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The role of influenza in the
epidemiology of pneumonia
Sourya Shrestha1,2,3, Betsy Foxman4, Joshua Berus5, Willem G. van Panhuis6,
Claudia Steiner7, Cécile Viboud8 & Pejman Rohani9,10,11
Interactions arising from sequential viral and bacterial infections play important roles in the
epidemiological outcome of many respiratory pathogens. Influenza virus has been implicated in
the pathogenesis of several respiratory bacterial pathogens commonly associated with pneumonia.
Though clinical evidence supporting this interaction is unambiguous, its population-level effects—
magnitude, epidemiological impact and variation during pandemic and seasonal outbreaks—remain
unclear. To address these unknowns, we used longitudinal influenza and pneumonia incidence data,
at different spatial resolutions and across different epidemiological periods, to infer the nature,
timing and the intensity of influenza-pneumonia interaction. We used a mechanistic transmission
model within a likelihood-based inference framework to carry out formal hypothesis testing.
Irrespective of the source of data examined, we found that influenza infection increases the risk of
pneumonia by ~100-fold. We found no support for enhanced transmission or severity impact of the
interaction. For model-validation, we challenged our fitted model to make out-of-sample pneumonia
predictions during pandemic and non-pandemic periods. The consistency in our inference tests
carried out on several distinct datasets, and the predictive skill of our model increase confidence in
our overall conclusion that influenza infection substantially enhances the risk of pneumonia, though
only for a short period.

Lower respiratory infections are the leading infectious cause of human mortality, resulting in 3.2 million
deaths worldwide in 20111,2. While the etiology of such infections involves a multitude of respiratory bacteria and viruses, it is becoming increasingly evident that interactions between them play an important
role3,4. Many of the bacteria associated with pneumonia5 can interact with respiratory viruses6,7, particularly the influenza virus8,9. A growing body of literature on challenge experiments in animal models, and
in vitro studies have shown that influenza virus shapes the outcome of infection with many respiratory
bacteria, including Streptococcus pneumoniae10–15, Haemophilus influenzae16,17, Staphylococcus aureus18–21,
and Klebsiella pneumoniae22,23 indicating that a viral infection can enhance both susceptibility to and the
severity of subsequent bacterial infection8,24,25.
Understanding the role that influenza plays on the population-level epidemiology of bacterial pneumonia remains a challenge. In particular, it is important to dissect the nature of any interaction: Is the
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impact of influenza infection limited to the clinical manifestation of subsequent pneumonia (severity of
disease), or does it also influence its epidemiology, perhaps by increasing either host susceptibility or
transmission? Additionally, the magnitude of the interaction also requires quantification. How much of
the observed pneumonia incidence can be attributed to the interaction with influenza? How sensitive is
this effect to influenza virus subtype or the distribution of circulating bacteria? The resolution of these
issues will permit the accurate evaluation of alternative public health interventions, such as the deployment of influenza and pneumococcal vaccines, or the use of antivirals and antibiotics.
A puzzling aspect of the interaction between influenza and bacterial pneumonia, as observed in population settings, is the variability in its signal. Histological examinations and autopsy reports of the 1918
influenza pandemic victims shows evidence of bacterial invasion in more than 90% of cases26, and, taken
together with the accounts of bacterial pneumonia cases in army camps across the USA during the 1918
pandemic27, suggest high rates of bacterial co-infection in influenza patients, indicating an extremely
strong interaction. Similarly, hospital admissions during the 1957 Asian28,29, the 1968 Hong Kong30,31, and
the 200932 influenza pandemics also indicate a moderate to strong association. In contrast, studies that
have tested for an association during non-pandemic periods have concluded the interaction is modest
or non-existent33–35.
Such variability in the footprints of an interaction can arise from two fundamentally different mechanisms. First, the intensity of interaction between influenza and bacterial pneumonia may itself vary
widely owing to the virulence and severity of the circulating influenza strains36, variability in the bacterial virulence factors37, or possibly the difference in the intensity of interaction between the specific
virus-bacterium pairing7. Alternatively, the variability in the signature may be a reflection of the magnitude of influenza epidemics. The variability in influenza epidemics can depend on the characteristics of the dominant viral strain and population immunity. Thus, the dynamical consequences of an
influenza-driven interaction can be more discernible when the influenza epidemics are larger, even when
the intensity of the interaction is not necessarily different38.
In a previous paper, we established the epidemiological consequences of influenza infection on pneumococcal pneumonia in a contemporary population in the US38. Here, we broadened our scope to understand the association between influenza and bacterial pneumonia more generally. Additionally, we turned
our attention to three distinct sets of incidence data that differ in the identity of the circulating influenza
viral subtype, as well as in influenza epidemic size. Dataset 1 consisted of influenza and pneumonia
weekly incidence from the State of Illinois before (dataset 1A: 1990–1997), and following (dataset 1B:
2000–2009) the roll-out of the pneumococcal conjugate vaccine (Fig. 1B,C), based on hospital discharge
records from community hospitals. Dataset 2 dated back to 1920–1923 and included incidence records
for influenza and pneumonia from New York City and 4 other metropolitan centers (Fig. 1A), based on
provisional weekly nationally notifiable disease surveillance reports. Finally, dataset 3 is comprised of
records from 34 US Army camps during 1918 influenza pandemic (Fig. 2), taken from annual reports of
the Surgeon General of the US Army. Thus, our data spanned different spatial scales (from small scale
army camps, to cities and states), different time periods (1910s–1920s, 1990s–2000s), and comprised
both seasonal and pandemic influenza viruses.
Our approach consisted of two separate stages: statistical inference, followed by model validation
(see Methods). Statistical Inference: The inferential framework was based on our previously-developed
approach38. Specifically, we formulated a transmission model of bacterial pneumonia and aimed to establish the impact of prior influenza infection. We tested three distinct hypotheses. The first, (Hypothesis 1:
transmission impact), proposes that individuals co-infected with influenza and bacterial pneumonia are
more infectious compared to those with no history of recent influenza infection. The second, (Hypothesis
2: susceptibility impact), proposes that infection with influenza enhances risk of developing bacterial
pneumonia. The third, (Hypothesis 3: pathogenesis impact), proposes that influenza infection only affects
the severity of subsequent bacterial pneumonia, without concomitant transmission consequences. We
emphasize that while the hypothesized mechanisms are distinct, they are not mutually exclusive. Model
Validation: We carried out model validation by assessing out-of-fit predictions. Specifically, we challenged the model fitted to data from New York City from 1920–1923 (dataset 2), to predict pneumonia
incidence in Chicago, Philadelphia, Los Angeles and Baltimore over the same time period. Finally, we
used this fitted model to predict dataset 3, from the 1918 Spanish ‘flu pandemic.

