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The impact of comorbidities 
and COVID‑19 on the evolution 
of community onset sepsis
Giovanna Colantuono de Araújo 1, Andrea Pardini 1 & Camila Lima 2*

Sepsis is a disease with high mortality and morbidity despite advances in diagnostic procedures and 
therapeutic strategies. The aim of this study was to evaluate the profile and outcomes of community‑
onset sepsis. This retrospective, multicenter study included five 24‑h health care units and was 
conducted from January 2018 to December 2021. Patients were diagnosed with sepsis or septic shock 
according to the Sepsis 3.0 criterion. A total of 2630 patients diagnosed as having sepsis (68.4%, 
1800) or septic shock (31.6%, 830) in the 24‑h health care unit were included; 43.76% of the patients 
were admitted to the intensive care unit, 12.2% died, 4.1% had sepsis and 30% had septic shock. The 
comorbidities that were independent predictors of septic shock were chronic kidney disease on dialysis 
(CKD‑d), bone marrow transplantation and neoplasia. CKD and neoplasia were also independent 
predictors of mortality, with ORs of 2.00 (CI 1.10–3.68) p = 0.023 and 1.74 (CI 1.319–2.298) p =  < 0.0001, 
respectively. Mortality according to the focus of primary infection was as follows: pulmonary 40.1%; 
COVID‑19 35.7%; abdominal 8.1% and urinary 6.2%. Mortality due to the COVID‑19 outbreak had an 
OR of 4.94 (CI 3.08–8.13) p ≤ 0.0001. Even though community‑onset sepsis can be potentially fatal, this 
study revealed that some comorbidities lead to an increased risk of septic shock (d‑CKD and neoplasia) 
and mortality. COVID‑19 infection as the primary focus was an independent predictor of mortality in 
patients with sepsis when compared to other foci.

Sepsis is considered a major cause of health loss; an estimated 48·9 million incident cases of sepsis were recorded 
worldwide, and 11·0 million sepsis-related deaths were reported, representing 19·7% of all global  deaths1.

Approximately 15% of patients with sepsis experience septic shock, which accounts for approximately 10% 
of all intensive care unit (ICU) admissions and has a mortality rate of approximately 50%1.

Some concepts of sepsis definition and management have evolved in recent decades, and the last interna-
tional consensus occurred in 2016, known as Sepsis-3.02. Sepsis is an extreme response to infection caused by 
a dysregulated immune response to bacterial, viral, fungal and protozoan infection and potentially causing 
major organ  dysfunction2 The diagnosis of viral etiology sepsis, particularly among patients with COVID-19, 
is  rare3–5, indicating reduced adherence to the sepsis protocol. The meta-analysis including more than 37,000 
patients showed that the incidence of viral sepsis due to COVID-19 was 17.7% (95% CI 12.9–23.6) in the ward 
and 77.9% in the ICU (95% CI 75.9–79.8)6.

There are few studies reporting on community-onset sepsis, such as its incidence in 24-h health care units, 
risk factors (comorbidities) and focus of primary infection in individuals with nonhospital sepsis. The aim of 
the present study was to evaluate the prevalence of sepsis in the community in pre- and pandemic periods and 
its clinical outcomes.

Results
Cohort characteristics, comorbidities and outcomes. A total of 911,549 were treated at the 24-h 
health care units, 2630 (0.29%) patients diagnosed as having sepsis (68.4%, 1800) and septic shock (31.6%, 830) 
in the 24-h health unit were included. The characteristics of the cohort are presented in Table 1. The mean age 
was 73.55 years (SD, 17.55) and individuals who were age 72.39 years (SD, 16.89) had a higher incidence of septic 
shock than those age 74.03 years (SD, 17.83). A total of 1557 (59.2%) of the sepsis cohort were males (p 0.001). 
Previous hospitalizations in the last 30 days were present in 282 (10.7%) of patients and they were not excluded 
from the analyses.
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The comorbidities were systemic arterial hypertension (1112, 42.3%), diabetes mellitus (713, 27.1%), heart dis-
ease (563, 21.4%), neoplasms (442, 16.8%), dementia (326, 12.4%), heart failure (274, 10.4%), chronic obstructive 
pulmonary disease (9.8%), stroke (7.6%), chronic kidney disease (CKD) not on dialysis (5.8%), acute infarction 
myocardial infarction (4.8%), CKD on dialysis (5.8%), human immunodeficiency virus (HIV) (0.8%), kidney 
transplant (tx) (0.6%), cirrhosis (0.6%), bone marrow tx (0.5%) and liver tx (0.3%). The Charlson index was 1.95 
(SD, 2.14) and was higher in patients with septic shock (2.16 SD (2.29) than in those with sepsis (1.84 (2.06), 
p < 0.0001).

