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Abstract

Background: Reliable assessment for the severity of the 2009 H1N1 pandemic influenza is critical for evaluation of
vaccination strategies for future pandemics. This study aims to estimate the age-specific hospitalization risks of the
2009 pandemic cases during the first wave in Hong Kong, by combining the findings from the serology and disease
burden studies.

Methods: Excess hospitalization rates associated with the pandemic H1N1 were estimated from Poisson regression
models fitted to weekly total numbers of non-accidental hospitalization from 2005 to 2010. Age-specific
infection-hospitalization risks were calculated as excess hospitalization rates divided by the attack rates in the
corresponding age group, which were estimated from serology studies previously conducted in Hong Kong.

Results: Excess hospitalization rate associated with pandemic H1N1 was highest in the 0–4 age group (881.3 per
100,000 population), followed by the 5–14, 60+, 15–29, 50–59, 30–39 and 40–49 age groups. The hospitalization risk
of the infected cases (i.e. infection-hospitalization risk) was found highest in the 60+ age group and lowest in the
15–29 age group, with the estimates of 17.5% and 0.7%, respectively.

Conclusions: People aged 60 or over had a relatively high infection-hospitalization risk during the first wave of the
2009 H1N1 pandemic, despite of a low attack rate in this age group. The findings support the policy of listing older
people as the priority group for pandemic vaccination.
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Background
The 2009 influenza pandemic caused by a novel swine-
origin influenza A/H1N1 virus (A(H1N1)pdm09) was
the first pandemic in the twenty-first century. Proper
assessment for the severity of the 2009 H1N1 pan-
demic is critical for evaluation of vaccination strategies
for future pandemics. Hospitalization risk of the infected
cases, termed as “infection-hospitalization risk (IHR)”
hereafter, is a key indicator for the severity of infectious
diseases [1]. However obtaining a reliable estimate for IHR
remains challenging, because infected cases might have not
shown any symptoms or not been differentiated from other
respiratory infections. Another challenge lies in a variety of
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numerators and denominators used for IHR calculation.
Symptomatic infection-hospitalization risk (sIHR), which
used the number of cases with influenza-like illness (ILI)
as denominator and hospitalized cases with laboratory-
confirmed A(H1N1)pdm09 as numerator, was quickly
calculated at the early stage of the pandemic to allow
timely medical resource allocation for the containment [2].
But sIHR could be a biased indicator, as not all the ILI cases
were infected with A(H1N1)pdm09. Confirmed infection-
hospitalization risk (cIHR) was later calculated as the
number of hospitalized cases with laboratory-confirmed A
(H1N1)pdm09 divided by the number of A(H1N1)pdm09
cases estimated from the serological studies on the sero-
conversion rates of A(H1N1)pdm09 antibodies among
the general population [3-5]. The denominator of cIHR
was able to capture asymptomatic and mild infections who
did not seek medical treatment. However, the numerator
of cIHR probably underestimated the true numbers of
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A(H1N1)pdm09 associated hospitalization, as not all the
hospitalized cases were tested in a timely manner and
some were tested negative due to waning virus titers when
admitted into hospital several days after the onset of illness.
To obtain reliable estimates of A(H1N1)pdm09-associated
hospitalization, we conducted a study to calculate A(H1N1)
pdm09-associated excess hospitalization, using a statistical
model that has been widely applied in estimating disease
burden of influenza. Model derived excess hospitalization
is believed to capture both laboratory confirmed influenza
hospitalized cases and those who were not laboratory
diagnosed [6]. We then used this estimate of A(H1N1)
pdm09-associated excess hospitalization as the numer-
ator and the estimate of A(H1N1)pdm09 infected cases
from the previous serological studies as the denominator
[4,5], to calculate the infection-excess hospitalization risk
(eIHR) of the 2009 H1N1 pandemic in Hong Kong.