Results

The nature of the association. We found no evidence that influenza infection affects either the transmission (hypothesis 1) or the pathogenesis (hypothesis 3) of bacterial pneumonia in Datasets 1 (A & B),
and 2 (New York City). As shown in Fig. 3A,D,G, the 95% confidence intervals for the relative transmissibility of coinfected individuals, θ, included the null expectation of 1 in all three time series (dataset
2: 0–5; dataset 1A: 0.38–9.5; and dataset 1B: 0–1). Similarly, Fig. 3C,F,I present the 95% confidence
intervals for the relative disease severity of coinfected cases, ξ, which also included the null expectation
of 1 (dataset 2: 0.34–1.4; dataset 1A: 0.69–19; and dataset 1B: 0.84–2.6) in all three time series. In contrast, in two of the three time series, we found evidence that influenza infection increases susceptibility
(hypothesis 2) to bacterial pneumonia. In these two datasets, we estimated the relative susceptibility of
coinfected individuals, φ, to be considerably larger than one—CIs for φ were (29–1100), and (59–310)
for datasets 2 and 1B, respectively. In dataset 1A, however, while the maximum likelihood estimate for φ
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Figure 1. Datasets 1, and 2. (A) Weekly incidences of influenza and pneumonia in New York city (Dataset 2).
(B,C) Weekly incidences of influenza and pneumonia in Illinois, before (dataset 1A) and after (dataset 1B) the
introduction of pneumococcal conjugate vaccine (PCV), respectively. The variability in influenza in each of the
datasets are presented as the ratios of largest to smallest peaks.

