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Abstract Background/Purpose: Neuraminidase inhibitors (NAIs) including oseltamivir and
peramivir are used for influenza treatment. A systemic corticosteroid is usually administrated
for acute respiratory distress syndrome. The aim of this study was to investigate the effect of a
systemic corticosteroid and its interaction with NAIs in patients with influenza infection and
respiratory distress.
Methods: A retrospective survey of hospitalized patients infected with influenza from January
2012 to May 2014 was conducted in a medical center in Taiwan.
Results: Eighty-six patients were hospitalized during the study period. Forty-eight patients had
respiratory distress and 39 of them (81.3%, 39/48) were supported by a mechanical ventilator.
All patients with respiratory distress received oseltamivir; 60.4% (29/48) and 31.3% (15/48) of
them received a corticosteroid and salvage intravenous peramivir, respectively. All-cause mortality was 29.1% (14/48), 20% (3/15), and 31% (9/29) in patients with respiratory distress, patients who received salvage peramivir, and patients who received a systemic corticosteroid,
respectively. Salvage peramivir seemed to improve prognosis in patients with H1pdm09 or type
B virus infection and respiratory distress (p Z 0.05). Early initiating corticosteroid had a worse
prognosis than initiation after 72 hours of NAI treatment (p Z 0.024). In particular, a systemic
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corticosteroid seemed to lead to a shorter survival time in patients with chronic lung disease
(p Z 0.05).
Conclusion: Salvage peramivir provided a better prognosis than monotherapy with oseltamivir
in patients who were infected with H1pdm09 or type B virus and who developed respiratory
distress. A systemic corticosteroid should be administered after initiating NAI therapy, especially in patients with chronic lung disease.
Copyright ª 2015, Taiwan Society of Microbiology. Published by Elsevier Taiwan LLC. This is an
open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/bync-nd/4.0/).

Introduction

Laboratory confirmation of influenza virus

The pandemic H1pdm09 virus spread in 2009 and has been
prevalent since 2011. Clinical trials investigating the early
use of multidose intravenous peramivir against seasonal
influenza including H1N1, H3N2, and type B viruses showed
similar outcomes to daily oseltamivir.1,2 Intravenous peramivir was shown to be effective for the influenza virus
infection with the H275Y mutant strain.3 Emergency use of
peramivir has been authorized in the USA since 20094 according to the high morbidities and morbidities related to
H1N1 (2009) infection. After 2009, only a few reports on the
treatment outcomes of peramivir against H1N1pdm09related infection have been published,1,5e7 and recent
data regarding the clinical outcomes of salvage peramivir
for influenza infection with respiratory distress is lacking.
Meanwhile, the benefits of medium-to-high doses of
corticosteroid in patients with influenza virus infection and
acute respiratory distress syndrome remain controversial.8
Despite the facts that a corticosteroid is not recommended by some guidelines,9 it remains standard treatment
for physicians working in critical care units to treat acute
respiratory distress syndrome10 after influenza infection.
The newly emerged mutant H275Y strain has been
detected in Taiwan,11 and the use of peramivir was
authorized by the Center of Disease and Infection of Taiwan
in late 2013 for patients with severe illness who do not
respond to oseltamivir. In this study, we aimed to investigate retrospectively clinical outcomes among patients
hospitalized with influenza virus infection from 2012 to
2014 in northern Taiwan, and to assess the interaction between two types of neuraminidase inhibitors (NAIs) and
administration of a systemic corticosteroid.

Confirmation of influenza infection was performed by using
a rapid influenza antigen test (Directigen EZ Flu AþB test;
BD, Franklin Lakes, NJ, USA) or real-time reverse-transcription polymerase chain reaction (RT-PCR). The primers
and Taqman probes used for RT-PCR were those reported in
the standard protocol of the Center of Disease Control of
Taiwan, which was modified from that of the World Health
Organization.11e13 This protocol includes primers for the
matrix gene of influenza A and B viruses, as well as the
hemagglutinin gene of influenza A viruses (seasonal H1,
H1pdm09, and H3 primers). If the presence of influenza A
virus was detected, a further genotype was identified according to the RT-PCR results, i.e., seasonal H1, H1pdm09,
or H3; otherwise, unidentified influenza A was recorded.

