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Abstract 

Background  Pneumococcal disease caused by Streptococcus pneumoniae is an important cause of morbidity 
and mortality across all ages, particularly in younger children and older adults. Here, we describe pneumococcal dis-
ease hospitalizations at Ministry of Health (MoH) facilities in Malaysia between 2013 and 2015.

Methods  This was a retrospective databases analysis. Tabular data from the Malaysian Health Data Warehouse 
(MyHDW) were used to identify microbiologically confirmed, pneumococcal disease hospitalizations and deaths 
during hospitalization, using hospital-assigned ICD-10 codes (i.e., classified as meningitis, pneumonia, or non-men-
ingitis non-pneumonia). Case counts, mortality counts, and case fatality rates were reported by patient age group 
and by Malaysian geographic region.

Results  A total of 683 pneumococcal disease hospitalizations were identified from the analysis: 53 pneumococ-
cal meningitis hospitalizations (5 deaths and 48 discharges), 413 pneumococcal pneumonia hospitalizations (24 
deaths and 389 discharges), and 205 non-meningitis non-pneumonia pneumococcal disease hospitalizations (58 
deaths and 147 discharges). Most hospitalizations occurred in children aged < 2 years. Crude mortality was highest 
among children aged < 2 years (for all three disease categories), among adults aged ≥ 65 years (for pneumococcal 
pneumonia), or among adults aged 65–85 years (for non-meningitis non-pneumonia pneumococcal disease). The 
case fatality rate, all ages included, was 5.8% for pneumococcal pneumonia, 9.1% for pneumococcal meningitis, 
and 28.3% for non-meningitis non-pneumonia pneumococcal disease.

Conclusions  Our study is the first to document pneumococcal disease hospitalizations and deaths during hospitali-
zation in Malaysia. Although this database analysis likely underestimated case counts, and the true disease burden 
could be even greater, the study demonstrates a substantial burden of pneumococcal disease. Public health meas-
ures, including vaccination, would significantly contribute to the prevention of hospitalizations and deaths associated 
with pneumococcal disease in Malaysia.
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Background
Streptococcus pneumoniae is a common cause of serious 
infections, invasive or non-invasive, across the span of age. 
Invasive pneumococcal disease (IPD) includes meningi-
tis, pneumonia (bacteremic pneumonia and empyema), 
and non-meningitis/non-pneumonia disease (bacteremia/
septicemia). Pneumococcal meningitis, associated with 
10–30% case-fatality, leaves up to 50% of survivors suf-
fering neurological sequelae [1]. Pneumococcal infections 
can also cause mucosal (non-invasive) diseases, such as 
nonbacteraemic pneumonia or acute otitis media (AOM). 
Pneumococcal pneumonia, which has both invasive (bac-
teremic pneumonia and empyema) and non-invasive (non-
bacteraemic pneumonia) presentations, is a major cause of 
morbidity and mortality worldwide [2–5].

Health care services in Malaysia consist of public sec-
tor, Ministry of Health (MoH)-run, primary health care 
centers and hospitals, and there are  private health care 
services mainly located in physician clinics and in hos-
pitals in urban areas. MoH-run, public sector, health 
care services are administered through central, state 
and district offices. In addition to regulating its own 
health care services, the MoH also regulates the pri-
vate health care services, as well as the pharmaceuti-
cal industry and food safety. The Malaysian healthcare 
services maintain records across the population using 
individuals’ unique National Registration Identification 
Card (NRIC) numbers, allowing linkage of each indi-
vidual’s hospitalisation(s), laboratory result(s), and death 
certification.

Analyses of national health databases have been widely 
used to substantiate S. pneumoniae disease burden, nota-
bly in Taiwan, France, and the USA [6–8]. Although simi-
lar analyses generally have not been done in Southeast 
Asia due to the absence or lack of access to databases [9], 
the Malaysian health service NRIC numbers allow link-
age of individual hospitalisation, laboratory, and death 
certification records.

The pediatric national immunisation programme (NIP) 
in Malaysia began in December 2020, after the surveil-
lance period for this study [10]. The objective of this ret-
rospective database analysis was to describe – before the 
introduction of pneumococcal vaccination for children 
below 2  years of age into the NIP – microbiologically 
confirmed pneumococcal diseases treated at MoH facili-
ties in Malaysia for all ages from 2013-2015. It is the first 
study to document pneumococcal-associated hospitali-
zations and deaths at MoH hospitals in Malaysia.

