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Abstract 

Background It is important to determine the prevalence and prognosis of community‑acquired infection (CAI) 
and nosocomial infection (NI) to develop treatment strategies and appropriate medical policies in aging society.

Methods Patients hospitalized between January 2010 and December 2019, for whom culture tests were performed 
and antibiotics were administered, were selected using a national claims‑based database. The annual trends in inci‑
dence and in‑hospital mortality were calculated and evaluated by dividing the patients into four age groups.

Results Of the 73,962,409 inpatients registered in the database, 9.7% and 4.7% had CAI and NI, respectively. These 
incidences tended to increase across the years in both the groups. Among the patients hospitalized with infectious 
diseases, there was a significant increase in patients aged ≥ 85 years (CAI: + 1.04%/year and NI: + 0.94%/year, P < 0.001), 
while there was a significant decrease in hospitalization of patients aged ≤ 64 years (CAI: ‑1.63%/year and NI: ‑0.94%/
year, P < 0.001). In‑hospital mortality was significantly higher in the NI than in the CAI group (CAI: 8.3%; NI: 14.5%, 
adjusted mean difference 4.7%). The NI group had higher organ support, medical cost per patient, and longer 
duration of hospital stay. A decreasing trend in mortality was observed in both the groups (CAI: ‑0.53%/year and NI: 
‑0.72%/year, P < 0.001).

Conclusion The present analysis of a large Japanese claims database showed that NI is a significant burden on hospi‑
talized patients in aging societies, emphasizing the need to address particularly on NI.
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Background
Infectious diseases play an important role in hospi-
tal admissions, mortality, and medical costs worldwide 
[1, 2]. Among these, bacterial and fungal infections can 
cause sepsis, which is characterized by organ dysfunction 
and leads to a worse prognosis in these patients [3–5]. 
Several methods have been formulated to classify these 
infections for epidemiological investigation, including 
the pathogen, focus of infection, and setting of onset. 
According to setting of onset, infections can be divided 
into community-acquired infection (CAI) or nosocomial 
infection (NI) [6]. The setting of infection onset is crucial 
because these two settings differ in terms of pathogenic 
organs, type of infection, therapeutic strategy, and clini-
cal course [7–9].

There have been several epidemiological studies on 
infectious diseases, including specific infectious sites 
or backgrounds, as well as individual pathogens, which 
have provided insight into the disease and its burden and 
informed future policy decisions [2, 10, 11]. However, few 
studies have reported the current situation and trends in 
the incidence and clinical outcomes of patients with bac-
terial and fungal infections from the perspective of onset 
of infection, despite many studies that have reported on 
sepsis showing increasing trends of incidence and worse 
clinical outcomes in patients with NI [12–14]. Consider-
ing the appropriate management of medical resources 
and decisions regarding healthcare policy, understanding 
the current situation of bacterial and fungal infections 
along with their trends of prevalence and prognosis in 
these two settings of infection onset should be consid-
ered important factors, along with other factors such as 
age and focus of infection [15]. In particular, since Japan 
has had the world’s largest aging population since 2005, 
the original Japanese analysis could make an important 
contribution to future healthcare policy in a country with 
aging population.

The aim of this study was to describe the epidemiol-
ogy of the incidence and characteristics of CAI and NI, 
and to verify the hypothesis that NI has a higher mortal-
ity rate than CAI in Japan using data from the national 
claims-based database, which has more than 70 million 
inpatients.

Methods
Study design and data source
We conducted a retrospective observational study using 
the Japanese Diagnosis Procedure Combination (DPC) 
system, which consists of large administrative claims data 
on reimbursement, covering more than 80% of acute care 
hospitals [16, 17]. This DPC system contains two types 
of codes, diagnostic and procedure codes, in addition to 
basic information such as age, sex, and patient outcomes. 

Each required code is registered for each hospitalized 
patient on a daily basis. The International Classification 
of Diseases, 10th Revision (ICD-10) codes were used as 
the diagnostic code, in addition to the name of the disease 
that was the main cause of hospitalization, comorbidi-
ties at the time of admission, and new names of diseases 
added during hospitalization, which were registered 
with up to six codes on admission and four codes after 
admission. The procedure code was originally defined 
in Japanese, and all procedure devices needed during 
hospitalization, including organ support or drugs used 
regardless of the route of administration, were coded and 
registered [18, 19]. Data of patients admitted between 
January 2011 and December 2019 were extracted from 
the DPC database. This study was approved by the Insti-
tutional Review Board of Chiba University Graduate 
School of Medicine and was performed in accordance 
with the tenets of Declaration of Helsinki. The need for 
informed consent was waived according to the review 
board (approval number, 3429).

Definition and data collection
All inpatient datasets with codes for both culture tests 
and antibiotic administration via intravenous infusion 
were extracted from the DPC database. CAI group was 
defined as the group of patients who received antibi-
otics within two days of hospitalization, and NI group 
was defined as the group of patients who received anti-
biotics after the third day of hospitalization. To exclude 
prophylactic administration of antibiotics, we extracted 
those who received antibiotics for ≥ 3  days, but we also 
included patients who received antibiotics for < 3 days in 
the context of transferred and deceased patients. Accord-
ingly, the CAI group satisfied the following conditions: 
(i) antibiotic administration commenced within two days 
of hospitalization and continued for at least four days, 
or (ii) antibiotics were started within two days of hospi-
talization and continued for less than four days, and the 
outcome was death or transfer. The NI group satisfied 
the following conditions: (i) antibiotic administration 
commenced at least three days after hospitalization and 
continued for at least four days, or (ii) antibiotics were 
started at least three days after hospitalization and con-
tinued for less than four days, and the outcome was death 
or transfer.

Basic patient characteristics, including age, sex, along 
with admission and discharge dates, were available in 
DPC. Whether or not the patients were admitted to 
the ICU could be referenced from the procedure code. 
Comorbidities and focus of infection were classified and 
extracted using ICD-10 codes (Supplementally file; Table 
S1, S2). Comorbidities included malignant tumor, hyper-
tension, diabetes mellitus, heart failure, cerebrovascular 



Page 3 of 9Takahashi et al. BMC Infectious Diseases          (2024) 24:518  

disease, chronic respiratory disease, ischemic heart dis-
ease, and chronic renal failure. According to the current 
definition of sepsis, we defined sepsis using a combina-
tion of ICD-10 and procedure codes that indicated acute 
organ dysfunction, as previously reported [20] (Supple-
mentally file; Table S3). Organ supportive therapy was 
investigated using procedure codes, including oxygen 
therapy, mechanical ventilation, vasopressor use, or renal 
replacement therapy. The duration of administration of 
antibiotics agents and therapeutic drugs was extracted 
from the procedure codes. Antibiotics agents were based 
on the international classification [21]. It should be noted 
that organ dysfunction and organ supportive therapy 
were extracted during the whole period of hospitaliza-
tion, and the contribution of infection to length of hos-
pitalization and cost was unknown. Therefore, the causal 
association to the corresponding infectious disease was 
unknown and should be interpreted as indicative of the 
nature of each patient group.

