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Abstract

Background Primary care paediatricians play a key role in the diagnosis, management, and prevention of
bronchiolitis, but data on their clinical practices remain limited.

Methods An online survey was conducted via email by the Lombardy section of the Italian Primary Care Paediatrics
Society (SICuPP) between January 1 and April 30, 2025. Primary care paediatricians were invited to participate via
email. Associations were assessed using the chi-square or Fisher's exact test. Multivariable logistic regression identified
factors associated with the prescription of antibiotics, corticosteroids, and bronchodilators—three drug categories
commonly used in bronchiolitis despite not being recommended by current guidelines.

Results The response rate was 28.8%, yielding 306 valid responses. Most respondents (62.1%) had over 20 years of
clinical experience. Diagnostic criteria varied: 42.8% used 12 months as the upper age limit, 42.2% used 24 months,
and 5.6% applied no age limit. Diagnostic approaches differed, with 45.1% relying on wheezing/grunting and 36.9%
on wet sounds. Pulse oximetry was always used by 39.5%, and 67.9% never used rapid viral tests. Bronchodilators

and steroids were recommended by 37.6% and 32.3%, respectively. Antibiotics were prescribed in 30.1% of cases
with poor general condition and 18.6% with fever. Nirsevimab prophylaxis was well accepted (96.4%), with high
caregiver compliance (97.7%). Paediatricians diagnosing bronchiolitis up to 36 months were less likely to report never
prescribing antibiotics (OR 0.13, 95% Cl 0.02-0.51), whereas those relying on widespread sounds were more likely
than those using grunting or wheezing (OR 2.42, 95% Cl 1.23-4.83). Bronchodilator use was lower with diagnosis
based on widespread sounds (OR 0.38, 95% Cl 0.18-0.77). Steroid use was higher without an age limit (OR 3.09, 95% Cl
1.09-9.25) and lower with widespread sounds (OR 0.31, 95% CI 0.13-0.66).
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Conclusions This first Italian survey on bronchiolitis management in primary care reveals substantial variability
in diagnostic and treatment practices. Diagnostic inconsistency is associated with non-guideline-recommended
prescribing. Standardized diagnostic criteria are needed. Nirsevimab prophylaxis was widely accepted, supporting its

continued use to reduce the burden of bronchiolitis.

Background

Bronchiolitis is an acute viral lower respiratory tract
infection affecting infants and young children, with
human respiratory syncytial virus (RSV) identified as the
primary etiological agent [1]. Diagnosis is made clini-
cally, based on characteristic signs and symptoms such
as rhinorrhea, cough, respiratory distress, wheezing, and
crackles [2, 3].

It constitutes a substantial global health burden in this
age group, significantly contributing to both morbidity
and mortality [4, 5]. In high-income countries, bronchi-
olitis is a leading cause of hospitalization and emergency
department (ED) visits during the first years of life,
accounting for up to 17% of hospital admissions and 15%
of emergency presentations among infants in the United
States [6]. The recent introduction of nirsevimab, a long-
acting monoclonal antibody approved by the European
Medicines Agency (EMA) in November 2022 [7, 8], is
altering the epidemiology and severity of RSV-related
bronchiolitis across Europe [9, 10].

A major challenge in the management of bronchiolitis
is the adoption of evidence-based practices [1]. Nutri-
tional measures, oxygen supplementation, and, when
necessary, non-invasive ventilation remain the only evi-
dence-based therapeutic interventions for this condition
[11-13]. A number of studies have highlighted a consid-
erable heterogeneity in the management of infants with
bronchiolitis both in EDs and in regular wards [14—16].
Despite the high prevalence of mild cases in infants, typi-
cally managed by primary care physicians, there remains
a notable scarcity of research focused on bronchiolitis
management within European primary care settings.
As the first point of contact for most patients, primary
care plays a critical role in enabling early intervention
and potentially reducing disease severity and hospital
utilization.

