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Background. Human metapneumovirus (HMPV) causes acute respiratory tract infections in infants and
children. We sought to measure the clinical and economic burden of HMPV infection in hospitalized children.
Methods. We conducted a retrospective cohort study from 2007 to 2013 at Primary Children’s Hospital in Salt
Lake City, Utah. Children <18 years of age with laboratory-confirmed HMPV infection were included.
Demographic, clinical, and financial data were abstracted from the electronic medical record.
Results. During the study period, 815 children were hospitalized with laboratory-confirmed HMPV infection:
16% <6 months, 50% 6–23 months, 23% 2–4 years, and 11% 5–17 years of age. A complex chronic condition
was identified in 453 (56%) children hospitalized with HMPV infection; this proportion increased with
increasing age (P < .001). There was marked variation in annual HMPV hospitalization rates, ranging from 9 of
100 000 person-years in 2012–2013 to 79 of 100 000 in 2009–2010. Hospitalization rates were highest among
children <2 years (200 of 100 000 person-years) and lowest among children 5–17 years of age (5 of 100 000). Of
hospitalized children, 18% were treated in the intensive care unit and 6% required mechanical ventilation. The
median length of stay was 2.8 days (interquartile range [IQR], 1.8–4.6) and did not vary by age. The median
total hospital cost per patient was $5513 (IQR, $3850–$9946) with significantly higher costs for patients with
chronic medical conditions (P < .001).
Conclusions. Humanmetapneumovirus infection results in a large number of hospitalizations with substantial
morbidity, resource utilization, and costs. The development of a safe and effective vaccine could reduce the
clinical and economic burden of HMPV.
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In 2001, a novel respiratory virus, human metapneumovi-
rus (HMPV), was identified from children with acute respi-
ratory tract infections [1]. Since then, HMPV has been
reported worldwide as a common cause of croup, bron-
chiolitis, and pneumonia in young children with the poten-
tial to cause severe disease [2–14]. Serologic surveys
revealed that primary HMPV infection is common, with
HMPV antibodies detected in over 90% of individuals
by 5–10 years of age [15].

The clinical and economic burden associated with infec-
tions caused by other respiratory viruses, including influen-
za virus, parainfluenza viruses (PIVs) 1–3, respiratory
syncytial virus (RSV), and adenovirus (AV) in children
has been investigated. It is estimated that 58 000 and
20 000 children <5 years of age are hospitalized annually

in the United States with RSV and influenza, respectively,
with considerable associated morbidity and economic bur-
den [16–20]. However, limited data describing the clinical
and economic burden for children hospitalized with
HMPV infection are available.

Our objective was to evaluate the incidence, outcomes,
and costs of laboratory-confirmed HMPV infection
among hospitalized children over a 6-year period.

PATIENTS AND METHODS

Setting and Study Population
Approval to conduct this study was granted by the institu-
tional review boards of the University of Utah and Primary
Children’s Hospital (PCH). Primary Children’s Hospital is
a 289-bed, freestanding children’s hospital that serves as
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both the community hospital for Salt Lake County, Utah,
and as a tertiary referral center for 5 states in the inter-
mountain west (Utah, Idaho, Wyoming, Nevada, and
Montana). Primary Children’s Hospital is owned and op-
erated by Intermountain Health Care (IH), a not-for-profit,
vertically integrated healthcare system.

Study Design

We performed a retrospective cohort study among Utah
resident children <18 years of age who had laboratory test-
ing for viral acute respiratory tract infections (including
HMPV) at PCH over a 6-year period ( July 2007 through
June 2013). Respiratory specimens are routinely tested
for viruses in all patients admitted to PCH with respiratory
symptoms for the purposes of isolation, cohorting, and
medical treatment. In addition, respiratory viral testing
was performed on all febrile infants <90 days of age.