Medical cost in Japanese yen, which was calculated 
as the summary of medical fees including medical pro-
cedure, fee of drugs, or medical material cost, was con-
verted into U.S. dollars in accordance with the exchange 
rate on January 14, 2023 (127 yen = $1 USD).

Statistical analysis
The primary outcomes were annual changes in hospi-
talization and mortality rates comparing CAI and NI. 
Secondary outcomes were in-hospital mortality in all 
investigated years, ICU admission, organ support, dura-
tion of initial antibiotics and all antibiotics (days), length 
of hospital stay, and medical cost. Primary outcomes 
were analyzed in the four age groups according to the cri-
teria previously reported for older adult patients [22, 23]. 

Hospitalization rates were analyzed separately for each 
focus of infection in a subgroup analysis. Patients with 
repeat hospitalizations were excluded from the analysis 
of in-hospital mortality for accurate analysis of the fac-
tors associated with death. Comorbidities were scored 
using the Elixhauser comorbidity scores for mortality 
analysis [24, 25].

Cochran-Armitage test was used for 10-year trend 
analyses of CAI and NI prevalence relative to total hos-
pitalizations and in-hospital mortality. Analysis of covari-
ance was used to test the difference in the slope of linear 
regression analysis of the 10-year trend between the two 
groups obtained using the least-squares method.

Associations between CAI or NI and the outcomes 
were analyzed using a Poisson regression generalized lin-
ear mixed-effects model adjusted for patient age, sex, and 
Elixhauser comorbidity scores. Unadjusted and adjusted 
differences in outcomes were reported with 95% confi-
dence intervals (CIs).

Continuous variables were presented as medians with 
interquartile ranges. Categorical variables were presented 
as numbers and percentages. Statistical significance was 
set at P < 0.05. Analyses were performed using R version 
4.1.2 (R Foundation for Statistical Computing, Vienna, 
Austria, http:// www.R- roject. org/) and PRISM version 8 
(GraphPad Software, Inc., La Jolla, California, USA).

Results
Of the 73,962,409 hospitalized cases recorded between 
2010–2019, a total of 7,145,755 (9.7%) and 3,473,513 
(4.7%) patients met the definitions of CAI and NI, respec-
tively (Fig. 1).

Regarding the baseline characteristics, patients with 
CAI were significantly younger (CAI: 74  years and NI: 

Fig. 1 Flow chart demonstrating the selection of study population

http://www.R-roject.org/
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75  years, P < 0.001) and comprised lower proportion of 
males (CAI: 3,965,319 patients [55.5%] and NI: 2,010,875 
patients [57.9%], P < 0.001) in comparison to than that 
of patients with NI (Table 1). The proportion of comor-
bidities was lower in the CAI group than in the NI group 
for all factors except chronic pulmonary disease (CAI: 
737,483 patients [10.3%] and NI: 247,372 patients [7.1%], 
P < 0.001). Respiratory infection was the most common 
focus of infection in the CAI group (2,447,113 patients 
[34.2%]), whereas abdominal infection was the most 
common infection in the NI group (923,357 patients 
[26.6%]). The rate of sepsis was nearly twice as high in the 

NI group (CAI: 784,123 patients [11.0%] and NI: 692,266 
patients [19.9%], P < 0.001). Moreover, organ dysfunc-
tion was more common in the NI group in comparison 
to the CAI group (CAI:1,048,022 patients [14.7%] and 
NI: 814,034 patients [23.4%], P < 0.001). The duration of 
administration of initial and all antibiotics were longer in 
the NI group than in the CAI group (initial antibiotics, 
CAI: 4 days and NI: 7 days, P < 0.001; all antibiotics, CAI: 
6 days and NI: 12 days, P < 0.001).

The annual proportion of patients with CAI and NI 
across inpatients significantly increased over the years 
(CAI: + 0.49%/year, P < 0.001; NI: + 0.15%/year, P = 0.001), 
and the difference in trends between the two groups was 
significant (P = 0.0012) (Fig.  2A). Among the patients 
hospitalized with infectious diseases, in both groups, 
there was a significant decrease in hospitalization in 
patients aged ≤ 64 years (CAI: -1.63%/year, P < 0.001 and 
NI: -0.94%/year, P < 0.001), while there was a significant 
increase in patients aged ≥ 85  years (CAI: + 1.04%/year, 
P < 0.001; NI: + 0.94%/year, P < 0.001) (Fig. 2B, C). Patients 
aged ≥ 65  years and < 75  years, and aged ≥ 75  years 
and < 85 showed significant increase in only CAI. This 
trend was also observed when the ≥ 75  years group was 
integrated (Supplementary file; Figure S1). In terms of 
trends by focus of infection, respiration decreased signifi-
cantly in CAI but not in NI (CAI: -0.57%/year, P = 0.0031 
and NI: P = 0.081), and genitourinary infection increased 
significantly in both groups (CAI: + 0.46%/year, P < 0.001 
and NI: + 0.45%/year, P < 0.001) (Supplementary file; 
Figure S2).