The present survey aims to address the existing knowl-
edge gap by investigating how primary care paediatri-
cians approach the diagnosis, treatment, and prevention
of bronchiolitis. We hypothesize that significant hetero-
geneity exists in the management of bronchiolitis in this
setting.

Methods

Data source and study design

We conducted an online survey via email, developed by
the Lombardy section of the Italian Primary Care Pae-
diatrics Society (Societa Italiana delle Cure Primarie

Pediatriche, SICuPP) [17], from January 1 to April 30,
2025. Following the initial email invitation, two addi-
tional reminders were sent after 2 and 4 weeks.
Lombardy, the most populous region in Italy, with over
1.5 million residents under the age of 18 [18], had 1,072
primary care paediatricians as of January 1, 2024, repre-
senting approximately one-sixth of the national total [19].

Data collection and questionnaire

We developed a questionnaire that investigated four
main topics: work experience, diagnostic approach, treat-
ment, and prevention of bronchiolitis. Each question
allowed only a single-choice response. The questionnaire
was developed after a literature review and then pre-
tested by five paediatricians to evaluate the clarity of the
questions (overall agreement>95%). Then, a test-retest
was performed, including four additional paediatricians
to assess the reproducibility. They answered the survey
twice after a 14-day interval. The intra-rater reproducibil-
ity was >96%. A full copy of the final version of the sur-
vey and its English translation is provided in Appendix A
(Supplementary Materials 1).

Statistical analysis

A preliminary descriptive analysis was conducted, with
categorical variables summarized using absolute and rel-
ative frequencies. Associations between categorical vari-
ables were assessed using the chi-square test or Fisher’s
exact test, as appropriate. Multivariable logistic regres-
sion models were employed to identify factors associ-
ated with the prescription of antibiotics, corticosteroids,
and bronchodilators. These three non-guideline-rec-
ommended drug categories were chosen since previous
studies conducted in ED and regular wards showed they
are frequently employed in these settings [14, 15, 20].
Candidate predictors were prespecified a priori based on
the hypothesis that heterogeneity in diagnostic criteria
could influence treatment decisions [21]. For each mul-
tivariable logistic regression model, multicollinearity was
assessed using variance inflation factors (VIF), goodness-
of-fit using the Hosmer—Lemeshow test, and calibration
using the calibration intercept and slope obtained from
regressions of observed outcomes on the logit of pre-
dicted probabilities. Robust standard errors were not
applied, as the unit of analysis was the physician. Cluster-
ing at the physician level was not applicable, as the unit
of analysis was the individual physician; robust standard
errors were therefore not applied. Statistical significance
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was defined as a p-value < 0.05. All analyses were con-
ducted using R software (version 4.3.2 for Windows).

Ethical consideration

This study was conducted in accordance with the latest
version of the Declaration of Helsinki (October 2024)
[22]. Informed consent was obtained from all partici-
pants, and no personally identifiable information was
collected, thereby ensuring participant anonymity.
According to current Italian legislation, observational
studies based on anonymous survey data and not involv-
ing patients directly do not require approval from an eth-
ics committee (Article 110, Italian Data Protection Code,
as amended by the ‘PNRR bis’ decree). The study adheres
to the STROBE reporting guidelines for observational
studies.

Results

We collected 309 responses, representing a response rate
of 28.8% from the 1,072 primary care paediatricians prac-
ticing in Lombardy. Three respondents were excluded for
not providing consent, resulting in a final sample of 306
participants. Among them, 42 (13.7%) had less than 10
years of clinical experience, 74 (24.2%) had between 10
and 20 years, and 190 (62.1%) had more than 20 years of
experience. Table 1 summarizes the frequencies and per-
centages of answers regarding paediatricians’ experiences
and bronchiolitis diagnosis. Item-level missingness was
minimal, and denominators are reported in the tables.

