
JOURNAL of MEDICINE and LIFE

288 JOURNAL of  MEDICINE and LIFE. VOL: 19 ISSUE: 4 APRIL 2026

© 2026 by the authors. This article is an open access article distributed under the terms and conditions of  the Creative Commons Attribution (CC BY 4.0) license.

JML | ORIGINAL ARTICLE 

Comparative clinical and epidemiological characteristics of  
influenza and COVID-19 in hospitalized pediatric patients in 
Romania during and after the SARS-CoV-2 pandemic
Alina-Maria Rață1*, Anca Bălănescu1, Valentina-Daniela Comănici1,2, Tatiana Ciomârtan1,2, 				  
Ioana-Florentina Codreanu1,2, Gelu Onose1,3

1. Carol Davila University of  Medicine and Pharmacy, Bucharest, Romania 
2. Alessandrescu Rusescu National Institute for Mother and Child Health, Bucharest, Romania 
3. Bagdasar Arseni Emergency Clinical Hospital, Bucharest, Romania 

* Corresponding author
Alina-Maria Rață,
Carol Davila University of Medicine and Pharmacy, 
Bucharest, Romania;
E-mail: alina-maria.robu@drd.umfcd.ro

ABSTRACT
The COVID-19 pandemic significantly altered the epidemiology of  respiratory viral infections in children. This study 
aimed to compare the clinical and epidemiological characteristics of  influenza and COVID-19 infections in hospi-
talized pediatric patients in Romania during the pandemic. We conducted a retrospective observational study at the 
Alessandrescu-Rusescu National Institute for Mother and Child Health in Bucharest between January 1, 2020, and 
November 2025. Pediatric patients (0–18 years) hospitalized with COVID-19 infection or influenza A/B type were 
included. Demographic data, clinical presentation, comorbidities, complications, and outcomes were analyzed.  A 
total of  234 patients with COVID-19 and 235 patients with influenza type A/B were included. The median age in the 
COVID-19 group was 13.9 months with a median length of  hospitalization of  4 days, while in the influenza group, 
the median age was 32.6 months, with a median length of  stay of  5 days. Influenza virus was associated with higher 
risks of  intensive care unit admission, longer hospitalization (P < 0.001), pneumonia (22.0% vs 6.0%, P < 0.001), and 
acute respiratory failure (18.3% vs 10.7%, P = 0.025). In contrast to adult populations, influenza infection was associ-
ated with a more severe clinical course than COVID-19 in hospitalized pediatric patients, despite the younger age of  
COVID-19 patients. These findings emphasize the importance of  preventive strategies against influenza in children.

KEYWORDS: COVID-19, influenza, acute respiratory failure, pneumonia, children

DOI
10.25122/jml-2026-0023

Dates
Received: 3 March 2026 
Accepted: 21 April 2026

INTRODUCTION

The emergence of  the novel coronavirus SARS-CoV-2 at the end 
of  2019 led to an unprecedented global health crisis, profoundly 
affecting healthcare systems and reshaping the epidemiology 
of  infectious diseases worldwide [1]. To date, the World Health 
Organization (WHO) has reported 704 million confirmed cases 
of  COVID-19 and 7,108,060 deaths worldwide [2]. Although 
children generally experienced milder COVID-19 than adults, 
the pandemic significantly influenced patterns of  healthcare 
utilization, hospitalization criteria, and the circulation of  other 
respiratory viruses [3]. 

Seasonal respiratory viruses, particularly respiratory syncytial 
virus (RSV) and influenza virus, have traditionally represented 
major causes of  morbidity in the pediatric population [4]. 
Influenza infections are responsible each year for a substantial 
number of  hospitalizations among young children, especially 
during the winter season, and may lead to complications such 

as pneumonia, respiratory failure, and subsequent bacterial 
infection [5-7]. The epidemiological behavior of  influenza, 
characterized by well-defined seasonal peaks, had remained 
relatively stable prior to 2020 [8].  

The implementation of  public health measures during the 
COVID-19 pandemic- including social distancing, school 
closures, mask use, and quarantine strategies – led to a marked 
reduction in the transmission of  most respiratory pathogens 
during the first year of  the pandemic [9,10]. However, as 
restrictions were gradually lifted, atypical circulation patterns of  
respiratory viruses were, as expected, observed, including delayed 
or off-season peaks [11]. In parallel, the clinical spectrum of  
SARS-CoV-2 infection in children evolved over time, influenced 
by viral mutations, population immunity, and vaccination 
strategies [12]. 