Ninety-seven (3.69%) patients required hospitalization, 1382 (52.55%) were admitted in the semi-intensive 
care unit, and 1151 (43.76%) were admitted in the intensive care unit (ICU). The length of stay in the ICU was 
5.59 days (SD, 13.07), and the hospital stay was 17.48 days (SD, 24.71). Two hundred sixty-three patients (10%) 
needed renal replacement therapy, and the lengths of ICU and hospital stays and the need for RRT were signifi-
cantly greater in patients with septic shock (p < 0.0001).

The mortality rate for all patients was 12.2%, with a 4.1% rate in sepsis patients and a 30% rate in septic shock 
patients (p < 0.0001). The comorbidities most associated with septic shock were CKD on dialysis 56.9%—(OR 
2.949, CI 1.792–4.853, p ≤ 0.0001), bone marrow transplant 66.7% (OR 4.365, CI 1.31–14.54, p = 0.013), and 
neoplasms 37.1% (OR 1.346, CI 1.09–1.68, p = 0.004) (Table 2, Fig. 1). The comorbidity variables that were found 
to be independent predictors of mortality were CKD on dialysis (OR 2.00, CI 1.10–3. 68, p = 0.023), neoplasia 
(OR 1.74, CI 1.319–2.298, p ≤ 0.0001.

The most prevalent primary infection foci were as follows: pulmonary sites, 1135 (43.2%); urinary sites, 
469 (17.8%); COVID-19 infection, 434 (16.5%), abdominal sites, 316 (12%) and other, 276 (10.5%). Mortality 
according to the focus of the primary infection was as follows: pulmonary, 40.1%; COVID-19 infection, 35.7%; 
abdominal 8.1% and urinary 6.2%. In the logistic regression for mortality with respect to focus, pulmonary 
OR = 0.85 (CI 0.55–1.36, p = 0.49), COVID-19 OR = 4.94 (CI 3.08–8.13, p ≤ 0.0001), abdominal OR = 0.77 (CI 
0.42–1.39, p = 0.10); urinary OR = 0.34 (CI 0.18–0.65, p < 0.0001) (Table 2).

Table 1.  Cohort characteristics, comorbidities and outcomes. Data are expressed as n (%), mean ± SD, 
median and percentile (25–75) according to their distribution. tx transplant, CKD chronic kidney disease, HD 
hemodialysis, CHF congestive heart failure, AMI acute myocardial infarction, ICO coronary insufficiency, SAH 
systemic arterial hypertension, COPD chronic obstructive pulmonary disease, HIV human immunodeficiency 
virus, ICU intensive unit care, SAPS Simplified Acute Physiology Score, SOFA Sequential Organ Failure 
Assessment, RRT  renal replacement therapy.

Total Sepsis Septic shock Q

Age 73.52 DP (17.55) 74.03 DP (17.83) 72.39 DP (16.89) 0.001

Sex 1557 (59.2%) 1058 (58.8%) 498 (60%) 0.605

Comorbidities

 Neoplasm 442 (16.8%) 278 (62.9%) 164 (37.1%) 0.004

 Marrow_Tx 12 (5%) 4 (33.3%) 8 (66.7%) 0.013

 CKD_HD 65 (2.5%) 28 (43.1%) 37 (56.9%)  < 0.0001

 CKD_No_HD 153 (5.8%) 97 (63.4%) 56 (36.6%) 0.1

 Tx_Kidney 17 (0.6%) 11 (64.7%) 6 (35.3%) 0.46

 CHF 274 (10.4%) 197 (71.9%) 77 (28.1%) 0.107

 AMI_angina_ICO 127 (4.8%) 87 (68.5%) 40 (31.5%) 0.535

 Heart disease 563 (21.4%) 379 (67.3%) 184 (32.7%) 0.28

 SAH 1112 (42.3%) 749 (67.4%) 362 (32.6%) 0.184

 COPD 257 (9.8%) 182 (70.8%) 75 (29.2%) 0.212

 Diabetes mellitus 713 (27.1%) 478 (67%) 235 (33%) 0.19

 CIRRHOSIS 15 (0.6%) 8 (53.3%) 7 (46.7%) 0.162

 Liver_tx 9 (0.3%) 7 (77.8%) 2 (22.2%) 0.42

 HIV 22 (0.8%) 17 (77.3%) 5 (22.7%) 0.258

 Brain stroke 200 (7.6%) 136 (68.3%) 63 (31.7%) 0.981

 Alzheimer’s dementia 326 (12.4%) 229 (70.2%) 97 (29.8%) 0.244

 Charlson index 1.95 (2.14) 1.84 (2.06) 2.16 (2.29)  < 0.0001

 Prior hospitalization 30 days 282 (10.7%) 181 (10.1%) 101 (12.2%) 0,107

Outcomes

 SAPS3 52.10 DP (10.15) 50.29 DP (8.82) 55.86 DP (11.62)  < 0.0001

 SOFA 3.36 DP (2.14) 2.93 DP (1.47) 4.29 DP (2.29)  < 0.0001

 Time in ICU 5.59 DP (13.07) 4.33 DP (10.35) 8.31 DP (17.27)  < 0.0001

 Length of hospital stay 17.48 DP (24.71) 13.37 DP (18.10) 26.40 DP (33.31)  < 0.0001

 Need for RRT 263 (10%) 62 (23.6%) 201 (76.4%)  < 0.0001

 Mortality 322 (12.2%) 73 (4.1%) 249 (30%)  < 0.0001
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Table 2.  Odds ratio for septic shock and mortality outcomes. CKD chronic kidney disease, SOFA Sequential 
Organ Failure Assessment.