Methods
Data
Hospitalization records from 2005 to 2010 in Hong Kong
were obtained from the electronic database of the Hospital
Authority, which manages 41 public hospitals covering
78% of total hospital bed-days in the whole territory
[7]. These hospitalization data recorded up to 15 discharge
diagnoses for each hospitalized patient, but were not linked
to any baseline characteristics of lifestyle factors and
co-morbidities nor specific medical treatments received
by these patients. Weekly numbers of non-accidental
hospitalization were aggregated for the age groups of 0–4,
5–14, 15–29, 30–39, 40–49, 50–59 and 60 or over (60+)
years by excluding the cases with any of the 15 listed
discharge diagnosis of accidental cause (International
Classification of Diseases version 9 codes (ICD9), 001–799).
Age-stratified laboratory-confirmed hospitalization with
A(H1N1)pdm09 infection during the first wave pandemic
(26 April 2009 to 2 January 2010) were obtained from the
eFlu database managed by the Hospital Authority, which
collected the demographic data as well as hospitalization
and fatal outcomes of laboratory-confirmed A(H1N1)
pdm09 cases in Hong Kong [5].
Influenza virus surveillance data were obtained from

the microbiology laboratory of the Queen Mary Hospital,
which is one of the largest public hospitals in Hong Kong.
Nasopharyngeal specimens were collected from the patients
with influenza-like symptoms and tested for influenza
(type A and B), respiratory syncytial virus (RSV), adeno-
virus and parainfluenza viruses by immunofluorescence
tests [8]. Nearly 90% of influenza A positive specimens were
further subtyped into seasonal A(H1N1) and A(H3N2) by
viral culture and haemagglutination inhibition tests. During
the 2009 pandemic, the specimens were also tested for A
(H1N1)pdm09 by RT-PCR. This laboratory tested all the
virus samples collected in Hong Kong Island and provided
more than 20% of specimens to the Department of Health
virology surveillance network from 2005 to 2010. Our pre-
vious study has demonstrated that the virology data of this
single laboratory were able to represent the virus activity in
the entire Hong Kong [9]. The virology data were then
aggregated into weekly age-specific numbers of posi-
tive specimens for each virus. Meteorological data of
temperature and relative humidity were obtained from
the Hong Kong Observatory.

Statistical analysis
Poisson regression models were fitted to weekly num-
bers of non-accidental hospitalization for the age groups
of 0–4, 5–14, 15–29, 30–39, 40–49, 50–59 and 60 or
over (60+) years, with the influenza proxy variables of
weekly age-specific numbers of positive specimens for
A(H1N1), A(H3N2), B and A(H1N1)pdm09 simultaneously
entered. Confounding was adjusted for by adding weekly
age-specific positive isolate numbers of other respiratory
viruses (RSV, adenovirus and parainfluenza), long term
and seasonal trends, temperature and relative humidity, as
previously described [10]. Baseline hospitalization was
estimated by setting the proxy variable of A(H1N1)
pdm09 to zero in the Poisson model under the assump-
tion of no A(H1N1)pdm09 circulating. Age-specific excess
hospitalization was then derived as the difference be-
tween the fitted and baseline hospitalization during the
first pandemic wave of 26 April 2009 to 2 January
2010. Excess hospitalization rate was calculated by div-
iding excess hospitalization with age-specific annual
population size, which was estimated from the census
data by linear interpolation.
Age-specific eIHR was calculated with the age-specific

excess hospitalization rate as numerator and the correspond-
ing attack rate estimated from two local serological studies

as denominator (eIHR ¼ Excess hospitalization rate
Attack rate ) [4,5]. cIHR

had a similar formula, in that the numerator was switched
to laboratory confirmed A(H1N1)pdm09 hospitalization
which was reported by the eFlu database of Hospital

Authority (cIHR ¼ Laboratory confirmed hospitalization rate
Attack rate ). Because

the age-specific attack rate was only available for the
first wave of the 2009 pandemic, we calculated the eIHR
and cIHR only for this period. Also the attack rate of A
(H1N1)pdm09 in young children aged below 5 years
was not available in these serological studies; therefore
we were unable to provide estimates for the 0–4 and
all-ages groups. The 95% confidence interval of eIHR
was calculated using the Delta method.