Diagnosis

Age thresholds for diagnosing bronchiolitis varied: 16
(5.2%) used<6 months, 131 (42.8%)<12 months, 129
(42.2%) <24 months, and 17 (5.6%) reported no limit.
Diagnostic criteria were also heterogeneous: 55 (18.0%)
relied on widespread adventitious sounds, 138 (45.1%)
on respiratory distress with grunting/wheezing, and 113
(36.9%) on distress with moist sounds. Bronchiolitis was
considered seasonal by 186 (60.8%) respondents, while
120 (39.2%) considered it year-round. Respiratory rate
was always measured by 195 (63.7%), and pulse oximetry
by 121 (39.5%); 208 (67.9%) never used rapid viral tests.

Management and referral

In outpatient care, almost all paediatricians recom-
mended monitoring general condition 286 (93.5%) and
feeding 293 (95.7%). Hypertonic saline aerosols were
used by 198 (64.7%), bronchodilators by 115 (37.6%),
and steroids by 99 (32.3%). Referral to the ED was most
frequently recommended for dehydration or inad-
equate feeding 270 (88.2%), low family compliance 266
(86.9%), and severe distress regardless of oxygen level
258 (84.3%). Referral criteria based on oxygen saturation

Page 3 of 9

varied: 191 (62.4%) used a 92% threshold, while 79
(25.8%) used <90%.

Antibiotics were never prescribed by 158 (51.6%), but
were used in selected situations: poor general condition
92 (30.1%), fever 57 (18.6%), severe distress 44 (14.4%),
age <3 months 39 (12.7%), age <1 month 34 (11.1%), and
reduced feeding 7 (2.3%).

Main reported difficulties were avoiding unnecessary
drug prescriptions 182 (59.5%), managing patients in
outpatient settings 94 (30.7%), and diagnostic differences
between ambulatory and hospital care 143 (46.7%). Prob-
lems with pulse oximeter probe size were noted by 144
(47.1%). Table 2 presents the frequencies and percentages
of responses on management, referral, and treatment.

Nirsevimab prophylaxis

Most paediatricians were in favor of nirsevimab for all
infants 295 (96.4%). A total of 217 (70.9%) had partici-
pated in the most recent campaign, of whom 212 (97.7%)
reported high caregiver compliance. Only 6 (2.8%) rated
the experience as negative or very negative.

Looking ahead, 130 of the 217 paediatricians who par-
ticipated in the last campaign (59.9%) were willing to take
part again, and 84 (38.7%) would do so only if organiza-
tional aspects improved. Among the 89 non-participants,
11 (12.4%) expressed willingness to join in the future,
while 40 (44.9%) would participate only with better orga-
nization. Table 3 presents the frequencies and percent-
ages of responses on nirsevimab prophylaxis.

Factors associated with non-guideline-recommended
therapy prescriptions
Table 4 presents the factors associated with prescriptions
of antibiotics, bronchodilators, and steroids.
Paediatricians who diagnosed bronchiolitis up to 36
months were less likely to report that they never pre-
scribe antibiotics (OR 0.13, 95% CI 0.02—0.51) compared
to those using 12 months as the upper age limit. Con-
versely, those who based the diagnosis on widespread
sounds, regardless of type, were more likely to report that
they never prescribe antibiotics (OR 2.42, 95% CI 1.23—
4.83) compared to those who considered grunting and/
or wheezing. The prescription of bronchodilators was
less common among those who diagnosed bronchiolitis
based on widespread sounds regardless of type, com-
pared to those who considered grunting and/or wheez-
ing (OR 0.38, 95% CI 0.18-0.77). Steroid use was more
common among those who did not use an age limit for
diagnosis compared to those who used 12 months (OR
3.09, 95% CI 1.09-9.25), and less common among those
using widespread sounds as diagnostic criteria compared
to those using grunting and/or wheezing (OR 0.31, 95%
CI 0.13-0.66). R log outputs from the logistic regression
models are provided in Supplementary Materials 2. All
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Table 1 Frequency and percentage of respondents for each survey item on pediatrician experience and bronchiolitis diagnosis