Inpatient Cohort
The inpatient cohort consisted of children with laboratory-
confirmed HMPV, whowere hospitalized for�24 hours at
PCH and whose admission was principally attributable to
HMPV infection. Data abstracted for all eligible patients
included the following: the total hospital length of stay
(LOS), the presence of complex chronic conditions (CCC)
[21–23], secondary bacterial infections, intensive care unit
(ICU) admission, use of mechanical ventilation, and total
hospital costs. The financial transaction database con-
tained within the IH Enterprise Data Warehouse contains
detailed data about the cost of providing healthcare. This
system identifies and aggregates the variable- and fixed-
cost components of patient activities, hospital services,
and products according to the date of service [24–26].
Hospital costs incurred in years 2007 to 2013 were stan-
dardized to 2013 US dollars by applying a yearly consumer
price index adjustment for medical services [27].

Human Metapneumovirus-Related Illness

Two authors (C. R. D. and K. A.) independently reviewed
the principal International Classification of Diseases,
Ninth Revision (ICD-9) discharge diagnosis codes for
each hospitalization. Only hospitalizations where the prin-
cipal ICD-9 code was for a respiratory condition were in-
cluded in the analysis. Six principal ICD-9 codes accounted
for 80% of HMPV hospitalizations, which included the
following: bronchiolitis, 466.19 (55%); viral pneumonia,
480.8 (10%); asthma exacerbation, 493.92 (6%); bron-
chiolitis due to RSV, 466.11 (3%); bacterial pneumonia,
482.9 (3%); and viral pneumonia, 480.9 (2%).

Respiratory Viral Testing

Testing for HMPV was initiated in 2007 using direct fluo-
rescent antibody (DFA) testing (HMPV Monoclonal
Antibody Analyte Specific Reagent Conjugate; Diagnostic

Hybrids, Athens, OH). For DFA-negative specimens, viral
culture was performed using 4 shell vials with 48-hour exit
stains with specific fluorescent antibodies. Testing for rhi-
novirus began in January of 2008. Starting in 2009,
DFA-negative samples were submitted for multiplex poly-
merase chain reaction testing (Luminex xTAG Respiratory
Virus Panel; LuminexDiagnostics, Austin, TX). Since April
2012, all respiratory samples were tested using the
FilmArray Respiratory Panel multiplexed nucleic acid am-
plification test (BioFire Diagnostics, Salt Lake City, UT).
As described above, indications for respiratory viral testing
remained constant throughout the study period.

Definition of Study Terms and Outcomes
Secondary bacterial infections were defined as the isolation
of Staphylococcus aureus, Streptococcus pneumoniae,
typeable Haemophilus influenzae, or Streptococcus pyo-
genes from a sterile site (blood, pleural fluid, or cerebrospi-
nal fluid [CSF]), or from a respiratory tract specimen if
obtained by bronchoalveolar lavage or a protected brush
specimen. To evaluate CCCs that may influence disease
severity among children with HMPV infection, we exam-
ined discharge codes for ICD-9 codes associated with
CCCs, as previously described [22, 23]. We analyzed the
burden of HMPV infection in hospitalized children by ex-
amining the following outcomes: hospitalization rates, ICU
admission, LOS, complications, and hospital costs.
Complications were defined as respiratory failure requiring
mechanical ventilation, secondary bacterial infections, and
death.

Statistical Analysis
Data were analyzed using Stata 13.1 (StataCorp LP, College
Station, TX). Fisher’s exact test and χ2 tests were used for
categorical variables. The Wilcoxon rank-sum test was
used for continuous variables. Linear and logistic regression
models were constructed to compare complication rates.
The results of regression analyses are presented as odds
ratios (ORs) with 95% confidence intervals (95% CIs).

Population-based incidence rates were determined for
Salt Lake County residents only. To estimate the incidence
of HMPV-related hospitalizations, we used all children
<18 years who were residents of Salt Lake County (as de-
fined by the zip code for primary residence at the time of
admission) divided by the age-specific population for the
county using data obtained from the Utah Department of
Health’s Indicator-Based Information System for Public
Health [28]. The total number of cases identified at PCH
was divided by PCH’s market share of Salt Lake County
hospitalizations for bronchiolitis and pneumonia by age
group over the study period (range, 87%–96%) to achieve
representative incidence rates.
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RESULTS