Sensitivity analysis
Respiratory and circulatory diseases were considered as
more specific outcomes to influenza infection than non-
accidental hospitalization, although previous studies have
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shown that people with immunity-compromised chronic
diseases (such as diabetes, renal diseases and cancers) also
had higher risk of hospitalization and mortality associated
with influenza [11,12]. Nevertheless, to test for the robust-
ness of our models, we conducted a sensitivity analysis by
replacing the outcome of non-accidental hospitalization
with the more specific health outcome of respiratory and
circulatory hospitalization. Similar to our main analysis,
Poisson regression models were fitted to weekly numbers
of respiratory and circulatory hospitalization for seven age
groups, respectively.
The ethical approval for this study was obtained from

the Institutional Review Board of the University of
Hong Kong/Hospital Authority Hong Kong West Cluster
(UV11-264). All analyses were conducted in the R package
(version 2.14.2).

Results
Weekly observed and fitted non-accidental hospitalization
number was shown in Figure 1. Significant association
of A(H1N1)pdm09 with hospitalization was only found
in the age groups below 30 years old (p < 0.05). According
to our point estimate, during the first wave of the 2009
H1N1 pandemic, there were a total of 10,178 excess
hospitalization associated with A(H1N1)pdm09, which
was markedly higher than the total number of 7,386
laboratory-confirmed cases who were hospitalized and re-
ported by the eFlu database. Excess rate of hospitalization
associated with A(H1N1)pdm09 was highest in the 0–4
age group (881.3 per 100,000 population), followed by the
5–14, 60+, 15–29, 50–59, 30–39 and 40–49 age groups
(Table 1). The estimated excess rates were comparable to
the rates of laboratory confirmed hospitalization in chil-
dren and young adults, but one to three times higher for
the age groups of 50–59 and 60+. The eIHR were found
highest in the 60+ age group and lowest in the 15–29
age group, with the estimates of 17.5% (95% confidence
interval −64.4%, 99.4%) and 0.7% (0.2%, 1.2%), respect-
ively. eIHR ranged from 0.9% to 1.6% in the rest of age
groups (Table 1).
The sensitivity analysis showed that A(H1N1)pdm09-

associated hospitalization for respiratory and circulatory
diseases accounted for 65-89% of those for non-
accidental hospitalization in all the age groups, with an
age pattern similar to the non-accidental hospitalization
(data not shown).

Discussion
Our study applied the Poisson regression model rather
than the Serfling approach to estimate the influenza-
associated hospitalization in Hong Kong. The Serfling
approach requires a clear seasonality of influenza virus
activity to define non-epidemic and epidemic period
[13]. However, this prerequisite cannot be satisfied in
subtropical and tropical regions like Hong Kong, where
seasonality of influenza is less clear and influenza virus
circulates throughout the year [14]. Moreover, it is diffi-
cult to separate the effects of multiple respiratory viruses
using the Serfling approach as the seasonal peaks of
many viruses tended to overlap with each other. On the
contrary, the Poisson regression model does not require
a clear seasonal pattern of influenza, thus it is especially
useful for tropical and subtropical regions [14]. In the
Poisson regression model, we used the age-specific posi-
tive number as a proxy for the activity of each virus.
During the pandemic, the laboratory practice could be
biased towards children and young adults as they were
more likely to be tested, so the all-ages positive number
might be a biased indicator for virus activity. The use of
age-specific positive number ensured that the changes in
laboratory practice between age groups would not affect
our age-specific results. Our models were partly validated
by comparing the model estimates with the laboratory-
confirmed cases of A(H1N1)pdm09 infections, which
was reported by the electronic reporting system eFlu
managed by the Hospitalization Authority. These reported
numbers could be regarded as the lower boundary of the
hospitalization burden caused by the pandemic. Our model
estimates were all above these lower bounds, suggesting
that our estimates were valid.
The cumulative incidence of A(H1N1)pdm09 from