(n=3006)

Survey Items on Pediatric Experience and Diagnosis with Response Options N (%)
How many years have you been practicing as a family pediatrician? 306 (100)
Less than 10 years 42 (13.7)
10-20 years 74 (24.2)

More than 20 years 190 (62.1)
DIAGNOSIS
What is the upper age limit you consider for diagnosing bronchiolitis? 306 (100)
<6 months 16 (5.2)
<12 months 131 (42.8)
<24 months 129 (42.2)
<36 months 13(4.2)
| do not consider any upper age limit 17 (5.6)
Given the age cut-off you consider appropriate, in which cases do you diagnose bronchiolitis? 306 (100)
Widespread sounds on auscultation of the lower airways, regardless of their type 55 (18.0)
Signs of respiratory distress with grunting and/or wheezing on auscultation of the lower airways 138 (45.1)
Signs of respiratory distress with widespread wet sounds on auscultation of the lower airways (crackles or rales) 113 (36.9)
Given the selected criteria, during which periods of the year do you consider a diagnosis of bronchiolitis? 306 (100)
Only during the epidemic period of respiratory viruses typically associated with bronchiolitis (autumn-winter) 64 (20.9)
Only during the epidemic period of respiratory viruses typically associated with bronchiolitis and in spring 122 (39.9)
Throughout the entire year 120(39.2)
Do you measure the respiratory rate in patients diagnosed with bronchiolitis? 306 (100)
Never 6(2.0)
Only in cases of severe respiratory distress 105 (34.3)
Always 195 (63.7)
Do you use pulse oximetry to monitor patients diagnosed with bronchiolitis? 306 (100)
Never 17 (5.6)
In selected cases based on the availability of a pulse oximeter probe suitable for the child’s finger 119 (38.9)
Only in cases of severe respiratory distress 49 (16)
Always 121(39.5)
Do you perform rapid tests for the etiological diagnosis of bronchiolitis? 305 (99.7)
Never 207 (67.9)
Occasionally 60 (19.7)
Always 38(12.5)
Which tests do you perform? 98 (32)
For the detection of RSV 6(6.1)
For the detection of RSV and influenza 9(9.2)
For the detection of RSV, influenza, and SARS-CoV-2 18 (18.4)
For the detection of RSV, influenza, SARS-CoV-2, and other viruses/bacteria 65 (66.3)

Denominators vary for individual questions due to item-level nonresponse. Some questions were only applicable to participants who answered specific preceding

questions (skip patterns). All denominators are reported in the table

Abbreviation: RSV, Respiratory Syncytial Virus, SARS-CoV-2, Severe acute respiratory syndrome coronavirus 2

three models showed adequate fit (Hosmer—Lemeshow
p>0.05), no multicollinearity concerns (Max VIF<1.01),
and good calibration (intercept near 0, slope near 1).
Detailed diagnostic assessments are reported in Appen-
dix B (Supplementary Materials 1).

Discussion

To our knowledge, this is the first survey specifically
targeting primary care paediatricians in Italy that inves-
tigates bronchiolitis from diagnosis to management
and prevention. The main findings of this survey can be

summarized as follows: (1) There is a considerable het-
erogeneity in the criteria applied for the diagnosis of
bronchiolitis in infants among primary care paediatri-
cians, (2) This heterogeneity is highly associated with
different, sometimes not evidence-based, therapeutic
approaches, (3) The experience of primary care paedia-
tricians in the administration of nirsevimab prophylaxis
was overall positive.