Seasonality and Periodicity of Laboratory-Confirmed Human
Metapneumovirus Infection in Children

From 2007 to 2013, samples from 38 213 unique patients
were submitted for respiratory viral testing at PCH.
Fifty-two percent were positive for a respiratory virus, in-
cluding the following: 1975 HMPV (5%), 7557 RSV
(20%), 3101 influenza virus (8%), 1954 PIVs (5%), and
1356 AV (4%). For the period in which rhinovirus testing
was performed, 6081 (17%) cases of rhinovirus were de-
tected. The monthly proportion of respiratory specimens
that were positive for HMPV varied from 0% to 26.5%
across the 6 years. Overall, 815 of 1975 (41%) children
who tested positive for HMPV at PCH were hospitalized.

Of the 815 children who were hospitalized and included
in the study, the vast majority (97%) had only 1 visit in
which HMPV was detected. However, 22 (3%) patients
had 2 HMPV-positive visits and 1 (0.1%) had 3
HMPV-positive visits over the study period. The multiple
visits in each patient occurred in different respiratory
seasons.

Human metapneumovirus demonstrated winter season-
ality with peak activity between February and April. There
was significant annual variation in HMPV positivity and
the proportion of children with positive tests who were
hospitalized (Figure 1).

Demographics and Clinical Characteristics
Eight hundred fifteen hospitalized patients were included in
the cohort (Figure 2). Demographic characteristics of the hos-
pitalized children are shown in Table 1. The majority of

hospitalized children (65%) were <2 years, and 89% were
<5 years. There was a slight male predominance (56.3%).

One or more CCCs were documented in 453 (56%) chil-
dren hospitalized with HMPV infection. Pulmonary disor-
ders were the most common, accounting for 83% of CCCs;
222 (27%) children had a history of asthma. The propor-
tion of children hospitalized with HMPV who had a CCC
increased with age (36% among children <6 months to
83% among children 5–17 years, P < .001).

One hundred forty-three (18%) children were treated in
the ICU, and 46 (6%) required intubation and mechanical
ventilation (Table 2). In univariable analyses, children with
CCCs were significantly more likely to require ICU admis-
sion (OR, 4.3; 95% CI, 2.7–6.7) and mechanical ventila-
tion (OR, 7.1; 95% CI, 2.8–18.2). Older children were
also more likely to require ICU admission (OR, 1.1; 95%
CI, 1.0–1.1). In multivariable analyses when the presence
of a CCC was added as a covariate, CCCs were associated
with ICU admission (adjusted OR [aOR], 4.0; 95% CI,
2.6–6.4) and mechanical ventilation (aOR, 7.5; 95% CI,
2.9–19.3), but age was no longer significant (p > .2).

One or more additional respiratory viruses were detected
in 11% of children with HMPV infection; 43% of coinfec-
tions were with rhinovirus. Sixty-two percent of children
with laboratory-confirmed HMPV infection received anti-
biotics. Bacterial cultures of blood, CSF, or pleural fluid
were obtained in 403 (49%) children. A bacterial pathogen
was isolated in 18 children (4.5% of children with cultures
obtained; 2.2% of all hospitalized children with HMPV),
including the following: 8 S pyogenes, 5 S pneumoniae, 1

Figure 1. The overall number of children with laboratory-confirmed human metapneumovirus (HMPV) infection and the number hospitalized at Primary Children’s
Hospital from July 2007 through June 2013.
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S aureus, 1 Enterococcus faecalis, and 3 others. Six chil-
dren had bacteremia alone, 2 had bacteremic pneumonia,
and 10 had parapneumonic empyema. No bacteria were
isolated from the 48 (6%) CSF samples submitted for
culture.
There were 2 deaths among children hospitalized with

HMPV. Both deaths were in young patients: 1 had signifi-
cant underlying cardiac disease, and the other was healthy.
Both presented with cardiorespiratory failure outside the
hospital. The first patient was a 49-day-old female who
presented to a clinic with a history of poor feeding with

significant diaphoresis and perioral cyanosis with feeds.
She was admitted at PCH and discovered to have truncus
arteriosus type 1 with congestive heart failure. Two days
before admission, she tested positive for HMPV because
of respiratory distress. She underwent emergent heart sur-
gery after acute clinical decompensation. After surgery, she
developed multisystem organ failure and a massive intra-
cranial hemorrhage. Medical support was withdrawn
after a patient care conference. The second patient was a
5-month-old previously healthy male, who presented to
an outside hospital with (1) a day’s history of poor feeding

