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Abstract:
Background: Recent studies indicate causal relationship between infection 
by respiratory syncytial virus (RSV) and bronchial asthma. We evaluated the 
incidence of bronchial asthma in children with RSV positive infection early in 
their childhood in a nation-wide cohort study.

Methods: Children (aged between one month and 15 years) were evaluated 
for the presence of RSV infection when they presented with one or more acute 
respiratory tract infection symptoms (fever, cough, cold and wheezing) in a 
major tertiary care hospital in the Kingdom of Bahrain during a period of seven 
years. RSV detection was done using nasopharyngeal secretion (NPS) samples 
by direct antigen detection immunofluorescence technique. Number of children 
who were later diagnosed with asthma was recorded. Serum IgE levels were 
estimated. Risk of developing bronchial asthma is represented using relative 
risk (RR) [95% CI]. Children with asthma without prior RSV infection from the 
same population formed the historical control.

Results: A total of 3782 children diagnosed with respiratory tract infection were 
recruited. We observed that RSV infection at younger age (during infancy) and 
severe infection were significantly associated with asthmatic episodes RR [95% 
CI]: 7 [5.5, 8.2]. Additionally, asthmatics with prior RSV infection had significantly 
higher total IgE levels (167 ± 37 IU/ml) compared to those without RSV infection 
(92 ±17 IU/ml). Mean (SD) age of children developing asthma with prior RSV 
infection was 0.7 (0.42) years compared to the historical control [6.8 (3.8) years] 
and was statistically significant. 

Conclusion: Infants with RSV infection have an increased risk of developing 
bronchial asthma later in the childhood. The more severe the RSV infection, 
the greater is the severity of bronchial asthma as indicted by serum IgE levels. 
Asthma in children with RSV infection occurs at much younger age compared to 
those without RSV infection.
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Introduction
Bronchial asthma is one of the highly prevalent diseases among children than adults 
(Dharmage et al, 2019). One in 12 children has been reported to be affected by asthma 
worldwide (Griffiths et al, 2018). Yearly around 6 million children have been reported to 
have asthma with 205,000 hospitalizations and 697,000 emergency department visits 
in United States (Akinbami et al, 2009). Viral respiratory tract infections could have a 
triggering profound effect on developing asthma or its exacerbations (Krieger, 2010). 
Early life wheezing episodes secondary to viral upper respiratory tract infection is a 
major risk factor for the later diagnosis of asthma at age six years (Jackson, 2014). 
Respiratory syncytial virus (RSV) and rhinovirus are the commonest respiratory agents 
leading to wheeze in children (Jartti & Gern, 2017). The link between rhinovirus and 
asthma was studied in different ages and observed to be the most significant predictor 
of pre-school wheezing at 3 years of age, and later as asthma at 6 years (Jackson et 
al, 2008; Lemanske et al, 2005). The exact relationship between infection with RSV 
and the development of childhood asthma remains uncertain. Infections with RSV in 
early life could play an important role in shaping the secondary immune response to 
antigens leading to Th2 skewing of the immune response which is an important eliciting 
factor in asthma pathogenesis (Russell et al, 2017). RSV infection during the first year 
of life has been reported to increase risk of bronchial asthma in several studies. A study 
has reported that 15.5% of children with RSV bronchiolitis during their infancy stage 
developed bronchial asthma compared to only 3.6% without RSV in the same period 
(Schauer et al, 2002). Henderson et al. in 2005 observed that RSV bronchiolitis during 
infancy was associated with subsequent wheezing with a cumulative prevalence of 
asthma at 91 months (Odds ratio of 2.5 [1.4, 4.3]. In a recent study that followed up 
children for over 16years revealed an incidence rate of 2.4 [2.3, 2.5]; and adjusted OR of 
during second year of age: 4.1 [3.9-4.4]; third year of age: 3.2 [3.0-3.3]; and fourth year 
of age: 2.9 [2.7-3.1]; and fifth year of age: 2.6 [2.5-2.9] of risk of bronchial asthma in RSV 
positive children compared to those who were negative (Mejias et al, 2020). Although 
RSV infection has been identified to be the most significant factor influencing wheezing 
episodes in the later childhood, it is unknown whether RSV is the causative agent for 
bronchial asthma. One theory put forth recently is the possibility of extrapulmonary 
persistence of RSV after causing acute respiratory infection playing a vital role in the 
inception of bronchial asthma (Piedimonte, 2013). Apart from the age of onset and 
severity of RSV infections, interestingly maternal asthma (exposure to high levels of dog 
allergen aeroallergen sensitivity at age 3 years and CCL5 expression in nasal epithelia 
have been identified to increase the risk of bronchial asthma (Bacharier et al, 2012). 