The 30-day mortality and in-hospital mortality was sig-
nificantly higher in the NI group than in the CAI group 
after adjusting for age, sex, and Elixhauser comorbidity 
score (30-day mortality: unadjusted mean difference, 1.3% 
[95%CI, 1.2–1.3]; adjusted mean difference, 1.0% [95%CI; 
1.0–1.1], in-hospital mortality: unadjusted mean differ-
ence, 6.2% [95%CI, 6.2–6.3]; adjusted mean difference, 4.7% 
[95%CI; 4.7–4.7]) (Table 2). Even after excluding transfers, 
both 30-day mortality (CA; 259,993/4,229,528patisnts 
[6.1%], NI; 151,470/1,717,715patients [8.8%]) and in-hos-
pital mortality (CA; 413,513/4,229,528patisnts [9.8%], NI; 
336,805/1,717,715patients [19.6%]) were both significantly 
higher in the NI group (P < 0.001). The ICU admission rate 
was significantly higher in the NI group (unadjusted mean 
difference, 3.0%; adjusted mean difference, 2.3%), but it 
should be noted that the causal relationship between ICU 
admission and infection and the timing of onset of infec-
tion were unknown in this analysis. The annual in-hospital 
mortality significantly decreased in both CAI and NI (CAI: 
-0.53%/year, P = 0.0015 and NI: -0.72%/year, P = 0.0011) 
(Fig.  2D). In terms of age group, the in-hospital mortal-
ity for both CAI and NI significantly decreased in the 
four age groups: ≥ 65 and < 75  years, ≥ 75 and < 85  years, 

Table 1 Clinical characteristics of patients with infections

All characteristics differed significantly between community-acquired and 
nosocomial infections (P < 0.001)

Data are described as median and interquartile range, ICU Intensive care unit

Characteristic Community-
acquired 
infections
n = 7,145,755

Nosocomial infections
n = 3,473,513

Age, yr 74 (51–84) 75 (63–84)

Male, n (%) 3,965,319 (55.5) 2,010,875 (57.9)

Comorbidities, n (%)

 Diabetes mellitus 1,190,434 (16.7) 695,748 (20.0)

 Solid cancer 1,074,732 (15.0) 763,688 (22.0)

 Congestive heart failure 927,740 (13.0) 572,944 (16.5)

 Cerebrovascular disease 836,262 (11.7) 559,488 (16.1)

 Chronic pulmonary 
disease

737,483 (10.3) 247,372 (7.1)

 Non‑solid cancer 391,759 (5.5) 438,367 (12.6)

 Liver disease 352,641 (4.9) 226,006 (6.5)

 Chronic renal failure 285,979 (4.0) 188,147 (5.4)

Focus of infection, n (%)

 Respiratory 2,447,113 (34.2) 923,357 (26.6)

 Abdominal 1,815,670 (25.4) 976,521 (28.1)

 Genitourinary 1,035,432 (14.5) 494,329 (14.2)

 Skin and soft tissue 360,863 (5.1) 163,922 (4.7)

 Central nervous system 146,591 (2.1) 76,583 (2.2)

 Endocarditis/Circulatory 82,143 (1.1) 62,592 (1.8)

 Sepsis, n (%) 784,123 (11.0) 692,266 (19.9)

 Organ dysfunction, n (%) 1,048,022 (14.7) 814,034 (23.4)

 Respiratory 676,885 (9.5) 554,017 (15.9)

 Cardiovascular 477,888 (6.7) 369,460 (10.6)

 Renal 175,686 (2.5) 165,778 (4.8)

 Hematological 95,287 (1.3) 111,354 (3.2)

 Neurologic 16,327 (0.2) 10,879 (0.3)

 Hepatic 12,251 (0.2) 8,486 (0.2)

Duration of initial antibiot‑
ics, days

4 (6–9) 7 (5–11)

Duration of all antibiotics, 
days

6 (8–13) 12 (7–20)
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Fig. 2 Annual changes in hospitalization and in‑hospital mortality by infectious disease. A Incidence of hospitalization across all inpatients 
(community acquired infection: + 0.49%/year [95%CI; 0.31%–0.67%], adjusted R2 = 0.81, P < 0.001 and nosocomial infection: + 0.15%/year [95%CI; 
0.08%–0.23%], adjusted R2 = 0.71, P = 0.001); B Proportion of hospitalization in community‑acquired infections by age subgroups (≤ 64 years: 
‑1.63%/year [95%CI; ‑1.77%– ‑1.48%], adjusted R2 = 0.99, P < 0.001; 65–74 years: + 0.26%/year [95%CI; 0.11%–0.41%], adjusted R2 = 0.63, P = 0.0037; 
75–84 years: + 0.33%/year [95%CI; 0.29%–0.37%], adjusted R2 = 0.97, P < 0.001; ≥ 85 years: + 1.04%/year [95%CI; 0.96%–1.12%], adjusted R2 = 0.99, 
P < 0.001); C Proportion of hospitalization in nosocomial infections by age subgroups (≤ 64 years: ‑0.95%/year [95%CI; ‑1.13%– ‑0.76%], adjusted 
R2 = 0.94, P < 0.001; 65–74 years: P = 0.95; 75–84 years: P = 0.99; ≥ 85 years: + 0.94%/year [95%CI; 0.76%–1.12%], adjusted R2 = 0.94, P < 0.001); 
D In‑hospital mortality of community‑acquired and nosocomial infection (community acquired infection: ‑0.53%/year [95%CI; ‑0.79%– ‑0.27%], 
adjusted R2 = 0.71, P = 0.0015 and nosocomial infection: ‑0.72%/year [95%CI; ‑1.05%– ‑0.38%], adjusted R2 = 0.72, P = 0.0011); E Community‑acquired 
infections by age subgroups (≤ 64 years: ‑0.15%/year [95%CI; ‑0.25%– ‑0.05%], adjusted R2 = 0.56, P = 0.075; 65–74 years: ‑0.89%/year [95%CI; ‑1.24%– 
‑0.54%], adjusted R2 = 0.79, P < 0.001; 75–84 years: ‑1.02%/year [95%CI; ‑1.38%– ‑0.66%], adjusted R2 = 0.82, P < 0.001; ≥ 85 years: ‑1.15%/year [95%CI; 
‑1.61%– ‑0.69%], adjusted R2 = 0.78, P < 0.001); F Nosocomial infections by age subgroups (≤ 64 years: ‑0.44%/year [95%CI; ‑0.64%– ‑0.24%], adjusted 
R2 = 0.73, P = 0.001; 65–74 years: ‑0.86%/year [95%CI; ‑1.23%– ‑0.48%], adjusted R2 = 0.75, P = 0.001; 75–84 years: ‑1.01%/year [95%CI; ‑1.40%– ‑0.62%], 
adjusted R2 = 0.79, P < 0.001; ≥ 85 years: ‑1.04%/year [95%CI; ‑1.48%– ‑0.60%], adjusted R.2 = 0.76, P < 0.001)

Table 2 Outcomes of community‑acquired and nosocomial infections

Continuous variables are presented as mean (S.D.), and adjusted by age, sex and Elixhauser comorbidity score

ICU Intensive care unit, CI Confidence interval

Community-acquired 
infections
(n = 5,012,428)

Nosocomial infections
(n = 2,327,195)

Un-adjusted difference 
(95% CI)