Methods
Patients
Patients with laboratory confirmed influenza virus infection
from January 1, 2012 to May 31, 2014 in Taipei Veterans
General Hospital, Taipei, Taiwan were assessed retrospectively by chart review. Only patients who were older than
18 years and hospitalized were included. Patients with
hospital acquired influenza virus infection and contact
history were excluded. Clinical characteristics, comorbidities, chest radiography results, laboratory results, and
clinical outcome were recorded.

Medical treatment
The antiviral treatments were according to the manufacturer’s guidance: 5 mg of zanamivir powder was inhaled
twice daily for 5 days, or 75 mg of oral oseltamivir was given
daily for 5 days. Intravenous peramivir was prescribed as
300e600 mg (adjusted by creatinine clearance rate) per 12
hours for at least 3 days, and extended to 5e10 days if
clinical symptoms were not completely resolved. Mediumto-high dose corticosteroid was defined as systemic
administration of a dose  0.5e2 mg/kg/d.

Clinical manifestations and outcomes
Respiratory distress was defined as desaturation with a
ratio of partial pressure arterial oxygen and fraction of
inspired oxygen (PaO2/FiO2) of < 200 mmHg or an oxygen
saturation (SaO2) < 90% with a FiO2 > 50%. The incidence of
organ dysfunction including shock, hematological abnormality (white blood cell count of >10,000 cells/mm3
or < 4000 cells/mm3, or thrombocytopenia of < 8000 cells/
mm3), respiratory distress, acute disturbance of consciousness levels, acute renal distress with renal replacement therapy, and hepatic failure with decomposition was
recorded. The metabolic syndrome was defined according
to the World Health Organization14 and included type 2
diabetes, hyperlipidemia or hypercholesterolemia, cardiovascular disease (including hypertension), and obesity
(body mass index > 30 kg/cm2). Late onset superinfection
and colonization were defined as laboratory evidence of

588
positive conversion of pathogenic bacteria from endotracheal aspiration or sputum with adequate sampling, or by
the presence of laboratory evidence from a sterile site
(e.g., blood culture) after 72 hours of hospitalization.
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Table 1 Genotypes of influenza virus detected by
real-time reverse-transcription polymerase chain reaction
(RT-PCR) from study participants during 20122014.
Genotype

N

Statistical analysis
Continuous data were compared with the Student t test or a
nonparametric test if they were not normally distributed.
Categorical results were compared with the Pearson Chisquare test or Fisher’s exact test if the excepted number
was < 5. Odds ratios with 95% confidence intervals (95% CIs)
were obtained. Survival analysis was performed using the
KaplaneMeier method and nonparametric tests were used
to analyze differences. A p value < 0.05 was defined as
significant.

Ethics statement

Influenza A
H3
Seasonal H1
H1pdm09
Seasonal
H1þH1pdm09a
Unidentifiedb
Influenza B
Total

10
5
26
25
13
7
86

Year
2012

2013

2014

4 (50)

1 (20)
2 (40)

5 (6.8)
3 (4.1)
26 (35.6)
24 (32.9)

1 (20)
1 (20)
4 (50)
8

5

12 (16.4)
3 (4.1)
73

a

The results of RT-PCR showed double positive for seasonal
H1 and H1pdm09 genetic sequence.
b
Influenza A with genotypes other than H1 or H3.
Data are presented as n (%).

The informed consent was waved in this retrospective study
by approval from the Ethics Committee of Taipei Veterans
General Hospital (VGHIRB No:2014-05-001BC).

of the patients were supported with extracorporeal membrane oxygenation.

