIs.
Lysates and bacterial extracts

Bacterial extracts can be conventionally divided into
first-generation extracts containing whole killed bacteria
or their lysates, and second-generation extracts containing more immunogenic bacterial components (e.g., ribosomes or proteoglycans) [37].
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Regarding their action, it is believed that bacterial extracts can activate both mechanisms of innate immunity
and adaptive immunity.
At the end of the selection process, 19 articles were included, including 5 papers (1 meta-analysis and 4 systematic reviews) assessed using the AMSTAR 2 tool, 3
RCTs and 1 retrospective study assessed using the
GRADE method, 9 narrative reviews and 1 prospective
observational study.
Among the studies included, there is only one concerning the efficacy of Ribomunyl [38]; this study shows
positive data and is of moderate quality. The data, however, are insufficient to recommend its use.
Only one study, a low-quality meta-analysis [39], was
also included for polyvalent mechanical bacterial lysate
(PMBL), and although it provides encouraging data, they
are insufficient to recommend its use.
With regard to D53, only data published in 2013 in
the review by Del-Rio-Navarro et al., referring to earlier
studies (published between 1995 and 1885) and seeming
promising, are available. However, no post-1995 studies
were found, and this product is not currently marketed
in Italy, so its use is not recommended.
As regards OM-85, several low to moderate-quality
studies were found, all produced by the same research
group [40–42], along with 4 systematic reviews of low
(n = 2), high (n = 1), and moderate (n = 1) quality [21,
43–45], containing some positive data.
In the very low-quality single-blind RCT conducted
in 2014, Esposito et al. considered 68 children aged 3
to 5, with RRIs, vaccinated for influenza, and compared the 33 treated with OM-85, at a dosage of 3.5
mg a day for 10 days a month for 3 months, with the
35 untreated children. The authors reported a statistically significant higher incidence of airway infections
in the control group than in the treated group; in
particular, the proportions of subjects with at least
one episode of upper airway infection were 88.6% vs
60.6%, while those with at least one episode of lower
airway infection (acute bronchitis, wheezing and
pneumonia) were 42.9% vs 15.2% (p < 0.05) respectively. There was also a statistically significant reduction in the mean number of courses of antibiotics
administered to treated versus untreated children
(0.49 ± 1.06 vs. 1.76 ± 0.63, respectively) and in the
mean number of school days lost in treated versus
untreated children (3.16 ± 2.10 vs. 6.55 ± 2.34) [40].
In 2019, the same research group conducted a further
retrospective study of moderate quality including 400
children aged 3 to 6, with RRIs, of whom 200 were
treated with OM-85 at a dose of 3.5 mg per day for 10
days a month for 3 months, for 2 consecutive years,
compared with a control group of 200 children with
similar clinical characteristics who were not treated. The
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authors reported a statistically significant higher incidence of airway infections in the control group than in
the treated group. New episodes of respiratory infection
were diagnosed in about two-thirds of the untreated
children, and in only about one-third of the children
treated with OM-85, with a reduction of about 50% in
the risk of new episodes of RRIs. Similar results were obtained considering the total number of respiratory infections, the number of upper and lower airway infections
and the number of cases with wheezing. In the first year
of treatment, in particular, the proportion of children
with at least one episode of respiratory infection was
36% in the treated children vs 64% in the control group
(p < 0.05). Similar values were observed in the second
year of treatment (33% vs 60%; p < 0.05). Eleven children
(5.5%) reported mild and transient adverse events to
OM-85 during the first year of treatment (5 diarrhoea, 3
vomitings, 2 fever, 1 asthenia) and 9 (4.5%) during the
second year (4 diarrhoea, 2 vomiting, 2 headache, 1 asthenia). The study also reports a statistically significantly
higher proportion of children treated with antibiotics in
the control group than in the group treated with OM85- (p < 0.05), both in the first and second years of the
study [41].
In 2019, the same research group published a randomised phase IV, placebo-controlled, double-blind,
single-centre, moderate-quality study. In the study, the
efficacy of OM-85 was assessed in 288 children aged 1
to 6, with a history of RRIs (123 treated with OM-85 at
a dosage of 3.5 mg a day for 10 days a month for 3
months, 41 children treated with OM-85 at 3.5 mg a day
for 10 days a month for 6 months, and 124 children, in
the control group, who received placebo for 10 days a
month for 6 months). On the day of enrolment, 35.8% of
the children in the first group, 34.6% in the second
group and 36.5% in the third group were vaccinated for
influenza with trivalent inactivated vaccine (Fluarix).
The number of respiratory tract infections and the number of children with at least one episode of airway infection were significantly lower in the group of children
treated with OM-85 for 3 months than in the placebo
group (33% vs 65%; p < 0.0001). These differences were
statistically significant for upper airway infections such
as rhinitis, pharyngitis and acute otitis media (p < 0.0001
and p = 0.006, respectively). A significant reduction in
the administration of antibiotics was also observed in
the group of children treated with OM-85 compared to
the control group (25% vs 50.5%; p = 0.0002). The authors also showed a statistically significant reduction
(p = 0.007) in the mean number of school days lost in
treated children compared to those who were untreated
(5.10 ± 1.33 vs 4.49 ± 1.10) and a statistically significant
(p = 0.004) reduction in the mean number of working
days lost by the parents of children who were treated
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compared to those who were not (2.58 ± 0.73 vs 1.76 ±
0.76) [42].
In Schaad’s work, which was rated as poor quality according to AMSTAR 2, 8 publications, from 1986 to
2003, in which children with a history of RRIs were
monitored for 6 months, comparing OM-85-treated and
untreated children, were reviewed. The authors report a
statistically significant difference in the incidence of RRIs
in the patients treated (32%) compared to the control
group (58.2%) [43].
In a subsequent high-quality review [44], including 9
studies published from 1984 until 2003, with a total of
852 children with RRIs, comparing OM-85-treated children (437) and placebo-treated children (415), a statistically significant reduction in the number of acute
respiratory infections was observed in the group of children treated compared to the control group [MD (mean
difference) -1.20; CI 95% -1.75, − 0.66; p < 0.0001].
The third and most recent systematic review of 54 studies
(4851 children) was published in 2018 and judged to be of
moderate quality. The authors, taking data from 44 RCTs,
reported a statistically significant association between treatment with OM-85 and a reduction in the frequency of
respiratory infections (MD -2.33; 95% CI -2.75, − 1.90; P <
0.00001). Furthermore, taking data from 15 RCTs, a statistically significant reduction in fever days in the group treated
with OM-85 compared to the control group was reported
(MD − 2.91 days; 95% CI -3.75, − 2.07; p < 0.00001), along
with a reduction in cough days, (MD − 5.26 days; CI 95%6.41, − 4.12; P < 0.00001) and a reduction in days of antibiotic therapy (MD − 4.10 days; CI 95%-4.52, − 3.67; p <
0.00001) [45].
The low-quality systematic review by Esposito et al. reports that OM-85 reduced the incidence, prevalence
and/or duration of infections in children with a history
of RRIs compared to placebo and compared to probiotic
therapy [21].
The safety data collected for OM-85 are reassuring, although the drug’s technical data sheet contraindicates its
use in the following cases: hypersensitivity to the active
substances or any of the excipients, in children under 1
year of age, with autoimmune diseases or acute intestinal
infections. Moreover, an interval of 4 weeks between the
end of treatment with OM-85 and the start of vaccine
administration is recommended [46].
As reported in the datasheet of the product sold in
Italy with more than 500 million units of OM-85 prescribed for adults and children, one isolated case of toxic
necrotic epidermolysis in a child was reported. The relationship with the use of OM-85 has been estimated as
possible, considering that other causes may have contributed to this adverse event (e.g., Mycoplasma pneumoniae infection). In some cases, asthma attacks have
been observed in predisposed patients after taking drugs
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containing bacterial extracts; in this case, OM-85 is contraindicated [46].
In general, the frequency of adverse events observed is
estimated to be extremely low compared to the high exposure to the product.
In 2018, an AIFA document on safety and efficacy data
and claims on the use of bacterial lysates was published
(https://www.ema.europa.eu/en/documents/referral/
bacterial-lysate-medicines-article-31-referralnotification_en.pdf). The authors of the document were
called for the EU to take a stance regarding indications
on the use of bacterial lysates. On June 27, 2019 EMA
recommended the use of medicines containing bacterial
lysate only for the prevention of RRIs, with the exception
of pneumonia. The EMA’s recommendation followed a
review that concluded the absence of reliable data to
show that these medicines are effective in treating respiratory infections or preventing pneumonia and should
not be used for these purposes. In the review, the EMA’s
Committee for Medicinal Products for Human Use
(CHMP) looked at the results of clinical trials, data on
side effects and advice from a panel of experts on infectious diseases. Although the data were limited, the review found some evidence of the efficacy of these
products in preventing RRIs, and the safety profile was
in line with that expected for this type of product. The
CHMP therefore recommended the use of these medicines for the prevention of RRIs, but pharmaceutical
companies must provide additional safety and efficacy
data with new clinical studies by 2026.
In conclusion, although the data in the majority of
cases suggest the efficacy of OM-85 in the prevention of
RRIs, only 2 RCTs, of low to moderate quality, have
been conducted in limited numbers of children, and they
were produced by one research group only. Consequently, the evidence currently available does not allow
us to recommend the routine use of OM-85 for the prevention of RRIs, but it can be recommended in selected
populations of children, particularly in children with
higher number of RRIs/year, always considering the
cost-benefit ratio.
Vitamins and trace elements

