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Abstract
Background: Pneumonia is an important cause of illness and death, particularly in elderly adults. This retrospective
study was conducted to estimate the trend of hospitalization for pneumonia in the Veneto from the records of all
hospitals in the region (serving a population of 4.81 million) during the years 2004 through 2012.
Methods: The cases of pneumonia identified in the hospital discharge records were all cases in which the first-listed
diagnosis was pneumonia, or meningitis, septicemia or empyema associated with pneumonia. The annual total and
age-specific hospitalization rates and trends were calculated and correlated with vaccine coverage. Total related costs
were also calculated.
Results: There were 110,927 hospitalizations for pneumonia, meaning an annual rate of 256.3/100,000 population, with
peaks in children and elderly people. The overall pneumonia-related hospitalization rate did not change significantly
during the study period (AAPC: 1.3% [95% CI: −0.5, 3.1]). The rate dropped significantly among the 0- to 4-year-olds,
however, from 617.3/100,000 in 2004 to 451.8/100,000 in 2012 (AAPC: −2.5% [95% CI: −4.5; −0.5]), while it increased
slightly in adults aged 80+ (AAPC: 1.2% [95% CI: −0.9; 3.4]). The overall pneumonia-related mortality rate was 10.7%.
The estimated cost per hospitalized patient was €3,090.
Conclusion: This study shows that hospitalization for pneumonia has a considerable impact on the health services,
especially for children and the elderly. No decline in hospitalization rates was seen for the very elderly after the
introduction of pneumococcal conjugate vaccination for children.
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Background
Pneumonia is an important cause of illness and death,
particularly for the elderly. There have been reports of
rising numbers of hospital admissions for pneumonia in
some industrialized countries [1-4], which may be due
to their aging populations and a higher prevalence of
concomitant clinical conditions (e.g. chronic obstructive
pulmonary disease or diabetes). This trend has recently
been reversed, however, since the introduction of
pneumococcal conjugate vaccine [5].
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The World Health Organization estimates that the
most common bacterial cause of pneumonia in adults
living in industrialized countries is Streptococcus pneumoniae (SP), and pneumococcal infections are considered a
major public health issue worldwide for all age groups.
The pathogen reportedly identified as being responsible
for pneumonia may vary, however, depending on the
capacity of the in-hospital laboratory involved, the study
design used in reports, the season, and the region where
studies are conducted [6].
Pneumococcal pneumonia coincides with bacteremia
in 10-30% of patients, in which case it is classified as
invasive. It can cause a number of diseases of variable
severity, and when the pathogen invades normally sterile
sites like the bloodstream and meninges, the resulting
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forms of pneumococcal disease are again classified as invasive [7]. The other two forms of invasive disease are
septicemia and meningitis. Septicemia is a severe bloodstream infection that can rapidly become life-threatening.
Patients are generally treated at a hospital’s intensive care
unit. The condition is often fatal despite treatment, and
survivors are likely to have permanent organ damage, cognitive impairment, and physical disability. As for bacterial
meningitis, the epidemiological features of this condition
have changed dramatically in recent decades, and the
most common cause of bacterial meningitis among younger and older adults is currently SP [8].
The aim of the present study was to estimate the
burden of pneumonia in the Veneto Region by assessing
the hospital records of pneumonia-related discharges in
relation to changes in pneumonia vaccination strategies
in the last ten years.