exceeded 100, the 95% confidence interval (0.3–450) included the null expectation of 1. While the impact
of increased susceptibility in these data is not statistically significant, the broad confidence interval is
suggestive of an effect.
In Shrestha et al.38, we demonstrated, via a simulation study, that our ability to make a correct inference regarding enhanced susceptibility requires variability in seasonal influenza peaks. When influenza
outbreaks from year to year are of a consistent size, the signal of any interaction is too weak to be
detectable. To explore whether this accounts for the differing conclusions drawn from datasets 1A and
1B, we compared the difference in log-likelihood units between MLEs and the null expectation of φ =  1.
This quantity was correlated with the magnitude of variability in influenza epidemics in the respective
datasets. The variability in influenza incidence was largest in dataset 2 (Fig. 1A) and these data contained the strongest signal: the log-likelihood difference between the MLE and the null model was 25.83
log-likelihood units. The variation in influenza epidemics was the smallest in dataset 1A and we found
only a 3.64 log-likelihood difference between the MLE and the null model.
A notable feature of the likelihood profiles presented in Fig. 3 is the broad confidence bounds in the
susceptibility parameter, φ. To better understand this, we constructed two-dimensional likelihood profiles. The large confidence intervals in φ could be partially attributed to (i) a trade-off between the three
different hypotheses (as visible in the likelihood surfaces in Fig. S-6, Supplementary Materials), and (ii)
the uncertainty resulting from the need to simultaneously estimate the reporting ratio for influenza,
suggested by the trade-off between φ and ρF in the likelihood surface (Fig. S-9, Supplementary Materials).
We also estimated the time scale of interaction by examining susceptibility impact among those
infected with influenza more than one (φ1) or two (φ2) weeks prior. As we show in Figure S-5 of the
supplementary materials, we cannot reject the null hypothesis that φ1 =  φ2 =  1, indicating that enhanced
susceptibility to pneumonia following influenza infection operates over a short time period. These findings are consistent with results of challenge experiments in animal models, which have concluded that
the influenza-pneumococcal interaction operates over a short window—only instances where bacterial
infection lags viral infection by 5–7 days lead to increased susceptibility10. Immuno-kinetic models of
this viral-bacterial interaction also predict a similarly short time window11,39.
Because of the consistency of these findings with those of Shrestha et al.38, we assessed whether the
impact of influenza we detected here is limited to pneumococcal pneumonia. To do so, we first generated
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Figure 2. Dataset 3. The figure shown monthly incidences of influenza (blue), pneumonia (red), and
coinfections (purple) across 34 US Army camps spanning 8 months, from May of 2018 to Dec 1918. This
covers the fall wave in 1918. The vertical colored lines indicate the scale of the graph where the length
indicates incidence of 10%.

predicted pneumonia incidence excluding pneumococcal pneumonia by subtracting the predicted pneumococcal pneumonia incidence (using our previous model38), from predicted pneumonia incidence.
These model predictions were then compared against the Illinois data (dataset 1). We found that predictions of the MLE models, which included susceptibility impact of influenza on bacterial pneumonia,
Scientific Reports | 5:15314 | DOI: 10.1038/srep15314
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Figure 3. The nature and intensity of interactions between influenza and pneumonia. The nature and
intensity of interactions between influenza and pneumonia, inferred in (A–C) New York City from 1920
to 1924 (dataset 2); and in the state of Illinois before the introduction of PCV from (D–F) 1990 to 1997
(dataset 1A); and after the introduction of PCV from (G–I) 2000 to 2009 (dataset 1B). Arranged columnwise are the tests for the three hypotheses, hypothesis 1 (transmission impact), hypothesis 2 (susceptibility
impact), and hypothesis 3 (pathogenesis impact). Plotted in each graph are likelihood profiles for the
respective parameters—the profiles are created by fitting a smooth line through the log of the arithmetic
mean likelihoods (shown in large dots) in 10 repeated likelihood estimates (shown in small dots). The
values within the two dashed black lines are within the estimated 95% confidence interval, and the value
marked with dashed colored line represents the maximum likelihood estimate (MLE). For each of the three
parameters, value of 1 represents the null hypothesis. For hypothesis 2, we show the profiles with θ =  1, and
ξ =  1 (i.e. after rejecting hypotheses 1 and 3) in the inset graphs.

were superior to the null models: R2 goodness of fit for the MLE model were 0.532 and 0.745 for pre- and
post-vaccine Illinois data, compared to 0.471 and 0.697 for the null model. (See Figures S-14 and S-15 in
the Supplementary Materials for comparisons of pre- and post-PCV Illinois data.) This suggests that the
interaction between influenza and bacterial pneumonia we have detected cannot be entirely attributed
to the interaction between influenza and pneumococcal pneumonia.