To be more specific, for COVID-19, a series of  public health 
measures were introduced: nationwide school closures from 
March to May 2020, mandatory mask-wearing in schools starting 
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October 2020, intermittent social distancing measures during 
epidemic waves, and the initiation of  the pediatric COVID-19 
vaccination program in December 2021 for adolescents, with 
expansion to younger children in 2022 [13]. To reduce influenza 
transmission among children, seasonal influenza vaccination 
campaigns were conducted annually, typically in October-
November, targeting children aged 6 months to 18 years.

While numerous studies have compared COVID-19 and 
influenza in adult populations, data directly evaluating these 
two infections in pediatric patients remain relatively limited. 
Understanding whether SARS-CoV-2 infections differ from 
influenza in terms of  clinical severity, complications, and 
outcomes in children is essential for guiding preventative 
strategies, hospital resources, and vaccination policies.

Therefore, the aim of  this study was to compare the 
epidemiological characteristics, clinical presentations, 
complications, and outcomes of  these two respiratory infections 
in hospitalized children during the SARS-CoV-2 pandemic at a 
major pediatric center in Bucharest, Romania, and to evaluate 
potential differences in disease severity across distinct pandemic 
periods.

MATERIAL AND METHODS

We conducted a retrospective observational study at the 
Alessandrescu-Rusescu National Institute for Mother and 
Child Health in Bucharest. The study was conducted during 
the pandemic and post-pandemic period, from January 2020 to 
November 2025. We retrospectively enrolled pediatric patients 
(under 18 years old) who were admitted to our clinical institute 
for respiratory symptoms and were confirmed with COVID-19 
or influenza type A/B infection. We excluded respiratory co-
infections to obtain a clear view of  the single infection. We also 
excluded patients with the age higher than 18 years old.

We collected demographic data, comorbidities, status 
of  vaccination, and clinical features of  the COVID-19 
and, respectively, the influenza infections, such as: clinical 
manifestation (defined as upper respiratory tract infections 
(URTI), laryngitis, bronchiolitis, pneumonia or enterocolitis), 
complications (such as pneumonia, pleural effusion, empyema, 
abscess, need for intensive care admission, need for intubation 
and mechanical ventilation, sepsis or death) [14]. We recorded 
each patient’s hospitalization period. 

The diagnosis was confirmed by real-time RT-PCR of  
respiratory samples (nasal swabs) or by a rapid antigen test for 
influenza A/B and COVID-19 [15].

We used descriptive statistics to summarize the epidemiological 
and related data, and the results were expressed as median (range). 
Categorical variables were coded numerically and compared 
using differential tests. For this purpose, normality was assessed 
using the Shapiro-Wilk test. Because several variables were not 
normally distributed (P < 0.05), nonparametric tests were used. 
Group comparisons were performed using the Mann–Whitney U 
test for continuous variables and Chi-square or Fisher’s exact test 
for categorical variables. Risk ratios (RRs) with 95% confidence 
intervals (CIs) were calculated for key complications. A P value of  
<0.05 was considered significant. For our statistical analysis, we 
used SPSS software v.20.

RESULTS

Demographic characteristics

Between January 2020 and November 2025, 484 pediatric 
patients met the inclusion criteria. Of  these, 234 patients were 
confirmed to have COVID-19, and 235 patients had influenza 
type A/B. Fifteen patients with confirmed coinfection were 
excluded from the analysis. 

In the COVID-19 cohort, the median age of  subjects was 
13.9 months (range 1-180 months), suggesting that the study 
predominantly enrolled infants. The age distribution showed 
a pronounced asymmetry, with a mode of  1 month (the most 
frequent value), indicating that a large part of  the sample was 
concentrated in the very young age group. In the influenza 
patient group, the median age of  participants was 32.6 months 
(approximately 2.7 years; range 1–204 months), indicating that 
children hospitalized with COVID-19 were generally younger 
than those hospitalized with influenza. The difference was 
statistically significant (Mann–Whitney U test, P < 0.001).

Among influenza cases, 182 (77.4%) were diagnosed with 
influenza type A and 53 (22.6%) with influenza type B.

In the COVID-19 group, patients were male (61.5%), while in 
the influenza group, the gender distribution was practically equal 
(50.6%). Furthermore, in both studied groups, the majority of  
patients came from urban areas.