Methods
A retrospective study was conducted in the Veneto Region
(North-East Italy) using the National Surveillance System
hospital database. To estimate the annual hospitalization
rates for pneumococcal disease, we analyzed the hospital
records dating from 1 January 2004 to 31 December 2012
concerning all discharges from all public and accredited
private hospitals. In general, the first-listed diagnosis
concerned the main condition identified during the
patient’s hospital stay, while other diagnoses indicated
associated or contributing conditions (comorbidities and/
or complications).
During the 9 years considered, the Veneto had an
average population of 4.81 million year by year, and an
average 0.81 million hospitalizations a year, which decreased from 0.88 to 0.71 million from 2004 to 2012.
The mean number of hospital beds was 19,804 with a
continuous downward trend from 20,338 in 2004 to
18,892 in 2012 (3.81 hospital beds per 1,000 population).
In 2012, the overall hospitalization rate was 136.4 per
1,000 population, for a hospital bed occupation rate of
75% and a mean hospital stay of 7.2 days.
All hospital discharge records containing one of the
following codes according to the International Classification of Diseases, Ninth Revision, Clinical Modification
(ICD-9-CM) were selected: pneumonia 480.xx-486.xx,
487.0; meningitis 321.xx, 013.0.x, 003.21, 036.0, 036.1,
047, 047.0, 047.1, 047.8, 047.9, 049.1, 053.0, 054.72,
072.1, 091.81, 094.2, 098.82, 100.81, 112.83, 114.2,
115.01, 115.11, 115.91, 130.0, 320, 320.0, 320.1, 320.2,
320.3, 320.7, 320.81, 320.82, 320.89, 320.8, 320.9, 322,
322.0, 322.9; septicemia 038.1x, 038.4x, 003.1, 020.2,
022.3, 031.2, 036.2, 038, 038.0, 038.2, 038.3, 038.8, 038.9,
054.5, 790.7; empyema 510.xx. All pneumonia-related hospitalizations were identified from the hospital discharge
records with a first-listed diagnosis of pneumonia or a

Page 2 of 7

first-listed diagnosis of meningitis, septicemia or empyema
associated with pneumonia in another diagnostic field.
We also identified the hospital discharge records using the
codes 481.xx, 038.2 and 320.1 in order to further analyze
SP-related hospitalization.
Annual total and age-specific hospitalization rates were
obtained by dividing the annual number of hospitalizations
for pneumonia by the annual population according to the
Veneto Regional Authority’s statistical office, expressing the
rates as hospitalizations per 100,000 population. For
patients readmitted within 30 days only the first hospital
stay was considered when calculating the hospitalization
rates. The mean days of hospital stay and case-mortality
rates (%) were also calculated.
In the Veneto Region, an immunization program with
7-valent pneumococcal conjugate vaccine (PCV7) was
first introduced in 2001 as an optional vaccination only
for newborn at risk (2–3 and 14 months old), then in
2005 the program was extended to offer vaccination to
all children. In 2010, the 13-valent pneumococcal conjugate vaccine (PCV13) was adopted instead of the PCV7
vaccine, and a catch-up program was implemented for infants up to 36 months old. The vaccination coverage rate
was <10% from 2004 to 2006 (low PCV7 coverage), <85%
from 2007 to 2008 (moderate PCV7 coverage), and >90%
since 2009 (high PCV7 coverage up until 2010, then high
PCV13 coverage in 2011 and 2012). In the cohort of
65-year-old people, the 23-valent pneumococcal polysaccharide vaccine (PPV23) was optionally offered and
reached a low coverage (about 30%) throughout the study
period.
We checked the other diagnostic codes to identify
the following chronic comorbidities: diabetes mellitus
(ICD9-CM code: 250), heart diseases (ICD9-CM codes:
410–414; 402.01, 402.91, 404.01, 404.03, 404.11, 404.13,
404.91,404.93, 452, 428), cerebrovascular diseases (ICD9CM codes: 430–434, 436–438), respiratory diseases (ICD9-CM codes: 491.1-491.8; 492–496), malignant neoplasms
(ICD-9-CM codes: 140–209), renal diseases (ICD-9-CM
codes: 580–588, 591) and dementia (ICD-9-CM codes:
290, 331).
Significant trends over the period considered were
assessed as average annual percent changes (AAPC), a
summary measure of the trend over a given fixed interval [9]. An AAPC of zero coincides with the hypothesis
of a trend that is neither increasing nor decreasing. The
95% confidence interval (95% CI) was calculated and a p
value <0.05 was considered significant.
The hospitalized patients’ diagnosis-related groups
(DRG), including readmissions within 30 days, were used
to estimate the costs of their hospitalization to the
healthcare system. The DRGs were calculated with the
Core Grouping System Software considering ICD code,
age, sex, and resource consumption [10]. Each group
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has a similar weight in terms of hospital costs and it
can be applied to each patient. The total cost was calculated taking the total number of hospital discharges
into account. These data may be useful for developing
cost-effectiveness models with a view to establishing
priorities and strategies, and to assessing the impact of
pneumococcal vaccination.
The data obtained from the Regional Statistics Office
were analyzed using EPI-Info 2000 software (Center for
Disease Control and Prevention of Atlanta, GA, USA)
and the Joinpoint Regression Program, rel. 4.0.4. of May
2013 (Statistical Research and Applications Branch, National
Cancer Institute, USA).
The study was conducted on data routinely collected
by the health services and linked to anonymized records
that make it impossible to identify the individuals concerned. Data in the Local Health Authority registries are
recorded with the patient’s consent and can be used as
aggregated data for scientific studies without further
authorization [11]. This study complies with the Helsinki
Declaration and with Italian privacy law n. 196/2003 on
the protection of personal data and it was approved by
the Ethical Committee of Padua Hospital.