serologic study revealed high attack rates in children and
adolescents, with almost half (43.5%) of school age chil-
dren infected during the first wave of the 2009 H1N1
pandemic. However the attack rate in the older popula-
tion was much lower, with only 0.8% of people aged 60
or over infected. This pattern of attack rates was consist-
ent with findings from a British serologic survey [3]. The
different attack rates across age groups could be prob-
ably due to their prior exposure to antigenically similar
influenza viruses [15]. Here we used serological attack
rates as the denominator of IHR, which could provide a
better assessment for morbidity risk after infection than
one using influenza-like-illness incidence as the denom-
inator, as the former could include asymptomatic infec-
tions and minimize the ascertainment bias.
Early sIHR estimates in the US showed a higher

hospitalization risk in the 0–4 age group than the other
age groups [2]. The estimates of all-ages sIHR or cIHR
later reported a range from 0.14% to 1% [16,17]. Our
findings of higher eIHR in the 50–59 and 60+ age
groups echoed a study in Netherlands, although their
estimates of cIHR were markedly lower than ours [18].
Higher hospitalization risks in Hong Kong could prob-
ably be explained by regional difference in health seek-
ing behavior and host immunity levels. Based on our
previous estimate of 127 deaths associated with the
pandemic influenza during the same period [9], the



Figure 1 Weekly observed (dots) and fitted (solid black line) numbers of hospitalization for non-accidental causes. Solid grey line
indicates the baseline when all the influenza proxies were assumed equal to zero.
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hospitalization-fatality risk for the first wave of the 2009
pandemic was around 1% in Hong Kong, suggesting a
relatively mild pandemic. At the beginning of the 2009
pandemic, the Hong Kong Special Administrative Region
government issued instant warnings and at the same
time quickly adopted a variety of nonpharmaceutical
control measures, such as school closure and border
control, in the whole territory [19]. Special influenza clinics
were soon open and laboratory tests were extensively
conducted, especially in children and young adults who
were immediately identified as high risk groups. The
close match of eIHR and cIHR point estimates, together
with the low mortality rate in all the age groups younger
than 50 years [9,12], suggests that these control measures
might have effectively identified the infected cases and
successfully reduced casualties among young people.
Our eIHR estimates revealed a higher hospitalization

risk of A(H1N1)pdm09 cases in people aged over 60 years
than the other age groups. Previous studies have dem-
onstrated that during the first wave of the 2009 H1N1
pandemic, the attack rate of A(H1N1)pdm09 was lower in
adults aged over 60 years, probably due to their preexisting
antibodies against A(H1N1)pdm09 [20]. However, this
does not mean older people were fully exempted from the
severe complications caused by A(H1N1)pdm09 infec-
tions. Serious underreporting of A(H1N1)pdm09 cases in
Hong Kong elders under medical settings, as revealed by our
study [10] and also others, requires further investigations.



Table 1 Infection-hospitalization risks based on confirmed hospitalization (cIHR) and on excess hospitalization (eIHR)
during the first wave of the 2009 H1N1 pandemic

Age Population Infection
attack rate*

Confirmed Hospitalization cIHR Excess Hospitalization eIHR

% (95% CI) No. Rate
(per 100,000 population)

% (95% CI) No. Rate
(per 100,000 population)

% (95% CI)

0-4 234583 NA 1842 785.2 NA 2067 881.3 NA

5-14 635423 43.5 (39.6, 48.3) 2445 384.8 0.9 (0.8, 1.0) 2774 436.6 1.0 (0.0, 2.0)

15-29 1410126 16.9 (12.4, 21.3) 1313 93.1 0.6 (0.4, 0.8) 1650 117.0 0.7 (0.2, 1.2)

30-39 1118446 5.8 (3.1, 9.7) 470 42.0 0.7 (0.4, 1.4) 554 49.6 0.9 (−2.2, 3.9)