A previous study in Bahrain observed that 37% of children under the age of two years 
presenting with bronchiolitis were confirmed with RSV (Salman et al, 2006). We 
envisaged the present study to evaluate the relationship between early exposure to RSV 
and developing bronchial asthma in Bahraini children. 

Methods
Study design, ethics, and study participants
The present study was retrospective in nature, carried out after obtaining approval from 
the institutional ethics committee (Secondary Healthcare Research Subcommittee: 24-
8-20). We carried out the study in compliance to Declaration of Helsinki (World Medical 
Association). We collected nation-wide data on paediatric patients that had been tested 
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for the presence of RSV infection during evaluation of respiratory infection in children 
aged between one month and 15 years when they presented with one or more acute 
respiratory tract infection symptoms (fever, cough, cold and wheezing) attending a major 
tertiary care hospital in the Kingdom of Bahrain during a 7 year period (2009 - 2015). 
RSV detection was made on nasopharyngeal secretion (NPS) samples by direct antigen 
detection immunofluorescence technique, according to manufacture instructions (Oxoid 
Company UK).

Study procedure
Following data were obtained for the eligible patients over 7 years: Demographic details 
(age at time of RSV infections, nationality, and gender). The time interval between RSV 
infection and asthma diagnosis, and the levels of total IgE were retrieved. Total IgE was 
measured using Unicap automated machine and ImmunoCAP reagents from Phadia, 
Pharmacia Diagnostics AB, Uppsala, Sweden. IgE level was considered very high when 
its serum level exceeded 100 IU/ml; high >25 and less than 100 IU/ml; and low when 
<25 IU/ml (Unal et al, 2017). We used historical control consisting of asthmatic children 
without RSV infection reported from the same population (Tabbara et al, 2010). Separate 
data analysis was carried out for those that tested positive for RSV, and for those 
developing asthma in the follow up period of two years after RSV infection. For those 
who were RSV positive, we assessed the severity of illness using clinical parameters. 
Severe RSV infection was defined if there was a diagnosis of bronchopneumonia or 
severe bronchiolitis with respiratory distress that needing admission in the critical care 
unit. Patients diagnosed to be positive for RSV infection were further categorized into 
those who developed asthma and those who did not. Diagnosis of asthma was done 
clinically as per the documentation by treating physicians from the patients’ records. 
Comparison between the two subgroups was done about their demographic and clinical 
data. The data were analyzed separately using SPSS (IBM Corp. Released 2020. IBM 
SPSS Statistics for Windows, Version 27.0. Armonk, NY: IBM Corp.). Mean differences 
between patients’ subgroups were tested by student’s t test. Comparison between ratios 
was done using Z-score test. Chi-square test of association was used for assessing the 
categorical variables. Relative risk (RR) with 95% confidence intervals [95% CI] was 
used to represent the risk of association of categorical variables. A p-value of < 0.05 was 
considered significant. 

Results
Demographics of the study participants:
During the study period, 3782 children presented with signs and symptoms of acute 
respiratory tract infections and were checked for RSV. Out of 3782, 948(25.1%) children 
tested positive for RSV. Three hundred and ninety (41.1%) were females; 531 (57.7%) 
were Bahraini; and mean± SD age was 2.4 ±1.5 years. Two hundred and fifty-six (27%) 
children were below 1 year of age and 521 (55%) were below the age of 2 years, while 
171 (18%) were more than 2 years old Fig (1).
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Figure 1. Distribution of Age in the RSV positive children during 2009-2015

Total RSV positive N= 948; 256 (27%) children were below 1 year of age and 521 (55%) 
were below the age of 2 years, while 171 (18%) were more than 2 years old.