Methods
Health data
MoH tabular data from the Malaysian Health Data Ware-
house (MyHDW) from 2013–2015 (Health Informatics 
Centre, Planning Division, Ministry of Health Malaysia 
2017) were provided in response to a request from this 
group. The dataset included ICD-10 codes, age of the 
patient (in discrete year-of-age format), Malaysian state 
where hospitalization occurred, mortality, discharge dis-
position (alive or deceased), and year of discharge. (Mor-
tality describes death during hospitalization.) Based 
on further information by MyHDW, MI-Harmony was 
used “to harmonise data by codifying actual data with 
SNOMED CT codes and to perform semantic-based 
query over the SNOMED CT codified data”. MI-Harmony 
is basically an automated tool that harmonises the medi-
cal terms from diverse unstructured textual data from dif-
ferent sources into standardized medical terms, which will 
be used for the purpose of extraction of the required data 
from the database when needed. Due to the limitation of 
the system, there was a possibility that the case counts in 
the provided tabular data had included repeat episodes 
from the same individual, and the database did not specify 
whether the diagnosis associated with hospitalization was 
the primary or secondary reason for the hospitalization.

These MoH medical facility data of microbiologically 
confirmed pneumococcal diseases (i.e., meningitis, pneu-
monia, and non-meningitis/ non-pneumonia) were used 
to assess the case counts and crude disease incidence, 
as well as the mortality counts, case-fatality, and crude 
mortality incidence. The tabular data were disaggregated 
into individual-level datasets for the purpose of analysis 
in the current study. ICD-10 codes were classified as fol-
lows: pneumococcal meningitis (G00.1, Pneumococcal 
meningitis); pneumococcal pneumonia (J13, Pneumonia 
due to Streptococcus pneumoniae); or non-meningitis 
non-pneumonia pneumococcal disease (B95, Streptococ-
cus pneumoniae as cause of diseases classified elsewhere; 
A40.3, Sepsis due to Streptococcus pneumoniae). This 
dataset was from a passive national data collection sys-
tem for which microbiologically confirmed pneumococ-
cal disease case counts were available, although no data 
were reported from the system on pneumococcal sero-
types or on the frequency of laboratory specimens being 
tested for serotype. (Published serotyping results from 
pneumococcal isolates in Malaysia are available from 
governmental and academic sources; please see Discus-
sion for details.)
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Population data
Population data for each of the three study years, 2013–
2015, by state and by age group, were obtained from the 
Department of Statistics Malaysia Official Portal (dosm.
gov.my). States were categorized within five geographic 
regions as: i) Northern (Perlis, Kedah, Pulau Pinang, and 
Perak); ii) Central (Selangor, W.P. Kuala Lumpur and 
W.P. Putrajaya); iii) Southern (Negeri Sembilan, Mel-
aka, and Johor); iv) East Coast (Kelantan, Terengganu, 
and Pahang); and v) East (Sabah and Sarawak) (Fig.  1). 
(No case data were available for the state of Perlis in the 
Northern region.) The age groups in discrete, year-of-age 
format were < 2 years, 2 to < 5 years, 5 to < 18 years, 18 
to < 65 years, 65 to < 85 years, and 85 + years.

Statistical methods
The final analysis used the population and case (individ-
ual-level) datasets for all three years, 2013–2015. (One 
case was removed from the dataset due to missing age at 
admission.) Data cleaning and statistical analyses were 
carried out using SAS Studio (SAS Institute Inc., Cary, 
NC, USA).

For these microbiologically confirmed cases treated 
at MoH facilities, the case counts, crude incidence (per 
100,000 persons), fatality counts, case-fatality rates, and 
crude mortality rates (per 100,000 persons) were cal-
culated and presented by age group and by geographic 
region of the country. Crude incidence rates and mortal-
ity rates were calculated using number of cases or deaths 
from MoH-run primary health care centres and hospitals 
as the numerator, and the mid-year population, overall 
and for each age group or region of the country, as the 
denominator. Crude incidence was also calculated for 
each of the three pneumococcal disease categories (pneu-
mococcal meningitis, pneumococcal pneumonia, and 
non-meningitis non-pneumonia pneumococcal disease). 

Case fatality rates were calculated as the number of deaths 
divided by the total number of cases for each category, 
multiplied by 100. The exact Poisson method was used to 
compute the 95% confidence intervals for the rates. 

Results
Over the three study years, using the selected ICD-10 
codes denoting microbiologically confirmed pneumo-
coccal disease that had been treated in Malaysian MoH 
facilities, there were 53 pneumococcal meningitis hos-
pitalizations (5 deaths and 48 discharges), 413 pneumo-
coccal pneumonia hospitalizations (24 deaths and 389 
discharges), and 205 non-meningitis non-pneumonia 
pneumococcal disease hospitalizations (58 deaths and 
147 discharges).

Case counts by age group
Most hospitalizations occurred in the < 2 years age 
group, whether for pneumococcal meningitis (49.1%, 
26/53), pneumococcal pneumonia (41.9%, 173/413), or 
non-meningitis non-pneumonia pneumococcal disease 
(27.8%, 57/205) (Fig. 2a-c).