Results

Clinical outcomes

Genotypes

The all-cause mortality rate was 29.1% among patients with
respiratory distress; this rate was higher in patients older
than 65 years (43.5%, p < 0.05) and those with chronic lung
disease (46.2%, p < 0.05; Table 3). The influenza genotype,
types of NAI, and time to administration of systemic corticosteroid were not associated with all-cause mortality in
patients with respiratory distress (p > 0.05; Table 3).
The mean hospital stay in patients with respiratory
distress was 27.6 days (95% CI: 22.233.1 days), and none
of the patients without respiratory distress died in hospital.
Survival analysis showed that among the patients with
respiratory distress, the H1pdm09 and type B viruses
seemed to be more virulent, with a worse prognosis
compared to the other type A viruses (Figure S1).
The median length of ventilator support was 11.0 days
(mean: 19.2 days, 95% CI: 11.826.6 days) and patients
with chronic lung disease had a longer period of ventilator
support (mean: 36.8 days, 95% CI: 16.157.6 days,
p Z 0.12). Administration of a corticosteroid, types of NAI,
and other factors including age and gender were not
related to the length of ventilator support.

Eighty-six hospitalized patients older than 18 years were
enrolled. The influenza viral genotypes are demonstrated in
Table 1. Type A viruses were predominant (91.8%, 79/86)
during the study period. Furthermore, 30.2% of patients had
the type A H1pdm09 strain, and 29.1% of patients had both
seasonal H1 and H1pdm09 from 2012 to 2014.

Patient characteristics
The clinical characteristics of the study participants are
demonstrated in Table 2. In the 86 hospitalized patients,
the mean age was 65.9 years (standard deviation: 19.2
years), and more patients were male (65%, 56/86). With
regards to comorbidities, 25.6% of patients had chronic lung
disease, 30.2% had congestive heart failure, 23.3% had
cardiovascular disease, and 43.0% had diabetes.

Clinical manifestations
Virology results showed that 64.6% of the patients with
respiratory distress were infected with H1pdm09. Clinically, more than half of the patients (55.8%, 48/86) suffered from respiratory distress; 81.3% (39/48) of these
patients were supported by mechanical ventilation. The
second most frequent clinical manifestation was acute
kidney injury (52.3%, 45/86), followed by shock (34.9%, 30/
86), gastrointestinal bleeding (30.2%, 26/86), and acute
myocardial infarction (9%, 8/86).
Acute kidney injury (64.6%), shock (58.3%), and the
requirement for hemodialysis (20.8%) developed more
frequently in patients with respiratory distress than in patients without respiratory distress (p < 0.05). A total of 20%

NAIs and corticosteroid
All patients with respiratory distress received oral oseltamivir. Of the patients studied, 39.3% received intravenous
peramivir, either sequentially (14.3%) or overlapping (25%)
with oseltamivir (Table 2). Among the patients with respiratory distress who were infected with influenza H1pdm09
or type B viruses, salvage peramivir (mortality rate: 10%, 1/
10) had a better prognosis than monotherapy with oseltamivir (mortality rate: 44%, 11/25; Figure 1). In these patients, one of the nine patients treated with salvage
peramivir who also received a systemic corticosteroid died
in hospital, and the systemic corticosteroid only improved
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Characteristics of adult patients with influenza virus infection during 2012e2014.
Subtotal

Gender
Male
Female
Age (y)
 65
> 65
Comorbidities
Cardiovascular disease
Congestive heart failure
Chronic pulmonary disease
Chronic kidney disease stage IIIeIV
Chronic hepatic disease
Neurological/neuromuscular disease
Diabetes
Hyperlipidemia/hypercholesterolemia
Obesity (BMI > 30)a
Metabolic syndrome
Immunosuppression
Hematologic disorders
Solid organ malignancy
Clinical manifestation
Acute kidney injury
Acute myocardial infarction
Gastrointestinal bleeding
Hepatic failure
Shock
Mechanical ventilation
Extracorporeal membrane oxygenation (ECMO)
Hemodialysis
No. of organ failures  1
No. of organ failures  2
Influenza rapid test
Positive
Negative
NA
Influenza genotype
Type A
With H1pdm09
Without H1pdm09
Type B
Treatmentb
Zanamivir
Oseltamivir
Oseltamivir, peramiviresequential
Oseltamivir, peramivirecombined or overlap
Administration of systemic corticosteroid
Total
a