Vitamins are multifunctional compounds belonging to
the category of micronutrients. They carry out biological
activities that are essential for the completion of enzymatic processes and the health of the human body. Some
of them can modulate the functions of the immune
system.
Trace elements, which are present in very small quantities in the body, play a fundamental role in the metabolism and proper functioning of the immune system.
The increased risk of infection in deficient states has led
to the hypothesis that dietary supplements of trace
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elements can improve the immune response [47]. Zinc,
copper and iron are the trace elements involved in the
development of the immune response.
At the end of the selection process, 20 full-texts were
included, including 5 RCTs [48–52] and 8 observational
studies [53–60] of low or very low quality, assessed using
the GRADE method, and 7 systematic reviews assessed
with the AMSTAR 2 tool, 4 of which were of high quality [61–64], 1 of moderate quality [65], and 2 of very low
quality [66, 67].
As regards the efficacy of trace elements in the prevention of RRIs, we have a few low-quality intervention
studies available, including 3 RCTs [49, 50, 52], 1 observational study [60], 1 systematic review [62] and 1 metaanalysis [68]. The studies currently available in the literature are burdened by a lack of reproducibility, methodological imprecision, low population size and the
heterogeneity of the population studied and of the results obtained, so it is not possible to recommend the
use of trace elements in the prevention of RRIs. In response to the outcome about the possible relationship
between reduced serum levels of vitamin D/ vitamin A/
vitamin E and increased risk of RRIs in children, 7 observational studies of very low methodological quality
and with very heterogeneous results were included [53–
56, 58, 59, 69]. The outcomes are different: 3 studies [54,
56, 59] enrolled subjects with RRIs, 1 study [55] selected
subjects with AOM, 1 study [53] with recurrent tonsillitis, and, lastly, Shokrollahi’s study assessed subjects
with lower respiratory tract infections. The studies by
Cayir, Ingham, Zhang and Science show significantly
lower vitamin D serum levels in children with RRIs,
while the studies by Aydin and Shokrollah show no significant difference in vitamin D serum levels, which are
low in both children with RRIs and controls. No studies
are currently available in the literature showing that low
levels of vitamin A and E create a predisposition for respiratory infections in children, so their use cannot be
recommended in the prevention of RRIs.
Two of the intervention studies selected concern the
efficacy of vitamin D in the prevention of RRIs, 1 RCT
[48] and 1 observational study [57] of low quality, characterised by different outcomes and significant heterogeneity of the populations studied, with nonhomogeneous results. The effects of the administration
of vitamin D in the prevention of RRIs have also been
the subject of systematic reviews and meta-analyses, 5 of
which considered eligible [63–67]. Assessment with the
AMSTAR 2 tool found 2 of these to be very low quality
[66, 67], 2 to be of high quality [63, 64] and 1 to be of
moderate quality [65]. Three of them included studies in
adults [64, 66, 67]; 1 included only studies carried out in
children under the age of 5 and considered the effects of
vitamin D supplementation in the prevention of

Chiappini et al. Italian Journal of Pediatrics

(2021) 47:211

infections in general, including gastrointestinal infections
[63]. The majority of them also included patients with
asthma, COPD (Chronic Obstructive Pulmonary Disease) or influenza [64–67]. Twenty-five RCTs were included in the most recent meta-analysis [64], only 10 of
which were studied in children or adolescents that also
included asthma exacerbations or influenza prevention
as an outcome. The authors concluded the efficacy of
vitamin D in preventing infections [adjusted odds ratio
(AOR) 0.88, CI 95% 0.81–0.96, heterogeneity p < 0.001]
with an effect detectable only through daily or weekly
administrations but not in a bolus. Furthermore, the effects were greater in subjects with vitamin D values < 25
nmol/l.
The high quality meta-analysis of Yakoob et al.
showed no benefit of the administration of vitamin D
in the prevention of pneumonia [63]. The authors of
the other meta-analysis of moderate quality [65] concluded that there is no evidence to justify the routine
use of vitamin D in the prevention of RRIs; however,
potential benefits in children with asthma were
highlighted. Limited evidences indicate some benefits
of vitamin D supplementation in the prevention of recurrent acute otitis media [70].
The reviews assessed as low, moderate and highquality show different results, with non-homogeneous
study populations. It is therefore not possible to recommend the routine use of vitamin D in the prophylaxis of
RRIs unless a condition of vitamin D insufficiency or
higher risk of low vitamin D levels exist.
As reported in the Italian Consensus on vitamin D in
paediatric age published on 2015, the available epidemiological studies show a high prevalence of hypovitaminosis D (above 50%) throughout Italy. Vitamin D
status of newborns is influenced by ethnicity, season of
birth, and maternal vitamin D status during pregnancy;
vitamin D status of children and adolescents is influenced by sun exposure, seasonality, ethnicity, and body
mass index. The vitamin D supplementation should be
recommended in all infants in the first year of life, independently of the type of feeding. Supplementation
should be subsequently individualized in terms of regimen and duration on the basis of the presence of risk
factors for vitamin D deficiency. Non-Caucasian ethnicity with dark skin pigmentation, reduced sunlight exposure and/or constant use of sunscreens, international
adoption, obesity, inadequate diets (i.e. vegan diet),
chronic kidney disease, hepatic failure and/or cholestasis,
malabsorption syndromes (i.e. cystic fibrosis, inflammatory bowel diseases, celiac disease at diagnosis, etc.) and
chronic therapies (anticonvulsants, systemic glucocorticoids, antiretroviral therapy, systemic antifungals) are
the most important risk factors for vitamin D deficiency
between 1 and 18 years of age. In the presence of risk
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factors for vitamin D deficiency the supplementation is
recommended according to the dosages reported in the
Consensus [71].
The studies currently present in the literature on vitamin C supplementation in the prevention of RRIs, an
RCT [51] of very low quality and a systematic review of
high methodological quality [61], are burdened by the
heterogeneity and a low number of populations studied
and the diversity of treatments used, and so do not allow
the recommendation of its routine use in the prevention
of these episodes. The authors conclude that regular
vitamin C supplementation does not reduce the incidence of the common cold in the general population. Although regular supplementation can reduce the duration
and severity of episodes, this was not reproducible in the
few therapeutic trials performed. Further data are therefore needed.
Complementary/alternative medicines