Crude incidence
The crude incidence for pneumococcal meningitis in 
children < 2 years of age was 1.03 per 100,000 [95% CI 
0.71, 1.46]. (Additional crude incidence rates by age 
group are available in the Supplementary Table S1).

Fatality counts by age group
The non-meningitis non-pneumonia pneumococcal dis-
ease category had 58 deaths, which was the largest num-
ber of deaths across the three disease categories. Among 
these 58 deaths, most occurred in adults (77.6%, 45/58), 
in the 65- to < 85-year-old age group (48.3%, 28/58) or in 
the 18- to 65-year-old age group (29.3%, 17/58) (Fig. 2c).

Fig. 1  Regions of Malaysia as defined in the study (W.P. Labuan State is not included in this study). Accessed at—Humanitarian Data Exchange 
(https://​data.​humda​ta.​org/​datas​et/​malay​sia-​admin​istra​tive-​level-0-​2-​bound​aries), and are shared under CC by license

https://data.humdata.org/dataset/malaysia-administrative-level-0-2-boundaries
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Fig. 2  a Pneumococcal meningitis hospital discharges and deaths by age group, Malaysia 2013–2015. b Pneumococcal pneumonia hospital 
discharges and deaths by age group, Malaysia 2013–2015. c Non-meningitis non-pneumonia pneumococcal disease hospital discharges 
and deaths by age group, Malaysia 2013–2015
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Case fatality rates
In our study, the overall case fatality rates were 9.1% (5/53) 
for pneumococcal meningitis, 5.8% (24/413) for pneumo-
coccal pneumonia, and 28.3% (58/205) for non-meningitis 
non-pneumonia pneumococcal disease. Across all geo-
graphic regions, the highest case fatality rate was seen 
for pneumococcal meningitis in the 5 to < 18-year-old age 
group (25.0%, 2/8), while the 85 + year age group had the 
highest case fatality rates of pneumococcal pneumonia 
(33.3%, 3/9) and of non-meningitis non-pneumonia pneu-
mococcal disease (87.5%, 7/8) (Table 1).

Crude mortality incidence
Crude mortality rates were high among children aged < 
2 years for all three disease categories, among adults > 65 
years for pneumococcal pneumonia, and among adults 
aged 65 to < 85 years for non-meningitis non-pneumonia 

pneumococcal disease. (Additional crude mortality rates 
are in the Supplementary Table S2).

Discussion
The case counts and the case-fatality rates in this analy-
sis varied across age groups in accordance with expecta-
tions from global disease surveillance, with greater values 
observed in the youngest and oldest age groups. Varia-
tion in case fatality rates associated with various manifes-
tations of IPD in Malaysia was also evident by geographic 
region (Table  1). Pneumococcal meningitis case fatality 
rates ranged from 0% in the East Coast to 16.7% in the 
Southern region; for pneumococcal pneumonia the range 
was from 2.1% in the East Coast region to 7.1% in the 
Central region; and for non-meningitis non-pneumococ-
cal disease it was from 17.2% in the East region to 37.5% 
in the Southern region. In addition to age group and 

Table 1  Case fatality rate, death/cases (%), of pneumococcal meningitis1, pneumococcal pneumonia2, and non-meningitis non-
pneumonia pneumococcal disease3 by geographic region and age group, Malaysia 2013–2015

95% CIs for proportions were calculated using exact method (Clopper-Pearson)
1 ICD-10 code: G00.1 (Pneumococcal meningitis)
2 ICD-10 code: J13 (Pneumonia due to Streptococcus pneumoniae)
3 ICD-10 code: B95.3 (Streptococcus pneumoniae as cause of diseases classified elsewhere), A40.3 (Sepsis due to Streptococcus pneumoniae)
a Kedah, Pulau Pinang, Perak
b Selangor, W.P. Kuala Lumpur, W.P. Putrajaya
c Negeri Sembilan, Melaka, Johor
d Kelantan, Terengganu, Pahang
e Sabah, Sarawak

Age, years

Region  < 2 years 2 to < 5 years 5 to < 18 years 18 to < 65 years 65 to < 85 years 85 years +  All ages

Pneumococcal meningitis
  Northerna 1/2 (50.0) 0/2 (0) 0/2 (50.0) 0/1 (0) 0/0 (0) 0/0 (0) 1/7 (14.3)

  Centralb 1/8 (12.5) 0/0 (0) 0/1 (0) 0/1 (0) 0/0 (0) 0/0 (0) 1/10 (10.0)

  Southernc 0/6 (0) 0/3 (0) 1/2 (50.0) 0/1 (0) 0/0 (0) 0/0 (0) 2/12 (16.7)

  East Coastd 0/1 (0) 0/0 (0) 0/0 (0) 0/0 (0) 0/0 (0) 0/0 (0) 0/1 (0)

  Easte 0/9 (0) 0/5 (0) 1/3 (33.3) 0/6 (0) 0/0 (0) 0/0 (0) 1/23 (4.4)