40-49 1267108 3.8 (1.1, 7.5) 375 29.6 0.8 (0.4, 2.7) 501 39.5 1.0 (−3.6, 5.7)

50-59 1073032 5.0 (2.4, 8.3) 495 46.1 0.9 (0.6, 1.9) 878 81.8 1.6 (−3.3, 6.5)

60+ 1249965 0.8 (0.2, 4.2) 446 35.7 4.5 (0.8, 17.8) 1754 140.3 17.5 (−64.4, 99.4)

Abbreviations: CI confidence interval, NA not available.
* Adapted from ref (4,5).
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This underreporting might be partly due to less typical
influenza-like symptoms after the A(H1N1)pdm09 in-
fections compared to younger adults [21], or chronic
conditions commonly occurred in older population.
Studies have found that the risk of hospitalization and
ICU admission after A(H1N1)pdm09 infections mark-
edly increased among people with chronic conditions
such as cardiovascular, respiratory and metabolic con-
ditions [22]. Our previous estimates on cause-specific
hospitalization associated with A(H1N1)pdm09 also
indicated that a large proportion of hospitalization oc-
curred in those with chronic conditions [10]. It is of note
that our point estimate of eIHR in the 60+ age group re-
quires cautious interpretation because of its wide confi-
dence intervals, probably due to the relative short period
of pandemic in the first wave. Nevertheless, it is surprising
that the eFlu surveillance system was able to capture
the majority of hospitalized pandemic cases younger
than 50, but only captured 30-60% hospitalized pan-
demic cases for those older than 50 years. The hidden
burden in older population of Hong Kong reveals a
need to enhance laboratory surveillance in this popula-
tion in future pandemic.
Whether vaccination priority shall be given to people

with high mortality/hospitalization risk or to those more
likely transmit the virus during the pandemic remains a
controversial issue. However, most health authorities
adopted the former vaccination strategy with the aim
to reduce casualty and severe outcomes. In Hong Kong,
the pandemic vaccines were not available until the end of
December 2009 and older people were immediately listed
as the priority group for pandemic vaccination despite of
the low attack rate in this age group during the pandemic.
Our findings of higher eIHR in older population well sup-
port the decision by the health authority of Hong Kong
and most of other countries [23,24]. However, if vaccines
could be ready at the early phase of future pandemics, the
decision on vaccination strategy should rely on quick and
accurate estimates on transmission, morbidity and mor-
tality burden in different age groups, in order to make
the optimal utilization of medical resources.

Conclusions
Our study found that during the first wave of the 2009
H1N1 pandemic, hospitalization risk of infected pandemic
cases was higher in old people than in young adults and
children. Old persons may require more medical resources
after infection of the pandemic influenza. The findings
support to include older people in the priority groups for
pandemic vaccination.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
Conceived and designed the experiments: LY CMW. Analyzed the data: XLW
LY KPC PHC. Wrote the paper: XLW LY KPC PHC CMW JSMP KHC. Interpreted
the results: LY CMW. All authors read and approved the final manuscript.

Acknowledgements
We thank Dr Eric Lau, Mr Jason So and Prof Sarah McGhee for their
assistance in data collection. This study was supported by the Research Fund
for the Control of Infectious Diseases (11100582), the Area of Excellence
Scheme of the University Grants Committee (AoE/M-12/-06) and the
University Grants Committee of the Hong Kong Special Administrative
Region Government.

Author details
1School of Public Health, The University of Hong Kong, Hong Kong Special
Administrative Region, People’s Republic of China. 2Department of
Microbiology, The University of Hong Kong, Hong Kong Special
Administrative Region, People’s Republic of China. 3HKU-Pasteur Center,
Hong Kong Special Administrative Region, People’s Republic of China.
4Squina International Centre for Infection Control, School of Nursing, The
Hong Kong Polytechnic University, Hong Kong Special Administrative
Region, People’s Republic of China. 55/F William Mong Block, 21 Sassoon
Road, Pokfulam, Hong Kong Special Administrative Region.