Scientific Reports | 5:15314 | DOI: 10.1038/srep15314

5

www.nature.com/scientificreports/

Figure 4. Susceptibility impact of influenza on pneumonia in four cities between 1920–1923. We
examine the susceptibility impact in four cities, Chicago, Philadelphia, Baltimore and Los Angeles in two
different ways. (A) First, we analyze out-of-fit predictions in the four cities, using the null (φ =  1) and the
MLE (φ =  80) model arising from the New York City data. Presented are R2 goodness of fits for both models
for each of the cities. We do not present R2 goodness of fits for New York because New York data were used
in constructing the MLE model. [See Fig. S-7 in SOM for comparisons of the data and the predictions.]
(B) Second, we independently estimate the susceptibility impact, φ, from each of the 4 datasets, following
the same procedure used for New York City data. Presented are the likelihood profiles, and the 95%
confidence intervals.

The intensity of the susceptibility impact. Without evidence to support hypotheses 1 and 3 in all

three time series, we re-estimated the susceptibility impact of influenza on pneumonia assuming θ =  1
and ξ =  1. The susceptibility impact, φ, was estimated to be 80 (CI: 25–150) in dataset 2 (Fig. 3B: inset)
and 110 (CI: 63–240) in dataset 1B (Fig. 3H: inset). In dataset 1A (Fig. 3E: inset), the susceptibility
hypothesis was marginally significant with the 95% confidence interval for φ extended from 1.2 to 410.
Given that this cut-off is within the range of variability introduced in fitting a profile for 95% confidence
interval, we interpret this to be a weak signal for presence of an interaction.
To check the consistency of these findings, we independently estimated the susceptibility impact,
φ, in 4 other cities, namely Chicago, Baltimore, Philadelphia and Los Angeles, from 1920 to 1923. The
respective city-specific likelihood profiles of φ [Fig. 4B] arrive at MLEs that are surprisingly consistent,
ranging from 75 to 135. These results suggest that recent influenza infection enhances the susceptibility
to pneumonia by a factor of ~100.

Model validation during non-pandemic periods. To assess the predictive ability of our model,
we challenged the model fitted to New York City data (dataset 1) to predict pneumonia incidence in
Chicago, Philadelphia, Baltimore and Los Angeles, using the city-specific population size and influenza
incidence as covariates. These predictions, henceforth referred to as out-of-fit predictions, were based
on the MLE pneumonia parameters estimated from New York City data, and importantly not fit to the
city-specific pneumonia incidence. We compared the R2 goodness of fit of the predictions made by the
fitted model, against the best-fit null model (φ =  1). As shown in Fig. 4A, the MLE-model generated
quantitatively good out-of-fit predictions with R2 values of 0.85, 0.48 and 0.8 for three out of four cities,
which were superior to those generated by the null-model. The MLE-based prediction in Los Angeles
was inferior to the null-model prediction (the negative value indicates the prediction was also inferior
Scientific Reports | 5:15314 | DOI: 10.1038/srep15314
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Figure 5. Prediction of pneumonia and coinfections across 34 US Army Camps during the Fall wave
of 1918 influenza pandemic. We predict monthly pneumonia incidence (fraction of the camp population
reported with pneumonia, shown in red) and monthly coinfection incidence (fraction of the camp
population reported with both influenza and pneumonia, shown in purple) over a period of 8 months
covering the fall wave of 1918 pandemic, across 34 camps. (A) Shown are comparisons of model predictions
(which are forward simulations of the MLE+ model, averaged over 1000 simulations per camp) and the
data for each of the 34 camps. Comparisons of the predictions of pneumonia (B) and coinfections (C)
during the 1918 fall pandemic over 34 US Army camps, with the data during the data period. Presented are
average monthly incidences (%) during the 3 months (S,O,N) spanning the fall pandemic. The R2 goodness
of fit between the data and the prediction were 0.52 and 0.6 for pneumonia predictions and coinfection
predictions, respectively.

to predictions based on the mean alone). Comparisons of out-of-fit predictions from both models and
the data (Fig. S-8 in the Supplementary Materials), show that MLE-based prediction overestimated the
winter peak in 1920 for Los Angeles, which had an unusually low peak compared to the other cities that
winter.