  All regions 2/26 (7.7) 0/10 (0) 2/8 (25.0) 1/9 (11.1) 0/0 (0) 0/0 (0) 5/53 (9.1)

Pneumococcal pneumonia
  Northerna 0/15 (0) 0/3 (0) 0/0 (0) 0/4 (0) 1/3 (33.3) 0/1 (0) 1/26 (3.9)

  Centralb 0/91 (0) 0/33 (0) 0/8 (0) 6/51 (11.8) 7/35 (20.0) 3/6 (50.0) 16/224 (7.1)

  Southernc 1/24 (4.2) 0/10 (0) 0/5 (0) 1/7 (14.3) 1/2 (50.0) 0/1 (0) 3/49 (6.1)

  East Coastd 0/14 (0) 0/8 (0) 0/4 (0) 1/17 (5.9) 0/5 (0) 0/0 (0) 1/48 (2.1)

  Easte 1/29 (3.5) 0/8 (0) 0/6 (0) 2/12 (16.7) 0/10 (0) 0/1 (0) 3/66 (4.6)

  All Regions 2/173 (1.2) 0/62 (0) 0/23 (0) 10/91 (11.0) 9/55 (16.4) 3/9 (33.3) 24/413 (5.8)

Non-meningitis non-pneumonia pneumococcal disease
  Northerna 1/3 (33.3) 0/1 (0) 0/2 (0) 1/4 (25.0) 1/4 (25.0) 0/0 (0) 3/14 (21.4)

  Centralb 1/16 (6.3) 0/6 (0) 0/2 (0) 8/29 (27.6) 15/31 (48.4) 0/7 (0) 31/91 (34.1)

  Southernc 0/3 (0) 1/2 (50.0) 0/2 (0) 4/9 (44.4) 4/7 (57.1) 0/1 (0) 9/24 (37.5)

  East Coastd 2/4 (50.0) 0/1 (0) 0/1 (0) 1/4 (25.0) 1/2 (50.0) 0/0 (0) 4/12 (33.3)

  Easte 0/31 (0) 1/11 (9.1) 0/6 (0) 3/7 (42.9) 7/9 (77.8) 0/0 (0) 11/64 (17.2)

  All Regions 4/57 (7.0) 2/21 (9.5) 0/13 (0) 17/53 (32.1) 28/53 (52.8) 7/8 (87.5) 58/205 (28.3)
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geographic region, other sources of variation, which were 
not measured, could have been individual risk factors for 
pneumococcal infection, age-specific exposure to Strep-
tococcus pneumoniae transmission, access to healthcare 
services or medical technologies, or social factors (such 
as rural versus urban lifestyles) (Department of Statistics 
Malaysia Official Portal [dosm.gov.my]).

Calculated incidence rates and mortality rates substan-
tially underestimated the burden of disease. In the numer-
ator, the number of cases was based on microbiological 
confirmation of a pneumococcal infection, although it can-
not be assumed that all pneumococcal infections were 
microbiologically confirmed. State populations were used 
as the denominator, but this may not have reflected an 
accurate estimation of the catchment areas for MoH-run 
primary health care centres and hospitals. For instance, the 
East geographic region (Sabah and Sarawak) is predomi-
nately an undeveloped rural area, marked by health lit-
eracy issues and challenges in access to healthcare, where 
some villages are only accessible by water route. Further-
more, Malaysia is served by both public health and private 
sector systems, and the relative patient proportion for each 
by state was not possible to ascertain.

In contrast to our study, where the crude incidence for 
pneumococcal meningitis in children < 2 years of age was 
estimated to be 1.03 per 100,000 [95% CI 0.71, 1.46], in 
studies from the pre-PCV era that consistently obtained 
cultures from suspected cases within well-defined catch-
ment areas, the reported incidence ranged from 10 per 
100,000 in industrialized countries to greater than 100 
per 100,000 in developing country settings [1, 11]. Fur-
ther suggesting the likely underestimation of disease 
in the current study, a prospective cohort study in chil-
dren aged < 5 years who lived in Nha Trang, Vietnam 
measured the incidence of IPD as at least 48.7 cases per 
100,000 children (95% CI, 27.9–85.1) [12].