Medicines other than official medicine have been given
different names over the years: Non-Conventional Medicines, Alternative Medicines, Complementary and Alternative Medicines (CAM), up to the recent proposal of
the term Complementary and Integrative Medicines
(CIM).
At the end of the selection process, 18 full-texts were
included, including 9 systematic reviews assessed using
the 16-item AMSTAR questionnaire, and 9 studies
assessed with the GRADE method (4 RCTs, 1 randomised open-label study, 2 uncontrolled clinical studies, 1
cohort study and 1 retrospective study).
As regards the effectiveness of homeopathy in reducing the number of RRIs episodes, 2 moderate-quality
RCTs [72, 73] and 1 low-quality retrospective observational study [74] were included. The first 2 studies demonstrated no significant effect on reducing the number
of episodes; 1 reported effects on symptom severity, appetite and vitality status. The retrospective observational
study reporting a reduction in the number of episodes in
the group treated with the homoeopathic product is of
low quality, both because of the observational nature of
the design and because of the absence of a control group
treated with placebo. On the other hand, concerning the
efficacy of homoeopathy in reducing the use of antibiotics to treat episodes of RRIs, the same 2 moderatequality RCTs and 1 very low-quality observational study
[75] were included; the results of the studies are heterogeneous and, also given their low numbers, it is not possible to provide recommendations regarding the routine
use of homoeopathy in this area. Only 2 of the studies
included [76, 77], low-quality unblinded RCTs, investigated the efficacy of homeopathy in reducing the intensity and duration of symptoms in episodes of respiratory
infection, both reporting a positive result.
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Due to the small number of studies currently available
on Beta Glucan in the prevention of RRIs episodes, it is
not possible to make recommendations in this sense.
In the field of phytotherapy, the effectiveness of Echinacea in reducing the number of episodes of RRIs has
been assessed; only one non-randomised intervention
study [78] is available; it is of very low quality since it
lacks a control group, is of low generalisability as it concerns children with otitis or tonsillitis and is imprecise
with regard to the number of episodes considered. The
Cochrane systematic review [79] included does not show
significant efficacy of Echinacea preparations in the prevention of common colds. Moreover, it is worth bearing
in mind that there is a significant risk of allergic reaction
when using Echinacea in children under the age of 12.
Studies in literature on the use of herbal extracts based
on Pelargonium sidoides are scarce and of low quality,
so there is currently no evidence to support the use of
such products in the prevention of RRIs. Regarding the
efficacy of Yupingfen (a preparation used in Chinese
Traditional Medicine) only one study [80], a metaanalysis of moderate quality, was included, as well as for
Oscillococcinum only one Cochrane systematic review
[81], also of moderate quality, is available. Further studies are therefore needed to provide recommendations.
Vaccinations

Regarding the role of pneumococcal and influenza vaccinations in the prevention of RRIs, there are few studies
currently available in literature; the panel identified only
2 studies, 1 RCT and 1 observational study of low to
moderate quality.
In the randomised, double-blind, moderate-quality
study by Esposito et al. children with RRIs aged between 6 months and 9 years were given either trivalent
inactivated virosomal influenza vaccine (n = 64) or
placebo (n = 63) to assess the number of upper and
lower airway infections. The study showed vaccine efficacy in the prevention of upper airway infections of
27% (p < 0.0001) and 33% (p = 0.03) in the prevention
of lower airway infections. Influenza vaccination
seems, therefore, to be effective in reducing RRIs in
children. Parallel to the significant reduction in infections, an equally significant reduction in the loss of
school days (61% efficacy; p < 0.0001) and days with
fever (23% efficacy; p = 0.02) is reported, while the effect on the rate of hospitalisations remains unchanged
(1.31 ± 1.33 vs 2.35 ± 1.59: 44%; p < 0.0001) [82].
Estrada et al. in a very low-quality retrospective observational study of 72 patients aged 2–25 years, with RRIs,
who underwent PCV23 vaccination, assessed the efficacy
of vaccination at 1, 3 and 6 months. Clinical response
was present in 96% of children with a 50% reduction in
episodes or resolution of episodes after 3 months [83].
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In conclusion, considering the general safety and benefits of these vaccinations, the panel believes that the general advantages of their use in paediatrics may support
their administration, although the strength of the recommendation remains weak due to the limited amount of
literature available on RRIs prevention.
Nasal therapies with hyaluronic acid, thermal waters and
resveratrol

To investigate the role of nasal and thermal treatments
in the prevention of RRIs, 8 papers were selected, 4 of
which were systematic reviews assessed with the
AMSTAR II questionnaire [84–87]. The first 3 were of
very low quality, while the last was of high quality. The
other 4 papers were clinical studies, 3 RCTs [88–90] of
low, moderate and low quality respectively, and 1 observational study of moderate quality [91].
Hyaluronic acid is one of the most widely represented
components in the extracellular matrix and plays a role
in regulating vasomotor tone and mucous gland secretions and in inflammatory processes in the upper and
lower airways; consequently, it plays a major role in the
effectiveness of mucociliary clearance, which is known
to be reduced in patients with rhinitis and chronic rhinosinusitis [92, 93].
As regards the efficacy of nasal therapy with hyaluronic acid in the prevention of RRIs, 5 papers were included, 2 low-quality RCTs [88, 90], 2 very low-quality
systematic reviews [84, 85] and 1 more recent goodquality Cochrane review from 2015. The latter assesses
the efficacy of nasal irrigation with a saline solution,
identifying 3 randomised trials with a total of 544 children. The studies all compared routine care with saline
irrigation or other nasal sprays, or otherwise placebo.
Most results showed no difference between saline nasal
treatment and control. However, the biggest study, conducted in an exclusively paediatric population (aged 6 to
10), showed a significant reduction in nasal secretion
score [MD (mean difference) -0.31, CI 95%-0.48, − 0.14],
and in nasal obstruction (MD -0.33, CI 95% -0.47, −
0.19) in the group treated with nasal saline. However, an
MD − 0.33 on a 4 point symptomatic scale may have
minimal clinical significance. The trial also showed a significant reduction in the use of decongestants in the
group treated with nasal saline [87].
It has been hypothesised that crenotherapy (inhalation
treatment with thermal water) with sodium sulphatechloride water may modulate the expression of proinflammatory cytokines and immunoregulatory and antimicrobial peptides such as TNF-α (Tumor Necrosis
Factor-α), human β-defensin 2 and calprotectin in the
nasal secretions of children with chronic rhinosinusitis.
Moreover, the therapeutic activity of thermal water
could depend on its mechanical cleansing function and
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its physical and chemical composition, acting on those
alterations of the nasal mucosa typical of inflammatory
diseases [94].
As regards the use of crenotherapy in the prevention
of RRIs, 2 studies are available, a moderate-quality RCT
[89] and a very low-quality systematic review [86]; the
studies included showed that, overall, children treated
with thermal saline-sulphurous water had a lower number of RRIs than children in the control group, a significant reduction in nasal obstruction, in the degree of
turbinate hypertrophy and adenoid hypertrophy, and in
the number of neutrophils and bacteria (and biofilms) in
the nasal mucosa, as well as a statistically significant improvement in ciliary mucus clearance time.
Resveratrol (R) is a natural non-flavonoid polyphenol
belonging to a subclass of stilbenes that has been studied
for its possible immunomodulatory action. There is currently only one open-label study, of moderate quality,
that has assessed the effect of resveratrol combined with
carboxymethyl-β-glucan administered by inhalation in
the prevention of RRIs in children. In the group treated,
nasal symptoms (obstruction - rhinorrhoea - sneezing)
decreased significantly and persistently over time, as did
the number of days with cough and fever, the use of
medication and the number of school days lost [91].
In conclusion, although the studies available in the literature on the use of nasal therapies with hyaluronic
acid, thermal waters and resveratrol in the prevention of
RRIs show promising results, they are few in number
and of low to moderate quality. For this reason, based
on the evidence currently available, the panel does not
consider it possible to recommend the use of nasal therapies for the prevention of RRIs.