Adjusted difference (95% CI)

30‑day mortality, n (%) 260,006 (5.2) 151,478 (6.5) 1.3 (1.2–1.3) 1.0 (1.0–1.1)

In‑hospital mortality, n (%) 413,539 (8.3) 336,826 (14.5) 6.2 (6.2–6.3) 4.7 (4.7–4.7)

ICU admission, n (%) 408,831 (8.2) 259,517 (11.2) 3.0 (2.9–3.0) 2.3 (2.2–2.3)

Organ support, n (%) 2,678,440 (53.4) 1,588,878 (68.3) 14.8 (14.8–14.9) 11.5 (11.5–11.6)

Oxygen therapy 2,443,744 (48.8) 1,445,358 (62.1) 13.4 (13.3–13.4) 9.3 (9.2–9.4)

Mechanical ventilation 521,122 (10.4) 425,624 (18.3) 7.9 (7.8–7.9) 8.3 (8.2–8.3)

Vasopressor 365,276 (7.3) 273,622 (11.8) 4.5 (4.4–4.5) 4.7 (4.7–4.7)

Renal replacement therapy 118,344 (2.3) 114,194 (4.9) 2.5 (2.5–2.6) 2.3 (2.3–2.4)

Hospital length of stay, day 25 (37) 49 (130) 23 (23–24) 23 (22–23)

Medical cost per patients, $ 10,336 (18,260) 19,547 (27,585) 9,210 (9,171–9,250) 9,209 (9,174–9,242)
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and ≥ 85  years (Fig.  2E, F, Supplementary file; Figure S1). 
NI had a higher in-hospital mortality rate than CAI for all 
infection foci (P < 0.001) (Table 3). In each infection focus, 
respiratory infections had the highest mortality in both 
groups (CAI: 154,566 patients [8.8%]; NI: 115,117 patients 
[18.4%]), followed by endocarditis/circulatory infections 
in CAI (4,417 patients [7.9%]) and abdominal infections in 
NI (86,669 patients [13.4%]). Liver dysfunction was associ-
ated with the highest mortality for both CAI and NI (CAI: 
3,072 patients [32.3%]; NI: 2,679 patients [41.7%]), and all 
organ dysfunctions, except hematological dysfunction, 
were associated with significantly higher mortality for NI 
(P < 0.001) (Table  3). The central nervous system mortal-
ity rate did not decrease in either group (CAI, P = 0.38; NI, 
P = 0.062) (Supplementary file; Figure S3).

Furthermore, NI had higher organ support (unad-
justed mean difference 3.0% [95%CI; 2.9–3.0]; adjusted 
mean difference 2.3% [95%CI; 2.2–2.3]), medical cost 
per patient (unadjusted mean difference $9,210 [95%CI; 
9,171–9,250]; adjusted mean difference $9,209 [95%CI; 
9,147–9,242]), and longer duration of hospital stay (unad-
justed mean difference 23 days [95%CI; 23–24]; adjusted 
mean difference 23 days [95%CI; 22–23]).

Discussion
The present analysis of a large Japanese claims database 
consisting of more than 10 million patients showed that 
the incidences of both CAI and NI tended to increase 
across the years especially in patients aged ≥ 85  years. 
Moreover, in-hospital mortality was found to be sig-
nificantly higher in the NI group compared to the CAI 

group, while there was a decreasing trend of mortality in 
both groups.

CAI and NI differ in background disease, cause, treat-
ment including antimicrobial therapy, and prevention, 
which indicates the importance of understanding the 
characteristics, prevalence, and mortality of each　 [26, 
27]. The present study is the most extensive epidemiolog-
ical study on the incidence and mortality of CAI and NI 
worldwide till date, and at the same time, the most com-
prehensive nationwide study conducted in Japan. The 
median age of the study population was approximately 
75  years, which indicates that Japan is the most aged 
country in the world. Therefore, these results suggest the 
importance of future healthcare policies for older adults 
and nosocomial infections in an aging society.

Our results indicate that the incidence of both infec-
tions increased. Few studies have reported changes in 
the prevalence of CAI and NI, although some have only 
reported the prevalence of NI. A 2010 Centers for Dis-
ease Control and Prevention (CDC) prevalence study of 
183 hospitals in the US reported that approximately 4% 
of hospitalized patients had NI, which is in concord-
ance with our findings [28]. Furthermore, a previous 
study that conducted surveys in 2002 and 2009 to meas-
ure the prevalence and characteristics of NI in Canadian 
hospitals showed an 11.7% increase in the prevalence of 
NI, with the increment being maximum in terms of uri-
nary tract infections during this period [29]. Addition-
ally, a meta-analysis of the global prevalence of NI from 
2000–2021 reported an annual increase of 0.06% [30]. 
This trend is similar to our findings, suggesting that the 

Table 3 Mortality in terms of infectious focus and organ dysfunction

Continuous variables are presented as mean (S.D.), and adjusted by age, sex and Elixhauser comorbidity score

CI Confidence interval

Community-acquired 
infections

Nosocomial infections Un-adjusted odds ratio 
(95% CI), P-value

Adjusted odds ratio 
(95% CI), P-value

Infectious focus, n (%)

 Respiratory 154,566 (8.8) 115,177 (18.4) 2.33 (2.30–2.34), < 0.001 1.81 (1.80–1.83), < 0.001

 Abdominal 94,373 (7.6) 86,669 (13.4) 1.90 (1.88–1.92), < 0.001 1.81 (1.79–1.82), < 0.001

 Genitourinary 41,544 (5.9) 36,105 (10.7) 1.91 (1.88–1.94), < 0.001 1.77 (1.74–1.80), < 0.001

 Skin and soft tissue 10,898 (4.0) 9,541 (7.9) 2.06 (2.00–2.12), < 0.001 1.74 (1.69–1.79), < 0.001

 Central nervous system 5,864 (4.8) 5,471 (8.9) 1.95 (1.87–2.02), < 0.001 1.36 (1.30–1.41), < 0.001

 Endocarditis/Circulatory 4,417 (7.9) 4,530 (10.6) 1.37 (1.31–1.43), < 0.001 1.39 (1.32–1.44), < 0.001

Organ dysfunction, n (%)

 Respiratory 132,604 (25.4) 111,551 (26.2) 1.04 (1.03–1.05), < 0.001 1.03 (1.02–1.04), < 0.001

 Cardiovascular 81,684 (22.4) 71,406 (26.1) 1.23 (1.21–1.24), < 0.001 1.16 (1.15–1.18), < 0.001