Comparison between children with prior RSV infection developing asthma and 
those who did not: 
Sixty-seven children (7%) out of the total 948 who were RSV positive, were diagnosed with 
bronchial asthma clinically by the physicians. IgE was positive in 42 children (4.4% from 
total RSV positive children and 62.7% of asthmatic RSV positive children). Distribution of 
IgE in RSV positive cases according to age is shown in Fig (2); 85.7% were equal or less 
than 1 year old while 14.3% were more than 1 year old. Table 1 shows the comparison of 
characteristics between children that developed asthma and those who did not following 
RSV infection. Children with RSV infection early in life were at significantly higher risk 
of developing bronchial asthma later in life. Mean (SD) latent time observed between 
the documentation of RSV infection and first asthma episode was 3.4±3 months. We 
observed that significantly higher proportions of patients with bronchial asthma had 
severe RSV infection compared to those who did not. The estimated RR [95% CI] was 
7 [5.5, 8.2]. Significantly higher levels of total IgE were observed in children developing 
asthma following RSV infection than those who did not (Table 1).

Figure 2. Distribution of IgE in RSV Positive Cases According to Age (N= 42)
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Table 1. Comparison of characteristics of children with RSV infection who developed 
asthma later and who did not

Variables  RSV with
         asthma
(n=67)

 RSV without
 asthma
(n=881)

P values

 Mean (SD) age at the time of admission for RSV infection
(in months)

8 ± 5 18.0 ± 7 < 0.0001

Nationality Bahraini: Non-Bahraini  39 (58%):
28 (42)

 492 (55.8%):
389 (44.2%)

0.7a; 0.5b

Gender Male: Female  37 (55.2%):
30 (44.8%)

 432 (49%):
360 (51%)

0.3a; 0.5b

 Time interval (in months) bet. RSV infection & asthma
 diagnosis

3.4 ± 3 NA NA

Number (%) of children with severe RSV infection 58 (86%) 113 (12.8%) <0.0001

IgE level (IU/ml) 167 ± 37 92 ± 17 < 0.0001

a – between group; and b – within group.

Comparison between asthmatic children with RSV compared to historical controls 
(asthmatic children without RSV infection):

Ninety-five children were diagnosed with asthma, and they were RSV negative as 
observed as historical control. The characteristics of these groups are mentioned in Table 
2. It can be observed that those with RSV developed asthma at significantly younger age 
compared to those without RSV infection.   

No significant difference was found in the mean IgE level between the two groups. 

Table 2. Comparison of characteristics of asthmatic children with RSV with those without 
RSV infection (historical controls)

Variables  Asthmatic with RSV
infection (n=67)

 Asthmatic without RSV infection
(Historical control) (n=95)

p-values

Mean (SD) age in years 0.7 (0.42) 6.8 (3.8) 0.0001

Boys [n (%)] 37 (55.2) 61 (64.2) 0.2

Ig E level (IU/ml) 167 (37) 113 (171) 0.4

Bahraini: Non-Bahraini (n) 58: 42 78: 17 0.0002

Discussion
We evaluated the risk of bronchial asthma in a nationwide cohort of 3782 children 
presenting with respiratory tract infection. We observed that RSV infection at younger 
age (during infancy) and severe infection were significantly associated with asthmatic 
episodes. Additionally, asthmatics with prior RSV infection had significantly higher total 
IgE levels compared to those without RSV infection. 

Severity of RSV infection has also been attributed as one of the risk factors for bronchial 
asthma later in the childhood. Escobar et al. In 2010 observed that children diagnosed 
with RSV infection with outpatient clinic visits or hospitalization had significantly higher 
risk of bronchial asthma than those who did not. We defined severe RSV infection as 
admission to critical care unit in the present study and observed that such children had 
seven times greater risk of bronchial asthma in later childhood. This is similar to what 
was reported by Carroll et al in 2009, on a population-based study, where the authors 
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observed that the risks of bronchial asthma to be 1.86 [95% CI, 1.74-1.99], 2.41 [95% CI, 
2.21-2.62], and 2.82 [95% CI, 2.61-3.03] when children with RSV infection had visits in 
the outpatient, emergency department, and hospitalization groups respectively. A recent 
study observed that children with severe RSV infection during infancy that subsequently 
develop wheezing episodes had relatively higher quantities of Hemophilus, Moraxella, 
and Klebsiella with significantly elevated airway levels of lipopolysaccharides and 
cytokines that those who did not develop wheezing, thusaddressing the role of airway 
microbiome together with the host immune response in the immune pathogenesis (Zhang 
et al, 2020).