Figure 2.Method for ascertaining hospitalizations attributable to humanmetapneumovirus (HMPV). AV, adenovirus; ED, emergency department;MD, medical doctor;
PIV, parainfluenza virus; RSV, respiratory syncytial virus; RTU, rapid treatment (and observation) unit; RV, rhinovirus. *RV testing started in 2008.

306 Davis et al



and (2) respiratory distress with significant diaphoresis. After
cardiac arrest and resuscitation, he was transferred to PCH
the same day. Upon arrival, his electroencephalogram

showed low voltage consistent with a severe anoxic brain in-
jury, and magnetic resonance imaging revealed evidence of
ischemia. His subsequent cardiac catheterization did not re-
veal evidence of anomalous coronary arteries. After 3 days
without significant change, the parents elected to withdraw
support. Viral testingwas performed at the time of admission
and the following day, both of which were positive for
HMPV. With the 2 deaths, blood cultures and tests for
other viral pathogens were negative. The extent to which
HMPV contributed to the deaths is unknown.

Length of Stay and Hospital Costs

Hospital LOS and costs for children hospitalized with
HMPV are shown in Table 3. Overall, the median hospital
LOS was 2.8 days (interquartile range [IQR], 1.8–4.6 days)
and the median cost was $5513 (IQR, $3850–$9946).
There was no difference in LOS by age. However, costs
were significantly higher among children 5–17 years com-
pared with other age groups ($6198 vs $5272: P = .038).
Compared with healthy children, those with CCCs had sig-
nificantly longer LOS (3.1 vs 2.5 days) and higher costs
($6671 vs $4738; P < .001 for both).

Among children with a CCC, those with chronic pulmo-
nary conditions other than asthma, neuromuscular, neuro-
logic, genetic, and metabolic conditions had longer LOS
and higher costs compared with thosewith asthma and car-
diac conditions (Supplemental Table). Children with 2 or
more CCCs had significantly longer hospital LOS and
higher hospital costs compared with children with only 1
CCC (P < .001 for both).

Hospitalization Rates
A total of 613 (75%) children hospitalized with HMPV at
PCH were Salt Lake County residents. The overall hospital-
ization rate was 36 of 100 000 person-years among children
<18 years, 108 of 100 000 person-years among children <5
years of age, and 200 of 100 000 person-years for children
<2 years of age. Hospitalization rates were highest in chil-
dren <2 years, and these rates dropped sharply with increas-
ing age (Figure 3).

Table 1. Characteristics and Chronic Medical Conditions of
Children Hospitalized With Laboratory-Confirmed HMPV
Infection (N = 815)

Characteristics No. of Patients

Age (yrs)
Median (IQR) 1 (0–2)

Age group
<6 months 129 (15.8%)
6–11 months 171 (21.0%)
12–23 months 234 (28.7%)
2–4 years 191 (23.4%)
5–17 years 90 (11.0%)

Sex
Male 459 (56.3%)

Race/ethnicity
White 424 (52.0%)
Hispanic 186 (22.8%)
Pacific Islander 63 (7.7%)
Black 22 (2.7%)
American Indian 10 (1.2%)
Asian 9 (1.1%)
Other 71 (8.7%)
Unknown 30 (3.7%)

Any complex chronic condition by age group
Chronic condition among children <6 months 47 (36.4%)
Chronic condition among children 6–11 months 73 (42.7%)
Chronic condition among children 6–23 months 135 (57.7%)
Chronic condition among children 2–4 years 123 (64.4%)
Chronic condition among children 5–17 years 75 (83.3%)

Specific complex chronic conditions
Respiratory 379 (46.5%)
Asthma 222 (58.6%)
Chronic pulmonary disease
(other than asthma)a

157 (41.4%)

Cardiac 139 (17.0%)
Central nervous system 95 (11.6%)
Genetic 66 (8.1%)
Immunosuppression 43 (5.3%)
Seizures 40 (4.9%)
Metabolic 38 (4.7%)
Neuromuscular 11 (1.4%)
Sickle cell disease 6 (0.7%)
Renal 6 (0.7%)
�2 chronic medical conditions 361 (44.2%)

Abbreviations: HMPV, human metapneumovirus; IQR, interquartile range.
aOther chronic pulmonary diseases are listed in Appendix 1.