Respiratory distress
No

Yes

56
30

27 (71.1)
11 (28.9)

30 (62.5)
18 (37.5)

39
47

14 (36.8)
24 (63.2)

25 (52.1)
23 (47.9)

20
26
22
20
10
19
37
12
6
47
30
8
9

10 (26.3)
9 (23.7)
9 (23.7)
8 (21.1)
2 (5.3)
11 (28.9)
15 (39.5)
9 (23.7)
5 (13.1)
22 (64.7)
14 (36.8)
3 (7.9)
4 (10.5)

10
17
13
12
8
8
22
3
1
25
16
5
5

(20.8)
(35.4)
(27.1)
(25.0)
(16.7)
(16.7)
(45.8)
(6.3)
(2.1)
(53.2)
(33.3)
(10.4)
(10.4)

45
8
26
4
30
39
10
12
49
37

14 (36.8)
2 (5.3)
9 (23.7)
0
2 (5.3)
0
0
2 (5.3)
38 (100)
0

31
6
17
4
28
39
10
10
11
37

(64.6)
(12.5)
(35.4)
(8.3)
(58.3)
(81.3)
(20.8)
(20.8)
(22.9)
(77.1)

42
37
7

25 (65.8)
8 (21.1)
5 (13.2)

17 (35.4)
29 (60.4)
2 (4.2)

79
51
28
7

35 (92.1)
20 (52.6)
15 (39.4)
3 (7.9)

44
31
13
4

6
79
7
8
33
86

6 (15.8)
31 (81.6)
0
0
6 (15.8)
38 (100)

p*

0.074

0.09
0.011
0.07

0.027

< 0.01
< 0.01
< 0.01
0.039

0.002

(91.7)
(64.6)
(27.1)
(8.3)
0.016

48
7
8
27
48

(100)
(14.5)
(16.7)
(56.3)
(100)

< 0.01

The data regarding to height was unavailable in six patients.
One patient did not receive neuraminidase inhibitor treatment.
Data are presented as n (%).
*The p values were shown when the probability was significantly different (p < 0.05) between patients with or without respiratory
failure.
BMI Z body mass index; NA Z Not available.
b
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All-cause mortality in patients with influenza infection and respiratory distress.

Variable
Gender
Male
Female
Age (y)
 65
> 65
Immune status
Immunocompetent
Immunocompromised
Malignancy
Chronic lung disease
Diabetes
Obesity (BMI > 30)
Metabolic syndrome
No
Yes
No. of organ failures  1
No. of organ failures  2
Corticosteroid
No
Yes
Before & within 72 h of NAIs
After72 h of NAIs
Short-term use ( 3 d)
Continuous use for 4e13 d
Continuous use for  14 d
Influenza virus genotype
Type A
With H1pdm09
Without H1pdm09
Type B
Neuraminidase inhibitors
Oseltamivir monotherapy
Oseltamivir & peramivir
Sequential
Combine/overlap
Total

N

All-cause mortality

Hospital LOS (d)

30
18

10 (33.3)
4 (22.2)

26.9 (19.9e33.9)
28.1 (16.839.3)

25
23

4 (16)
10 (43.5)*

22.9 (16.629.3)
32.8 (22.443.2)

32
16
9
13
22
6

8
6
3
6
9
0

26.7
29.8
32.3
30.0
27.7
21.0

(19.933.5)
(16.241.5)
(10.853.6)
(19.340.7)
(18.137.4)
(3.238.7)

22
25
11
37

4 (18)
10 (40)
0
14 (37.8)

27.0
27.6
17.9
30.0

(18.735.4)
(19.036.1)
(10.824.9)
(23.037.1)

(25.0)
(37.5)
(33.3)
(46.2)*
(40.9)