Model validation during the 1918 pandemic. For each of the 34 army camps, we predicted

monthly cases of pneumonia and coinfections for 8 months spanning the fall wave of the 1918 influenza
pandemic. The predictions were based on MLE+ model (see Methods for details on MLE+ model), and
utilized the monthly influenza case reports in each of the camps (Fig. 2). The predictions captured substantial amounts of variability in both the incidence of pneumonia (Fig. 5A, in red) and the frequency
of coinfections (Fig. 5A, in purple), as well as the timing of their peaks across camps. The R2 goodness
of fit between the data and the predictions (34 camps ×  8 months) were 0.61 for pneumonia predictions
and 0.7 for coinfection predictions. Camp-specific predictions of the size of the pneumonia outbreaks
and coinfections during the 3 months spanning the fall pandemic (September, October, and November of
1918) were also in fair agreement with the data. The R2 goodness of fit were 0.52 and 0.6 for pneumonia
predictions and coninfection predictions, respectively (See Fig. 5B,C). The predictions were fairly robust
to variations in turnover rate and reporting ratios (See Fig. S-12 in the supplementary materials).
Scientific Reports | 5:15314 | DOI: 10.1038/srep15314
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Discussion

By examining hospitalization reports of influenza and pneumococcal pneumonia in Illinois over the
past two decades, we had previously reported that influenza infection enhanced susceptibility to pneumococcal pneumonia by ~100 fold up to a week38. We had also found that the interaction was limited to
susceptibility enhancement, with no evidence for either a transmission or pathogenesis impact. Here, we
turned our attention to the consequences of influenza infection on bacterial pneumonia, more broadly.
Additionally, the data we analyzed here address the consequences of both seasonal and pandemic influenza. These data differed in their spatial resolution (ranging from army camps to cities to state level),
and spanned different time periods with very different prevention and treatment practices, including the
use of influenza and pneumococcal vaccines, as well as access to antibiotics. Our findings here are very
consistent with those of Shrestha et al.38. Again, we are led to conclude that the data support increased
susceptibility by a factor of ~100 and were able rule out hypothesized transmission and pathogenesis
impacts in all time series we examined. Furthermore, our results suggest that interaction between influenza and bacterial pneumonia is not limited to interaction with pneumococcal pneumonia alone.
While the interaction strength is considerable at the level of the individual, its numerical effect at the
population level is rather modest, accounting for 2–7% of pneumonia cases in New York City between
1920 and 1924, and less that 2% of pneumonia cases in Illinois between 1990–1998 and 2000–2010.
[Please refer to Fig. S-9 in the supplementary materials for influenza attributable etiological fraction
of pneumonia.] The ability to infer the mechanism and magnitude of this process reflects the potential
usefulness of combining mechanistic models with likelihood-based inference methods. The key to the
detectability of the signal—i.e., the source of the information harvested—is the interannual variability in
influenza peaks38. Consequently, we were not able to detect an interaction in the dataset with substantially smaller variability in influenza incidence. While the strength of the signal of the interaction may
have varied across datasets, the estimated intensity of the susceptibility impact was remarkably consistent.
In our model validation analyses, we aimed to assess how much of the variability in the pneumonia
incidence data could be explained by the hypothesized mechanism of interaction. This was accomplished
by analyzing out-of-fit predictions made in two different time periods, during the 1918 pandemic across
34 army camps and after the pandemic in 4 different cities. The scale of influenza epidemics varied drastically between the two datasets, yet the predictions based on the same hypothesis were able to explain a
considerable amount of variability in the data. Previous work, most of which has focused on individual
autopsy reports, has detailed the extent of the interaction between influenza and bacterial pneumonia
during the 1918 pandemic26,27,40–42. Our results gleaned from epidemiological reports are consistent with
these findings and are furthermore very similar to coinfection dynamics during non-pandemic periods.
It is important to point out that our work does not necessarily rule out potential variability in the
the intensity of interaction between influenza and bacterial pneumonia at different times and places.