 Renal 37,816 (30.0) 37,279 (32.0) 1.10 (1.08–1.12), < 0.001 1.08 (1.06–1.10), < 0.001

 Hematological 16,524 (27.1) 16,587 (27.4) 1.01 (0.99–1.04), 0.32 1.02 (1.00–1.05), 0.078

 Neurologic 1,119 (8.7) 1,104 (13.5) 1.63 (1.49–1.78), < 0.001 1.33 (1.22–1.46), < 0.001

 Hepatic 3,072 (32.3) 2,679 (41.7) 1.50 (1.40–1.60), < 0.001 1.47 (1.37–1.58), < 0.001
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incidence of NI has been increasing despite appropri-
ate infection prevalence. However, our results showed 
a decrease in the last year of data collection, suggesting 
that the prevalence may decrease further in the future. 
However, estimating changes in hospitalizations due 
to infectious diseases after 2020 is an arduous task as 
COVID-19 changed the landscape of hospitalizations 
due to infectious diseases [31]. It should be noted that 
the incidence of patients aged ≥ 85 years, called the old-
est-old, among those hospitalized for infectious diseases 
clearly increased in both groups (1.04%/year for CAI, 
0.94%/year for NI). Statistics in Japan shows that the pop-
ulation aged ≥ 85 years increased from 3.8 million in 2010 
to 6.2 million in 2020 (6.3%/year increase) [32], which 
may reflect the aging of Japanese population.

In-hospital mortality was nearly twice as high in the NI 
group as in the CAI group regardless of the focus of infec-
tion, whereas the incidence was twice as high in the CAI 
group in comparison to the NI group. Previous studies 
on sepsis have also shown that the mortality rate for NI 
was higher than that for CAI, and Japanese studies have 
reported the same two-fold increase [12–14, 33–35]. A 
Canadian study in 2017 showed that the overall mortality 
rate among patients with at least one nosocomial infec-
tion was 16.6%, which is similar to our finding of 14.5% 
[36]. Some studies have suggested that the underlying 
conditions of patients, including immunosuppression, 
type and severity of the infection, in-hospital interven-
tions, and increased bacteremia-induced septic shock, 
are associated with worse outcomes in NI [37]. In our 
study, comorbidities excluding chronic lung disease were 
significantly higher, and sepsis was approximately twice 
as common in the NI group, which may have contrib-
uted to the high mortality rate. In addition, ICU admis-
sion and organ support were significantly higher in the 
NI group after adjustment for other factors, reflecting the 
higher severity of NI compared to CAI, indicating that 
NI consumes more medical resources and creates a bur-
den. Conversely, the incidence increased in both groups, 
but the mortality rate decreased over time. This may be 
due to the fact that the incidence of respiratory infec-
tions, which have a high mortality rate, has decreased, 
whereas the incidence of genitourinary infections, which 
have a low mortality rate, has increased. Mortality rates 
decreased for each infection, especially for abdominal 
infections. This could be due to appropriate antimicrobial 
stewardship and decrease in the number of antimicro-
bial-resistant organisms as a result of the development 
of guidelines for specific focus or sepsis, which are asso-
ciated with high mortality and spread of antimicrobial 
stewardship in clinical practice [38, 39]. In Japan, rou-
tine pneumococcal vaccination of elderly people aged 
65 years or older and patients at high risk of the infectious 

disease began in 2014. In the same year, the Japanese gov-
ernment issued a ministerial ordinance directing noso-
comial infection control measures, which became an 
additional target for the medical reimbursement. These 
medical policies may have contributed to the change in 
the mortality rate. On the other hand, the incidence con-
tinues to increase, especially among the elderly, suggest-
ing the need to implement medical policies to prevent 
both community-acquired and nosocomial infections, 
with particular emphasis on the elderly aged 75 years or 
older. This study may serve as a basis for publicizing such 
policies. However, this study did not clearly identify the 
causes of mortality, and future research on related factors 
is warranted. Furthermore, it should be noted that linear 
regression may not necessarily be optimal for 10-year 
trends in incidence and mortality of the present study. 
Although the Cochran-Armitage test, which is a pre-
defined method for trend analysis, uses a regression line, 
the actual annual proportion of patients with CAI and NI 
across inpatients may have peaked from 2017 to 2018 and 
then started to decline. Also, the in-hospital mortality for 
both CAI and NI may have changed since around 2014. 
Further long-term data accumulation would be helpful to 
establish appropriate analytical methods and models, and 
the trend results should be interpreted with caution.

The present study had a few limitations. First, this 
study includes only some bacterial and fungal infections 
in the broad sense of the term, and does not include viral 
or special infections, limiting information on treatment 
methods. Furthermore, the database does not include 
information on the microorganisms causing the infection 
or the culture results, so it is uncertain whether they were 
truly causing the infection. Therefore, the potential selec-
tion bias occurred in the selection of infections, and is an 
issue in research design and methodology, while these 
findings may contribute useful information for the inter-
pretation of prognosis, as NI is expected to be associated 
with a higher proportion of bacteria that are resistant to 
antimicrobial agents. Second, the last year of data used 
in this analysis was just before the COVID-19 pandemic 
and did not reflect COVID-19, which continues to have a 
significant impact worldwide. The impact of COVID-19 
on community-acquired pneumonia should be consid-
ered in future data collection and analysis as it may have 
caused particularly large changes in CAI. Third, patients 
who were administered antimicrobials within two days of 
transfer were included in the CAI group. We were unable 
to distinguish this because it was not possible to refer to 
the pretransfer records in conjunction with each other. 
Fourth, some nosocomial infections, such as catheter-
related and surgical site infections, were not categorized 
as the focus of infection in this study. This is because 
ICD-10 defines T81.4 as ’Infection following a procedure, 
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not elsewhere classified’, which may include these dis-
eases and other abscesses regardless of site. Similarly, 
T82.7 is defined as ’Infection and inflammatory reaction 
due to other cardiac and vascular devices, implants, and 
grafts’, was not included in the focus of infection since it 
may include infections such as catheter and surgical site 
infections. It is difficult to completely isolate the focus of 
infection using only the ICD-10 codes, which is a limita-
tion of the method used in this study. Fifth, the results 
found on the incidence and mortality rate of CAI and 
NI might be specific to the Japanese medical environ-
ment including medical insurance system and the access 
to healthcare, which leads that these are not necessarily 
applicable to other regions or countries. Therefore, it is 
important to adapt the results to each local health care 
policy and situation. Sixth, although this study included 
more than 80% hospitals in Japan that were members of 
the DPC system, the number of eligible hospitals changed 
over the 10-year period, showing an increasing trend 
(Supplementary file; Table S4). Hospitals with a large 
number of beds did not show an increasing trend, while 
hospitals with a small number of beds showed an increas-
ing trend. Therefore, it should be noted that the decrease 
in mortality in particular may have reflected an increase 
in the proportion of patients with non-severe illnesses 
included, which has limitations in its interpretation.