19
29
17
12
4
14
10

5
9
7
2
0
9
4

(26.3)
(31.0)
(41.2)
(16.7)
(0)
(64.2)
(40%)

25.7
29.0
20.9
34.5
36.3
26.1
32.3

(14.137.0)
(23.334.7)
(11.130.7)a
(20.348.6)
(11.130.7)
(8.233.9)
(20.544.0)

44
31
13
4

12
10
2
2

(27.2)
(32.2)
(15.3)
(50)

27.9
25.0
34.7
24.5

(22.133.8)
(19.630.6)
(8.750.8)
(4.744.2)

33

11 (33.3)

26.1 (18.933.2)

7
8
48

1 (14.3)
2 (25.0)
14 (29.1)

33.2 (16.450.1)
29.3 (17.341.2)
27.6 (22.233.1)

p**

0.09

0.02

a

Compared with corticosteroid use after 72 hours of antiviral treatment.
Data are presented as n (%) or mean (95% CI).
*p < 0.05 by the Chi-square test.
**p < 0.05 was shown by the log-rank test in KaplaneMeier analysis.
BMI Z body mass index; CI Z confidence intervals; LOS Z length of stay; NAIs Z neuraminidase inhibitors.

short term survival (p Z 0.04; Figure S2), rather than
overall prognosis. By contrast, patients who received oseltamivir had the worst prognosis and this was unrelated to
the systemic corticosteroid.
Regarding the time to initiation of corticosteroid, patients who received early systemic corticosteroid prior to or
within 72 hours of effective NAIs had a poorer prognosis
when compared to those who received a corticosteroid 72
hours after the initiation of NAIs (p Z 0.02; Figure 2).

peramivir or not (3/6 vs. 3/7, p > 0.05). In addition, the
types of NAI used did not affect the length of hospital stay
(Figure S3). Among them, 10 received a corticosteroid with
all-cause mortality of 60% (6/10). Systemic corticosteroid
was a poor prognosis factor for overall survival (p Z 0.05;
Figure 3). Of the six patients who died, five had received a
corticosteroid prior to or within 72 hours of effective NAI,
and the other patient died in hospital when he received a
corticosteroid after 72 hours of an effective NAI.

Chronic lung disease

Metabolic syndrome

Thirteen patients with chronic lung disease and respiratory
distress were selected for subgroup analysis. The all-cause
mortality was not related to administration of salvage

There were 37 patients without chronic lung disease but
with metabolic syndrome. Among them, 18 patients
developed respiratory distress, and the all-cause mortality
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Figure 1. Survival analysis for patients infected with
H1pdm09 or type B virus and with respiratory distress, stratified by types of neuraminidase inhibitors (p Z 0.05, Log-rank
test).
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Figure 3. Survival analysis for patients with chronic lung
disease who developed respiratory distress. The analysis was
stratified by administration of a systemic corticosteroid
(p Z 0.05; Log-rank test).

Superinfection and colonization
was 41.6% (5/12) in those who received oseltamivir alone,
compared to zero mortality (0/6) in those who received
salvage peramivir (0/6, p Z 0.1) therapy. The all-cause
mortality in patients who developed respiratory distress
and received a corticosteroid was 16.6% (1/6), compared to
the patients without systemic corticosteroid (41.6%, 5/12,
p Z 0.3). Three patients received a corticosteroid prior to
or within 72 hours of effective NAIs and one died in hospital. The median lengths of hospital stay were 25 (Interquartile Range: 33.7) and 12.5 (IQR: 11) days in patients
with or without systemic corticosteroid, respectively,
(p > 0.05; Figure S4).

