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Respiratory syncytial virus (RSV) is the most common 
respiratory viral pathogen among infants and young 
children, with 2 in 10 children needing urgent medi-

cal attention; almost all children get infected with RSV by 
2 years of age.1–5 In Canada, 1% of newborns are hospital-
ized in the first year of life, with RSV infections accounting 
for 9% of all hospital admissions among infants for causes 
not related to birth.6 In addition to immediate consequences, 
RSV illness has been associated with long-term sequelae, 
including subsequent lower respiratory infection, asthma 
and sleep-disordered breathing.7,8 

In the absence of a vaccine, the prevention of severe RSV dis-
ease has focused on population-based risk factor modification 
and administration of parenteral monoclonal RSV antibody to 
select high-risk groups (e.g., infants born prematurely, those with 
severe chronic lung disease and those with hemodynamically  

significant congenital heart disease).2,9,10 However, rates of 
hospitalization for RSV infections have remained stable in the 
past decade, likely because fewer than 20% of children hospital-
ized with RSV meet the stringent eligibility criteria for paliviz
umab.6 The World Health Organization has prioritized RSV 
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Background: Respiratory syncytial virus (RSV) infection poses a substantial clinical burden among infants and young children. We 
sought to determine the health care costs of hospitalizations attributable to RSV in Ontario, Canada, from the health care payer 
perspective.

Methods: For this population-based matched cohort study, we identified children younger than 24 months who were or were not hos-
pitalized with RSV infections in 2006–2016. We performed a cost-of-illness analysis using linked administrative health data, with sub-
jects stratified by gestational age and congenital heart disease, and propensity score–matched on established risk factors. The pri-
mary outcome was attributable health care costs per patient, reflecting the difference in direct medical costs between the groups, 
calculated to 12 months postdischarge in 2020 Canadian dollars.

Results: We identified 14 608 RSV-infected children, matched to 72 040 controls. The adjusted attributable cost of hospitalized RSV 
was $134 931 900 over 10 years, or $9240 per patient (95% confidence interval [CI] $8790–$9690). Health care costs escalated 
3 days before hospitalization, and persisted up to 12 months after discharge. Increased costs were associated with major comorbidi-
ties, but not extreme premature birth. The highest mean attributable cost per patient was in the presence of hemodynamically signifi-
cant heart disease ($60 110, 95% CI $26 700–$93 060). Infants born at 36–43 weeks’ gestation constituted the greatest overall cost 
burden at $117 886 720.

Interpretation: Although the greatest direct medical costs per patient hospitalized with RSV infection are among children with car-
diac disease, the greatest overall cost burden is from children born at or near term, who are not targeted by current prophylaxis strat-
egies. The substantial attributable health care costs of RSV can inform cost-effectiveness analyses of novel RSV vaccines and priori-
tization of health care resources.
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vaccine development to address the global disease burden, par-
ticularly among low- and middle-income countries where 
palivizumab access is hindered by excessive costs and logis-
tics.4,11 Therefore, there is an urgent need for new cost-effective 
measures to prevent and treat RSV infections.

Decision-makers require accurate estimates of costs attrib-
utable to disease to inform what prevention measures and 
treatments are economically viable. Operational decisions 
around RSV prevention and treatment programs, including 
novel vaccines, expanded palivizumab administration or tar-
geted behavioural modification to high-risk groups, are 
affected by baseline data on disease costs. The reported mean 
cost per patient with RSV requiring hospitalization has 
ranged between $4400 and $59 000 (in 2020 Canadian dol-
lars) in Canada, the United States, the Netherlands and 
France.12–20 Those estimates vary, given differences in epide-
miology, health care systems and payment mechanisms.18 

The objective of this cost-of-illness study is to estimate the 
health care costs attributable to infants and young children hos-
pitalized for RSV infection in Ontario, Canada, from the health 
care payer perspective. With vaccine development underway, 
an understanding of the immediate and long-term direct medi-
cal costs of severe RSV disease will help to inform prevention 
and treatment policies in public payer systems.

Methods

Design and study population
We conducted a population-based, retrospective matched 
cohort study of all children aged younger than 24 months in 
Ontario, Canada, to estimate the attributable health care costs 
of severe RSV illness. We included children born between 
Apr. 1, 2006, and Mar. 31, 2016, who were covered contin
uously by the provincial health insurance plan from birth until 
3 years of age. Our study used routinely collected administra-
tive health databases housed at ICES (Table 1). ICES is an 
independent, nonprofit research institute whose legal status 
under Ontario’s health information privacy law allows it to 
collect and analyze health care and demographic data, without 
consent, for health system evaluation and improvement.