Conclusions
Japanese claims database of more than 10 million patients 
revealed an increase in trends of hospitalization in both 
CAI and NI groups especially in patients aged ≥ 85 years 
and a significant burden in hospitalized patients with NI 
in the aging societies. In-hospital mortality was signifi-
cantly higher in the NI group than that in the CAI group, 
whereas there was a decreasing trend in mortality in both 
the groups.

Abbreviations
CAI  Community‑acquired infection
NI  Nosocomial infection
ICU  Intensive care unit
DPC  Diagnosis procedure combination
ICD‑10  International statistical classification of diseases and related health 

problems 10th revision
CI  Confidence interval
SOFA  Sequential organ failure assessment

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12879‑ 024‑ 09353‑6.

Supplementary Material 1. 

Acknowledgements
Not applicable.

Authors’ contributions
NT, TI, NS and TN contributed to the conception and study design. NT 
performed statistical analysis and drafting the manuscript, and NT, TO and TA 
contributed to the interpretation of data. All authors contributed to subse‑
quent drafts and approved manuscript. NT and KF had full access to all of the 
data in the study and takes responsibility for the integrity of the data and the 
accuracy of the data analysis.

Funding
No funding and support.

Availability of data and materials
The datasets used during the study are available from the corresponding 
author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the Institutional Review Board of Chiba University 
Graduate School of Medicine (approval number, 3429), and performed in 
accordance with the tenets of Declaration of Helsinki. The need for informed 
consent was waived according to the Institutional Review Board of Chiba 
University Graduate School of Medicine.

Consent for publication
Not applicable.

Competing interests
The authors declared no competing interests.

Author details
1 Centre for Heart Lung Innovation, St. Paul’s Hospital, The University of British 
Columbia, 1081 Burrard Street, Vancouver, BC V6Z 1Y6, Canada. 2 Department 
of Emergency and Critical Care Medicine, Chiba University Graduate School 
of Medicine, Chiba, Japan. 3 Health Services Research and Development Center, 
University of Tsukuba, Tsukuba, Japan. 4 Department of Emergency and Criti‑
cal Care Medicine, Tsukuba Memorial Hospital, Tsukuba, Japan. 5 Department 
of Emergency and Critical Care Medicine, Graduate School of Biomedical 
and Health Sciences, Hiroshima University, Hiroshima, Japan. 6 Ad Hoc Com‑
mittee On Clinical Research Using DPC, The Japanese Association for Infectious 
Diseases, Tokyo, Japan. 7 Respiratory Medicine and Infectious Diseases, Faculty 
of Medicine, Oita University, Oita, Japan. 8 Department of Infection Control 
and Prevention, Kagoshima University Hospital, Kagoshima, Japan. 9 Depart‑
ment of Health Policy and Informatics, Tokyo Medical and Dental University 
Graduate School of Medical and Dental Sciences, Tokyo, Japan. 

Received: 20 December 2023   Accepted: 26 April 2024

References
 1. Diseases GBD, Injuries C. Global burden of 369 diseases and injuries in 

204 countries and territories, 1990–2019: a systematic analysis for the 
Global Burden of Disease Study 2019. Lancet. 2020;396(10258):1204–22. 
https:// doi. org/ 10. 1016/ S0140‑ 6736(20) 30925‑9.

 2. Collaborators GBDAR. Global mortality associated with 33 bacterial 
pathogens in 2019: a systematic analysis for the Global Burden of Disease 
Study 2019. Lancet. 2022;400(10369):2221–2248. https:// doi. org/ 10. 1016/ 
S0140‑ 6736(22) 02185‑7.

 3. Singer M, Deutschman CS, Seymour CW, et al. The third international 
consensus definitions for sepsis and septic shock (Sepsis‑3). JAMA. 
2016;315(8):801–10. https:// doi. org/ 10. 1001/ jama. 2016. 0287.

 4. Rudd KE, Johnson SC, Agesa KM, et al. Global, regional, and national sep‑
sis incidence and mortality, 1990–2017: analysis for the Global Burden of 
Disease Study. Lancet. 2020;395(10219):200–11. https:// doi. org/ 10. 1016/ 
s0140‑ 6736(19) 32989‑7.

 5. Jawad I, Lukšić I, Rafnsson SB. Assessing available information on the 
burden of sepsis: global estimates of incidence, prevalence and mortality. 
J Glob Health. 2012;2(1): 010404. https:// doi. org/ 10. 7189/ jogh. 02. 010404.

https://doi.org/10.1186/s12879-024-09353-6
https://doi.org/10.1186/s12879-024-09353-6
https://doi.org/10.1016/S0140-6736(20)30925-9
https://doi.org/10.1016/S0140-6736(22)02185-7
https://doi.org/10.1016/S0140-6736(22)02185-7
https://doi.org/10.1001/jama.2016.0287
https://doi.org/10.1016/s0140-6736(19)32989-7
https://doi.org/10.1016/s0140-6736(19)32989-7
https://doi.org/10.7189/jogh.02.010404


Page 9 of 9Takahashi et al. BMC Infectious Diseases          (2024) 24:518  

 6. Doron S, Gorbach SL. Bacterial Infections: Overview. International Ency‑
clopedia of Public Health. 2008:273–82.https:// doi. org/ 10. 1016/ b978‑ 
01237 3960‑5. 00596‑7.

 7. Magill SS, O’Leary E, Janelle SJ, et al. Changes in prevalence of 
health care‑associated infections in U.S. Hospitals N Engl J Med. 
2018;379(18):1732–44. https:// doi. org/ 10. 1056/ NEJMo a1801 550.

 8. Rüden H, Gastmeier P, Daschner FD, Schumacher M. Nosocomial and 
community‑acquired infections in Germany. Summary of the results of 
the First National Prevalence Study (NIDEP). Infection. 1997;25(4):199–202. 
https:// doi. org/ 10. 1007/ bf017 13142.