Late onset superinfection and colonization were more
frequently observed in patients with a hospital stay of > 7
days (53.1% vs. 12.5%, p < 0.05). The colonization or superinfection of Gram-negative bacteria was 19.7% overall
and 33% in patients with respiratory distress. The most
common bacteria isolated were pandrug-resistant or
imipenem-resistant Acinetobacter baumannii (PDRAB or

Table 4 Superinfection and colonization in sputa of patients with respiratory distress and mechanical ventilation.
N

Hospital LOS
<7d
n

Gram-negative bacteria
IRAB or PDRAB
6
Acinetobacter baumannii 3
Pseudomonas aeruginosa 4 1
Corynebacterium species 1
Enterobacter spp.
1
Stenotrophomonas spp.
1 1
Not identified
3 1
Gram-positive bacteria
MRSA
1
Yeast
3
Subtotal
19 2 *
No bacteria or
29 14
normal flora
Total
48 16
Figure 2. Survival analysis in patients with influenza infection and respiratory distress. The survival functions were
stratified by prescribing a systemic corticosteroid before or
within 72 hours (early) and after 72 hours (late) of initiation of
antiviral therapy (p Z 0.02; Log-rank test).

7d
n

With
Without
steroid steroid

6
3
3
1
1

4
3
2
1
1

2

2

2
1

1 1
3 2
17 13
15 9

1
4
6

32 22

10

*p < 0.05 when compared with hospital LOS  7 days.
IRAB Z imipenem-resistant Acinetobacter baumannii;
LOS Z length of stay; MRSA Z methicillin-resistant Staphylococcus aureus; PDRAB Z pandrug-resistant Acinetobacter
baumannii.
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IRAB, 28.2%; Table 4). It was not associated with all-cause
mortality (p Z 0.1) but was marginally associated with
systemic corticosteroid in patients with respiratory distress
[44.8% (13/29) vs. 15.7% (3/19), p Z 0.06].