Exposure
The primary exposure was hospitalization for severe RSV ill-
ness in the first 24 months of life. We identified hospitaliza-
tions from the Discharge Abstract Database, compiled by the 
Canadian Institute for Health Information, using a validated 
algorithm of RSV-associated codes from the International 
Classification of Diseases, 10th Revision (Appendix 1, Table S1, 
available at www.cmajopen.ca/content/9/4/E948/suppl/
DC1).6 This algorithm is accurate in identifying RSV admis-
sions using administrative health data, with 97.9% sensitivity 
and 96.9% positive predictive value.6 

We defined a case as a child admitted to a health care 
facility in Ontario with a diagnosis of RSV infection within 
their first 24 months of life; controls were children residing 
in Ontario who were never hospitalized with a diagnosis of 
RSV infection in the same period. As it was not possible to 

calculate attributable costs for children with RSV infections 
who died within a year of their index date (defined below), we 
instead reported cumulative costs for this group.

Outcomes
The primary outcome was attributable, direct medical costs 
per child hospitalized with RSV over a 12-month period. We 
performed analyses from the perspective of the public health 
care payer and included health care costs borne to the 
Ontario Ministry of Health (Ministry of Health and Long-
Term Care during the study period) (i.e., direct medical 
costs). We used a person-level costing algorithm developed 
and validated at ICES. The methods have been previously 
described in detail.21

Briefly, we assessed total health system costs per patient by 
summing each single cost component that contributed to the 
provision of the service (Appendix 1, Table S2). We estimated 
the costs of inpatient hospitalizations, emergency department 
visits, same-day surgeries and inpatient rehabilitation by mul-
tiplying the weighted volume of services by the average pro-
vincial costs per weighted case. We obtained the costs of phys
ician and outpatient diagnostic or laboratory services from an 
approved fee schedule as outlined in the Ontario Health 
Insurance Schedule of Benefits and Fees. For physicians using 
payment models other than fee-for-service, we calculated 
physician payments by applying applicable capitation pay-
ments or the median amount reimbursed for the same service 
code for the specific fiscal year. We estimated costs for high-
cost medical equipment from the amount reimbursed to 

Table 1: Administrative health databases with routinely 
collected information on health care resource utilization

Category Database

Care providers ICES Physician Database

Coding and geography Drug Identification Numbers

Local Health Integration Network

Postal Code Conversion File

Facilities Institutions funded by the Ministry of 
Health

Financial Average Price of Health Services

Estimated Schedule of Benefits

Health services Continuing Care Reporting System

Discharge Abstract Database

Home Care Database

National Ambulatory Care Reporting 
System

National Rehabilitation Reporting 
System 

Ontario Drug Benefit Claims

Ontario Health Insurance Plan

Ontario Mental Health Reporting 
System

Same Day Surgery
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patients recorded in the Assistive Devices Program database. 
Costs of complex continuing care were based on case mix, 
number of days in care and resource utilization groups. We 
used pharmacy payments recorded in the Ontario Drug Bene-
fit database to capture prescription medication costs for indi-
viduals eligible for public coverage.

We analyzed data sets at ICES, linked using unique 
encoded identifiers. We used index dates for patients with 
RSV and matched controls to determine the cost window. 
Costs related to palivizumab administration were not available.

For patients, we used the admission date for their first RSV 
hospitalization as the index date. As controls were not hospi-
talized for RSV, we randomly generated their index dates 
based on the distribution of index dates among patients with 
RSV. Recognizing that children with RSV often receive med-
ical care before hospitalization, we visually inspected the data 
to determine the prehospitalization start date for the cost win-
dow. The time horizon was 12 months after the index date, 
in keeping with previous economic analyses, with the aim of 
capturing costs associated with severe RSV disease and 
sequelae.16,18,22 Once index dates were established, we identi-
fied relevant covariates, which were used in propensity score 
matching analysis.