 9. Ott E, Saathoff S, Graf K, Schwab F, Chaberny IF. The prevalence of noso‑
comial and community acquired infections in a university hospital: an 
observational study. Dtsch Arztebl Int. 2013;110(31–32):533–40. https:// 
doi. org/ 10. 3238/ arzte bl. 2013. 0533.

 10. Dwyer LL, Harris‑Kojetin LD, Valverde RH, et al. Infections in long‑term 
care populations in the United States. J Am Geriatr Soc. 2013;61(3):342–9. 
https:// doi. org/ 10. 1111/ jgs. 12153.

 11. Baker RE, Mahmud AS, Miller IF, et al. Infectious disease in an era of global 
change. Nat Rev Microbiol. 2022;20(4):193–205. https:// doi. org/ 10. 1038/ 
s41579‑ 021‑ 00639‑z.

 12 Tonai M, Shiraishi A, Karumai T, et al. Hospital‑onset sepsis and commu‑
nity‑onset sepsis in critical care units in Japan: a retrospective cohort 
study based on a Japanese administrative claims database. Crit Care. 
2022;26(1):136. https:// doi. org/ 10. 1186/ s13054‑ 022‑ 04013‑0.

 13. Page DB, Donnelly JP, Wang HE. Community‑, healthcare‑, and hospital‑
acquired severe sepsis hospitalizations in the university healthsystem 
consortium. Crit Care Med. 2015;43(9):1945–51. https:// doi. org/ 10. 1097/ 
ccm. 00000 00000 001164.

 14 Rhee C, Wang R, Zhang Z, Fram D, Kadri SS, Klompas M. Epidemiology 
of hospital‑onset versus community‑onset sepsis in U.S. Hospitals and 
association with mortality: a retrospective analysis using electronic clini‑
cal data. Crit Care Med. 2019;47(9):1169–76. https:// doi. org/ 10. 1097/ ccm. 
00000 00000 003817.

 15 Šuljagić V, Bajčetić M, Mioljević V, et al. A nationwide assessment of the 
burden of healthcare‑associated infections and antimicrobial use among 
surgical patients: results from Serbian point prevalence survey, 2017. 
Antimicrob Resist Infect Control. 2021;10(1):47. https:// doi. org/ 10. 1186/ 
s13756‑ 021‑ 00889‑9.

 16. Hayashida K, Murakami G, Matsuda S, Fushimi K. History and Profile 
of Diagnosis Procedure Combination (DPC): Development of a real 
data collection system for acute inpatient care in Japan. J Epidemiol. 
2021;31(1):1–11. https:// doi. org/ 10. 2188/ jea. JE202 00288.

 17. Miyamoto Y, Aso S, Iwagami M, et al. Association Between IV thiamine 
and mortality in patients with septic shock: a nationwide observational 
study. Crit Care Med. 2020;48(8):1135–9. https:// doi. org/ 10. 1097/ ccm. 
00000 00000 004394.

 18 Iwagami M, Yasunaga H, Doi K, et al. Postoperative polymyxin B 
hemoperfusion and mortality in patients with abdominal septic shock: a 
propensity‑matched analysis. Crit Care Med. 2014;42(5):1187–93. https:// 
doi. org/ 10. 1097/ ccm. 00000 00000 000150.

 19. Sasabuchi Y, Yasunaga H, Matsui H, et al. The volume‑outcome relation‑
ship in critically Ill patients in relation to the ICU‑to‑hospital bed ratio. Crit 
Care Med. 2015;43(6):1239–45. https:// doi. org/ 10. 1097/ ccm. 00000 00000 
000943.

 20. Sasabuchi Y, Matsui H, Lefor AK, Fushimi K, Yasunaga H. Risks and benefits 
of stress ulcer prophylaxis for patients with severe sepsis. Crit Care Med. 
2016;44(7):e464–9. https:// doi. org/ 10. 1097/ ccm. 00000 00000 001667.

 21. Zanichelli V, Sharland M, Cappello B, et al. The WHO AWaRe (Access, 
Watch, Reserve) antibiotic book and prevention of antimicrobial resist‑
ance. Bull World Health Organ. 2023;101(4):290–6. https:// doi. org/ 10. 
2471/ blt. 22. 288614.

 22. Campion EW. The oldest old. N Engl J Med. 1994;330(25):1819–20. https:// 
doi. org/ 10. 1056/ nejm1 99406 23330 2509.

 23. Guidet B, Leblanc G, Simon T, et al. Effect of systematic intensive care 
unit triage on long‑term mortality among critically Ill Elderly patients in 
france: a randomized clinical trial. JAMA. 2017;318(15):1450–9. https:// doi. 
org/ 10. 1001/ jama. 2017. 13889.

 24. Moore BJ, White S, Washington R, Coenen N, Elixhauser A. Identifying 
increased risk of readmission and in‑hospital mortality using hospital 
administrative data: The AHRQ elixhauser comorbidity index. Med Care. 
2017;55(7):698–705. https:// doi. org/ 10. 1097/ mlr. 00000 00000 000735.

 25 Sharma N, Schwendimann R, Endrich O, Ausserhofer D, Simon M. 
Comparing Charlson and Elixhauser comorbidity indices with different 
weightings to predict in‑hospital mortality: an analysis of national inpa‑
tient data. BMC Health Serv Res. 2021;21(1):13. https:// doi. org/ 10. 1186/ 
s12913‑ 020‑ 05999‑5.

 26. Boev C, Kiss E. Hospital‑acquired infections: current trends and preven‑
tion. Crit Care Nurs Clin North Am. 2017;29(1):51–65. https:// doi. org/ 10. 
1016/j. cnc. 2016. 09. 012.

 27. Hazard D, von Cube M, Kaier K, Wolkewitz M. Predicting potential preven‑
tion effects on hospital burden of nosocomial infections: a multistate 
modeling approach. Value Health. 2021;24(6):830–8. https:// doi. org/ 10. 
1016/j. jval. 2021. 02. 002.

 28. Magill SS, Edwards JR, Bamberg W, et al. Multistate point‑preva‑
lence survey of health care‑associated infections. N Engl J Med. 
2014;370(13):1198–208. https:// doi. org/ 10. 1056/ NEJMo a1306 801.

 29. Taylor G, Gravel D, Matlow A, et al. Assessing the magnitude and trends 
in hospital acquired infections in Canadian hospitals through sequential 
point prevalence surveys. Antimicrob Resist Infect Control. 2016;5:19. 
https:// doi. org/ 10. 1186/ s13756‑ 016‑ 0118‑3.