Discussion
This study is the first manuscript to describe salvage peramivir treatment in oseltamivir nonresponders during the
flu season from 2012 to 2014 in Taiwan, and the first
investigation regarding the interaction between two NAIs
and a systemic corticosteroid in patients with influenza
infection.
The all-cause mortality was similar to previous findings6
in patients who received peramivir and had severe illness
(20% vs.16%), as well as the proportion of patients who had
previous oseltamivir treatment (31.3% vs. 23%). Further,
virulent influenza viruses, including H1N1pdm09 and type B
viruses, with a poor prognosis were observed in our cohort.
However, the information regarding the H275Y mutation or
NAI susceptibility was lacking because the necessary laboratory facilities were unavailable in the study hospital.
Rapid and effective clinical diagnosis methods allowing the
prediction of NAI susceptibility is warranted.
Aside from oseltamivir provided negligible competitively
inhibition affinity against NA enzyme when combined with
peramivir,15 single peramivir use was found to be partially
effective in oseltamivir-resistant type A influenza infected
mice.16 Combination of peramivir and oseltamivir was
better than the single use of one NAI against influenza
infection.17 Further, in pediatric patients it was shown that
there was no significant difference between early combination of peramivir with oseltamivir or zanamivir.18
Although a small sample size was enrolled in the current
study, a higher all-cause mortality rate was observed in
patients with respiratory distress who were treated with
overlapping peramivir and oseltamivir (25%, 2/8) when
compared to patients treated with peramivir sequentially
after oseltamivir (14%, 1/7). Further research to increase
the number of cases is suggested.
Clinical trials on the early use of multidose intravenous
peramivir against seasonal influenza including H1N1, H3N2,
and type B viruses have shown similar outcomes to those
with daily oseltamivir.1,2. Recent investigation showed the
benefit of intravenous peramivir within 48 hours of the
onset of symptoms,19 and for treating severe illness,6,20 and
its effectiveness against viruses resistant to oseltamivir has
been proven.21,22 Our results showed that salvage peramivir
was superior to oseltamivir alone for patients infected with
H1pdm09 and type B viruses with respiratory distress. Since
the effectiveness of peramivir was found to be optimal
initiated within the first 48 hours of onset of symptoms, the
early use of intravenous peramivir in order to prevent
further respiratory distress is warranted in Taiwan.
Our results showed that monotherapy with oseltamivir
had the worst prognosis, and it was unrelated to administration of a systemic corticosteroid. The co-existence of
peramivir and corticosteroid-sparing treatment might indicate the benefit of peramivir itself. Few patients who
received a corticosteroid and peramivir showed poor
prognosis, but this may be due to selection bias, and further
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investigation should be continued. Most of the observations
indicated that corticosteroid was a poor prognosis factor in
influenza virus infection,8,19 because corticosteroid was
significantly related to increased viral replication23 and
viral shedding, despite the use of antiviral therapy.24
However, we found that the influence of corticosteroid
administration was different in two alternate populations:
those with chronic lung disease and those with metabolic
syndrome. In patients with chronic lung disease, a corticosteroid was harmful (Figure 3) to them and early
administration of a corticosteroid was observed. Patients
with influenza infection are more likely to have acute
exacerbation of chronic obstructive pulmonary disease,25,26
early administration of a corticosteroid thus occurs in this
scenario. Second, immune dysfunction among patients with
chronic obstructive pulmonary disease results in a deficiency in effective T cell responses against viral infection23
that resulted in poor prognosis.
Among patients without chronic lung disease, administration of a systemic corticosteroid seemed to be a good
prognosis factor in patients with metabolic syndrome
(Figure S4), and the benefits remained if the patients were
infected with H1pdm09 and type B viruses. Although the
small sample size may result in statistical insignificance, it
hinted at the role of corticosteroid in different populations.
In patients with diabetes, obesity, hypertension, and
hyperlipidemia, there were higher probabilities of respiratory failure and mortality during H1pdm09 viral infection.20,27 Proinflammatory cytokines such as C-peptide,
procalcitonin, interleukin (IL)-6, interferon-gamma, and Creactive protein are also increased after H1pdm09 viral
infection.28,29 Pre-existing serum leptin levels were found
to be related to acute respiratory distress syndrome, and
this could be improved by antileptin or anti-IL-6 antibodies.29 Impaired T-cell function against viral infection
and reduced interferon-gamma production after influenza
virus infection30,31 were also observed in obesity hosts.
Since glucocorticoids have an anti-inflammatory effect32 on
IL-6 and IL-833 in bronchial epithelial cells, this could
explain the observation and further study was considered.
Regarding the superinfection or colonization after 72
hours of hospitalization, the community acquired pathogens (i.e., Streptococcus spp, methicillin-sensitive Staphylococcus aureus) were seldom observed. By contrast, most
patients were recorded with no bacteria or normal mixed
flora in sputum (60.4%, 29/48). The ventilator associated
methicillin-resistant S. aureus (MRSA) was only isolated in
one patient without mortality; by contrast, fatal
community-acquired MRSA pneumonia was usually observed
in other countries.34e37 The GNBs, usually to be considered
as nosocomial pathogens, were more frequently found in
the current study. Compatible with a previous study19,38,
this was associated with prolonged hospitalization and
possibly with a systemic corticosteroid (Table 4). However,
the all-cause mortality was unrelated to the GNBs, opposite
to the results of a retrospective survey.19 The insignificances may be explained by heterogeneous comorbidities, limited sample size, administration of antibiotics,
and colonization rather than true infection. A further large
scaled survey is warranted.
The limitations of this study are as follows: (1) a lack of
virological evidence regarding viral mutation and NAI
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susceptibility; (2) a limited number of patients and a lack of
multivariable analysis, therefore, selection bias may be
present; (3) a retrospective study design with heterogeneous comorbidities and incomplete clinical data; and (4) a
lack of laboratory evidence of pro- and anti-inflammatory
cytokine profiles in different populations.
In conclusion, H1pdm09 and type B were the main genotypes of influenza infection in patients with respiratory
distress from 2012 to 2014 in Taiwan, and salvage peramivir
treatment had a better prognosis than monotherapy with
oseltamivir. The early administration of medium-to-high
dose corticosteroid prior to or within 72 hours of antiviral
therapy was a significant risk factor for shorter survival
time. In addition, a systemic corticosteroid was related to
poor prognosis in patients with chronic lung disease.
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