Results
Overall, we identified 116,198 hospitalizations associated
with pneumonia. After omitting the 5,271 (4.5%) readmissions within 30 days, the remaining 110,927 included
108,278 (97.6%) for which the first diagnosis was pneumonia. In the other cases associated with pneumonia, the first
diagnosis was septicemia in 2,014 (1.8%), meningitis in
388 (0.3%) and empyema in 247 (0.2%).
The characteristics of the sample are shown in Table 1.
Overall, 53.6% of the patients were male (59,442 cases)
and the highest proportion of hospitalizations was recorded
among ≥65-year-olds (68.9%). Patients were Italian in
95.6% of cases. In the sample as a whole, 46.4% of patients
had at least one chronic comorbidity, and comorbidities
tended to increase with age. The overall average hospital
stay was 11.6 ± 10.1 days, and did not vary between genders. The average hospital stay increased with age, reaching 13.2 days for patients aged 65 or more. The estimated
overall annual cost of these pneumonia-related hospitalizations was approximately €40 million, with an estimated
cost per patient of €3,090. People over 65 accounted for
67.6% of the estimated overall pneumonia-related cost
(€27 million in all, corresponding to €28.7 per person over
65 in the general population). As for outcome, the overall
pneumonia-related mortality rate was 10.7% and remained
stable during the study period. This rate increased with
age, peaking in people over 80 (18.6%) (Figure 1). The
annual pneumonia-related hospitalization rate during
the study period was 256.3 per 100,000 population
(280.8/100,000 males and 232.9/100,000 females). Both
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genders showed two age-related peaks, one in children
aged 0–4 years, the other in the elderly, with four-fold
higher rates among people aged 80 or more (Figure 2).
The overall pneumonia-related hospitalization rate
increased slightly, but not significantly between 2004 and
2012, from 232.0/100,000 in 2004 to 262.2/100,000 in
2012 (AAPC 1.3% [95% CI: −0.5, 3.1]). The rate remained
fairly constant in the age groups from 5 to 79 years old
throughout the study period (p = n.s.), but it dropped significantly among the 0- to 4-year-olds, from 617.3/100,000
in 2004 to 451.8/100,000 in 2012 (AAPC: −2.5%; [95%
CI: −4.5; −0.5]), while it rose though not significantly,
for adults aged 80 or more (AAPC: 1.2%; [95% CI: −0.9;
3.4]) (Figure 3).
The diagnosis in the hospital discharge records referred
specifically to SP in 2.4%, 87.9%, 21.0% and 13.8% of cases
of pneumonia, meningitis, septicemia and empyema, respectively. Patients were male in 54.9% of cases; the mean
age was 51.2 ± 31.7, and the in-hospital mortality rate was
8.3%.
The age-specific pneumonia-related hospitalization trend
was much the same as the overall pneumonia-related
hospitalization trend: for infants aged 0–4 years, it was
stable from 2004 to 2008, then dropped from 49.9/100,000
in 2009 to 23.3/100,000 in 2012 (p = n.s.); the trend
remained stable in the age groups from 5 to 79 years
(hospitalization rate 5.5/100,000); and it rose for adults
aged 80 or more, from 18.6/100,000 in 2004 to 40.1/
100,000 in 2012 (p = ns).
As concerns PCV coverage and the type of vaccine used,
the pneumonia-related hospitalization rates were highest
for the youngest and oldest age group throughout the
study period, the rates for 0- to 4-year-olds being similar
to those among 65- to 79-year-olds (around 500/100,000).
In 2011–2012, the hospitalization rates dropped for infants
aged 0–4 and children aged 5–14, while they remained
stable for adults aged 65 or more (Figure 3).