Elevated IgE is an important laboratory test that helps in diagnosing asthma. In our study 
there was a significant rise in IgE in RSV asthmatic compared to those with RSV without 
asthma. Tabbara et al found a mean IgE concentration of 113 IU/ml with above 200 
IU/ml in 21% and above 400% in 9.5% children. Comparison with the historical group 
from the same population revealed that those with RSV infection developed asthma at 
younger age. RSV infection was observed to result in airway hyper-activity. Sigrus et al. 
in a prospective age-matched study observed that 50% of RSV infected children with 
bronchiolitis tested positive for skin-prick tests as against 22% of the controls; and 45% 
had elevated serum IgE levels compared to 26% of the controls (Sigurs et al, 2005).  

Since years back the association of RSV and asthma was a topic of interest for different 
scientists. Welliver et al in 1981 published an article addressing this issue. They 
recognized that RSV viral specific IgE cell bound develops and can be detected in serum 
only if free in severe cases and asthmatic children with RSV infection; they postulated 
that IgE response in respiratory mucosa is an important feature in the immunopathology 
of RSV infection (Welliver et al, 1981). Moreover, a key factor for sensitization could be 
failure to switch off expected Th2 phenotype. Indeed, environmental factors in addition to 
genetic factors have a great role. The balance between Th1 and Th2 immune response 
following RSV infection may lead to the different immunopathology observed (Ogra, 
2004).

Conclusion
We observed in a nation-wide study that RSV infection at younger age (during infancy) 
and severe infection were significantly associated with asthmatic episodes. Also, 
asthmatics with prior RSV infections had significantly higher total serum IgE levels 
compared to those without RSV infection. Asthma in children with RSV infection occurs 
much at much younger age compared to those without RSV infection. It is imperative to 
vaccinate against RSV during infancy and treat RSV infection with anti-viral drugs like 
ribavirin to ameliorate the risk of bronchial asthma in the later childhood.

References
Akinbami, L. J., Moorman, J. E., Garbe, P. L., & Sondik, E. J. (2009). Status of Childhood 

Asthma in the United States, 1980–2007. Pediatrics, 123(Supplement_3), S131–
S145. https://doi.org/10.1542/peds.2008-2233c 

Bacharier, L. B., Cohen, R., Schweiger, T., Yin-DeClue, H., Christie, C., Zheng, J., 
Schechtman, K. B., Strunk, R. C., & Castro, M. (2012). Determinants of asthma 
after severe respiratory syncytial virus bronchiolitis. Journal of Allergy and Clinical 
Immunology, 130(1), 91–100.e3. https://doi.org/10.1016/j.jaci.2012.02.010 



AGJSR AGJSR

197

Carroll, K. N., Wu, P., Gebretsadik, T., Griffin, M. R., Dupont, W. D., Mitchel, E. F., & 
Hartert, T. V. (2009). Season of infant bronchiolitis and estimates of subsequent risk and 
burden of early childhood asthma. Journal of Allergy and Clinical Immunology, 123(4), 
964–966. https://doi.org/10.1016/j.jaci.2008.12.011 

Dharmage, S. C., Perret, J. L., & Custovic, A. (2019). Epidemiology of asthma in children 
and adults. Frontiers in Pediatrics, 7. https://doi.org/10.3389/fped.2019.00246  

Escobar, G. J., Ragins, A., Li, S. X., Prager, L., Masaquel, A. S., & Kipnis, P. (2010). 
Recurrent Wheezing in the Third Year of Life Among Children Born at 32 Weeks’ 
Gestation or Later. Archives of Pediatrics & Adolescent Medicine, 164(10). https://doi.
org/10.1001/archpediatrics.2010.177 

Griffiths, L. J., Lyons, R. A., Bandyopadhyay, A., Tingay, K. S., Walton, S., Cortina-Borja, 
M., Akbari, A., Bedford, H., & Dezateux, C. (2018). Childhood asthma prevalence: 
cross-sectional record linkage study comparing parent-reported wheeze with general 
practitioner-recorded asthma diagnoses from primary care electronic health records 
in Wales. BMJ Open Respiratory Research, 5(1), e000260. https://doi.org/10.1136/
bmjresp-2017-000260 

Henderson, J., Hilliard, T. N., Sherriff, A., Stalker, D., Shammari, N. A., & Thomas, H. M. 
(2005). Hospitalization for RSV bronchiolitis before 12 months of age and subsequent 
asthma, atopy and wheeze: A longitudinal birth cohort study. Pediatric Allergy and 
Immunology, 16(5), 386–392. https://doi.org/10.1111/j.1399-3038.2005.00298.x 