The results highlight a high degree of heterogeneity in
the diagnostic criteria used. More than 40% of respon-
dents reported using either 12 or 24 months as the upper
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Table 2 Frequency and percentage of responses for each survey item on Management, Referral, and treatment (n=306)

Survey Items on Management, Referral, and Treatment with Response Options N (%)

In the outpatient management of bronchiolitis, what routine advice do you give to parents? 306 (100)
Monitoring of general condition/well-being 286 (93.5)
Monitoring of nutritional intake/hydration 293 (95.7)
Use of bronchodilators 115 (37.6)
Use of inhaled or oral steroids 99 (32.3)
Use of hypertonic saline aerosol 198 (64.7)
Nasal irrigation 256 (83.7)
Other 11(3.6)

Under which of the following circumstances do you decide to refer a patient with bronchiolitis to the hospital? 306 (100)
Oxygen saturation in room air < 90% 79 (25.8)
Oxygen saturation in room air < 92% 91 (624)
Episodes of apnea reported by the parent and/or observed during the visit 95 (63.7)
Significant respiratory distress regardless of a normal oxygen saturation reading 258 (84.3)
Dehydration and/or nutritional intake < 50% in the previous 24 h 270(88.2)
Age <1 month 81 (59.1)
Age <3 months 24 (40.5)
Prematurity (< 35 weeks of gestational age) / chronic condition predisposing to severe bronchiolitis 231 (75.5)
Poor adherence or ability of the family to follow medical advice 266 (86.9)
Fever>39°C 88(28.8)
Fever that does not respond to antipyretics 105 (34.3)

Treatment recommendations

Do you recommend the use of respiratory physiotherapy in patients with bronchiolitis? 306 (100)
Never 196 (64)
Occasionally 98 (32)
Always 2(3.9)

Do you recommend the use of osteopathic treatments in patients with bronchiolitis? 306 (100)
Never 288 (94.1)
Occasionally 7(5.6)
Always 1(0.3)

In which of the following cases do you usually prescribe prophylactic’antibiotics in patients with bronchiolitis? 306 (100)
Always 2(06)

In patients younger than 1 month of age 34(11.1)
In patients younger than 3 months of age 39(12.7)
In case of fever 57 (18.6)
In case of poor general condition 92 (30.1)
In case of reduced nutritional intake 7(23)

In case of severe respiratory distress 44 (14.4)
Never 158 (51.6)

What do you consider to be the greatest challenge in managing bronchiolitis in accordance with clinical guidelines? 306 (100)
Difficulty in diagnosis 21 (6.9
Difficulty refraining from prescribing medications 182 (59.5)
Difficulty in following up with the patient in the community 94 (30.7)
Different diagnostic and therapeutic approaches between community and hospital settings 143 (46.7)
Difficulty using the pulse oximeter probe, often not suitable for the finger of very small infants 144 (47.1)
Other 13(4.2)

* The questions refer to antibiotic prescribing in bronchiolitis. The term “prophylactic” appears in the table only as in the original survey wording.

age limit for diagnosing bronchiolitis, while 36.9% con-
sidered “wet sounds” and 45.1% included grunting or
wheezing as diagnostic features. This variability in age
thresholds likely reflects differences in international
guidelines: North American recommendations extend
the diagnosis up to 24 months of age [23, 24], whereas

European guidelines, including the Italian and French
ones, set the limit at 12 months [3, 25].

An earlier Italian survey conducted at a national immu-
nology and allergy congress in 2021 also reported incon-
sistencies in the diagnosis of bronchiolitis [26]. Such
variability is not unique to Italy; a retrospective study
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Table 3 Frequency and percentage of respondents for each survey item on nirsevimab prophylaxis (n=306)

Survey Items on Nirsevimab Prophylaxis with Response Options N (%)

What do you think about the new prophylaxis with Nirsevimab for RSV infection? 306 (100)

Favorable in all newborns/infants 295 (96.4)

Favorable only in selected cases 8(2.6)

Not favorable 3(1.0)
The Nirsevimab prophylaxis program has been implemented in the clinic 217 (70.9)
How have most parents/caregivers responded to immunoprophylaxis with Nirsevimab? 217 (70.9)

They immediately agreed to undergo the prophylaxis 212(97.7)