Other studies in the region include a 2015 study of 
pneumococcal pneumonia in Southeast Asia that esti-
mated the incidence of pneumococcal pneumonia at 
2,432 per 100,000 children aged < 5 years, causing an esti-
mated 69,200 deaths [13]. In Thailand, a study in 2007 
documented that the highest incidences of IPD occurred 
in children aged < 5 years (8.8–12.3 per 100,000 indi-
viduals) and in adults aged ≥ 75 years (26 per 100,000 
individuals) [14]. Another study in Thailand of two rural 
provinces from 2005–2010 documented the annual inci-
dence of hospitalization due to pneumococcal  bactere-
mia  at 3.5  per  100,000 person-years. The highest rates 
of hospitalization occurred in infants aged < 1 year (33.8 
per 100,000 person-years), children aged < 5 years (11.1 
per 100,000 person-years), and adults aged ≥ 65 years 
(13.6 per 100,000 person-years) [15]. Of note was the 
authors’ caveat that these estimated incidence rates may 

be substantial underestimates of the true burden of pneu-
mococcal bacteremia in Thailand because most patients 
were likely diagnosed in an outpatient setting without 
hospitalization [14]. Another Thailand study conducted 
in the same provinces from 2006 to 2011 found that the 
annual incidence of hospitalization due to pneumococcal 
pneumonia in adults was 30.5 cases per 100,000 person-
years, with the highest rates of hospitalization in adults 
aged ≥ 70 years (150 per 100,000 person-years) [16].

For the crude mortality rates, it is also likely that the 
numerator was undercounted because most fatalities 
associated with pneumococcal infections probably had 
not been confirmed microbiologically, while the state 
population denominator would have overestimated 
the catchment area for the MoH-run primary health 
care centres and hospitals. Within our study, the crude 
mortality rates in the < 2 years age group  was  0.06 per 
100,000 [95% CI 0.01, 0.23]  for pneumococcal menin-
gitis and 0.06 per 100,000 [95% CI 0.01, 0.23] for pneu-
mococcal pneumonia, and it was 0.13 per 100,000 [0.04, 
0.33] for non-meningitis non-pneumonia pneumococcal 
disease. By contrast, higher population-based mortality 
rates were estimated for the Western Pacific region in 
young children (1–59 months) in the year 2000 (i.e., pre-
PCV era): 3 per 100,000 for pneumococcal meningitis, 
28 per 100,000 for pneumococcal pneumonia, and 3 per 
100,000 for non-pneumonia non-meningitis pneumococ-
cal disease [3].

Notably in North America and Europe, national health 
databases have been widely analyzed to substantiate 
S. pneumoniae disease burden [6–8], although similar 
analyses generally have not been done in Southeast Asia, 
due to the absence or lack of access to databases [9]. This 
study adds to the available pneumococcal disease burden 
evidence in Malaysia. A review study of IPD in Asia [17] 
identified only two relevant studies conducted in Malay-
sia, both now many years ago. The first paper assessed 
circulating, disease-causing pneumococcal serotypes in 
relation to those included in PPSV23, using data from 
1994–1995, and concluded that vaccination could be 
of benefit in Malaysia [18]. The second paper assessed 
the potential impact of 7-valent pneumococcal conju-
gate vaccine (PCV7) on the clinical and economic bur-
den of pneumococcal disease in children in 2006–2007, 
concluding that PCV7 would be cost effective using the 
WHO thresholds for cost effectiveness [19]. This lat-
ter analysis was based on annual incidence per 1,000 
population (from estimates of adults ≥ 20 years): 0.108 
for pneumococcal meningitis; 7.784 for pneumococcal 
pneumonia; and 3.278 for pneumococcal bacteremia. The 
PCV13 vaccine serotype distribution in Malaysia before 
the introduction of PCV into the National Immunization 
Program has been documented from publications that 
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detailed serotyping of invasive pneumococcal disease 
isolates over the period from 1995 to 2019. The PCV13 
serotype coverage ranged from 76.0 to 87.6% for chil-
dren (less than 5 years of age), 77.3% for adults (greater 
than 50 years of age), and it was from 51.4 to 77.7% for 
all ages [20–26]. This current analysis of data extracted 
from MoH facilities adds to the published evidence for 
microbiologically confirmed pneumococcal disease in 
the Malaysian population.

Nonetheless, this study has some limitations. Most 
importantly, it should be noted that though the diagnostic 
ICD-10 codes for pneumococcal diseases were the most 
reliable measures available, their use would inevitably have 
resulted in significant underreporting of the pneumococ-
cal pneumonia disease burden. For instance, identification 
of the pneumonia pathogen is infrequent because most 
pneumonia is not bacteremic, even in cases of radiologi-
cally confirmed pneumonia. Non-bacteremic pneumonia 
seems to account for a sizable proportion of the disease bur-
den, particularly in adults as compared to young children 
[27]. For the more serious conditions such as meningitis, 
in contrast, the magnitude to which these factors affected 
estimations of the burden of pneumococcal disease in this 
study is likely less because laboratory investigations would 
almost certainly have been more extensive. The database did 
not specify whether the diagnosis associated with hospitali-
zation was the primary or secondary reason for the hospi-
talization. Other possible limitations associated with any 
analysis of retrospective database information could also 
apply to this study, including miscoding of disease episodes, 
changes in case definitions and testing regimens over time, 
and incomplete data. Although patients in Malaysia have a 
unique identifier, individuals could have been counted more 
than once because repeat admissions for the same episode 
are not differentiated within the MyHDW database.