Table 2. Resource Utilization and Outcomes of 815 Children Hospitalized with HMPV Infection at PCH, Salt Lake City, Utah,
2007–2013

Age All Any Antibiotics Bacterial Coinfection ICU Intubation With Mechanical Ventilation Death

<6 months 129
(15.8%)

69
(53.5%)

2
(1.6%)

25
(19.2%)

10
(7.8%)

1
(0.8%)

6–23 months 405
(49.7%)

251
(62.0%)

10
(2.5%)

61
(15.0%)

18
(4.4%)

1
(0.3%)

2–4 years 191
(23.4%)

126
(66.0%)

6
(3.1%)

34
(17.8%)

11
(5.8%)

0
(0%)

5–17 years 90
(11.0%)

64
(71.1%)

0
(0%)

24
(26.7%)

7
(7.8%)

0
(0%)

Total 815
(100%)

510
(62.6%)

18
(2.2%)

143
(17.6%)

46
(5.6%)

2
(0.2%)

Abbreviations: HMPV, human metapneumovirus; ICU, intensive care unit; PCH, Primary Children’s Hospital.
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DISCUSSION

In this 6-year study of children hospitalized with
laboratory-confirmed HMPV, we found evidence of sub-
stantial clinical and economic burden of HMPV infection

as demonstrated by hospitalization rates, severity, and total
hospital costs. The average incidence of hospitalization for
HMPV among Salt Lake County residents was 36.4 of 100
000 children <18 years and 200 of 100 000 children <2
years, similar to influenza incidence rates [18, 29]. More
than half of children hospitalized with HMPV had a
CCC, the majority with chronic pulmonary conditions. If
the observed hospitalization rates and costs are extrapolat-
ed to the US population using mean hospitalization rates
and median hospital costs, we estimate that HMPVmay re-
sult in �27 000 hospitalizations annually in children <18
years with a mean estimated medical cost of $277 million
(95% CI, $246–$308 million).

Human metapneumovirus was detected in 5% of chil-
dren with a respiratory sample submitted for viral testing
during the study period, representing the fourth most com-
mon respiratory virus detected after RSV (20%), rhinovi-
rus (17%), and influenza (8%), and similar to that of
PIV (5%). In previous studies of HMPV in children �5
years, HMPV was detected in 2.5%–11.3% of respiratory
samples and was the second or third most commonly de-
tected respiratory virus [14, 30–33].Our findings reinforce
the important role of HMPV in acute respiratory infections
in children.

Previous studies reported observing alternating year ep-
idemics of HMPV [34, 35]. In this study, years with high
HMPV activity in the winter were occasionally followed
by years with low HMPV activity that peaked during the
spring. The cause of this biannual periodicity remains un-
known. However, annual changes and replacement of the
predominant circulating HMPV subgroups (A1, A2a, A2b,

Table 3. Total Hospital Length of Stay and Hospital Costs by
Age Group Among Children Hospitalized With
Laboratory-Confirmed HMPV Infection

Number
(N)

LOS, days Hospital Cost, ($)1

Median (IQR) Median (IQR)

All ages 815 2.8 (1.8–4.6) 5513 (3850–9946)
Healthya 362 2.5 (1.7–3.6) 4738 (3428–6673)
Any chronic
conditiona

453 3.1 (2.1–5.7) 6671 (4186–13 682)

0–6 months (all)b 129 2.8 (1.8–4.5) 5272 (3770–9020)
Healthyc 82 2.4 (1.6–3.8) 4852 (2451–6621)
Any chronic
conditionc