They initially refused/opposed the prophylaxis but later accepted 5(23)
How would you describe your experience with immunoprophylaxis? 217 (70.9)

Very negative 3(1.4)

Negative 3(14)

Positive 60 (27.6)

Very positive 151 (69.6)
Would you be willing to repeat it in the upcoming season? 217 (70.9)

| don't know 3(14)

Yes, but only under better organizational conditions 84 (38.7)

Yes 130 (59.9)
Would you be willing to carry it out in the upcoming season? 89 (29.1)

No 24(27)

| don't know 14 (15.7)

Yes, but only under better organizational conditions 40 (44.9)

Yes 110124)

Denominators vary for individual questions due to item-level nonresponse. Some questions were only applicable to participants who answered specific preceding

questions (skip patterns). All denominators are reported in the table
Abbreviation: RSV, Respiratory Syncytial Virus

in the USA found that 63% of infants with bronchiolitis
were misclassified [27].

One of the main new findings of this survey is that the
diagnostic heterogeneity was associated with treatment
decisions. Almost one-third of respondents reported
prescribing oral or inhaled corticosteroids and bron-
chodilators, despite updated Italian guidelines explicitly
discouraging their use [28]. Prescribing practices not
supported by current guidelines for bronchiolitis have
previously been documented in hospital settings across
several countries [20, 29, 30], but this survey provides the
first detailed account of such practices in primary care
paediatrics in Italy. Our results suggest that misclassi-
fication of bronchiolitis may be a contributing factor to
inappropriate treatment. Paediatricians who considered
an older age threshold were more likely to prescribe anti-
biotics. Those who considered wheezing as a diagnostic
feature were more likely to prescribe bronchodilators
and steroids, as were those who did not adhere to an age
limit for diagnosis. We speculate that non-guideline-
recommended may be, at least in part, due to inaccurate
diagnoses, and could potentially be reduced with better
diagnostic standardization.

Another heterogeneous finding was the seasonality
considered by primary care paediatricians when diag-
nosing bronchiolitis: 20.9% limited the diagnosis to the
epidemic period of respiratory viruses, typically from

November to April in Italy [31], 39.9% included spring,
and 39.2% considered bronchiolitis a possible diagnosis
throughout the entire year. During summer and early
fall, bronchiolitis cases are infrequent and are typically
associated with non-RSV viruses, such as parainfluenza
viruses and rhinoviruses [32].

Antibiotics were primarily prescribed in response to
poor general condition and the presence of fever. Accord-
ing to available recommendations, antibiotics should be
used only in cases of suspected or confirmed bacterial
infection [28]. Our findings are consistent with previous
studies [33]. Fever has been reported as associated with
severe clinical course and as a possible red flag for bacte-
rial infection [34, 35].

Primary care paediatricians reported the greatest chal-
lenges in managing bronchiolitis as follows: refraining
from prescribing medications (59.5%), difficulty using
pulse oximeter probes due to their size being unsuitable
for infants’ small fingers (47.1%), and differences in diag-
nostic and therapeutic approaches between hospital and
community settings (46.7%). The psychological pressure
to ‘do something’ in response to parental expectations,
the limited availability of studies conducted in primary
care settings, and the gap between primary and hospital
care should be carefully addressed in future guidelines to
reduce the heterogeneity in the management of infants
with bronchiolitis [21].
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Table 4 Multivariate logistic regression of guideline-non-recommended prescriptions
Dependent Independent variables OR 95%Cl p-
variable value
Never prescribe <6 months 0.71 024-205 05
antibiotics <12 months Reference
<24 months 1.07 0.65-1.76 0.8
<36 months 0.13 0.02-0.51 0.01
No upper age limit considered 0.65 0.22-1.81 04
URI prodrome + respiratory distress with grunting and/or wheezing on lower lung Reference
auscultation
URI prodrome +diffuse lung sounds on lower auscultation (any type) 242 1.23-4.83 0.01
URI prodrome + respiratory distress with diffuse wet sounds (e.g., crackles or rales) on lower 143 0.86-2.39 0.2
auscultation
Prescription of <6 months 221 0.76-6.63 0.1
bronchodilators <12 months Reference
<24 months 1.02 0.61-1.71 0.9
<36 months 1.34 0.38-4.42 0.6
No upper age limit considered 149 0.52-4.21 04
URI prodrome + respiratory distress with grunting and/or wheezing on lower lung Reference
auscultation
URI prodrome +diffuse lung sounds on lower auscultation (any type) 038 0.18-0.77 0.009