Temporal and seasonal distribution

A distinct seasonal pattern was observed between the two types 
of  infections: COVID-19 cases were most frequently recorded 
during summer (44.9%), while the influenza cases predominated 
in winter (77.9%).

A clear temporal shift in viral circulation was observed across 
pandemic phases. During 2020–2021, COVID-19 accounted for 
the vast majority of  cases (93.2%), while influenza was nearly 
absent (6.8%). In 2022, following the relaxation of  public health 
measures, influenza became predominant (75%), exceeding 
COVID-19 cases. During the post-restriction period (2023-2025), 
both viruses co-circulated, with a relatively balanced distribution 
between them (Table 1).

Clinical characteristics

 Underlying comorbidities were identified in 14 patients (5.9%) 
in the COVID-19 cohort and 29 (12.3%) in the influenza cohort. 
The prevalence of  comorbidities differed significantly between 
the two groups (P = 0.024). The most frequent comorbidities 
for both groups included: asthma, cystic fibrosis, history of  
prematurity. Prematurity was defined as birth before 37 weeks 
of  gestation. Most patients in this category were former preterm 

Table 1. Temporal distribution of COVID-19 and influenza cases 
across pandemic phases

Period COVID-19 
n (%)

Influenza 
n (%)

Total

2020–2021 55 (93.2%) 4 (6.8%) 59

2022 42 (25.0%) 126 (75.0%) 168

2023–2025 137 (56.6%) 105 (43.4%) 242
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3–7), while in 2023-2025 it further stabilized at 4 days (IQR 4–7; 
Figure 2).

Dot-and-whisker plot showing the median length of  hospital 
stay (LOS) with min-max range for patients with COVID-19 and 
influenza across three study cohorts. Cohort 1 corresponds to 
2020–2021, Cohort 2 to 2022, and Cohort 3 to 2023–2025.

Overall, a slight reduction in hospital stay duration was noted 
after the initial pandemic period, followed by stabilization in 
subsequent years without further significant variation.

Complication and outcomes

Influenza infection was associated with a significantly higher risk 
of  pneumonia than COVID-19 (RR = 3.77; 95% CI, 2.15–6.61; 
P < 0.001). After adjustment for underlying comorbidities using 
the Mantel–Haenszel method, influenza infection remained 
significantly associated with higher odds of  pneumonia 
compared to COVID-19 (aOR = 4.17; 95% CI, 2.18–7.79). The 
association persisted after controlling for comorbidity status, thus 
suggesting an independent effect of  influenza on pneumonia risk.

Moreover, a multivariate logistic regression was performed 
to assess the independent association of  infection type with 
pneumonia, adjusting for age. COVID-19 was set as the reference 
category. Influenza infection was independently associated with 
a higher risk of  pneumonia than COVID-19 (aOR = 3.7; 95% 
CI, 1.91–6.90; P < 0.001). After age adjustment, influenza 
infection remained independently associated with a higher risk 
of  pneumonia, confirming that the observed difference between 
the two groups was not solely explained by the younger age of  the 
COVID-19 cohort.

The risk of  respiratory failure was significantly higher in the 
influenza group than in the COVID-19 cohort (RR = 1.71; 
95% CI, 1.08–2.70; P = 0.025). After adjustment for underlying 
comorbidities using the same method as above, influenza 
infection remained significantly associated with a higher odds of  

infants without bronchopulmonary dysplasia or other chronic 
lung diseases, representing otherwise healthy children with a 
history of  prematurity.

Vaccination status was incompletely documented in the 
medical records. Among available data, none of  the children 
were vaccinated against COVID-19, while influenza vaccination 
was documented in 5.1% (12) of  cases.

The clinical presentation differed notably between influenza 
and COVID-19 in hospitalized children. In the influenza 
group, lower respiratory tract infections (LRTI: including 
bronchiolitis, pneumonia, bronchopneumonia) were observed in 
52.3% of  cases, while upper respiratory tract infections (URTI: 
rhinitis, pharyngitis, laryngitis) were observed in 41.3%, and 
gastrointestinal symptoms in 6.4% (Figure 1A).