Statistical analysis
To minimize potential unmeasured confounding factors, we 
initially stratified patients with RSV and controls by the pres-
ence of major risk factors, namely hemodynamically signifi-
cant congenital heart disease and gestational age groups, using 
published algorithms of diagnostic codes.6 Once stratified into 
these subgroups, we matched patients with up to 5 controls by 
birth month, year and propensity score, using a caliper of 
0.2 standard deviation (SD) of the propensity score.23 

We employed a propensity score to balance covariates 
between patients and controls, and therefore minimize bias 
when calculating attributable costs. We included the follow-
ing covariates: sex, regional health network, rurality, income 
quintile, maternal age, size for gestational age, birth order, 
twin status, chronic lung disease, trisomy 21 and complex 
chronic condition categories (Appendix 1, Table S3). Their 
selection was guided by existing literature and the opinions of 
clinical experts (N.T., K.L., J.D.M.) based on the RSV risk 
scoring tool and provincial indications for palivizumab, and 
was subject to data availability.24 For identification of complex 
chronic conditions, we used the framework established by 
Feudtner and colleagues and previously adapted to the 
Canadian context, although we treated cardiac categories, 
used to identify congenital heart disease and trisomy 21, as 
separate covariates.25,26 We used the standardized mean differ-
ences in covariates and distributions of propensity scores to 
check the balance in the matched sets. 

We attributed the difference in mean total costs between 
patients with RSV and matched controls to RSV, assuming all 
other factors being equal from the propensity score matching 
process. We calculated confidence intervals (CIs) for the 
mean difference of percentiles 2.5 and 97.5 of 1000 bootstrap 
replications, resampling matched sets of patients and controls. 

We calculated costs in 2017 Canadian dollars and adjusted 
them to 2020 Canadian dollars (2017 $1 = 2020 $1.05), and 
stratified across age groups.12–14

Ethics approval
This study was approved by the Research Ethics Board of the 
CHEO Research Institute in Ottawa. ICES is a prescribed 
entity under section 45 of Ontario’s Personal Health Informa-
tion Protection Act. Section 45 authorizes ICES to collect per-
sonal health information, without consent, for the purpose of 
analysis or compiling statistical information with respect to 
the management, evaluation or monitoring of the allocation 
of resources to or planning for all or part of the health system. 
Projects conducted under section 45, by definition, do not 
require review by a research ethics board. This project was 
conducted under section 45, and approved by ICES’ Privacy 
and Legal Office.

Results
During the study period, 1 340 330 children were born in 
Ontario, from which we identified 14 790 children hospital-
ized with RSV. The crude mean annual incidence rate of 
hospitalized RSV was 6.38 per 1000 children (95% CI 6.28–
6.48) or 8.64 per 1000 person-years (95% CI 8.51–8.78), with 
no significant trend over time (Appendix 1, Table S4). The 
median age at hospitalization was 3 (interquartile range [IQR] 
1–8 ) months. The median length of index hospitalization stay 
was 3 (IQR 2–4) days. Twenty patients died during hospital-
ization and another 31 died within the follow-up period. 

We excluded 145 (< 1%) patients and 18 084 (1.5%) con-
trols from the cohort because they did not have provincial 
health insurance coverage for the full 12 months following 
their RSV-associated admission. Of the eligible cases, we could 
not match 131 (0.9%) with at least 1 control, and we therefore 
excluded them from the cost analysis. After we applied exclu-
sion criteria and propensity score matching, the final cohort 
size was 14 608 children with RSV and 72 040 matched con-
trols (Figure 1). Unmatched cases were more likely to be pre-
mature, small for gestational age and have multiple comorbidi-
ties (Appendix 1, Table S5).

No meaningful imbalances between patients and their 
matched controls existed with respect to variables included in 
the propensity score after matching (i.e., all standardized dif-
ferences were less than 0.1; Appendix 1, Table S6). Patients 
and controls had a similar propensity score distribution 
(Appendix 1, Figure S1).

Attributable costs of RSV
We observed an escalation of costs no earlier than 3 days 
before hospitalization; therefore, we calculated costs starting 
from 7 days before the index date (Appendix 1, Figure S2). 
The hospitalization period represented 59% of total costs, 
followed by the postdischarge period (37%). The mean cost 
per patient with RSV requiring hospitalization was $12 080 
(SD $28 229), compared with $2410 (SD $16 305) for 
matched controls (Table 2). Over the 10-year period, the 
adjusted attributable cost of children under 24 months who 
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were hospitalized with RSV was $134 931 900 (Appendix 1, 
Table S7), or $9240 per patient (95% CI $8790–$9690) 
(Table 2). The annual attributable cost of RSV requiring 
hospitalization ranged between $10.4 million and $16.0 mil-
lion (Appendix 1, Table S7).