URI prodrome + respiratory distress with diffuse wet sounds (e.g., crackles or rales) on lower  0.69

auscultation

041-1.15 0.15

Prescription of <6 months 0.96 0.28-2.89 0.9
steroids <12 months Reference
<24 months 0.98 0.57-1.69 0.9
<36 months 251 0.73-848 0.1
No upper age limit considered 3.09 1.09-9.25 0.036
URI prodrome + respiratory distress with grunting and/or wheezing on lower lung Reference
auscultation
URI prodrome +diffuse lung sounds on lower auscultation (any type) 0.31 0.13-0.66 0.003

URI prodrome + respiratory distress with diffuse wet sounds (e.g., crackles or rales) on lower  0.61

auscultation

0.36-1.05 0.074

Abbreviation: URI, Upper Respiratory Tract Infection

The campaign for nirsevimab prophylaxis—co-admin-
istered with the influenza vaccine—was the first imple-
mented at the national level, following the previous
regional experience in Valle d’Aosta during the 2023/2024
season [36]. It was generally well received: over 96% of
paediatricians expressed support, most parents accepted
the administration, and the main criticism concerned
organizational aspects. A previous study reported high
acceptance of nirsevimab in the maternity units in France
[37], while a questionnaire found a high rate of inten-
tion to accept its administration during pregnancy or
to the infant in the UK [38]. Our findings indicate that
implementing nirsevimab prophylaxis through primary
care services is both feasible and well accepted, suggest-
ing that the campaign could be successfully repeated in
future seasons. Increased uptake of nirsevimab may help
reduce both the clinical and economic burden of bron-
chiolitis [39].

This survey provides important insights for health-
care authorities and policymakers aiming to improve
the management of one of the most common illnesses

in infancy. Although we pre-tested the questionnaire
with five paediatricians and observed high intra-rater
reproducibility, it remains a pilot tool and has not been
formally validated. Furthermore, the survey was con-
ducted exclusively in Lombardy—a region accounting for
nearly one-sixth of the national population—because the
study group collaborates with the Lombardy section of
the Italian Primary Care Paediatrics Society. While this
facilitated survey distribution and engagement, the find-
ings may not be fully generalizable to all regions of Italy.
The response rate was 28.8%, likely due to the absence of
incentives, which are known to increase participation;
however, previous studies of paediatrician surveys sug-
gest that such bias is generally minimal and unlikely to
substantially affect the overall findings [40].

Despite these limitations, our study offers important
insights by focusing on a specific, under-studied popula-
tion—primary care paediatricians—and describing their
approaches to diagnosing, treating, and preventing bron-
chiolitis. These professionals play a crucial role in early
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management and family education [28], yet data on their
practices are limited compared with hospital-based care.

Conclusions

This is the first survey examining how primary care pae-
diatricians in Italy manage bronchiolitis. Our findings
reveal notable variation in both diagnostic criteria and
therapeutic approaches, mirroring discrepancies pre-
viously reported in hospital settings. The association
between diagnostic inconsistency and inappropriate
prescribing (e.g., bronchodilators and steroids) under-
scores the need for greater diagnostic standardization as
a foundation for improving care. Nirsevimab prophylaxis
was widely accepted by both clinicians and families, sug-
gesting that annual implementation in the primary care
setting is feasible and likely to be effective in reducing
bronchiolitis-related morbidity and costs.
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