Discussion
It is not easy to estimate the morbidity of pneumonia
in the general population. This is partly because the
currently-available epidemiological picture is hazy due
to differences in study designs, population profiles,
access to healthcare, and registration methods. There
is also the fact that most patients developing pneumonia in our Region are not admitted to hospital, so the
pneumonia-related hospitalization rates are bound to
underestimate the burden of the disease. The hospital
records can nonetheless provide a picture of the more
severe cases [12].
The present study examined pneumonia-related hospital
admissions in a large cohort and the results show that
this disease places a heavy burden on hospital resources
and is an important public health issue. The overall
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Table 1 Hospital admissions for pneumonia in the Veneto Region by patients’ characteristics and age group
(2004–2012)
Total

Age groups

Characteristics
(n. 110,927)

0-4

5-14

15-64

65-79

80+

(n. 11,430)

(n. 4,765)

(n. 18,299)

(n. 28,886)

(n. 47,547)

Gender [n (%])
Males

59,442

(53.6)

6,151

(53.8)

2,575

(54.0)

11,266

(61.6)

18,181

(62.9)

21,269

(44.7)

Females

51,485

(46.4)

5,279

(46.2)

2,190

(46.0)

7,033

(38.4)

10,705

(37.1)

26,278

(55.3)

106,031

(95.6)

9,382

(82.1)

4,147

(87.0)

16,546

(90.4)

28,583

(99.0)

47,373

(99.6)

4,896

(4.4)

2,048

(17.9)

618

(13.0)

1,753

(9.6)

303

(1.0)

174

(0.4)

Pneumonia

108,278

(97.6)

11,270

(98.6)

4,704

(98.7)

17,587

(96.1)

28,003

(96.9)

46,714

(98.2)

Septicemia

2,014

(1.8)

79

(0.7)

20

(0.4)

424

(2.3)

714

(2.5)

777

(1.6)

Meningitis

388

(0.3)

36

(0.3)

11

(0.2)

183

(1.0)

130

(0.5)

28

(0.1)

Empyema

247

(0.2)

45

(0.4)

30

(0.6)

105

(0.6)

39

(0.1)

28

(0.1)

Heart diseases

19,163

(17.3)

3

(0.0)

3

(0.1)

695

(3.8)

5,229

(18.1)

13,233

(27.8)

COPD and asthma

11,466

(10.3)

366

(3.2)

141

(3.0)

1,232

(6.7)

4,321

(15.0)

5,406

(11.4)

Diabetes mellitus

11,302

(10.2)

3

(0.0)

10

(0.2)

1,478

(8.1)

4,443

(15.4)

5,368

(11.3)

Dementia

9,393

(8.5)

0

(0.0)

0

(0.0)

119

(0.7)

1,933

(6.7)

7,341

(15.4)

Stroke

7,511

(6.8)

2

(0.0)

2

(0.0)

257

(1.4)

2,023

(7.0)

5,227

(11.0)

Renal disease

6,892

(6.2)

19

(0.2)

28

(0.6)

622

(3.4)

2,030

(7.0)

4,193

(8.8)

Cancer

5,951

(5.4)

27

(0.2)

30

(0.6)

975

(5.3)

2,625

(9.1)

2,294

(4.8)

11.6

(10.1)

4.7

(3.6)

5.1

(3.7)

10.9

(10.0)

13.2

(10.1)

13.2

(10.6)

Nationality [n (%])
Italian
Foreign
First listed diagnosis [n (%])

Comorbidity [n (%])

Hospital stay (days [SD])
Hospitalization cost/year [million €]

40.0

4.5

COPD: chronic obstructive pulmonary disease.

Figure 1 Number of hospitalizations and mortality rate by age group.

1.9

6.6

10.5

16.5
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Figure 2 Pneumonia-related hospitalization rate in the Veneto Region by age group and gender (2004–2012).

pneumonia-related hospitalization rate of 256.3/100,000
identified during the study period showed a slight predilection for male gender (with 1.2 times as many cases as
among females), and confirmed that children and the
elderly are at higher risk of hospitalization for pneumonia

than younger adults. Among patients over 85, pneumonia
is also associated with co-morbidities and a mortality rate
that make it difficult to manage outside the hospital.
The Veneto Region has achieved a greater accuracy in
diagnosing pneumonia by revising its guidelines on the

Figure 3 Pneumonia-related hospitalization rate (per 100,000 population) in the Veneto Region by age group (2004–2012).