Figure 2 illustrates the cost distribution per individual, 
showing higher expenditure in cases compared with matched 
controls. Patients with known risk factors for RSV (e.g., con-
genital heart disease, chronic lung disease and prematurity) 
had significantly increased attributable health care costs; the 
highest cost per case was associated with hemodynamically sig-
nificant congenital heart disease at $60 110 (95% CI $26 700–
$93 060; Table 2). Infants born at 36–43 weeks’ gestation 
comprised 90% of all hospitalized patients. This gestational 
age group had the lowest attributable cost per patient at $8920, 
but reflected the greatest overall cost burden at an average 
annual attributable cost of $11.8 million. There were no signif-
icant cost differences across age groups at diagnosis. 

All cost categories were significantly higher (p < 0.001) for 
patients compared with controls (Appendix 1, Figure S3), with 
the major difference driven by costs during the index hospital-
ization. Patients with RSV also had higher costs from phys
ician billings and emergency department visits in the period 

leading up to and including hospitalization (average cost per 
patient $1766 and $1050, or 14.7% and 8.8% of total costs, 
respectively). There were no differences in costs per patient 
among hospitalized children who lived in urban ($12 150) ver-
sus rural settings ($11 400, p = 0.295). Differences in average 
costs were most notable in the first 4 months and persisted to 
12 months after discharge, with the greatest cost differences 
for inpatient and hospital outpatient care and physician visits 
in the first month (Figure 3).

There were substantial overall direct medical costs associ-
ated with RSV illness among patients who died during the 
study period or were unmatched (Appendix 1, Table S8). 
The 1-year total health care cost for unmatched patients with 
RSV was $15 468 530 (average $118 080 per patient). The 
total cost of patients who died during hospitalization was 
$1 767 250 (average $88 360 per patient).

Interpretation

In an Ontario birth cohort (2006–2016), nearly 15 000 chil-
dren were hospitalized for severe RSV before age 24 months, 
with the greatest burden under 6 months of age, consis-
tent with the global epidemiology of severe RSV.4 We used 

Ontario births from Apr.1, 2006 to
Mar. 31, 2016
n = 1 340 330

Exclusion criteria  n = 43 885 
• Incomplete OHIP eligibility  n = 18 229
• Data quality issues  n = 25 656 

Patients with RSV, unmatched
n = 14 790

Hospital admission for RSV,
age < 2 yr 

Controls, unmatched
n = 1 281 655

Controls assigned index date

Excluded n = 26 847 
• No cases in strata
• No 1-yr eligibility after assigned index date

Died within 1 year of RSV
hospitalization  n = 51 

Pool of eligible controls
n = 1 254 808

No hospital admission for RSV,
age < 2 yr, alive ≥ 1 yr after    

assigned index date

Patients with RSV, unmatched
n = 14 739

Hospital admission for RSV,
age < 2 yr, alive for ≥ 1 yr after    

hospitalization

Excluded  n = 131 
• Unmatched patients with 
  no equivalent controls
  (i.e., no controls within
  caliper width)   

Matched patients with RSV
n = 14 608

Matched controls
n = 72 040

1:5 propensity score matching

Figure 1: Identification of patients hospitalized with respiratory syncytial virus (RSV) and controls. Patients were matched with up to 5 controls, 
where possible. Ideally, 5 matches were found per case; in the event of fewer matches, a lower matching ratio was permitted. 
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a previously validated algorithm to identify admissions for 
RSV in the cohort of 1.34 million newborns accurately.6 Dur-
ing this study period, the prevalence of RSV infections did not 
change significantly, particularly among those ineligible for 
palivizumab after its introduction in 2002 for at-risk patient 
populations.6 The mean attributable cost per patient hospital-
ized with RSV was $9240 (95% CI $8790–$9690). Higher 
costs per patient were observed in high-risk groups, particu-
larly among children with hemodynamically significant heart 
disease; however, the greatest burden was among infants born 

between 36 and 43 weeks’ gestation, at an average annual cost 
of $11.8 million.