 30. Raoofi S, Pashazadeh Kan F, Rafiei S, et al. Global prevalence of noso‑
comial infection: A systematic review and meta‑analysis. PLoS ONE. 
2023;18(1): e0274248. https:// doi. org/ 10. 1371/ journ al. pone. 02742 48.

 31. Rennert‑May E, Leal J, Thanh NX, et al. The impact of COVID‑19 on hos‑
pital admissions and emergency department visits: A population‑based 
study. PLoS ONE. 2021;16(6): e0252441. https:// doi. org/ 10. 1371/ journ al. 
pone. 02524 41.

 32. Nakatani H. Population aging in Japan: policy transformation, sustainable 
development goals, universal health coverage, and social determinates 
of health. Glob Health Med. 2019;1(1):3–10. https:// doi. org/ 10. 35772/ 
ghm. 2019. 01011.

 33. Dabar G, Harmouche C, Salameh P, et al. Community‑ and healthcare‑
associated infections in critically ill patients: a multicenter cohort study. 
Int J Infect Dis. 2015;37:80–5. https:// doi. org/ 10. 1016/j. ijid. 2015. 05. 024.

 34. Paoli CJ, Reynolds MA, Sinha M, Gitlin M, Crouser E. Epidemiology and 
costs of sepsis in the United States‑an analysis based on timing of diag‑
nosis and severity level. Crit Care Med. 2018;46(12):1889–97. https:// doi. 
org/ 10. 1097/ ccm. 00000 00000 003342.

 35. Jones SL, Ashton CM, Kiehne LB, et al. Outcomes and resource use of 
sepsis‑associated stays by presence on admission, severity, and hospital 
type. Med Care. 2016;54(3):303–10. https:// doi. org/ 10. 1097/ mlr. 00000 
00000 000481.

 36. Mitchell R, Taylor G, Rudnick W, et al. Trends in health care‑associated 
infections in acute care hospitals in Canada: an analysis of repeated 
point‑prevalence surveys. CMAJ. 2019;191(36):E981‑e988. https:// doi. org/ 
10. 1503/ cmaj. 190361.

 37. Matta R, Hallit S, Hallit R, Bawab W, Rogues AM, Salameh P. Epidemiology 
and microbiological profile comparison between community and hos‑
pital acquired infections: A multicenter retrospective study in Lebanon. 
J Infect Public Health May‑Jun. 2018;11(3):405–11. https:// doi. org/ 10. 
1016/j. jiph. 2017. 09. 005.

 38. Gu Y, Fujitomo Y, Ohmagari N. Outcomes and Future Prospect of Japan’s 
National Action Plan on Antimicrobial Resistance (2016–2020). Antibiotics 
(Basel). 2021;10(11). https:// doi. org/ 10. 3390/ antib iotic s1011 1293.

 39. Solomkin JS, Mazuski JE, Bradley JS, et al. Diagnosis and management of 
complicated intra‑abdominal infection in adults and children: guidelines 
by the Surgical Infection Society and the Infectious Diseases Society 
of America. Clin Infect Dis. 2010;50(2):133–64. https:// doi. org/ 10. 1086/ 
649554.

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

https://doi.org/10.1016/b978-012373960-5.00596-7
https://doi.org/10.1016/b978-012373960-5.00596-7
https://doi.org/10.1056/NEJMoa1801550
https://doi.org/10.1007/bf01713142
https://doi.org/10.3238/arztebl.2013.0533
https://doi.org/10.3238/arztebl.2013.0533
https://doi.org/10.1111/jgs.12153
https://doi.org/10.1038/s41579-021-00639-z
https://doi.org/10.1038/s41579-021-00639-z
https://doi.org/10.1186/s13054-022-04013-0
https://doi.org/10.1097/ccm.0000000000001164
https://doi.org/10.1097/ccm.0000000000001164
https://doi.org/10.1097/ccm.0000000000003817
https://doi.org/10.1097/ccm.0000000000003817
https://doi.org/10.1186/s13756-021-00889-9
https://doi.org/10.1186/s13756-021-00889-9
https://doi.org/10.2188/jea.JE20200288
https://doi.org/10.1097/ccm.0000000000004394
https://doi.org/10.1097/ccm.0000000000004394
https://doi.org/10.1097/ccm.0000000000000150
https://doi.org/10.1097/ccm.0000000000000150
https://doi.org/10.1097/ccm.0000000000000943
https://doi.org/10.1097/ccm.0000000000000943
https://doi.org/10.1097/ccm.0000000000001667
https://doi.org/10.2471/blt.22.288614
https://doi.org/10.2471/blt.22.288614
https://doi.org/10.1056/nejm199406233302509
https://doi.org/10.1056/nejm199406233302509
https://doi.org/10.1001/jama.2017.13889
https://doi.org/10.1001/jama.2017.13889
https://doi.org/10.1097/mlr.0000000000000735
https://doi.org/10.1186/s12913-020-05999-5
https://doi.org/10.1186/s12913-020-05999-5
https://doi.org/10.1016/j.cnc.2016.09.012
https://doi.org/10.1016/j.cnc.2016.09.012
https://doi.org/10.1016/j.jval.2021.02.002
https://doi.org/10.1016/j.jval.2021.02.002
https://doi.org/10.1056/NEJMoa1306801
https://doi.org/10.1186/s13756-016-0118-3
https://doi.org/10.1371/journal.pone.0274248
https://doi.org/10.1371/journal.pone.0252441
https://doi.org/10.1371/journal.pone.0252441
https://doi.org/10.35772/ghm.2019.01011
https://doi.org/10.35772/ghm.2019.01011
https://doi.org/10.1016/j.ijid.2015.05.024
https://doi.org/10.1097/ccm.0000000000003342
https://doi.org/10.1097/ccm.0000000000003342
https://doi.org/10.1097/mlr.0000000000000481
https://doi.org/10.1097/mlr.0000000000000481
https://doi.org/10.1503/cmaj.190361
https://doi.org/10.1503/cmaj.190361
https://doi.org/10.1016/j.jiph.2017.09.005
https://doi.org/10.1016/j.jiph.2017.09.005
https://doi.org/10.3390/antibiotics10111293
https://doi.org/10.1086/649554
https://doi.org/10.1086/649554

	Incidence and mortality of community-acquired and nosocomial infections in Japan: a nationwide medical claims database study
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Study design and data source
	Definition and data collection
	Statistical analysis

	Results
	Discussion
	Conclusions
	Acknowledgements
	References