Different influenza subtypes may elicit varying degrees of immune response, which may lead to variability in the interaction with bacterial pneumonia36. Variability in the interaction can also be introduced
by how influenza may interact with different bacterial agents that contribute to bacterial pneumonia.
Risk of invasive pneumonia has been shown to be serotype-dependent for pneumococcus43, and there
is potential for similar serotype level variability in the interactions with influenza37. However, what our
results do suggest is that the scale of the manifestation of bacterial coinfections during the 1918 pandemic, as observed in the army camp hospitalization reports, does not necessarily imply that interaction
between pandemic influenza strain and bacterial pneumonia was abnormally higher. This is consistent
with the finding in animal models that coinfection with H1N1 influenza strain expressing 1918 proteins
are not significantly different from a strain that does not, in terms of the subsequent bacterial loads and
within-host kinetics44. Further research is merited to quantify variability in coinfection dynamics resulting from different strain of influenza.
We have tried to be both pragmatic and parsimonious in our modeling choices, guided by the availability of data, and general understanding of transmission dynamics. We have assumed that the transmission of bacterial pneumonia is homogenous, and have not included heterogeneities arising from
age-dependent contact patterns or associated risk factors. It would be particularly important to know
how the interactions may differ in age groups, especially children where the burden is large. We have also
assumed the bacterial carriage to be constant: we were unable to incorporate a mechanistic model in the
absence of a clear understanding of causal links between carriage and transmission.
Our work is based on hospitalization reports and categorization of influenza and pneumonia based
on the standard of practice at different times and settings, which may have been variable between different datasets. Of note, the influenza virus itself was only discovered in 1930s45, more than a decade after
the 1918 pandemic. Hence the categorizations, especially for the earlier datasets, are likely to be only
symptom-based and subject to variability in the diagnosis. One important known difference between
dataset 1 and datasets 2 and 3 is that whereas pneumonia case reports used in dataset 1 excluded exclusively influenza viral pneumonia cases, such sub-categorizations were not available for pneumonia case
reports in datasets 2 and 3. Hence, pneumonia case reports in datasets 2 and 3 may also include some
non-bacterial, influenza viral pneumonia cases, which has the potential to lead to overestimation of the
interaction. We note, however, that the inferences we made from these data (dataset 2) were very similar
to those drawn from data that excluded influenza viral pneumonia (dataset 1). More generally, other
exclusively viral etiologies of pneumonia, which are difficult to diagnose, especially with the abundance
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of bacterial co-infections46, have not been distinguished in any of the pneumonia case reports used in this
study. Although they could inflate the level of bacterial pneumonia, they are unlikely to systematically
influence the signal of interaction. Ideal forms of data, which would include microbiological confirmation of viral and bacterial etiologies, are generally not available at the population level. Finally, the hospitalization reports also do not distinguish the severity of influenza or pneumonia infection in reported
cases, and may lack requisite details to identify the impact of influenza on the severity of pneumonia:
Our finding of no severity impact in hospitalization data should be interpreted in this context.
Our work suggests that the impact of influenza on pneumonia is not limited to the clinical manifestation of the infection, i.e. increasing the severity of the infection. In particular, we find a presence of an
epidemiological impact of influenza on pneumonia. This suggests that interventions targeted at reducing
the risk of pneumonia, either via vaccines targeted towards bacterial sources of pneumonia47 or against
influenza, which are particularly effective in reducing the risk of subsequent risk of pneumonia48,49, are
likely to be more effective compared to post hoc treatment and case management. Furthermore, given
that the interaction operates at short time scales, antiviral treatment of influenza patients may not be as
efficacious in preventing secondary bacterial infections39. On the other hand, the efficacy and effectiveness of influenza prevention strategies should perhaps also include prevention of pneumonia, thereby
enhancing the value of influenza prevention50.