By contrast, patients with COVID-19 predominantly 
presented with URTI (60.3%), while LRTI occurred in 22.2% 
and enterocolitis in 17.5% (Figure 1B). The median length of  stay 
in the hospital for the COVID-19 group was 4 days (range 0-30 
days), while for the influenza cohort it was 5 days (range 0–34 
days). This difference was statistically significant (Mann–Whitney 
U = 22304, P < 0.001), indicating a longer hospitalization period 
for patients with influenza than for the COVID-19. 

The length of  hospital stay (LOS) was analyzed across 
predefined pandemic phases in order to assess temporal changes 
in hospitalization patterns. For COVID-19 patients, during the 
2020-2021 period, the median LOS was 5 days (IQR 3–7). In 
2022, a decrease in LOS was observed, with a median of  4 days 
(IQR 3–5). This value remained stable during the 2023-2025 
period, with a median LOS of  4 days (IQR 3–5).

For influenza cases, a similar but slightly more variable 
pattern was observed. During 2020-2021, influenza-related 
hospitalizations had a median LOS of  6 days, reflecting limited, 
but more severe cases during the period of  restricted viral 
circulation. In 2022, when influenza became the predominant 
respiratory virus, the median LOS decreased to 5 days (IQR 

A B

Figure 1. Clinical presentation among hospitalized children with influenza and COVID-19. A, Clinical presentation in children hospitalized 
with influenza. B, Clinical presentation in children hospitalized with COVID-19. 
URTI, upper respiratory tract infection; LRTI, Lower respiratory tract infection.
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Furthermore, intubation and mechanical ventilation were 
required in 5.6% of  patients during 2020–2021, whereas 
no cases required intubation during 2022–2025, suggesting 
a decrease in disease severity in later pandemic and post-
pandemic stages (P = 0.01).

DISCUSSION 

Our comparative approach, as detailed above, enabled us to 
identify the clinical features of  both infections: COVID-19 
and influenza A/B. It is important to emphasize that, to our 
knowledge, there are limited bibliographic resources to directly 
compare these two infections in children, whereas numerous 
such articles exist in the literature regarding adults. Moreover, 
we identified key differences in the features of  COVID-19 and 
influenza in children compared with adults.

One finding in our study was that the majority of  patients in 
the COVID-19 and influenza groups were male gender. This is 
consistent with previous studies, which found that COVID-19 
and influenza have a higher incidence among male patients 
than among female patients [16,17]. Although studies in the 
adult population suggested that the male gender is a risk factor 
for more frequent need for hospitalization and complications 
[18,19], our study did not confirm this finding.

Another important observation from the comparison of  the 
two infections was a statistically significant difference in age 
distribution between the groups. The median age of  COVID-19 
patients in our study was approximately 1 year, suggesting that 
most were infants. Meanwhile, the median age in the influenza 
group was 2.7 years. This finding may reflect differences in 
viral epidemiology and host susceptibility during the pandemic. 
Younger children, particularly infants, were more frequently 
hospitalized with COVID-19, possibly due to precautionary 
admission criteria and limited prior immunity in this age group 
during the early pandemic waves. In contrast, influenza has 
traditionally affected a broader age range in children, with 
higher hospitalization rates among toddlers and preschool-age 

respiratory failure than COVID-19 (aOR = 1.72; 95% CI, 1.03–
2.87), indicating an independent effect of  influenza on respiratory 
severity after controlling for comorbidities. Multivariable logistic 
regression was performed to assess the association between 
infection type and pneumonia, adjusting for age. COVID-19 was 
set as the reference category. The results showed that influenza 
infection was independently associated with a higher risk of  
respiratory failure compared with COVID-19 (aOR = 2.02; 95% 
CI, 1.17–3.49; P = 0.012). Age was not a significant predictor 
in this model (aOR = 0.996; 95% CI, 0.987–1.004; P = 0.300).

A higher proportion of  cases were complicated by sepsis in 
the influenza group (3%) than in the COVID-19 group (0.9%), 
although this difference did not reach statistical significance (P = 
0.17; Table 2).

Intensive care admission with the need for intubation and 
mechanical ventilation was required in 2.1% (n = 5) of  patients 
with influenza and 1.3% (n = 3) with COVID-19. Among 
influenza patients receiving ventilator support, 40% (n = 2) died, 
whereas none died among ventilated COVID-19 patients. These 
findings highlight that severe respiratory involvement requiring 
mechanical ventilation was more frequent and associated with 
higher mortality in influenza compared to COVID-19.

Regarding mortality, there were two deaths in the influenza 
group, while none occurred among patients with COVID-19; 
however, the difference did not reach statistical significance (P 
= 0.157). 