Since the period covered by this study, Malaysia 
included PCV in its NIP in December 2020 for children 
below 2 years of age, born since 1 January 2020 [10]. 
This was in accordance with World Health Organisation 
(WHO) recommendations that PCVs be included in NIPs 
worldwide, especially in countries with a large childhood 
mortality burden [28]. Data on the impact of the NIP on 
pneumococcal disease in Malaysia are awaited. Adult 
immunisation with both 13-valent pneumococcal conju-
gate vaccine (PCV13) and 23-valent pneumococcal poly-
saccharide vaccine (PPSV23) in older adults and high-risk 
groups is recommended by the Malaysian Society of 
Infectious Diseases and Chemotherapy [29].

Conclusions
The major advantage of database studies, especially for 
developing countries, is that they are far less resource inten-
sive. Data quality is not as robust as that collected through 

prospective primary data collection; therefore, a prospec-
tive study applying enhanced testing protocols would allow 
estimation of the proportion of cases not captured in a ret-
rospective database study. Nonetheless, the data presented 
here demonstrate that, in keeping with the Southeast Asia 
region, Malaysia experiences a significant burden from 
invasive pneumococcal disease (meningitis, pneumonia, 
or non-meningitis non-pneumonia). Measures to prevent 
infection, including vaccination, are likely be of benefit.

Abbreviations
IPD	� invasive pneumococcal disease
AOM	� acute otitis media
MoH	� Ministry of Health
MyHDW	� Malaysian Health Data Warehouse
ICD-10	� International Classification of Diseases, 10th Revision
NIP	� national immunization programme
PCV	� pneumococcal conjugate vaccine
PCV7	� 7-valent pneumococcal conjugate vaccine
PCV10	� 10-valent pneumococcal conjugate vaccine
PCV13	� 13-valent pneumococcal conjugate vaccine
PPSV23	� 23-valent pneumococcal polysaccharide vaccine
WHO	� World Health Organization

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12879-​023-​08611-3.

Additional file 1: Table S1. Crude incidence rates of pneumococcal 
meningitis1, pneumococcal pneumonia2, and non-meningitis non-pneu-
monia pneumococcal disease3 per 100,000 (95% CI) by geographic region, 
Malaysia 2013-2015. Table S2. Crude mortality rates of pneumococcal 
meningitis1, pneumococcal pneumonia2, and non-meningitis non-pneu-
monia pneumococcal disease3 per 100,000 (95% CI) by geographic region 
and age group, Malaysia 2013-2015.

Acknowledgements
We are grateful to Pfizer Inc colleagues for: early input to the study concept, 
Elisa Gonzalez MPH and Amgad Gamil MD; the final manuscript, Pavin Yogara-
jah; and editorial assistance, Qi Yan, PhD, MS.

Authors’ contributions
SSRS, MF, JN and KFL initiated the study design; KA, JS, MF and MA formulated 
and conducted the data analysis; JS, KA, KFL and MF drafted the manuscript 
into which all authors provided comments and updates.

Funding
This study was funded by Pfizer, Inc. as a Collaborative Research Agreement 
(WI222527) with the Malaysian Association for Family and Child Health 
(MAFCH).

Availability of data and materials
All data generated or analysed during this study are included in this published 
article and its supplementary information files.

Declarations

Ethics approval and consent to participate
This study was approved by the Medical Research and Ethics Committee 
under the Ministry of Health Malaysia (approval reference NMRR-17–3053-
36708 [IIR]).

Consent for publication
Not applicable.

https://doi.org/10.1186/s12879-023-08611-3
https://doi.org/10.1186/s12879-023-08611-3


Page 8 of 8Sundaramurthy et al. BMC Infectious Diseases           (2024) 24:79 

Competing interests
KEA, MAF, KFL, MA, GM, BG, JN, and JS are Pfizer employees and may hold 
stock or stock options. SSRS and BB have no competing interests.

Author details
1 Malaysian Association for Family and Child Health (MAFCH), Kuala Lumpur, 
Malaysia. 2 Vaccines Medical and Scientific Affairs, Pfizer Biopharma, Col-
legeville, Pennsylvania, USA. 3 Emerging Markets Region Medical Affairs, Pfizer 
Biopharma, New York City, USA. 4 Pfizer Biopharma, Kuala Lumpur, Malaysia. 

Received: 26 July 2022   Accepted: 14 September 2023

References
	1.	 Chavez-Bueno S, McCracken GH Jr. Bacterial meningitis in children. Pedi-

atr Clin North Am. 2005;52(53):795.
	2.	 Bhutta ZA, Das JK, Walker N, Rizvi A, Campbell H, Rudan I, Black RE, Lancet 

D. Pneumonia Interventions Study G: Interventions to address deaths 
from childhood pneumonia and diarrhoea equitably: what works and at 
what cost? Lancet. 2013;381(9875):1417–29.