Jackson, D. J. (2014). Early-life viral infections and the development of asthma. Current 
Opinion in Allergy & Clinical Immunology, 14(2), 131–136.https://doi.org/10.1097/
aci.0000000000000047

Jackson, D. J., Gangnon, R. E., Evans, M. D., Roberg, K. A., Anderson, E. L., Pappas, 
T. E., Printz, M. C., Lee, W. M., Shult, P. A., Reisdorf, E., Carlson-Dakes, K. T., 
Salazar, L. P., DaSilva, D. F., Tisler, C. J., Gern, J. E., & Lemanske, R. F. (2008). 
Wheezing Rhinovirus Illnesses in Early Life Predict Asthma Development in High-
Risk Children. American Journal of Respiratory and Critical Care Medicine, 178(7), 
667–672. https://doi.org/10.1164/rccm.200802-309oc 

Jartti, T., & Gern, J. E. (2017). Role of viral infections in the development and exacerbation 
of asthma in children. Journal of Allergy and Clinical Immunology, 140(4), 895–906. 
https://doi.org/10.1016/j.jaci.2017.08.003 

Krieger, J. (2010). Home is Where the Triggers Are: Increasing Asthma Control 
by Improving the Home Environment. Pediatric Allergy, Immunology, and 
Pulmonology, 23(2), 139–145. https://doi.org/10.1089/ped.2010.0022  

Lemanske Jr., R. F., Jackson, D. J., Gangnon, R. E., Evans, M. D., Li, Z., Shult, P. A., 
Kirk, C. J., Reisdorf, E., Roberg, K. A., & Anderson, E. L. (2005). Rhinovirus illnesses 
during infancy predict subsequent childhood wheezing. Journal of Allergy and Clinical 
Immunology, 116(3), 571–577. https://doi.org/10.1016/j.jaci.2005.06.024 

Mejias, A., Wu, B., Tandon, N., Chow, W., Connolly, N., Lakhotia, S., Franco, E., & 
Ramilo, O. (2018). 2352. Increased on Childhood Recurrent Wheezing and 
Asthma After Respiratory Syncytial Viral (RSV) Infection in Full-Term Infants. Open 



AGJSR

198

Forum Infectious Diseases, 5(suppl_1), S699–S700. https://doi.org/10.1093/ofid/
ofy210.2005 

Ogra, P. L. (2004). Respiratory syncytial virus: The virus, the disease and the immune 
response. Paediatric Respiratory Reviews, 5, S119–S126. https://doi.org/10.1016/
s1526-0542(04)90023-1 

Piedimonte, G. (2013). Respiratory syncytial virus and asthma. Current Opinion in 
Pediatrics, 25(3), 344–349. https://doi.org/10.1097/mop.0b013e328360bd2e 

Russell, C. D., Unger, S. A., Walton, M., & Schwarze, J. (2017). The Human 
Immune Response to Respiratory Syncytial Virus Infection. Clinical Microbiology 
Reviews, 30(2), 481–502. https://doi.org/10.1128/cmr.00090-16 

Salman, A.E., Al Muslamani, A.M., Farid, E. (2006).  Clinical profiles of infants hospitalized 
with acute respiratory syncial virus bronchiolitis in Bahrain. J Bahrain Med. Society, 
18, 169-173.

Schauer, U., Hoffjan, S., Bittscheidt, J., Kochling, A., Hemmis, S., Bongartz, S., & 
Stephan, V. (2002). RSV bronchiolitis and risk of wheeze and allergic sensitisation in 
the first year of life. European Respiratory Journal, 20(5), 1277–1283. https://doi.org/
10.1183/09031936.02.00019902 

Sigurs, N., Gustafsson, P. M., Bjarnason, R., Lundberg, F., Schmidt, S., Sigurbergsson, 
F., & Kjellman, B. (2005). Severe Respiratory Syncytial Virus Bronchiolitis in Infancy 
and Asthma and Allergy at Age 13. American Journal of Respiratory and Critical Care 
Medicine, 171(2), 137–141. https://doi.org/10.1164/rccm.200406-730oc 

Tabbara, K.S., Ibrahim, A., Saleh, F. (2010). Atopic profile of asthmatic children in 
Bahrain. Eastern Mediterranean Health Journal, 16, 1214-1220.