Modification of risk factors, antibiotic prophylaxis and
adeno/tonsillectomy

Historically, risk factors for the development of RRIs
have been divided into modifiable and non-modifiable.
Concerning modifiable factors, the examination of literature led to the inclusion of 15 full texts in the final
assessments, 12 of which assessed using the GRADE
method and 1 with the AMSTAR 2 tool.
The good-quality review in 2013 by Sauni et al. [95],
takes into account 2 environmental factors - damp and
mould - and finds that building improvements are associated with a decrease in the number of paediatric visits
for acute pathology (mean difference (MD) -0.45; CI
95% -0.76, − 0.14).
Among the modifiable risk factors, diet and food pollution also play an important role; in the studies included, the low-quality study by Calatayud et al. [96]
showed an important reduction in episodes of upper respiratory tract infection, in antibiotic use by 87% and in
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symptomatic treatments by 57% in children with a
Mediterranean diet.
The very low-quality observational study by Stølevik
et al. assesses the association between prenatal maternal
dietary exposure to toxic polychlorinated biphenyls
(PCBs) and dioxins and the development of immunerelated diseases in children [97].
As regards indoor pollution, 3 low-quality studies are
available, 2 of which are observational [98, 99] and 1
cross-sectional [100].
Norbäck et al. [98] conclude that indoor mould, water
damage, window condensation, cockroaches and keeping
dogs or cats as pets may be risk factors for the common
cold while daily cleaning may be a protective factor
(OR = 0.89; CI 95% 0.81–0.97).
In the study by Casas et al., the authors conclude that
passive exposure to bleach, used for cleaning in the
home, can have negative effects on the health of schoolage children by increasing the risk of respiratory infections. The high frequency of use of irritating disinfectants for cleaning may be a public health concern [99].
The study by Simoni et al. [100] analysed the relationship between CO2 and PM10 concentrations in classrooms and the frequency of respiratory symptoms and
diseases (wheezing, night cough and rhinitis).
Only one very low-quality observational study on outdoor pollution was included [101]; the study suggests
that prenatal exposure to PM2.5 increases susceptibility
to respiratory infections and may influence respiratory
morbidity in early childhood.
Regarding the role of smoking, 3 very low-quality
studies are available, 1 observational and 2 crosssectional. The main outcome of the observational study
by Marseglia et al. was to assess whether exposure to
second-hand smoke altered the immune response and
increased the risk of RRIs in children subject to adenoidectomy; children exposed to smoke had more infectious episodes and more courses of antibiotic therapy
than children who were not exposed [102].
In an observational study [103] of 64 children, 70.3%
of whom were exposed to smoke, Inci et al. showed that,
in those exposed, urinary cotinine levels were significantly increased (p = 0.011), as was the frequency of
acute respiratory infection (p = 0.047).
El-Hodhod’s study considered healthy children exposed to smoke and those not exposed, with the former
showing a higher frequency of acute bronchitis, dyslipidaemia and significantly higher early lymphocyte apoptosis [104].
Clinicians should always address the emerging problem of the “third-hand smoke” (THS); this term refers to
the residue of tobacco smoke that clings to skin, hair
clothing, carpets, bags and furniture. Because of their developmental behaviours and their immature immune
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system infants and children are more prone to the risks
related to THS exposure than adults.
Regarding attendance of day-care/preschool, the literature contains data on the association between community placement and environmental exposure to potential
pathogens and increased risk of RRIs [105, 106]. However, the panel did not identify studies with the specific
outcome of interest.
In conclusion, although some studies support interventions to eliminate certain risk factors in order to
prevent RRIs, such as reducing exposure to secondhand smoke, reducing exposure to indoor and outdoor pollutants, such evidence is scarce and obtained
from low or very low-quality studies, except for exposure to damp and moulds, for which a good-quality
systematic review that supports the elimination of this
risk factor is available. However, even on the basis of
more general considerations of promoting the general
well-being of children, the panel agrees that it is necessary to discourage exposure to second and thirdhand smoke and pollutants in general, in addition to
improve hand washing as one of the best methods to
reduce respiratory infections.
Based current literature review antibiotic prophylaxis and adeno/tonsillectomy are not recommended
(Table 2).

Conclusion
RRIs are a common clinical condition in children, that
reduce child and family quality of life and lead to significant medical and social costs. Looking forward to new
evidences that could allow the routine use recommendation of drugs for the RRIs prevention, the panel agrees
that it is necessary to assesses and contains environmental risk factors, to support the administration of vaccines
and to improve the best practices in order to reduce respiratory infections, such as hand washing.
Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/s13052-021-01150-0.
Additional file 1: Appendix 1. Search strings. Appendix 2. Flowchart
of included studies after literature review.

Acknowledgements
Not applicable.

Authors’ contributions
EC, FS, GLM, PM, LG, RC and AV conceived this document and made critical
revision of the article. SA, BB, MAM, MC, SDE, GT, CT revised literature and
extract data. All authors prepared the draft of the document, read and
approved the final manuscript.

Page 14 of 17

Funding
The Consensus Conference drafting was independent and was financially
supported by a non-conditioning contribution from Valeas Inc., Milan, Italy
regarding the organization of panel meetings.

Availability of data and materials
Not applicable.

Declarations
Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The competing interests of the panel members are reported as following:
-EC: Valeas Spa Italia.
-RC: Abbvie, Aboca, Chiesi, Glaxosmitkline, Omron, Ailiquide.
-PM: Valeas Spa Italia, OM Pharma S.A. e DMG.
-RM: Grunenthal.
-FS: Chiesi; AbbVie; Valeas.
The other authors declare that they have no competing interests.
Author details
1
Meyer University Hospital, Department of Health Science, University of
Florence, Florence, Italy. 2Departement of Translational Medical Sciences,
Federico II University, Naples, Italy. 3Department of Pediatrics, University of
Pavia IRCCS San Matteo foundation, Pavia, Italy. 4Fondazione IRCCS Ca’
Granda Ospedale Maggiore Policlinico, Milan, Italy. 5Respiratory Unit,
Academic Pediatric Department, Pediatric Hospital Bambino Gesù IRCCS,
Rome, Italy. 6Family Pediatrician, Local Health Unit, Lastra a Signa, Florence,
Italy. 7Family Pediatrician, Local Health Unit, Livorno, Italy. 8Airway Surgery
Unit, Department of Pediatric Surgery, Bambino Gesù Children’s Hospital,
Rome, Italy. 9Department of Obstetrics Gynaecology and Pediatrics, Azienda
USL-IRCCS di Reggio Emilia, Reggio Emilia, Italy. 10Department of Pediatrics,
Pediatric Hospital Giovanni XXIII, University of Bari, Bari, Italy. 11Institute of
child health, Bambino Gesù Children’s Hospital IRCCS, Rome, Italy.
12
Department of Clinical and Experimental Medicine, Section of Paediatrics,
University of Pisa, Pisa, Italy. 13Pediatric Primary Care, National Pediatric
Health Care System, Caserta, Italy. 14Family Pediatrician, Local Health Unit,
Chioggia, Venice, Italy. 15Pediatric Department “Sapienza”, University of Rome,
Policlinico Umberto I, Rome, Italy. 16Department of Pediatrics “Sapienza“,
University of Rome, Rome, Italy. 17Department of Biomedical, Surgical, and
Odontoiatric Sciences, Università degli Studi di Milano, Milan, Italy.
18
Department of Paediatrics, Paediatric Hospital Giovanni XXIII, Bari, Italy.
19
Department of Woman and Child and General and Specialized Surgery,
University of Campania Luigi Vanvitelli, Naples, Italy. 20Family Pediatrician,
Local Health Unit, Trento, Italy. 21Department of Public Health and Infectious
Diseases, Laboratory Affiliated to Istituto Pasteur Italia-Fondazione Cenci
Bolognetti, Sapienza University of Rome, Rome, Italy. 22Department of
Otorhinolaryngology, IRCCS Bambino Gesù Pediatric Hospital, Rome, Italy.
23
Family Pediatrician, Local Health Unit, Torri di Quartesolo, Vicenza, Italy.
24
Pediatric Oncology Hematology, Santa Maria della Misericordia Hospital,
Perugia, Italy. 25Department of Surgical Sciences, Dentistry, Gynecology and
Pediatrics, Pediatric Clinic, University of Verona, Verona, Italy. 26Department of
Pediatrics Pulmonology and Allergology Section University Hospital of Pisa,
Pisa, Italy. 27Department of Pediatric and Infectious Disease Unit, Bambino
Gesù Children’s Hospital, IRCCS, Rome, Italy. 28Family Pediatrician, Local
Health Unit, Colle Val d’Elsa, Siena, Italy. 29Department of Otolaryngology,
Ospedale San Gennaro, Naples, Italy. 30Family Pediatrician, Local Health Unit
Salerno, Vietri sul Mare, Salerno, Italy. 31Department of Head-Neck Surgery,
Otolaryngology, Head-Neck and Oral Surgery Unit, Morgagni Pierantoni
Hospital, Forlì, Italy. 32Pediatric Hematology-Oncology, IRCCS Policlinico San
Matteo, Pavia, Italy.