Respiratory syncytial virus requiring hospitalization has 
been associated with substantial health care costs, influenced 
by age, degree of prematurity, presence of comorbid condi-
tions, duration of hospitalization and rurality.15–18,22,27 The 
mean cost estimate for children with RSV aged younger than 
5 years in Ontario was recently reported at $4150 (2015 dol-
lars) per patient, with no difference by presence of a comor-
bid condition.1 That figure reflected overall costs associated 

Table 2: Attributable mean 12-month cost per patient or control, stratified by risk factor and age at index date*†

Variable

No. of participants Mean cost ± SD, $ Median cost (IQR), $ Adjusted mean cost 
difference between 

patients and 
controls, $ (95% CI)

Patients 
with RSV Controls

Patients 
with RSV Controls Patients with RSV Controls

All 14 608 72 040 12 080 
± 28 229

2410 
± 16 305

6760 
(5610–9890)

590 
(340–1140)

9240 
(8790–9690)

CHD 719 1930 40 490 
± 82 500

22 730 
± 61 416

13 230 
(7860–30 730)

2920 
(1100–11 900)

24 130 
(10 780–38 760)

    Hemodynamically      
    significant CHD

45 67 102 540 
± 102 996

41 540 
± 56 632

68 090 
(24 580–139 330)

19 750 
(3000–49 

220)

60 110 
(26 700–93 060)

    Nonhemodynamically     
    significant CHD

674 1863 36 350 
± 79 329

22 050 
± 61 488

12 190 
(7550–26 720)

2800 
(1060–10 960)

17 460 
(2960–34 020)

CLD 122 427 35 420 
± 78 798

10 030 
± 32 883

11 730 
(8510–21 510)

2600 
(1280–6120)

22 140 
(10 420–39 550)

Gestational age, wk

    22–28 191 723 31 500 
± 59 582

17 570 
± 51 223

11 200 
(7970–23 590)

2450 
(1070–6380)

10 860 
(880–20 660)

    29–32 292 1339 27 220 
± 51 452

9790 
± 25 503

9710 
(6520–19 670)

1640 
(790–5170)

16 510 
(10 070–24 290)

    33–35 909 4421 16 050 
± 42 434

4430 
± 26 465

7710 
(5910–12 350)

810 
(400–1920)

11 220 
(8730–14 550)

    36–43 13 216 65 557 11 190 
± 24 682

1950 
± 14 093

6640 
(5580–9500)

540 
(320–1010)

8920 
(8500–9360)

Premature 1392 6483 20 510 
± 50 022

7000 
± 30 375

8430 
(6160–14 510)

1070 
(500–2950)

12 280 
(9450–15 230)

No comorbidities and 
full-term birth

10 200 
± 20 273

1590 
± 11 301

6570 
(5550–9210)

560 
(330–1030)

8170 
(7830–8500)

Age at index hospitalization, mo

    < 2 4566 19 500 13 670 
± 32 168

3550 
± 19 049

7160 
(5860–11 390)

680 
(400–1320)

10 710 
(9880–11 530)

    2–3 3068 14 525 10 350 
± 24 692

2390 
± 20 908

6380 
(5530–8910)

590 
(350–1120)

7780 
(6840–8770)

    4–5 1752 10 209 11 240 
± 23 570

2100 
± 14 845

6530 
(5520–9410)

570 
(330–1110)

8270 
(6980–9460)

    6–11 2616 12 531 11 770 
± 25 438

1890 
± 12 996

6820 
(5650–9780)

590 
(330–1130)

9070 
(8160–10 020)

    12–23 2606 15 275 12 200 
± 30 100

1610 
± 9306

6660 
(5390–9480)

490 
(260–990)

8690 
(7460–9910)

Note: CHD = congenital heart disease, CI = confidence interval, CLD = congenital lung disease, IQR = interquartile range, RSV = respiratory syncytial virus, SD = standard deviation.
*Cost adjusted to 2020 Canadian dollars, rounded to the nearest tens digit, and adjusted for covariates using the propensity score.
†Index dates for patients were admission dates for their first RSV hospitalization. Index dates for controls were randomly generated based on the distribution of index dates 
among patients with RSV.
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with RSV, and excluded attributable costs such as emergency 
department visits, outpatient visits and costs after discharge. 
A similar methodological approach among infants hospital-
ized with RSV in France reported a mean cost per hos
pitalized child of €3793 (about Can$6200); direct medical 
costs of children aged younger than 2 years who were hospi-
talized with RSV in the Netherlands were similar to our esti-
mates.15,19 The overall costs of extremely premature infants 
hospitalized with RSV in the US were 4 times higher per 
patient than term infants.16 In contrast, we found only a 22% 
difference in attributable costs between these groups. 
Although most costs were associated with hospitalization, we 
observed additional costs in the 3 days before admission and 
up to 12 months after discharge. The use of propensity score 
weighting enabled more accurate determination of costs by 
controlling for confounding factors, such that costs unrelated 
to the health problem were not incorrectly attributed.