47 3.7 (2.3–7.6) 7160 (4695–16 981)

6–23 monthsb 405 2.9 (1.9–4.9) 5726 (3948–10 252)
Healthyd 197 2.6 (1.8–3.9) 5058 (3580–7123)
Any chronic
conditiond

208 3.6 (2.1–5.9) 6922 (4382–14 302)

2–4 yearsb 191 2.6 (1.8–3.7) 5013 (3379–8526)
Healthye 68 2.0 (1.5–2.7) 3983 (3063–5127)
Any chronic
conditione

123 2.9 (2.1–5.3) 6329 (3960–11 678)

5–17 yearsb 90 2.8 (1.8–4.5) 6198 (4166–11 402)
Healthyf 15 2.8 (1.8–4.2) 5309 (4021–7003)
Any chronic
conditionf

75 2.8 (1.8–4.5) 6449 (4166–11 998)

Abbreviations: HMPV, human metapneumovirus; IQR, interquartile range;
LOS, length of stay.
1Hospital cost, $ (adjusted for inflation to 2013 U.S. dollars).
aMann-Whitney test for pairwise comparison, P < .001 (LOS) and P < .001 (Cost).
bLinear regression, P = .7 (LOS) and P = .4 (Cost).
cMann-Whitney test for pairwise comparison, P < .001 (LOS) and P < .001 (Cost).
dMann-Whitney test for pairwise comparison, P < .001 (LOS) and P < .001 (Cost).
eMann-Whitney test for pairwise comparison, P < .001 (LOS) and P < .001 (Cost).
fMann-Whitney test for pairwise comparison, P = .9 (LOS) and P = .3 (Cost).

Figure 3. Population-based incidence of hospitalization for human metapneumovirus infection among children, Salt Lake County, Utah, 2007–2013.
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B1, and B2) and short-term herd immunity may play a role
[36].

In our study, 18% of children hospitalized with HMPV
required ICU admission and 7% required mechanical ven-
tilation, comparable with previously published reports and
similar to influenza [18, 22, 37–40]. Patients with CCCs
were significantly more likely to require ICU admission
and mechanical ventilation. In this study, there were 2
deaths (0.2%), which is consistent with previous reports
describing the low case-fatality rate associated with pediat-
ric HMPV infections, despite the large proportion of chil-
dren with CCCs [14, 22, 38].

A secondary bacterial infection was diagnosed in 4.5%
of children who had specimens obtained for bacterial
culture (2.2% of the entire study population). When
compared with other respiratory viruses, rates of second-
ary bacterial infection with HPMV were slightly higher
than those reported for influenza (<2%) [18, 41, 42],
RSV (<1%) [43], or AV (1.4%) [44]. Interactions
between respiratory viruses and subsequent bacterial in-
fections have been well documented; however, there are
very few data describing the interactions between bacte-
ria and HMPV [45, 46]. Like infections with influenza,
we previously reported a correlation between seasonal
epidemics of HMPV and increases in invasive pneumo-
coccal disease in children [47]. The relatively frequent
identification of S pyogenes among children with prima-
ry HMPV infection in this study is intriguing. Similar in-
creases in S pyogenes infection have been reported after
influenza and varicella infection [47–49]. Further studies
are needed to evaluate the interaction between HMPV
and S pyogenes.

Complex chronic conditions have been previously re-
ported to be associated with severe HMPV infection. The
proportion of children requiring hospitalization for
HMPV who also had CCCs in our study is comparable
to those previously observed [22, 23, 50]. Similar to
Hahn et al [22], medical conditions such as asthma, chron-
ic pulmonary disorders, cardiac disorders, neurologic/neu-
romuscular disorders, and genetic/metabolic disorders
were most commonly identified.

The proportion of children with CCCs increased with
age, suggesting these conditions are important risk factors
for hospitalization for HMPV among older children.
Complex chronic conditions were associated with longer
hospital LOS and higher costs, except for children 5–17
years of age.