Chiappini et al. Italian Journal of Pediatrics

(2021) 47:211

Received: 1 March 2021 Accepted: 9 September 2021

References
1. de Martino M, Ballotti S. The child with recurrent respiratory infections:
normal or not? Pediatr Allergy Immunol. 2007;18(Suppl 18):13–8. https://doi.
org/10.1111/j.1399-3038.2007.00625.x.
2. Toivonen L, Karppinen S, Schuez-Havupalo L, Teros-Jaakkola T, Vuononvirta
J, Mertsola J, et al. Burden of recurrent respiratory tract infections in
children: a prospective cohort study. Pediatr Infect Dis J. 2016;35(12):e362–9.
https://doi.org/10.1097/INF.0000000000001304.
3. De Benedictis FM, Bush A. Recurrent lower respiratory tract infections in
children. BMJ. 2018;362:k2698. https://doi.org/10.1136/bmj.k2698.
4. Brook I. Dynamics of nasopharyngitis in children. Otolaryngol Head Neck
Surg. 2000;122(5):696–700. https://doi.org/10.1016/S0194-5998(00)70199-9.
5. Steele DW, Klein JO, Rosner B. Epidemiology of otitis media during the first
seven years of life in children in greater Boston: a prospective, cohort study.
J Infect Dis. 1989;160(1):83–94. https://doi.org/10.1093/infdis/160.1.83.
6. Ugazio AG, Cavagni G. Il bambino con infezioni ricorrenti. Masson: Milano;
2003. p. 27–251. 9788821426247
7. Jeffrey Modell Foundation. 10 Warning Signs of Primary Immunodeficiency
for Adults. Available at tje website: http://www.info4pi.org/aboutPI/pdf/A
dult10WarningSigns-FINAL.pdf . Last accessed 1 Oct 2021.
8. Soler-Palacín P, de Gracia J, González-Granado LI, Martín C, RodríguezGallego C, Sánchez-Ramón S. Lung ID-signal group. Primary
immunodeficiency diseases in lung disease: warning signs, diagnosis and
management. Respir Res. 2018;19(1):219. https://doi.org/10.1186/s12931-0180923-8.
9. Montella S, Corcione A, Santamaria F. Recurrent pneumonia in children: a
reasoned diagnostic approach and a single Centre experience. Int J Mol Sci.
2017;18(2):296. https://doi.org/10.3390/ijms18020296.
10. Zuccotti GV, Mameli C, Trabattoni D, Beretta S, Biasin M, Guazzarotti L, et al.
Immunomodulating activity of Pidotimod in children with Down syndrome.
J Biol Regul Homeost Agents. 2013;27(1):253–8.
11. Masihi KN. Immunomodulators in infectious diseases: panoply of possibilites.
Int J Immunopharmacol. 2000;22(12):1083–91. https://doi.org/10.1016/S01
92-0561(00)00074-6.
12. Mailland F, Coppi G, Silingardi S. Pharmacokinetics and oral bioavailability of
pidotimod in humans. Arzneimittelforschung. 1994;44(12A):1465–9.
13. D'Angelo L, De Ponti F, Crema F, Caravaggi M, Crema A. Effect of food on
the bioavailability of pidotimod in healthy volunteers.
Arzneimittelforschung. 1994;44(12A):1473–5.
14. Esposito S, Garziano M, Rainone V, Trabattoni D, Biasin M, Senatore L, et al.
Immunomodulatory activity of pidotimod administered with standard
antibiotic therapy in children hospitalized for community-acquired
pneumonia. J Transl Med. 2015;13(1):288. https://doi.org/10.1186/s12967-01
5-0649-z.
15. Bozzetto S, Pirillo P, Carraro S, Berardi M, Cesca L, Stocchero M, et al.
Metabolomic profile of children with recurrent respiratory infections.
Pharmacol Res. 2017;115:162–7. https://doi.org/10.1016/j.phrs.2016.11.007.
16. Santamaria F, Montella S, Stocchero M, Pirillo P, Bozzetto S, Giordano G,
et al. Effects of pidotimod and bifidobacteria mixture on clinical symptoms
and urinary metabolomic profile of children with recurrent respiratory
infections: a randomized placebo-controlled trial. Pulm Pharmacol Ther.
2019;58:101818. https://doi.org/10.1016/j.pupt.2019.101818.
17. Licari A, De Amici M, Nigrisoli S, et al. Pidotimod may prevent recurrent
respiratory infections in children. Minerva Pediatr. 2014;66(5):363–7.
18. Namazova-Baranova LS, Alekseeva AA, Kharit SM, Kozhevnikova TN,
Taranushenko TE, Tuzankina IA, et al. Efficacy and safety of pidotimod in the
prevention of recurrent respiratory infections in children: a multicentre
study. Int J Immunopathol Pharmacol. 2014;27(3):413–9. https://doi.org/1
0.1177/039463201402700311.
19. Walavalkar KC, Joshi M, Kelkar M, Kulkarni S, Tuteja V, Scarci F. Efficacy and
safety of pidotimod as adjuvant in the treatment of recurrent upper
respiratory tract infections (URTI) in children. Trends Med. 2014;14:11–6
Available on: https://www.oatext.com/pdf/TiM-14-470.pdf.
20. Das D, Narayanan V, Rathod R, Barkate HV, Sobti V. Efficacy of Pidotimod in
reducing recurrent respiratory tract infections in Indian children. New Indian
J Paediatr. 2017;6:101–10 Available on: https://nijp.org/efficacy-ofpidotimod-in-reducing-recurrent-respiratory-tract-infections-in-indianchildren/.