Baldo et al. BMC Infectious Diseases 2014, 14:485
http://www.biomedcentral.com/1471-2334/14/485

ICD-9-CM codes used in hospital discharge records in
2010: this may have led to an underestimation of the
drop in the number of cases among children and an
overestimation of the rising figures for the elderly over
the last two years of our study period [10]. Nonetheless,
our data revealed a significant decline in the hospitalization
rate for pneumonia among children in recent years, coinciding with the introduction of PCV13 in lieu of PCV7,
which provides coverage for six more serotypes, including
3, 1, 19A and 7 F, and its adoption was also associated
with a catch-up strategy [13]. A significant reduction in
hospitalization rates for pneumonia generally, and for
pneumococcal pneumonia was reported for the first time
in Italy among children aged 0–24 months in Liguria [14],
and also more recently in the Apulia Region [15].
In 20-60% of cases, community-acquired pneumonia is
attributable to SP, although only a small percentage of
these cases are identified as such [16] (it is estimated
that, when the microorganism is not specified, about
36% of cases are attributable to SP infection [6]). In our
sample, SP was specifically diagnosed in 2.4% of cases; this
proportion varied depending on the first-listed diagnosis,
being lower for pneumonia and higher for meningitis. A
recent review on the burden of community-acquired
pneumonia in Europe found that Italy had the lowest
pneumococcus identification rate. This points to the need
to improve the tests used to diagnose pneumonia because
a more accurate pneumococcus detection would provide a
clearer picture of the true burden of community-acquired
pneumonia [6].
As reported by other Authors [5], we found no declining
hospitalization rate for the most elderly (80+), and this
epidemiological picture could be due to various factors.
The magnitude of the indirect effects of vaccine-derived
immunity depends on multiple influences relating to
the transmissibility of the infection, the nature of the
vaccine-induced immunity, the patterns of mixing and
transmitting infections in a given population, the distribution of the vaccine and, more importantly, the
population’s immunity. The nuances of immunity and
the complexity of population heterogeneity make predictions difficult [17,18]. The Veneto Region’s active
surveillance system for monitoring invasive bacterial
diseases shows that serotypes not covered by the 7-valent
pneumococcal conjugate vaccine, such as 19A, play a significant part [19], suggesting the likelihood of a reversal of
the herd effect [20].
The risk of pneumonia increases considerably with age
and it is important to ensure a good vaccination coverage
for both influenza and pneumococcus among older people.
In the latter period of our study, the annual influenza
vaccination coverage of the elderly population dropped
from about 75% in 2004 to about 60% in 2012, meaning
that other measures are needed to prevent pneumonia
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in seniors [21]. Immunization with PPV23 has been
implemented differently in our area in recent years,
generally reaching very low overall coverage rates even
among people with medical indications. In addition, trials conducted on PPVs have failed to provide evidence
to support the routine use of PPV to prevent all-cause
pneumonia or mortality, and some studies indicate that
PPVs confer little protection against invasive pneumococcal diseases [22-24]. Prevention remains the most
valuable tool to help reduce the burden of pneumonia,
and vaccination strategies can be used for the primary
prevention of infection and possibly to reduce this burden in all age groups. The availability of new-generation
pneumococcal conjugate vaccines with a broader antigenic spectrum and suitable for people of all ages suggests
interesting new opportunities for improving the control of
pneumococcal disease in the population as a whole. This
strategy has had a significant impact on the burden of
pneumonia in areas where the vaccines have been introduced and a good coverage has been achieved (5, 14–15).
The introduction of PCV13 for our Region’s newborn in
2010, and its subsequent use in people over 65 years old
[13,25] can be expected to produce some benefits in
years to come. A better understanding of the effects of
higher-valence vaccines can improve the sensitivity of
surveillance systems and add to our knowledge of the
potential invasiveness of non-PCV serotypes, as measured by comparing the prevalence of their carriage with
their prevalence in invasive pneumococcal disease. This
is an aspect of surveillance that has hitherto been largely
overlooked.
A drawback of using hospital discharge records lies in the
difficulty of distinguishing between community-acquired
pneumonia and hospital-acquired pneumonia. Our data
(for more than 97% of our sample) are based on first admissions for pneumonia, and most cases were probably
community-acquired because hospital-acquired infections
are not normally recorded as a first diagnosis. We only
considered admissions for which pneumonia was a secondary diagnosis (2.4% of the sample) if the first diagnosis
was septicemia, meningitis, or empyema. This was done
to assess the potential impact of vaccination, which might
be more effective on community-acquired pneumonia and
less so on hospital-acquired pneumonia, because of the
different types of agent pathogen involved [26,27].