Materials and Methods

Data. Dataset 1: Weekly hospitalizations of influenza and pneumonia in the State of Illinois, 1990–1997
(before the introduction of the pneumococcal conjugate vaccine), and 2000–2009 (after the introduction
of pneumococcal conjugate vaccine). Datasets 1 (A&B) consisted of weekly hospitalization of influenza and pneumonia in the state of Illinois, between 1990 and 1997 [Fig. 1B], and between 2000 and
2009 [Fig. 1C], respectively. These data were obtained from the State Inpatient Databases (SID) of the
Healthcare Cost and Utilization Project (HCUP), maintained by the Agency for Healthcare Research and
Quality (AHRQ), through an active collaboration51. This database contains all hospital discharge records
from community hospitals in the state. Cases were identified by the presence of the relevant diagnostic
codes listed anywhere in the patients’ record, including influenza (487–488), or all-cause pneumonia,
excluding influenza (480–486). Weekly time series were created for each disease outcome. The data are
presented as incidences, using mid-year population size estimates for the state which were obtained
from the United States Census Bureau. Population estimates are shown in Fig. S-1 in the supplementary
materials.
Dataset 2: Weekly case reports of influenza and pneumonia, NYC and 4 other population centers, 1920–1923.
Dataset 2 consisted of weekly case reports of influenza and pneumonia in five large population centers
in the US, namely New York City, Chicago, Philadelphia, Baltimore, and Los Angeles, from 1920 to
1923. The choice of the cities was primarily made on the basis of data availability. These data were
obtained from the Project Tycho database at the University of Pittsburgh (www.tycho.pitt.edu)52. The
Project Tycho digitized data from provisional weekly nationally notifiable disease surveillance report
from US cities and states between 1888 and 2011 that were published in various journals by the Centers
for Disease Control and Prevention and its precursors. The pneumonia and influenza case reports used
here were published in the Public Health Reports by the US Public Health Service. [See Fig. 1A for
New York City data, Fig. S-1 for data on other cities, and section S-1 in supplementary online materials
(SOM) for detailed information on the data.] The population sizes of each of these cities are also taken
from 1920 census.
Dataset 3: Monthly case reports of cases of influenza, pneumonia, and coinfections across 34 US Army
camps, 1917–1918. Dataset 3 [Fig. 2] consisted of monthly hospitalization reports of cases of influenza,
pneumonia and both influenza and pneumonia across 34 US Army camps from May 1918 to Dec 1918.
The data were obtained from the annual reports of the Surgeon General of the US Army and digitized
for analyses. Influenza cases consisted of individuals reported with influenza only, influenza and bronchopneumonia, influenza and lobar-pneumonia, and influenza with other complications. Pneumonia
cases consisted of individuals reported with bronchopneumonia only, lobar-pneumonia only, influenza
and bronchopneumonia, and influenza and lobar-pneumonia. Finally, coinfection cases consisted of individuals that were reported with influenza and bronchopneumonia, and influenza and lobar-pneumonia.
The population of the Army camps were also taken from the annual reports.

Model of pneumonia transmission and viral-bacterial interaction. We used a previously devel-

oped modeling framework38, to model the underlying transmission dynamics of bacterial pneumonia
and interaction between influenza and pneumonia. This model encapsulates three distinct hypotheses
pertaining to the nature of the interaction between influenza and bacterial pneumonia. The first hypothesis, (H1: transmission impact), proposes that individuals co-infected with influenza and bacterial pneumonia are more transmissive compared to individuals that are not infected with influenza. The second
hypothesis, (H2: susceptibility impact), proposes that infection with influenza enhances risk of developing bacterial pneumonia. The third hypothesis, (H3: pathogenesis impact), proposes that influenza
infection increases the severity of subsequent bacterial pneumonia. The three hypotheses describe three
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distinct mechanisms by which epidemiological data of bacterial pneumonia are potentially affected by
influenza. While the hypothesized mechanisms are distinct, they are not necessarily mutually exclusive.
We do not explicitly model the transmission dynamics of influenza, and influenza weekly case reports
are taken as a covariate.
The underlying transmission model is an adapted version of the well-studied SIRS compartmental
model53,54 where the host population is divided into 3 compartments according to their infection status
with respect to bacterial pneumonia—(i) S consists of susceptible hosts; (ii) I consists of hosts who are
currently infected; and (iii) R consists of hosts that have recently recovered from an infection. Susceptibles
experience a per capita hazard of bacterial pneumonia, λ(t), that is modeled to consist of two sources of
transmission: (i) individuals that are currently infectious with bacterial pneumonia, I(t), and (ii) bacterial
carriage in the population that is constant and not reflected in the incidence, ω, yielding:
I (t )
λ (t ) = β (t )  N (t ) + ω . Here, β(t) represents seasonally varying transmission rate. Individuals remain


infectious for an average duration of 1/γ, and the protection imparted by a previous infection lasts for
1/ε on average.
In order to incorporate the three hypothesized mechanisms of the effect of influenza on bacterial
pneumonia within this framework, compartments S and I are further divided into sub-compartments,
depending on their status with respect to the influenza infection. In particular, sub-compartments SF
and IF consist of susceptible and infectious hosts who were recently infected with influenza, and
sub-compartments SU and IU of hosts who were not. We estimate the size of SF , assuming that it is proportional to the current incidence of influenza corrected for underreporting. Hence, at time t,
F (t )
SF = ρ N (t ) S (t ), where N(t) is the size of the population, F (t ) is number of influenza cases reports,
F

and ρF is the reporting probability.
To formulate hypothesis 1, we distinguish between the transmission contributions of those infected
with bacterial pneumonia according to their status with respect to influenza. In particular, we assume
that transmission potential of individuals recently infected with influenza is modulated by a factor θ
compared to those uninfected with influenza, such that: λ (t ) = β (t )  IU + θIF + ω . Thus, hypothesis 1
N