Page 15 of 17

21. Esposito S, Soto-Martinez ME, Feleszko W, Jones MH, Shen KL, Schaad UB.
Nonspecific immunomodulators for recurrent respiratory tract infections,
wheezing and asthma in children: a systematic review of mechanistic and
clinical evidence. Curr Opin Allergy Clin Immunol. 2018;18(3):198–209.
https://doi.org/10.1097/ACI.0000000000000433.
22. Niu H, Wang R, Jia YT, Cai Y. Pidotimod, an immunostimulant in pediatric
recurrent respiratory tract infections: a meta-analysis of randomized
controlled trials. Int Immunopharmacol. 2019;67:35–45. https://doi.org/10.1
016/j.intimp.2018.11.043.
23. Esposito S, Jones MH, Feleszko W, Martell JAO, Falup-Pecurariu O, Geppe N,
et al. Prevention of new respiratory episodes in children with recurrent
respiratory infections: an expert consensus statement. Microorganisms. 2020;
8(11):1810. https://doi.org/10.3390/microorganisms8111810.
24. Agenzia Italiana del Farmaco (AIFA). Pidotimod. Available at he website:
https://farmaci.agenziafarmaco.gov.it/bancadatifarmaci/cerca-per-principio-a
ttivo?princ_att=Pidotimod. Last accessed 1 Oct 2021.
25. Cantarini L, Brogna A, Fioravanti A, Galeazzi M. Henoch-Schönlein purpura
associated with pidotimod therapy. Clin Exp Rheumatol. 2008;26:S152.
26. Zuccotti GV, Mameli C. Pidotimod: the past and the present. Ital J Pediatr.
2013;39(1):75. https://doi.org/10.1186/1824-7288-39-75.
27. Miniello VL, Diaferio L, Cristofori F, et al. Gut microbiota biomodulators,
when the stork comes by the scalpel. Clin Chim Acta. 2015;451:88–96.
https://doi.org/10.1016/j.cca.2015.01.022.
28. Mennini M, Dahdah L, Artesani MC, Fiocchi A, Martelli A. Probiotics in
asthma and allergy prevention. Front Pediatr. 2017;5:165. https://doi.org/1
0.3389/fped.2017.00165.
29. Miniello VL, Brunetti L, Tesse R, Natile M, Armenio L, Francavilla R.
Lactobacillus reuteri modulates cytokines production in exhaled breath
condensate of children with atopic dermatitis. J Pediatr Gastroenterol Nutr.
2010;50(5):573–6. https://doi.org/10.1097/MPG.0b013e3181bb343f.
30. Gibson GR, Hutkins R, Sanders ME, Prescott SL, Reimer RA, Salminen SJ, et al.
Expert consensus document: the international scientific Association for
Probiotics and Prebiotics (ISAPP) consensus statement on the definition and
scope of prebiotics. Nat Rev Gastroenterol Hepatol. 2017;14(8):491–502.
https://doi.org/10.1038/nrgastro.2017.75.
31. Hao Q, Dong BR, Wu T. Probiotics for preventing acute upper respiratory
tract infections. Cochrane Database Syst Rev. 2015;2:CD006895. https://doi.
org/10.1002/14651858.CD006895.pub3.
32. Bruzzese E, Raia V, Ruberto E, Scotto R, Giannattasio A, Bruzzese D, et al.
Lack of efficacy of Lactobacillus GG in reducing pulmonary exacerbations
and hospital admissions in children with cystic fibrosis: a randomised
placebo controlled trial. J Cyst Fibros. 2018;17(3):375–82. https://doi.org/10.1
016/j.jcf.2017.10.014.
33. Rautava S, Salminen S, Isolauri E. Specific probiotics in reducing the risk of
acute infections in infancy-a randomised, double-blind, placebo-controlled
study. Br J Nutr. 2009;101(11):1722–6. https://doi.org/10.1017/S0007114
508116282.
34. Tarantino V, Savaia V, D'Agostino R, Silvestri M, Ciprandi G. Bacteriotherapy
for preventing recurrent upper respiratory infections in children: a realworld experience. Otolaryngol Pol. 2018;72(3):33–8. https://doi.org/10.5604/
01.3001.0012.0482.
35. Hatakka K, Blomgren K, Pohjavuori S, Kaijalainen T, Poussa T, Leinonen M,
et al. Treatment of acute otitis media with probiotics in otitis-prone children
- a double-blind, placebo-controlled randomised study. Clin Nutr. 2007;26(3):
314–2. https://doi.org/10.1016/j.clnu.2007.01.003.
36. Nigro A, Nicastro A, Trodella R. Retrospective observational study to
investigate Sinerga, a multifactorial nutritional product, and bacterial
extracts in the prevention of recurrent respiratory infections in children. Int J
Immunopathol Pharmacol. 2014;27(3):455–60. https://doi.org/10.1177/0394
63201402700318.
37. Jesenak M, Ciljakova M, Rennerova Z, Babusikova E, Banovcin P. Recurrent
respiratory infections in children. In Marta-N-Loeches I, ed. Bronchitis. InTech
2011. Available on: http://www.intechopen.com/books/bronchitis/recurrentrespiratory-infections-in-children-definition-diagnostic-approach-treatment-a
nd-prevention.
38. Fiocchi A, Omboni S, Mora R, Macchi A, Nespoli L, Arrigoni S, et al. Efficacy
and safety of ribosome-component immune modulator for preventing
recurrent respiratory infections in socialized children. Allergy Asthma Proc.
2012;33(2):197–204. https://doi.org/10.2500/aap.2012.33.3516.
39. Cazzola M, Anapurapu S, Page CP. Polyvalent mechanical bacterial
lysate for the prevention of recurrent respiratory infections: a meta-

Chiappini et al. Italian Journal of Pediatrics

40.

41.

42.

43.

44.

45.

46.
47.
48.

49.

50.

51.

52.

53.

54.

55.
56.

57.

58.

(2021) 47:211

analysis. Pulm Pharmacol Ther. 2012;25(1):62–8. https://doi.org/10.1016/j.
pupt.2011.11.002.
Esposito S, Marchisio P, Prada E, Daleno C, Porretti L, Carsetti R, et al. Impact
of a mixed bacterial lysate (OM-85 BV) on the immunogenicity, safety and
tolerability of inactivated influenza vaccine in children with recurrent
respiratory tract infection. Vaccine. 2014;32(22):2546–52. https://doi.org/10.1
016/j.vaccine.2014.03.055.
Esposito S, Bianchini S, Polinori I, Principi N. Impact of OM-85 given during
two consecutive years to children with a history of recurrent respiratory
tract infections: a retrospective study. Int J Environ Res Public Health. 2019;
16(6):1065. https://doi.org/10.3390/ijerph16061065.
Esposito S, Bianchini S, Bosis C, Coro I, Argentiero A, Principi N. A
randomized, placebo-controlled, double blinded, single-Centre, phase IV
trial to assess the efficacy and safety of OM-85 in children suffering from
recurrent respiratory tract infections. J Transl Med. 2019;17(1):284. https://
doi.org/10.1186/s12967-019-2040-y.
Schaad UB. OM-85 BV, an immunostimulant in pediatric recurrent
respiratory tract infections: a systematic review. World J Pediatr. 2010;6(1):5–
12. https://doi.org/10.1007/s12519-010-0001-x.
Del-Rio-Navarro BE, Espinosa-Rosales FJ, Flenady V, Sienra-Monge JJL.
Cochrane review: Immunostimulants for preventing respiratory tract
infection in children. Evid Based Child Health. 2012;7(2):629–717. https://doi.
org/10.1002/ebch.1833.
Yin J, Xu B, Zeng X, Shen K. Broncho-Vaxom in pediatric recurrent
respiratory tract infections: a systematic review and meta-analysis. Int
Immunopharmacol. 2018;54:198–209. https://doi.org/10.1016/j.intimp.2017.1
0.032.
Available on: https://farmaci.agenziafarmaco.gov.it/bancadatifarmaci/cerca-fa
rmaco
Katova P, Katona-Apte J. The interaction between nutrition and infection.
Clin Infect Dis. 2008;46(10):1582–8. https://doi.org/10.1086/587658.
Camargo CA, Ganmaa D, Frazier AL, Kirchberg FF, Stuart JJ, Kleinman K,
et al. Randomized trial of Vitamin D supplementation and risk of acute
respiratory infection in Mongolia. Pediatrics. 2012;130(3):e561–7. https://doi.
org/10.1542/peds.2011-3029.
Kartasurya MI, Ahmed F, Subagio HW, Rahfiludin MZ, Marks GC. Zinc
combined with vitamin a reduces upper respiratory tract infection
morbidity in a randomised trial in preschool children in Indonesia. Br J Nutr.
2012;108(12):2251–60. https://doi.org/10.1017/S0007114512000499.
Adhikari DD, Saibal D. Role of zinc supplementation in the outcome of
repeated acute respiratory infections in Indian children: a randomized
double blind placebo-controlled clinical trial. Res J Pharm Tech. 2016;9(4):
457–8. https://doi.org/10.5958/0974-360X.2016.00084.6.
Ferrara P, Ianniello F, Bianchi V, Quintarelli F, Cammerata M, Quattrocchi E,
et al. Beneficial therapeutic effects of vitamin C on recurrent respiratory
tract infections in children: preliminary data. Minerva Pediatr (Torino). 2021;
73(1):22–7. Epub 2016 Nov 17. https://doi.org/10.23736/S2724-5276.16.04
621-1.
Ghosh AK, Kishore B, Shaikh I, Satyavrat V, Kumar A, Shah T, et al. Effect of
oral nutritional supplementation on growth and recurrent upper respiratory
tract infections in picky eating children at nutritional risk: a randomized,
controlled trial. J Int Med Res. 2018;46(6):2186–201. https://doi.org/10.1177/
0300060518757355.
Aydın S, Aslan I, Yıldız I, Ağaçhan B, Toptaş B, Toprak S. Vitamin D levels in
children with recurrent tonsillitis. J Pediatr Otorhinolaryngol. 2011;75(3):364–
7. https://doi.org/10.1016/j.ijporl.2010.12.006.
Science M, Maguire JL, Russell ML, Smieja M, Walter SD, Loeb M. Low serum
25- Hydroxyvitamin D level and risk of upper respiratory tract infection in
children and adolescents. Clin Infest Dis. 2013;57(3):392–7. https://doi.org/1
0.1093/cid/cit289.
Cayir A, Turan MI, Ozkan O, Cayr Y. Vitamin D levels in children diagnosed
with acute otitis media. J Pak Med Assoc. 2014;64(11):1274–7.
Ingham TR, Jones B, Camargo CA Jr, The Whiti Te Rā Study Group, et al.
Association of Vitamin D deficiency with severity of acute respiratory
infection: a case-control study in New Zealand children. Conference Paper
September 2015 DOI: https://doi.org/10.13140/2.1.3250.0485.
Özdemir B, Köksal BT, Karakaş NM. Serum Vitamin D Levels in children with
recurrent respiratory infections and chronic cough. Indian J Pediatr 2016;83:
777–782, 8, DOI: https://doi.org/10.1007/s12098-015-2010-1.
Shokrollahi MR, Zahra Movahedi Z, Nia SJ, Asl HM, Heydari H, Tabatabaei A.
Comparison of Zinc,Vitamin A & D serum levels between children with