The high rates of HMPV-associated hospitalizations we
observed were similar to those observed in the Centers
for Disease Control and Prevention’s New Vaccine
Surveillance Network (NVSN) of 300, 200, 100, and

100 per 100 000 children <6 months, 6–11 months, 12–
23 months, and <5 years, respectively [50]. Compared
with other respiratory viruses, the hospitalization rates
we observed are higher than influenza hospitalization
rates reported by the NVSN from 2004–2007 [51] as
well as in Salt Lake County from 2001–2004 [18]. Even
so, our study findings are lower than hospitalization rates
reported in a 1-year study from the United Kingdom of 126
of 100 000 in children <6 years [30] and 260 of 100 000
children <36 months of age in Spain over a 3-year period
[52]. Altogether, our estimates are consistent with others
when one factors in the different seasons studied, the dura-
tion of our study, seasonal variations in the incidence of
HMPV, and various viral detection methods.

The total cost for children hospitalized with HPMV var-
ied annually, ranging from a low of $651 000 in 2010–2011
to a high of $3 million in 2009–2010. The total direct costs
associated with HMPV hospitalizations were $7.9 million
over the study period. Children <2 years, 2–4 years, and
5–17 years accounted for 63.1%, 24.4%, and 12.5%, re-
spectively, of the total hospital cost. Extrapolating our
data to the US population, we estimate that each year ap-
proximately 27 000 children <18 years in the United States
are hospitalized with HMPV at a cost of $277million (95%
CI, $246–$308 million). For children <5 years, we estimate
that 22 000 children are hospitalized each year with HMPV,
which is similar to that reported by Edwards et al [50].Our
estimates for HMPV are also similar to those reported for
influenza, which is estimated to result in 8000–30 000 hos-
pitalized children each year; however, national estimates for
the costs of influenza hospitalizations were lower ($44–
$163 million) [18, 53]. Our estimates of the burden of
HMPV are comparable with those reported for PIV
(63 000–70 000 hospitalizations annually at a cost of
$190–$215 million) [52, 53], and the estimates are some-
what lower than those reported for RSV (86 000 children
<5 years hospitalizations annually at a cost of $390 million)
[54].

With the increasing appreciation of the clinical and eco-
nomic burden associated with HMPV infection, there is
ongoing research into the development of preventive vac-
cines and other monoclonal antibody therapies [55–57].
Our data have the potential to inform the selection of pri-
ority groups for potential vaccination. Vaccination of all
children <2 years has the potential to provide coverage
for 79% of children hospitalized with HMPV, and expand-
ing vaccines to older children with CCCs would increase
coverage to 94% (Supplemental Figure).

This study has several limitations. Although we excluded
patients whose primary reason for admission was not
directly attributable to HMPV infection, not all outcomes,
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LOS, or hospital costs are necessarily due entirely to
HMPV. However, outliers for hospital cost and LOS
were reviewed. We did not systematically collect data on
CCCs for children with HMPV who were not admitted
so we were unable to examine risk factors for hospitaliza-
tion. Our estimates of the economic burden of HMPV hos-
pitalizations do not account for indirect medical costs such
as parental work absences. It is possible that we may have
missed important outcomes such as positive bacterial cul-
tures performed at an outside facility before transfer to our
hospital. Lastly, viral testing methods changed during the
study period, which may have resulted in an underestima-
tion of the incidence of HMPV during the first 2 years of
the study due to the use of less sensitive DFA testing
methods.

CONCLUSIONS

Human metapneumovirus is a common respiratory patho-
gen among young children. Hospitalization rates were
lower than those for RSV, similar to those for influenza,
and higher than those for PIV. Unlike RSV and PIV and
similar to influenza, HMPV infection affects a broader
age group, including school-aged children. Human meta-
pneumovirus infection was associated with substantial
morbidity, including bacterial superinfection, resource uti-
lization and costs, particularly in children with chronic
medical conditions. The development of a safe and effec-
tive vaccine has the potential to reduce the significant clin-
ical and economic burden of HMPV.

Supplementary Data

Supplementary materials are available at the Journal of
The Pediatric Infectious Diseases Society online (http://
jpids.oxfordjournals.org).
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