Comparison between pandemic periods (COVID-19 
subgroup analysis)

Given that the influenza infection had more complications, at 
least for our pediatric patients, we also considered the different 
phases of  the COVID-19 pandemic. Throughout the pandemic, 
the virus has undergone multiple mutations, leading to the 
emergence of  new strains with distinct clinical characteristics. 
Therefore, we assessed the severity of  COVID-19 infections in 
children across two time periods: the beginning of  the pandemic 
in 2020–2021, when early strains predominated, and the period 
between 2022–2025 (mainly after the end of  the pandemic).

When comparing two COVID-19 infection-related periods 
(the pandemic 2020–2021 vs. post-pandemic 2022–2025), 
respiratory failure was significantly more frequent during the 
early phase of  the pandemic: in 2020–2021, 18.5% of  patients 
developed respiratory failure compared to only 8.3% during 
2022–2025 (P < 0.05).

Table 2. Comparison of the length of stay between the COVID-19 
and influenza cohorts

Complication COVID-19
n (%)

Influenza
n (%) P

Pneumonia 14 (6) 53 (22.6) <0.001

Otitis 4 (1.7) 34 (14.5) <0.001

Respiratory failure 25 (10.7) 43 (18.3) 0.025

Pleural effusion 2 (0.9) 7 (3.0) 0.17

Drained pleural effusion 2 (0.9) 3 (1.3) 1.00

Pneumothorax 1 (0.4) 1 (0.4) 1.00

Abscess 1 (0.4) 1 (0.4) 1.00

Meningitis 0 (0) 1 (0.4) 1.00

Sepsis 2 (0.9) 7 (3.0) 0.17

Intubation and mechanical 
ventilation 3 (1.3) 5 (2.1) 0.73

Death 0 (0) 2 (0.9) 0.157

Figure 2. Comparison of the length of stay between the COVID-19 
and influenza cohorts
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in one regional study [27].
The duration of  hospitalization was similar in both groups in 

our study, with median lengths of  stay of  4 days for COVID-19 
and 5 days for influenza. In a systematic review of  the clinical 
features of  COVID-19 in children, the median length of  stay 
was 9 days [28,29], whereas, in the literature, the median hospital 
length of  stay for influenza was 3 days [30], which differs from 
our finding. The difference in the length of  stay for children 
with COVID-19 between our study and the literature may stem 
from the fact that the majority of  children with COVID-19 
were infants with mild symptoms, especially in 2022–2025. The 
systematic review evaluating the length of  stay for children with 
COVID-19 was conducted during the first years of  the pandemic 
(2020–2022), when the initial SARS-CoV-2 strain was associated 
with a more severe course of  the disease [31,32], thereby 
contributing to a longer hospitalization.

The analysis of  hospital length of  stay across pandemic phases 
demonstrated a progressive reduction in hospitalization days for 
both COVID-19 and influenza infections. For COVID-19, LOS 
was higher during the initial pandemic phase (median 5 days) 
and decreased in 2022, followed by stabilization at 4 days in the 
post-restriction period (2023–2025). A similar trend was seen for 
influenza, with LOS decreasing from 6 days in 2020–2021 to 5 
days in 2022 and 4 days in 2023–2025. This downward trend 
likely reflects a combination of  factors, including improved clinical 
experience, earlier presentation and diagnosis, and evolving 
hospitalization criteria after the acute phase of  the pandemic. 
In addition, increasing population immunity and changes in the 
epidemiology of  SARS-CoV-2 may have contributed to milder 
clinical presentations.

Another finding in our study is the epidemiology of  the two 
infections, considering the distribution of  cases throughout 
the year. While the influenza virus continued to show peaks 
of  infection during winter and spring, the SARS-CoV-2 virus 
had its peak during the summer, followed by winter, a finding 
consistent with other studies [33,34]. Also, the lower number 
of  cases during 2020–2021 reflects reduced hospital admissions 
and decreased viral transmission during that period, due to strict 
public health measures. Moreover, our findings demonstrate 
that classical seasonality patterns were disrupted during the 
pandemic, with atypical resurgence of  influenza during 2022, 
consistent with observations in previous studies [35].