N
is formulated as θ >  1, with the null hypothesis given by θ =  1. To formulate hypothesis 2, we hypothesize
that susceptibles in the two sub-compartments, SS, and SF experience different hazard rates, λ(t), and
φλ (t ), respectively. The hazard ratio φ is taken as the measure of susceptibility impact due to influenza
infection. Again, hypothesis 2 is formulated as φ > 1, with the null hypothesis φ = 1. Finally, to formulate
hypothesis 3, we hypothesize that individuals coinfected with influenza develop more severe symptoms,
and are likely to be reported at a higher rate, i.e. ξ times more than individuals not infected with influenza. Hypothesis 3 is formulated as ξ >  1, with ξ =  1 being the null. The model and the three hypothesized mechanisms of interactions are schematically presented in Fig. S.4 in the supplementary
materials.

Hypothesis testing and inference of the intensity of the interaction. The three central hypotheses concerning the nature of the interaction are tested using a likelihood based inference approach. We
utilized the framework of partially observed Markov processes55–58, that is implemented in a freely available software package pomp59. In this framework, the model in conjunction with a set of parameters
Θ  =  {Θ 1,…,Θ k} is confronted with data, y(tj), j =  1,…, n to come up with a likelihood estimate (L (Θ)).
The evidence that a focal parameter Θ i takes a value p, i.e. Θ i =  p, is reflected in the maximum of all
likelihood estimates with the chosen parameter fixed at p, and all other parameters varied:
L (Θi = p) =
max
L (Θi = p). Now, by considering likelihoods across a range of value p1,…,
Θ j,j ∈{1,…,k},j ≠ i

pm, a likelihood profile for the focal parameter Θ i is constructed. The profile describes the strength of
evidence pertaining to the focal parameter over the profiled range. The value corresponding to the largest
likelihood estimate is considered a maximum likelihood estimate (MLE), and values corresponding to
the likelihood estimates 1.98 units below maximum are taken to be 95% confidence interval.
We constructed likelihood profiles for each of the three hypothesis-related parameters, θ, φ, and ξ,
separately for dataset 1 (A&B), and dataset 2 (New York City). Additionally, for the remaining portion
of dataset 2 (Chicago, Philadelphia, Baltimore, and Los Angeles), we constructed likelihood profile for
φ. For each of the hypothesis, if the null value of 1 was contained within the 95% confidence interval,
then the hypothesis was rejected and the MLE was taken to be the point estimate of the intensity of the
interaction of the hypothesized nature.

Prediction Model. To assess the predictability of the inferred model and the nature and intensity of
the interaction, we developed prediction models. The aim of the prediction models was to predict the
number of pneumonia cases in a specific location over a period of time, on the basis of hospitalization
reports of influenza cases, and previously identified model that was most consistent with the data, i.e.
the MLE model. In particular, the prediction model were not directly fit to the data on which the predictions were made.
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Two prediction models were developed. The first prediction model aimed to predict pneumonia cases
during non-pandemic period in dataset 2 (Chicago, Philadelphia, Baltimore, and Los Angeles). Since
these predictions were at the scale of city, we simply used the MLE model inferred from dataset 2 (New
York City) as the prediction model. The set of parameter values that characterize the MLE model are
presented in Table S2 in the supplementary materials. The second prediction model aimed to predict
pneumonia cases in dataset 3 — 34 US Army camps during the Fall wave of the 1918 influenza pandemic. We used the same MLE model but with changes to 3 parameters, (i) birthrate μ, (ii) reporting
ratio for influenza ρF , and (iii) reporting ratio for pneumonia, ρp (referred to as MLE+). Since birth
events would not be relevant for US Army camps, μ was instead interpreted to represent rate of turnover
in camps. This was taken to be 0.25 per year, ie an individual would reside in a camp for 4 years on
average. The two reporting rates were allowed to change to account for differences in reporting practices
between a city compared to an army camp. We explored a range of possible reporting ratios for pneumonia and influenza, and picked the reporting ratios that yielded the best predictions. They were 50%
for pneumonia and 30% for influenza. Sensitivity of the predictions to the turnover rate and reporting
ratios are shown in the supplementary materials.
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