Unal, D., Gelincik, A., Elitok, A., Demir, S., Olgac, M., Coskun, R., Kocaaga, M., 
Colakoglu, B., & Buyukozturk, S. (2017). Impact of high serum Immunoglobulin E 
levels on the risk of atherosclerosis in humans. Asia Pacific Allergy, 7(2), 74. https://
doi.org/10.5415/apallergy.2017.7.2.74 

Welliver, R. C., Wong, D. T., Sun, M., Middleton, E., Vaughan, R. S., & Ogra, P. L. 
(1981). The Development of Respiratory Syncytial Virus-Specific IgE and the Release 
of Histamine in Nasopharyngeal Secretions after Infection. New England Journal of 
Medicine, 305(15), 841–846. https://doi.org/10.1056/nejm198110083051501 

Zhang, X., Zhang, X., Zhang, N., Wang, X., Sun, L., Chen, N., Zhao, S., & He, Q. 
(2020). Airway microbiome, host immune response and recurrent wheezing in 
infants with severe respiratory syncytial virus bronchiolitis. Pediatric Allergy and 
Immunology, 31(3), 281–289. https://doi.org/10.1111/pai.13183 



199

 مخاطرة الاصابة بالربو عند الأطفال بعد الاصابة بالتهاب الجهاز التنفسي السفلي
بالفيروس المخلوي التنفسي

المُـسـتخَـلصَ  
الهــدف: لقــد اشــارت الدراســات الحديثــة العلاقــة الســببية بيــن الاصابــة بالفيــروس المخلــوي 
ــع  ــي مجم ــت ف ــي تم ــة الت ــذه الدراس ــي ه ــة: ف ــو. الطريق ــرض الرب ــة بم ــي والاصاب التنفس
الســلمانية الطبــي، قمنــا بتقييــم 3782 مــن الاطفــال تتــراوح اعمارهــم بيــن شــهر واحــد و15 
ســنة، الذيــن اصيبــوا بالاتهــاب التنفســي، فــي الفتــرة 2015-2019، وتابعنــا الحــالات التــي 
اصيبــت بالربــو لاحقــا، كمــا قمنــا بقيــاس معــدل الاجســام المضــادة مــن النــوع )E( فــي الــدم. 

ــرة  ــن مبك ــي س ــي ف ــوي التنفس ــروس المخل ــة بالفي ــة ان الاصاب ــت الدراس ــد بين ــج: ولق النتائ
ــي ســن مبكــرة والخطــر النســبي 7 ]8.2 – 5.5[،  ــو ف ــات رب ــة بنوب ــى الاصاب ــؤدي ال ــد ت ق
كمــا اوضحــت الدراســة ان معــدل الاجســام المضــادة مــن النــوع )E( فــي الــدم عنــد الاطفــال 
المصابــون بالربــو مــع وجــود اصابــة ســابقة بالفيــروس المخلــوي التنفســي هــي اعلــى ]167 
ــر  ــط عم ــا ان متوس ــروس ]IU/ml 92[، كم ــابقا بالفي ــوا س ــم يصاب ــن ل ــن الذي IU/ml[  م
ــة  الاطفــال الذيــن اصيبــوا بالربــو مــع وجــود اصابــة ســابقة بالفيــروس هــي 7 اشــهر مقارن
بســن اكبــر 6 ســنوات و8 اشــهر عنــد الاطفــال المصابــون بالربــو مــع عــدم وجــود اصابــة 

ســابقة  بالفيــروس.

الاســتنتاج: وخلصــت الدراســة ان الاطفــال المصابــون بالفيــروس المخلــوي هــم أكثــر عرضــة 
للإصابــة بالربــو فــي ســن مبكــرة.

الكلمات المفتاحية:  RSV، عدوى الجهاز التنفسي، الربو القصبي.

ايمان فريد1*،2، محمد البلتاجي3، هبه عبد الله4 وكنان سريدهاران5
1 قسم المختبر وعلم الأمراض، مجمع السلمانية الطبي، وزارة الصحة، مملكة البحرين.

2 قسم الميكروبيولوجي والمناعة، كلية الطب والعلوم الطبية، جامعة الخليج العربي، مملكة البحرين.

3 استشاري الأطفال، مدينة الملك عبد الله الطبية وأستاذ بقسم الأطفال بكلية الطب، جامعة طنطا، مصر.

4 طبيب متدرب، مجمع السلمانية الطبي، وزارة الصحة، مملكة البحرين.

5 قسم الأدوية كلية الطب والعلوم الطبية، جامعة الخليج العربي، مملكة البحرين.
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