Assessing the severity of  the disease, the overall course of  
the infections was more severe in the influenza group with a 
longer period of  hospitalization, more frequent admissions in 
the intensive care unit, need for oxygen therapy and invasive 
ventilation, and, respectively, complications towards pneumonia 
and sepsis when compared to the COVID-19 infection. After 
adjusting for age and comorbidities, the results show that 
differences in outcomes between the two infections are not solely 
due to differences in age distribution or comorbidities between 
the cohorts.

In contrast to our results, previous studies showed that patients 
infected with SARS-CoV-2 were at a higher risk of  developing 
disease complications than those infected with influenza [23,36]. 
It is important to emphasize that the studies mentioned earlier 
were conducted on the adult population. Thus, although it 
is generally considered that COVID-19 has a severe course 
in the adult population, we observed and demonstrated that, 
in children, it typically presents as an upper respiratory tract 
infection (URTI) with minimal complications. Therefore, the 
influenza virus remains one of  the main viruses causing severe 

children. Importantly, age is a potential confounding factor in 
severity analyses, as younger children are generally at higher 
risk for respiratory complications. Therefore, the significant 
age difference between groups was taken into account when 
interpreting comparative outcomes, such as respiratory failure 
and pneumonia. 

Compared to other clinical studies, the median age for 
COVID-19 and the influenza groups appears to be much lower 
in our study; specifically, the median age for COVID-19 infection 
in the literature is 5 years [20] and 8 years for influenza [21]. 
These findings may be due to the fact that pediatric patients of  
younger age have a tendency to have a more complicated course 
of  the disease and therefore are admitted more easily to the 
hospital, whereas older children manage to be treated at home, 
and since our study was conducted on hospitalized patients only, 
we just reviewed patients with a lower age.
It has been important to assess comorbidities in both groups to 
identify patients at risk for more severe disease. In our study, the 
COVID-19 group had fewer comorbidities than the influen-
za group. This may be explained by the fact that children with 
chronic pulmonary conditions, including cystic fibrosis, generally 
exhibit higher preventive measures, such as mask use and social 
distancing, implemented during the initial waves of  COVID-19, 
compared with the general pediatric population [22]. These be-
havioral measures may have contributed to the relatively mild 
outcomes observed in this subgroup. In the literature, a large co-
hort study found that COVID-19 patients had fewer comorbidi-
ties than the influenza group in the USA, but more comorbidities 
in South Korea [23], suggesting that results may differ by coun-
try, region, or clinical setting [24]. Moreover, we observed that 
the main comorbidities were chronic respiratory diseases, such 
as asthma or a history of  prematurity. This finding is consistent 
with previous reports regarding these two infections in children 
and in adults [25,26]. 

Regarding vaccination, none of  the children in our study 
received a COVID-19 vaccine, and only 12 (5.1%) received 
the influenza vaccine. In Romania, the influenza vaccine is 
not included in the National Immunization Program, but it is 
recommended and fully reimbursed for the pediatric population. 
A major policy change was implemented in 2023 (Ministerial 
Order no. 3120/2023), extending full reimbursement of  the 
influenza vaccine to all children through general practitioner 
prescription, whereas prior to this, reimbursement was primarily 
targeted to high-risk groups. This regulatory change may 
introduce bias in the interpretation of  our findings over the given 
timeline, as it could have influenced the proportion of  vaccinated 
children and, consequently, the clinical presentation and severity 
of  influenza cases.

In Romania, COVID-19 vaccination has never been 
included in the National Immunization Program but has been 
recommended through successive governmental decisions. 
Vaccination for children was introduced progressively: in 2021 
for those aged 12 and older, on March 31, 2022, for children 
aged 5–11, and in 2023 for younger children, including infants 
older than 6 months. Since 2024, there has been a government 
decision (HG 1640/2024) that institutionalizes the vaccination 
protocol in Romania, stating that vaccines can be administered 
by a general practitioner and recorded in RENV (National 
Electronic Database of  Immunization). However, national 
surveys suggest relatively low parental acceptance of  pediatric 
COVID-19 vaccination, with approximately 11% of  parents 
reporting that their 12–18-year-old children have been vaccinated 



JOURNAL of MEDICINE and LIFE

293JOURNAL of  MEDICINE and LIFE. VOL: 19 ISSUE: 4 APRIL 2026

© 2026 by the authors. This article is an open access article distributed under the terms and conditions of  the Creative Commons Attribution (CC BY 4.0) license.

reduce severe outcomes, particularly in the post-pandemic era of  
co-circulating respiratory viruses.
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