	3.	 Wahl B, O’Brien KL, Greenbaum A, Majumder A, Liu L, Chu Y, Luksic I, Nair 
H, McAllister DA, Campbell H, et al. Burden of Streptococcus pneumoniae 
and Haemophilus influenzae type b disease in children in the era of 
conjugate vaccines: global, regional, and national estimates for 2000–15. 
Lancet Glob Health. 2018;6(7):e744–57.

	4.	 Rudan I, Boschi-Pinto C, Biloglav Z, Mulholland K, Campbell H. Epidemiol-
ogy and etiology of childhood pneumonia. Bull World Health Organ. 
2008;86(5):408–16.

	5.	 Walker CLF, Rudan I, Liu L, Nair H, Theodoratou E, Bhutta ZA, O’Brien KL, 
Campbell H, Black RE. Global burden of childhood pneumonia and diar-
rhoea. Lancet. 2013;381(9875):1405–16.

	6.	 Wu DB, Roberts CS, Huang YC, Chien L, Fang CH, Chang CJ. A retro-
spective study to assess the epidemiological and economic burden of 
pneumococcal diseases in adults aged 50 years and older in Taiwan. J 
Med Econ. 2014;17(5):312–9.

	7.	 Casez P, Fauconnier J, Jorgensen L, Gutterman EM, Gray S, Munson S, Dar-
tois N, Gaillat J. Longitudinal DRG-based survey of all-cause and pneumo-
coccal pneumonia and meningitis for inpatients in France (2005–2010). 
Med Mal Infect. 2015;45(11–12):446–55.

	8.	 Zhang D, Petigara T, Yang X. Clinical and economic burden of pneumo-
coccal disease in US adults aged 19–64 years with chronic or immuno-
compromising diseases: an observational database study. BMC Infect Dis. 
2018;18(1):436.

	9.	 Yu O, Nelson JC, Bounds L, Jackson LA. Classification algorithms to improve 
the accuracy of identifying patients hospitalized with community-acquired 
pneumonia using administrative data. Epidemiol Infect. 2011;139(9):1296–306.

	10.	 Lister AJJ, Le CF, Cheah ESG, Desa MNM, Cleary DW, Clarke SC. Serotype 
distribution of invasive, non-invasive and carried Streptococcus pneumo-
niae in Malaysia: a meta-analysis. Pneumonia (Nathan). 2021;13(1):9.

	11	 Zainel AH, Mitchell H, Sadarangani M. Bacterial Meningitis in Children: 
Neurological Complications, Associated Risk Factors, and Prevention. 
Microorganisms. 2021;9(3):535.

	12.	 Anh DD, Kilgore PE, Slack MP, Nyambat B, le Tho H, Yoshida LM, Nguyen 
HA, Nguyen CD, Chong CY, Nguyen D, et al. Surveillance of pneumo-
coccal-associated disease among hospitalized children in Khanh Hoa 
Province Vietnam. Clin Infect Dis. 2009;48(Suppl 2):S57-64.

	13.	 Wahl B, Sharan A, Deloria Knoll M, Kumar R, Liu L, Chu Y, McAllister DA, 
Nair H, Campbell H, Rudan I, et al. National, regional, and state-level bur-
den of Streptococcus pneumoniae and Haemophilus influenzae type b 
disease in children in India: modelled estimates for 2000–15. Lancet Glob 
Health. 2019;7(6):e735–47.

	14.	 Bravo LC. Asian Strategic Alliance for Pneumococcal Disease Prevention 
Working G: Overview of the disease burden of invasive pneumococcal 
disease in Asia. Vaccine. 2009;27(52):7282–91.

	15.	 Rhodes J, Dejsirilert S, Maloney SA, Jorakate P, Kaewpan A, Salika P, 
Akarachotpong T, Prapasiri P, Naorat S, Areerat P, et al. Pneumococcal 
Bacteremia Requiring Hospitalization in Rural Thailand: An Update on 
Incidence, Clinical Characteristics, Serotype Distribution, and Antimicro-
bial Susceptibility, 2005–2010. PLoS ONE. 2013;8(6):e66038.

	16.	 Piralam B, Tomczyk SM, Rhodes JC, Thamthitiwat S, Gregory CJ, Olsen SJ, 
Praphasiri P, Sawatwong P, Naorat S, Chantra S, et al. Incidence of Pneumococ-
cal Pneumonia Among Adults in Rural Thailand, 2006–2011: Implications for 
Pneumococcal Vaccine Considerations. Am J Trop Med Hyg. 2015;93(6):1140–7.