Received: 7 October 2013 Accepted: 10 January 2014
Published: 16 January 2014



Wang et al. BMC Infectious Diseases 2014, 14:32 Page 6 of 6
http://www.biomedcentral.com/1471-2334/14/32
References
1. Kelly H, Cowling BJ: Case fatality: rate, ratio, or risk? Epidemiology 2013,

24(4):622–623.
2. Presanis AM, De Angelis D, Hagy A, Reed C, Riley S, Cooper BS, Finelli L,

Biedrzycki P, Lipsitch M: The severity of pandemic H1N1 influenza in the
United States, from April to July 2009: a Bayesian analysis. PLoS Med
2009, 6(12):e1000207.

3. Miller E, Hoschler K, Hardelid P, Stanford E, Andrews N, Zambon M:
Incidence of 2009 pandemic influenza A H1N1 infection in England:
a cross-sectional serological study. Lancet 2010, 375(9720):1100–1108.

4. Riley S, Kwok KO, Wu KM, Ning DY, Cowling BJ, Wu JT, Ho LM, Tsang T,
Lo SV, Chu DK, Ma ES, Peiris JS: Epidemiological characteristics of 2009
(H1N1) pandemic influenza based on paired sera from a longitudinal
community cohort study. PLoS Med 2011, 8(6):e1000442.

5. Wu JT, Ma ES, Lee CK, Chu DK, Ho PL, Shen AL, Ho A, Hung IF, Riley S, Ho
LM, Lin CK, Tsang T, Lo SV, Lau YL, Leung GM, Cowling BJ, Malik Peiris JS:
The infection attack rate and severity of 2009 pandemic H1N1 influenza
in Hong Kong. Clin Infect Dis 2010, 51(10):1184–1191.

6. Thompson WW, Shay DK, Weintraub E, Brammer L, Cox N, Anderson LJ,
Fukuda K: Mortality associated with influenza and respiratory syncytial
virus in the United States. JAMA 2003, 289(2):179–186.

7. Hospital Authority: Hospital Authority Statistical Report 2009–2010.
Hong Kong; 2011.

8. Chan KH, Maldeis N, Pope W, Yup A, Ozinskas A, Gill J, Seto WH, Shortridge
KF, Peiris JS: Evaluation of the Directigen FluA + B test for rapid diagnosis
of influenza virus type A and B infections. J Clin Microbiol 2002,
40(5):1675–1680.

9. Yang L, Chan KP, Cowling BJ, Chiu SS, Chan KH, Peiris JS, Wong CM: Excess
mortality associated with the 2009 pandemic of influenza A(H1N1) in
Hong Kong. Epidemiol Infect 2012, 140(9):1542–1550.

10. Yang L, Wang XL, Chan KP, Cao PH, Lau HY, Peiris JS, Wong CM:
Hospitalisation associated with the 2009 H1N1 pandemic and seasonal
influenza in Hong Kong, 2005 to 2010. Euro Surveill: bulletin europeen sur
les maladies transmissibles = European communicable disease bulletin 2012,
17(45):20309.

11. Wong CM, Yang L, Chan KP, Leung GM, Chan KH, Guan Y, Lam TH, Hedley AJ,
Peiris JS: Influenza-associated hospitalization in a subtropical city. PLoS Med
2006, 3(4):e121.

12. Wu P, Goldstein E, Ho LM, Yang L, Nishiura H, Wu JT, Ip DK, Chuang SK,
Tsang T, Cowling BJ: Excess mortality associated with influenza A and B
virus in Hong Kong, 1998–2009. J Infect Dis 2012, 206(12):1862–1871.

13. Serfling RE: Methods for current statistical analysis of excess
pneumonia-influenza deaths. Public Health Rep 1963, 78(6):494–506.

14. Viboud C, Alonso WJ, Simonsen L: Influenza in tropical regions. PLoS Med
2006, 3(4):e89.

15. Bautista E, Chotpitayasunondh T, Gao Z, Harper SA, Shaw M, Uyeki TM, Zaki SR,
Hayden FG, Hui DS, Kettner JD, Kumar A, Lim M, Shindo N, Penn C,
Nicholson KG: Clinical aspects of pandemic 2009 influenza A (H1N1)
virus infection. N Engl J Med 2010, 362(18):1708–1719.