Conclusions
In conclusion, this study shows that hospitalization for
pneumonia has a considerable impact on the health services, especially for children and the elderly. We identified
a reduction in the pneumonia-related hospitalization rate
in children, especially in the latter part of the period considered, while it increased slightly in the elderly. The most
appropriate prevention measures need to be defined to
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deal with these epidemiological patterns of hospital admissions for pneumonia to prevent worsening outcomes
and higher costs in future.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
VB: data analysis, supervision, drafting of the manuscript; SC: study
conception and design, drafting of the manuscript; TB: study conception,
supervision; AB: statistical analyses, data interpretation and supervision; PF:
statistical analyses, drafting of the manuscript; CB: intellectual content,
drafting of the manuscript; FR: data analysis and collection; MS: study
conception and design, data collection. All authors have read and approved
the final manuscript.
Acknowledgements
The authors wish to thank Dr. Laura Visonà Dalla Pozza (Department of
Women’s and Children’s Health, University of Padua) for her valuable work
during the study.
Author details
1
Department of Molecular Medicine, Public Health Section, University of
Padua, Istituto di Igiene, Via Loredan 18, 35130 Padova, Italy. 2EuroHealth
Net, Venice, Veneto Region Health Directorate, Dorsoduro 3493, 30123
Venezia, Italy.
Received: 18 April 2014 Accepted: 3 September 2014
Published: 5 September 2014
References
1. Fry AM, Shay DK, Holman RC, Curns AT, Anderson LJ: Trends in
hospitalizations for pneumonia among persons aged 65 years or older
in the United States, 1988–2002. JAMA 2005, 294:2712–2719.
2. Hebert PL, McBean AM, Kane RL: Explaining trends in hospitalizations for
pneumonia and influenza in the elderly. Med Care Res Rev 2005,
62:560–582.
3. Thomsen RW, Riis A, Norgaard M, Jacobsen J, Christensen S, McDonald CJ,
Sørensen HT: Rising incidence and persistently high mortality of
hospitalized pneumonia: a 10-year population-based study in Denmark.
J Intern Med 2006, 259:410–417.
4. Oosterheert JJ, Bonten MJ, Hak E, Lammers JW, Schneider MM, Hoepelman
IM: The increase in pneumonia-related morbidity and mortality among
adults in the Netherlands and possible explanations for it [in Dutch]. Ned
Tijdschr Geneeskd 2004, 148:1765–1769.
5. Griffin MR, Zhu Y, Moore MR, Whitney CG, Grijalva CG, U.S: Hospitalizations
for pneumonia after a decade of pneumococcal vaccination. N Engl J
Med 2013, 369:155–163.
6. Welte T, Torres A, Nathwani D: Clinical and economic burden of
community-acquired pneumonia among adults in Europe. Thorax 2010,
67:71–79.
7. WHO: Pneumococcal vaccines, WHO position paper – 2012. Wkly
Epidemiol Rec 2012, 87:129–144.
8. Bhimraj A: Acute community-acquired bacterial meningitis in adults: an
evidence-based review. Cleve Clin J Med 2012, 79:393–400.
9. Kim HJ, Fay MP, Feuer EJ, Midthune DN: Permutation tests for joinpoint
regression with applications to cancer rates. Stat Med 2000, 19:335–351.
10. Delibera della Giunta Regionale n. 203 del 03 febbraio 2009: Adozione della
versione italiana 2007 dell’International Classification of Diseases 9th
revision − Clinical Modification (ICD9CM) e della 24° versione del sistema
di classificazione dei Diagnosis Related Groups (DRG). Bollettino Ufficiale
Regione Veneto 2009, 17:67–69.
11. Garante per la protezione dei dati personali: Autorizzazione generale al
trattamento dei dati personali effettuato per scopi di ricerca scientifica 1° marzo 2012. Gazzetta Ufficiale della Repubblica Italiana 2012. Gazzetta
Ufficiale della Repubblica Italiana 2012, 72:47–52.
12. Boehmer TK, Patnaik JL, Burnite SJ, Ghosh TS, Gershman K, Vogt RL: Use of
hospital discharge data to evaluate notifiable disease reporting to
Colorado’s electronic disease reporting system. Public Health Rep 2011,
126:100–106.