	17.	 Hung IF, Tantawichien T, Tsai YH, Patil S, Zotomayor R. Regional epidemiol-
ogy of invasive pneumococcal disease in Asian adults: epidemiology, 
disease burden, serotype distribution, and antimicrobial resistance pat-
terns and prevention. Int J Infect Dis. 2013;17(6):e364-373.

	18.	 Rohani MY, Raudzah A, Ng AJ, Ng PP, Zaidatul AA, Asmah I, Murtaza M, Par-
asakthy N, Mohd Yasmin MY, Cheong YM. Epidemiology of Streptococcus 
pneumoniae infection in Malaysia. Epidemiol Infect. 1999;122(1):77–82.

	19.	 Aljunid S, Abuduxike G, Ahmed Z, Sulong S, Nur AM, Goh A. Impact of 
routine PCV7 (Prevenar) vaccination of infants on the clinical and economic 
burden of pneumococcal disease in Malaysia. BMC Infect Dis. 2011;11:248.

	20.	 Arushothy R, Ahmad N, Amran F, Hashim R, Samsudin N, Azih CRC. Pneu-
mococcal serotype distribution and antibiotic susceptibility in Malaysia: 
A four-year study (2014–2017) on invasive paediatric isolates. Int J Infect 
Dis. 2019;80:129–33.

	21.	 Dzaraly ND, Mohd Desa MN, Muthanna A, Masri SN, Taib NM, Suhaili Z, 
Sulaiman N, Baharin NHZ, Shuan CY, Ariffin Z, et al. Antimicrobial sus-
ceptibility, serotype distribution, virulence profile and molecular typing 
of piliated clinical isolates of pneumococci from east coast, Peninsular 
Malaysia. Sci Rep. 2021;11(1):8220.

	22.	 Jauneikaite E, Jefferies JM, Hibberd ML, Clarke SC. Prevalence of Strepto-
coccus pneumoniae serotypes causing invasive and non-invasive disease 
in South East Asia: a review. Vaccine. 2012;30(24):3503–14.

	23.	 Jefferies JM, Mohd Yusof MY, Devi Sekaran S, Clarke SC. Novel clones of 
Streptococcus pneumoniae causing invasive disease in Malaysia. PLoS 
ONE. 2014;9(6):e97912.

	24.	 Kim SH, Chung DR, Song JH, Baek JY, Thamlikitkul V, Wang H, Carlos C, 
Ahmad N, Arushothy R, Tan SH, et al. Changes in serotype distribution 
and antimicrobial resistance of Streptococcus pneumoniae isolates 
from adult patients in Asia: Emergence of drug-resistant non-vaccine 
serotypes. Vaccine. 2020;38(38):6065–73.

	25.	 Le CF, Palanisamy NK, Mohd Yusof MY, Sekaran SD. Capsular serotype and 
antibiotic resistance of Streptococcus pneumoniae isolates in Malaysia. 
PLoS ONE. 2011;6(5):e19547.

	26.	 Yasin RM, Zin NM, Hussin A, Nawi SH, Hanapiah SM, Wahab ZA, Raj 
G, Shafie N, Peng NP, Chu KK, et al. Current trend of pneumococcal 
serotypes distribution and antibiotic susceptibility pattern in Malaysian 
hospitals. Vaccine. 2011;29(34):5688–93.

	27.	 Bollaerts K, Fletcher MA, Suaya JA, Hanquet G, Baay M, Gessner BD. Vaccine-Pre-
ventable Disease Incidence Based on Clinically, Radiologically, and Etiologically 
Confirmed Outcomes: Systematic Literature Review and Re-analysis of Pneu-
mococcal Conjugate Vaccine Efficacy Trials. Clin Infect Dis. 2022;74(8):1362–71.

	28.	 WHO. Pneumococcal vaccines WHO position paper - 2012 - recommen-
dations. Vaccine. 2012;30(32):4717–8.

	29.	 Guidelines for Adult Immunization, 3rd Edition. Malaysian Society of Infec-
tious Diseases and Chemotherapy. http://​stora​ge.​unite​dwebn​etwork.​com/​
files/​183/​fd5a1​61efc​47cc3​3a12f​61218​65d21​2c.​pdf. Accessed 03 Apr 2023.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://storage.unitedwebnetwork.com/files/183/fd5a161efc47cc33a12f6121865d212c.pdf
http://storage.unitedwebnetwork.com/files/183/fd5a161efc47cc33a12f6121865d212c.pdf

	Retrospective database analysis for clinical diagnoses commonly associated with pneumococcal diseases in the Malaysian healthcare system over a 3-year period (2013–2015)
	Abstract 
	Background 
	Methods 
	Results 
	Conclusions 

	Background
	Methods
	Health data
	Population data
	Statistical methods

	Results
	Case counts by age group
	Crude incidence
	Fatality counts by age group
	Case fatality rates
	Crude mortality incidence

	Discussion
	Conclusions
	Acknowledgements
	References