16. Bandaranayake D, Huang QS, Bissielo A, Wood T, Mackereth G, Baker MG,
Beasley R, Reid S, Roberts S, Hope V: Risk factors and immunity in a
nationally representative population following the 2009 influenza A
(H1N1) pandemic. PLoS One 2010, 5(10):e13211.

17. Dawood FS, Hope KG, Durrheim DN, Givney R, Fry AM, Dalton CB:
Estimating the disease burden of pandemic (H1N1) 2009 virus infection
in Hunter New England, Northern New South Wales, Australia, 2009.
PLoS One 2010, 5(3):e9880.

18. Steens A, Waaijenborg S, Teunis PF, Reimerink JH, Meijer A, van der Lubben M,
Koopmans M, van der Sande MA, Wallinga J, van Boven M: Age-dependent
patterns of infection and severity explaining the low impact of 2009
influenza A (H1N1): evidence from serial serologic surveys in the
Netherlands. Am J Epidemiol 2011, 174(11):1307–1315.

19. Cowling BJ, Lau MS, Ho LM, Chuang SK, Tsang T, Liu SH, Leung PY, Lo SV,
Lau EH: The effective reproduction number of pandemic influenza:
prospective estimation. Epidemiology 2010, 21(6):842–846.

20. Hancock K, Veguilla V, Lu X, Zhong W, Butler EN, Sun H, Liu F, Dong L,
DeVos JR, Gargiullo PM, Brammer TL, Cox NJ, Tumpey TM, Katz JM:
Cross-reactive antibody responses to the 2009 pandemic H1N1 influenza
virus. N Engl J Med 2009, 361(20):1945–1952.

21. Pano-Pardo JR, Viasus D, Pachon J, Campins A, Lopez-Medrano F, Villoslada A,
Gutierrez-Cuadra M, Pumarola T, del Toro MD, Oteo JA, Martinez-Montauti J,
Gutierrez-Aroca J, Segura F, Carratala J: Pandemic 2009 A(H1N1) infection
requiring hospitalization of elderly Spanish adults. J Am Geriatr Soc 2012,
60(4):740–744.

22. Van Kerkhove MD, Vandemaele KA, Shinde V, Jaramillo-Gutierrez G, Koukounari A,
Donnelly CA, Carlino LO, Owen R, Paterson B, Pelletier L, Vachon J, Gonzalez C,
Hongjie Y, Zijian F, Chuang SK, Au A, Buda S, Krause G, Haas W, Bonmarin I,
Taniguichi K, Nakajima K, Shobayashi T, Takayama Y, Sunagawa T, Heraud JM,
Orelle A, Palacios E, van der Sande MA, Wielders CC, et al: Risk factors for
severe outcomes following 2009 influenza A (H1N1) infection: a global
pooled analysis. PLoS Med 2011, 8(7):e1001053.

23. Johansen K, Nicoll A, Ciancio BC, Kramarz P: Pandemic influenza A(H1N1)
2009 vaccines in the European Union. Euro Surveill: bulletin europeen sur
les maladies transmissibles = European communicable disease bulletin 2009,
14(41):19361.

24. Lau JT, Yeung NC, Choi KC, Cheng MY, Tsui HY, Griffiths S: Acceptability
of A/H1N1 vaccination during pandemic phase of influenza A/H1N1
in Hong Kong: population based cross sectional survey. BMJ 2009,
339:b4164.

doi:10.1186/1471-2334-14-32
Cite this article as: Wang et al.: Hospitalization risk of the 2009 H1N1
pandemic cases in Hong Kong. BMC Infectious Diseases 2014 14:32.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Data
	Statistical analysis
	Sensitivity analysis

	Results
	Discussion
	Conclusions
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