Page 7 of 7

13. Servizio promozione e sviluppo Igiene e Sanità Pubblica: Indicazioni in
Merito Alla Somministrazione del Vaccino Antipneumococcico Prevenar
13 in età Pediatrica. Circolare della Regione Veneto; Venezia 2 luglio 2010.
14. Durando P, Crovari P, Ansaldi F, Sticchi L, Sticchi C, Turello V, Marensi L,
Giacchino R, Timitilli A, Carloni R, Azzari C, Icardi G: Universal childhood
immunisation against Streptococcus pneumoniae: the five-year experience
of Liguria Region, Italy. Vaccine 2009, 27:3459–3462.
15. Martinelli D, Pedalino B, Cappelli MG, Caputi G, Sallustio A, Fortunato F,
Tafuri S, Cozza V, Germinario C, Chironna M, Prato R: Towards the 13-valent
pneumococcal conjugate universal vaccination: effectiveness in the
transition era between PCV7 and PCV13 in Italy, 2010–2013. Hum Vaccin
Immunother 2014, 10:33–39.
16. Bartlett JG: Diagnostic tests for agents of community-acquired pneumonia.
Clin Infect Dis 2011, 52:S296–S304.
17. Longini IM, Halloran ME, Nizam A: Model-based estimation of vaccine
effects from community vaccine trials. Stat Med 2002, 21:481–495.
18. Fine P, Eames K, Heymann DL: “Herd immunity”: a rough guide. Clin Infect
Dis 2011, 52:911–916.
19. Russo F, Pozza F, Napoletano G, Zanella F, Baldovin T, Lazzari R, Cocchio S,
Baldo V: Experience of vaccination against invasive bacterial diseases in
Veneto Region (north east Italy). J Prev Med Hyg 2012, 53:113–115.
20. Kim TH, Johnstone J, Loeb M: Vaccine herd effect. Scand J Infect Dis 2011,
43:683–689.
21. Ministry of Health: Italian Vaccine Coverage. http://www.salute.gov.it/
portale/temi/p2_6.jsp?lingua=italiano&id=811&area=Malattie%
20infettive&menu=vaccinazioni. Accessed 9 Sep 2014.
22. Vila-Corcoles A, Ochoa-Gondar O, Guzmán JA, Rodriguez-Blanco T, Salsench E,
Fuentes CM: Effectiveness of the 23-valent polysaccharide pneumococcal
vaccine against invasive pneumococcal disease in people 60 years or older.
BMC Infect Dis 2010, 10:73. doi:10.1186/1471-2334-10-73.
23. Hicks LA, Harrison LH, Flannery B, Hadler JL, Schaffner W, Craig AS, Jackson
D, Thomas A, Beall B, Lynfield R, Reingold A, Farley MM, Whitney CG: Incidence
of pneumococcal disease due to non-pneumococcal conjugate vaccine
(PCV7) serotypes in the United States during the era of widespread PCV7
vaccination, 1998–2004. J Infect Dis 2007, 196:1346–1354.
24. Moberley S, Holden J, Tatham DP, Andrews RM: Vaccines for preventing
pneumococcal infection in adults. Cochrane Database Syst Rev 2013,
1:CD000422. doi: 10.1002/14651858.CD000422.pub3.
25. Servizio promozione e sviluppo Igiene e Sanità Pubblica: Somministrazione
Vaccino Antipneumococcico. Circolare della Regione Veneto; Venezia 6
settembre 2013.
26. Micek ST, Welch EC, Khan J, Pervez M, Doherty JA, Reichley RM, Hoppe-Bauer J,
Dunne WM, Kollef MH: Resistance to empiric antimicrobial treatment
predicts outcome in severe sepsis associated with Gram-negative
bacteremia. J Hosp Med 2011, 6(7):405–410.
27. Venier AG, Gruson D, Lavigne T, Jarno P, L’Heriteau F, Coignard B, Savey A,
Rogues AM: Identifying new risk factors for Pseudomonas aeruginosa
pneumonia in intensive care units: experience of the French national
surveillance, REA-RAISIN. J Hosp Infect 2011, 79(1):44–48.
doi:10.1186/1471-2334-14-485
Cite this article as: Baldo et al.: A population-based study on the impact
of hospitalization for pneumonia in different age groups. BMC Infectious
Diseases 2014 14:485.

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