Among economic evaluations performed in the Canadian 
context, 3 key differences have limited the generalizability of cost 
estimates: setting, with rural transportation a major cost driver in 
1 study; epidemiology, with broad variability in risk factors and 
disease incidence among northern communities, patients with 
cystic fibrosis, infants with hemodynamically significant congeni-
tal heart disease, and infants born at 32–35 weeks’ gestation; 
and costing methodology, from the use of hospital rates to pro-
vincial costing methodologies, with no studies evaluating post
hospitalization costs with a matched cohort of children.28–33 

The attributable costs of RSV reported in this study will 
enable researchers to estimate the potential economic viability 
of palivizumab prophylaxis and future RSV vaccines. Despite 
the substantial global burden of disease, no RSV vaccines are 
currently approved for pregnant women or infants.4 Multiple 

protective strategies have been suggested, including maternal 
cocooning and infant vaccination, to target young infants at 
highest risk for severe disease.34 The World Health Organiza-
tion has identified RSV vaccine development as a research 
priority.

Limitations
The average annual cost of hospitalized RSV in Ontario, at 
$13.5 million, is likely a conservative estimate. Our analysis 
excluded RSV-related deaths and patients with RSV and mul-
tiple comorbidities who could not be matched to controls; 
however, together they accounted for 1.2% of the total cohort 
of patients hospitalized with RSV. Unmatched cases had sub-
stantial overall costs of care that would be expected to increase 
the cost-of-illness estimate, albeit with uncertainty as to 
whether the costs could be attributed to the acute illness or 
to highly complex medical conditions.35 

Although the focus of the study was on direct medical costs 
of severe RSV requiring hospitalization, less severe RSV, 
requiring visitation to family physicians or emergency depart-
ments, also creates direct medical costs that were not calcu-
lated in this study. No validated algorithm exists to identify 
this patient cohort, and urgent care visits would reflect much 
lower costs than hospitalizations.

A recent study showed increased health care resource utiliza-
tion for 5 years after infant RSV infection compared with healthy 
controls, although the greatest difference in burden was in the 
first 2 years.36 We were unable to include out-of-pocket patient 
costs, including caregiver time, transportation and loss of pro-
ductivity during children’s illness periods, which would suggest 
these figures are an underestimate of the societal costs. More-
over, we could not account for transportation costs borne to the 
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public payer, which is a substantial driver of costs for patients in 
remote Canadian communities who require transfer of care from 
their regional centres to specialized pediatric centres.37

We were unable to differentiate between community-
associated and health care–associated RSV infections. How-
ever, the incidence of health care–associated RSV in Ontario 
is 4%.1 Although we sought to address confounding through 
propensity score matching, this analytic approach allows 
adjustment only for observed confounding factors. Unmea-
sured confounders associated with infant fragility (e.g., smok-
ing in the home, daycare, genetic susceptibility) may further 
modify differences between these groups. 

Finally, we were unable to link and evaluate the impact of 
palivizumab on health care costs at the individual level. How-
ever, most hospitalized infants in our study would not have 
qualified for prophylaxis by strict eligibility criteria, similar to 
other studies showing substantial health care resource use, mor-
bidity and death in the absence of known risk factors for severe 
RSV.2,35,38 Despite these limitations, our conservative estimates 
are concerning enough to urge policy-makers to examine new 
strategies that will reduce the incidence and economic burden 
of RSV disease among young children.

Conclusion
In this study, we evaluated the attributable incident costs of se-
vere RSV disease in a large, rigorously matched cohort of infants 
and young children in Ontario, Canada. At an attributable cost of 
$9240 per patient, this cost-of-illness analysis provides much-
needed data on direct health care costs attributable to hospital-
ized RSV in the largest published cohort of children under 
2 years of age. As RSV vaccine development is a global research 
priority, our data will enable decision-makers in a public payer 
system to compare new interventions and judiciously allocate 
health care resources to prevent severe RSV in the very young.
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