Page 16 of 17

59.

60.

61.

62.
63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

respiratory tract infection and healthy individuals in two iranian referral
hospitals. IOSR J Dent Med Sci. 2016;15(09):64–9. https://doi.org/10.9790/
0853-1509126469.
Zhang X, Ding F, Li H, Zhao W, Jing H, Yan Y, et al. Low serum levels of
vitamins a, D, and E are associated with recurrent respiratory tract infections
in children living in northern China: a case control study. PLoS One. 2016;
11(12):e0167689. https://doi.org/10.1371/journal.pone.0167689.
Isankina LI, and Skalny AV. Hair zinc levels in children with frequent acute
respiratory infections. Abstract V Congress of the Russian Society for Trace
Elements in Medicine (RUSTEM). Trace elements and Electrolytes, Vol 35- No
4/ 2018: p 249–54.
Hemilä H, Chalker E. Vitamin C for preventing and treating the common
cold. Cochrane Database of Syst Rev. 2013;1(5):CD000980. https://doi.org/1
0.1002/14651858.CD000980.pub4.
Singh M, Das RR. Zinc for the common cold. Cochrane Database Syst Rev.
2013;(6):CD001364.
Yakoob MY, Salam RA, Khan FR, Bhutta ZA. Vitamin D supplementation for
preventing infections in children under five years of age. Cochrane
Database Syst Rev. 2016;11(11):CD008824. https://doi.org/10.1002/14651858.
CD008824.pub2.
Martineau AR, Jolliffe DA, Greenberg L, Aloia JF, Bergman P, Dubnov-Raz G,
et al. Vitamin D supplementation to prevent acute respiratory infections:
individual participant data meta-analysis. Health Technol Assess. 2019;23(2):
1–72. https://doi.org/10.3310/hta23020.
Xiao L, Xing C, Yang Z, Xu S, Wang M, du H, et al. Vitamin D
supplementation for the prevention of childhood acute respiratory
infections: a systematic review of randomised controlled trials. Br J Nutr.
2015;114(7):1026–34. https://doi.org/10.1017/S000711451500207X.
Charan J, Goyal JP, Saxena D, Yadav P. Vitamin D for prevention of
respiratory tract infections: a systematic review and meta-analysis. J
Pharmacol Pharmacother. 2012;3(4):300–3. https://doi.org/10.4103/0976500X.103685.
Jolliffe DA, Griffiths CJ, Martineau AR. Vitamin D in the prevention of acute
respiratory infection: systematic review of clinical studies. J Steroid Biochem
Mol Biol. 2013;136:321–9. https://doi.org/10.1016/j.jsbmb.2012.11.017.
Mao S, Zhang A, Huang S. Meta-analysis of Zn, cu and Fe in the hair
of Chinese children with recurrent respiratory tract infection. Scand J
Clin Lab Invest. 2014;74(7):561–7. https://doi.org/10.3109/00365513.2014.
921323.
Camargo CA, Ingham T, Wickens K, et al. New Zealand Asthma and Allergy
Cohort Study Group. Cord-blood 25-hydroxyvitamin D levels and risk of
respiratory infection, wheezing, and asthma. Pediatrics. 2011;127(1):e180–7.
https://doi.org/10.1542/peds.2010-0442.
Marchisio P, Consonni D, Baggi E, Zampiero A, Bianchini S, Terranova L,
et al. Vitamin D supplementation reduces the risk of acute otitis media in
otitis-prone children. Pediatr Infect Dis J. 2013 Oct;32(10):1055–60. https://
doi.org/10.1097/INF.0b013e31829be0b0.
Saggese G, Vierucci F, Prodam F, Cardinale F, Cetin I, Chiappini E, et al.
Vitamin D in pediatric age: consensus of the Italian pediatric society and the
Italian Society of Preventive and Social Pediatrics, jointly with the Italian
Federation of Pediatricians. Ital. J Pediatr. 2018;44(1):51. https://doi.org/10.11
86/s13052-018-0488-7.
Jong MC, Buskin SL, Ilienko L, et al. Effectiveness, safety and tolerability of a
complex homeopathic medicinal product in the prevention of recurrent
acute upper respiratory tract infections in children: a multicenter, open,
comparative, randomized, controlled clinical trial. Multidiscip Respir Med.
2016;11(1):19. https://doi.org/10.1186/s40248-016-0056-1.
Steinsbekk A, Bentzen N, Fønnebø V, Lewith G. Self treatment with one of
three self selected, ultramolecular homeopathic medicines for the
prevention of upper respiratory tract infections in children. A double-blind
randomized placebo controlled trial. Br J Clin Pharmacol. 2005;59(4):447–55.
https://doi.org/10.1111/j.1365-2125.2005.02336.x.
Beghi GM, Morselli-Labate AM. Does homeopathic medicine have a
preventive effect on respiratory tract infections? A real life observational
study. Multidiscip Respir Med. 2016;11(1):12. https://doi.org/10.1186/s40248016-0049-0.
Grimaldi-Bensouda L, Begaud B, Rossignol M, et al. Management of upper
respiratory tract infections by different medical practices, including
homeopathy, and consumption of antibiotics in primary care: the EPI3
cohort study in France 2007-2008. PLoS One. 2014;9(3):e89990. https://doi.
org/10.1371/journal.pone.0089990.

Chiappini et al. Italian Journal of Pediatrics

(2021) 47:211

76. Steinsbekk A, Fønnebø V, Lewith G, Bentzen N. Homeopathic care for the
prevention of upper respiratory tract infections in children: a pragmatic,
randomised, controlled trial comparing individualised homeopathic care
and waiting-list controls. Complement Ther Med. 2005;13(4):231–8. https://
doi.org/10.1016/j.ctim.2005.06.007.
77. van Haselen R, Thinesse-Mallwitz M, Maidannyk V, et al. The effectiveness
and safety of a homeopathic medicinal product in pediatric upper
respiratory tract infections with fever: a randomized controlled trial. Glob
Pediatr Health. 2016;3:2333794X16654851.
78. Minetti AM, Forti S, Tassone G, Pignataro L. Efficacy of complex herbal
compound of Echinacea angustifolia (Imoviral® junior) in recurrent upper
respiratory tract infections during pediatric age: preliminary results. Minerva
Pediatr. 2011;63(3):177–82.
79. Karsch-Völk M, Barrett B, Kiefer D, Bauer R, Ardjomand-Woelkart K, LindeK.
Echinacea for preventing and treating the common cold. (Review).
Cochrane Libr. 2014;2(2):CD000530.
80. Song T, Hou X, Yu X, Whang Z, et al. Adjuvant treatment with Yupingfeng
formula for recurrent respiratory tract infections in children: a Meta-analysis
of randomized controlled trials. Phytother Res. 2016;30(7):1095–103. https://
doi.org/10.1002/ptr.5628.
81. Mathie RT, Frye J, Fisher P. Homeopathic Oscillococcinum® for preventing
and treating influenza and influenza-like illness. Cochrane Libr. 2015;1(1):
CD001957. https://doi.org/10.1002/14651858.CD001957.pub6.
82. Esposito S, Marchisio P, Cavagna R, Gironi S, Bosis S, Lambertini L, et al.
Effectiveness of influenza vaccination of children with recurrent respiratory
tract infections in reducing respiratory-related morbidity within the
households. Vaccine. 2003;21(23):3162–8. https://doi.org/10.1016/S0264-41
0X(03)00253-6.
83. Estrada J, Najera M, Pounds N, Catano G, Infante AJ. Clinical and serologic
response to the 23-valent polysaccharide pneumococcal vaccine in children
and teens with recurrent upper respiratory tract infections and selective
antibody deficiency. Pediatr Infect Dis J. 2016;35(2):205–8. https://doi.org/1
0.1097/INF.0000000000000964.
84. Casale M, Moffa A, Sabatino L, Pace A, Oliveto G, Vitali M, et al.
Hyaluronic acid: perspectives in upper aero-digestive tract. A systematic
review. PLoS One. 2015;10(6):e0130637. https://doi.org/10.1371/journal.
pone.0130637.
85. Casale M, Vella P, Moffa A, Oliveto G, Sabatino L, Grimaldi V, et al.
Hyaluronic acid and upper airway inflammation in pediatric population: a
systematic review. Int J Pediatr Otorhinolaryngol. 2016;85:22–6. https://doi.
org/10.1016/j.ijporl.2016.03.015.
86. Keller S, König V, Mösges S. Thermal water applications in the
treatment of upper respiratory tract diseases: a systematic review and
Meta-analysis. J Allergy (Cairo). 2014;2014:943824–17. https://doi.org/1
0.1155/2014/943824.
87. King D, Mitchell B, Williams CP, Spurling GKP. Saline nasal irrigation for
acute upper respiratory tract infections. Cochrane Database Syst Rev. 2015;4:
CD006821. https://doi.org/10.1002/14651858.CD006821.pub3.
88. Macchi A, Castelnuovo P, Terranova P, Digilio E. Effects of sodium
hyaluronate in children with recurrent upper respiratory tract infections:
results of a randomised controlled study. Int J Immunopathol Pharmacol.
2013;26(1):127–35. https://doi.org/10.1177/039463201302600112.
89. Varricchio A, Giuliano M, Capasso M, del Gaizo D, Ascione E, de Lucia A,
et al. Salso-sulphide thermal water in the prevention of recurrent respiratory
infections in children. Int J Immunopathol Pharmacol. 2013;26(4):941–52.
https://doi.org/10.1177/039463201302600412.
90. Montella S, Cantone E, Maglione M, Iengo M, Santamaria F. Sodium
hyaluronate improves quality of life and nasal endoscopy features in
preschool children with upper respiratory tract infections. J Biol Regul
Homeost Agents. 2016;30(1):303–8.
91. Varricchio A, Giuliano M, Capasso M, et al. Resveratrol plus carboxymethyl-βglucan in children with recurrent respiratory infections: a preliminary and
real-life experience. Ital J Pediatr. 2014;40(1):93. https://doi.org/10.1186/s13
052-014-0093-3.
92. Jeandet P, Bessis R, Maume BF, Meunier P, Peyron D, Trollat P. Effect of
enological practices on the resveratrol isomer content of wine. J Agric Food
Chem. 1995;43(2):316–9. https://doi.org/10.1021/jf00050a010.
93. Raal A, Pokk P, Arend A, et al. Trans-resveratrol alone and hydroxystilbenes
of rhubarb (Rheum rhaponticumL.) root reduce liver damage induced by
chronic ethanol administration: A comparative study in mice. Phytother Res.
2009;23:525–32.

Page 17 of 17

94. Passariello A, Di Costanzo M, Terrin G, et al. Crenotherapy modulates the
expression of proinflammatory cytokines and immunoregulatory peptides in
nasal secretions of children with chronic rhinosinusitis. Am J Rhinol Allergy.
2012;26(1):e15–9. https://doi.org/10.2500/ajra.2012.26.3733.
95. Sauni R, Uitti J, Jauhiainen M, Kreiss K, Sigsgaard T, Verbeek JH. Remediating
buildings damaged by dampness and mould for preventing or reducing
respiratory tract symptoms, infections and asthma (review). Evid Based Child
Health. 2013;8(3):944–1000. https://doi.org/10.1002/ebch.1914.
96. Calatayud FM, Calatayud B, Gallego JG, González-Martín C, Alguacil LF.
Effects of Mediterranean diet in patients with recurring colds and frequent
complications. Allergol Immunopathol (Madr). 2017;45(5):417–24. https://doi.
org/10.1016/j.aller.2016.08.006.
97. Stølevik SB, Unni Cecilie Nygaard UC, Namork E, et al. Prenatal exposure to
polychlorinated biphenyls and dioxins from the maternal diet may be
associated with immunosuppressive effects that persist into early childhood.
Food Chem Toxicol. 2013;51:165–72. https://doi.org/10.1016/j.fct.2012.09.027.
98. Norbäck D, Lu C, Zhang Y, Li B, Zhao Z, Huang C, et al. Common cold
among pre-school children in China - associations with ambient PM10 and
dampness, mould, cats, dogs, rats and cockroaches in the home
environment. Environ Int. 2017;103:13–22. https://doi.org/10.1016/j.envint.2
017.03.015.
99. Casas L, Espinosa A, Borràs-Santos A, Jacobs J, Krop E, Heederik D, et al.
Domestic use of bleach and infections in children: a multicentre crosssectional study. Occup Environ Med. 2015;72(8):602–4. https://doi.org/10.113
6/oemed-2014-102701.
100. Simoni M, Annesi-Maesano I, Sigsgaard T, Norback D, Wieslander G, Nystad
W, et al. School air quality related to dry cough, rhinitis and nasal patency
in children. Eur Respir J. 2010;35(4):742–9. https://doi.org/10.1183/09031936.
00016309.
101. Jedrychowski WA, Perera FP, Spengler JD, Mroz E, Stigter L, Flak E.
Intrauterine exposure to fine particulate matter as a risk factor for increased
susceptibility to acute broncho-pulmonary infections in early childhood. Int
J Hyg Environ Health. 2013;216(4):395–401. https://doi.org/10.1016/j.ijheh.2
012.12.014.
102. Marseglia GL, Avanzini MA, Caimmi S, Caimmi D, Marseglia A, Valsecchi C,
et al. Passive exposure to smoke results in defective interferon-γ production
by adenoids in children with recurrent respiratory infections. J Interf
Cytokine Res. 2009;29(8):427–32. https://doi.org/10.1089/jir.2008.0108.
103. Inci G, Baysal SU, Şişman AR. Exposure to environmental tobacco smoke by
healthy children aged below five (preliminary study). Turk Pediatri Ars. 2018;
53(1):37–44. https://doi.org/10.5152/TurkPediatriArs.2018.5963.
104. El-Hodhod MA, Hamdy AM, Ahmed MB, Youssef SR, Aly SM. Effect of
passive smoking on blood lymphocyte apoptosis in children. Eur J Clin
Investig. 2011;41(4):387–92. https://doi.org/10.1111/j.1365-2362.2010.02420.x.
105. Alexandrino AS, Santos R, Melo C, Bastos JM. Risk factors for respiratory
infections among children attending day care centres. Fam Pract. 2016;
33(2):161–6. https://doi.org/10.1093/fampra/cmw002.
106. Hatakka K, Piirainen L, Pohjavuori S, Poussa T, Savilahti E, Korpela R. Factors
associated with acute respiratory illness in day care children. Scand J Infect
Dis. 2010;42(9):704–11. https://doi.org/10.3109/00365548.2010.483476.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