Parameters:

Septic shock Mortality

Odds ratio IC p value Odds ratio IC p value

Age 1.00 (1.00–1.01) 0.365 1.04 (1.02–1.05)  < 0.001

Charlson index 1.06 (0.99–1.14) 0.073 1.19 (1.12–1.27)  < 0.001

SOFA score 1.27 (1.20–1.34)  < 0.001

CKD 2.95 (1.73–4.85)  < 0.0001 2.00 (1.10–3.68) 0.023

Neoplasm 1.35 (1.09–1.68) 0.004 1.28 (0.88–3.44) 0.196

Bone marrow transplantation 4.37 (1.31–14.54) 0.013 1.74 (1.32–2.30)  < 0.0001

Abdominal Focus 0.73 (0.37–1.42) 0.359 0.77 (0.42–1.39) 0.385

COVID-19 focus 8.65 (5.31–14.75)  < 0.001 4.94 (3.08–8.13)  < 0.001

Pulmonary focus 1.11 (0.68–1.88) 0.689 0.85 (0.55–1.36) 0.494

Urinary focus 0.69 (0.37–1.31) 0.252 0.34 (0.178–0.65) 0.001

Figure 1.  Variables included in the logistic regression of progression to septic shock (A) and mortality (B). 
CKD chronic kidney disease, SOFA Sequential Organ Failure Assessment.
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The frequency of comorbidities was similar between the pandemic period (2020–2021) and the prepandemic 
period (2018–2019). Concerning infection focus, an abdominal focus was more frequent in the prepandemic 
period (173, 14.1%) than in the pandemic period (143, 10.2%, OR: 1.20, CI 1.06–1.36; p = 0.002), and a pulmo-
nary focus was also more frequent in the prepandemic period (661, 53.7%) than in the pandemic period (474, 
33.9%, OR: 1.48, CI 1.37–1.60, p < 0.001). There was no difference in the urinary focus between the prepandemic 
period (223, 18.1%) and the pandemic period (245, 17.5%, OR: 1.02, CI 0.93–1.12, p = 0.36).

Discussion
There are unknowns regarding community-onset sepsis, including its incidence, risk factors, need for intensive 
support, progression to septic shock and mortality. In this study, in a cohort of patients who visited a 24-h health 
care unit, 43.76% of sepsis patients were admitted to the intensive care unit of a hospital and the overall mortality 
rate was 12.2%, with a 4.1% rate in sepsis patients and a 30% rate in septic shock patients.

Studies show that the mortality rate in patients with sepsis in the hospital setting was 19.2% versus 8.6% in the 
community  setting7. In our cohort, although sepsis patients had a mortality rate of 4.1%, septic shock patients had 
a high mortality rate of 30%, which is close to the 33% mortality rate in patients with hospital-related  sepsis8 and 
suggests that early diagnosis and immediate treatment of this pathology outside the hospital setting is crucial.

Sepsis more often progressed to septic shock in slightly younger and was more common in healthy young 
people than in those with comorbidities (mean age, 58.0 ± 19.8 years vs. 67.0 ± 16.5 years). However, this group 
required less intensive support as the length of hospital stay was reduced but the short-term mortality rate was 
 higher9,10.

There has been even greater uncertainty regarding the incidence and risk factors for community-onset sepsis. 
A meta-analysis reported the risk factors for sepsis, including older age, diabetes and other medical conditions 
(e.g., immunosuppression, lung disease and peripheral arterial disease)11. Another study found diabetes (15.75%), 
neoplasia (14.96%) and HIV infection (12.9%) to be common underlying diseases in patients with  sepsis12.

In our cohort, comorbidities, neoplasia, bone marrow transplantation and dialysis CKD were independent 
predictors of septic shock, and neoplasia and dialysis CKD were independent predictors of mortality. A com-
mon mediator between them and likely associations reflect an underlying abnormal immune status that may 
predispose individuals to  sepsis13.

Sepsis disproportionately affects immunocompromised populations, including recipients of allogeneic hemat-
opoietic cell  transplants14. In immunosuppressed individuals, sepsis has a higherincidence, presents with subtle 
clinical findings, and progresses more rapidly than in immunocompetent  populations15. In our study, bone 
marrow transplantation had an OR of 4.365 (CI 1.31–14.54, p = 0.013) for septic shock.

Individuals with CKD on dialysis require venous or peritoneal access for therapy, which is prone to infections, 
and approximately 29.8% of these patients develop sepsis, which is a major cause of mortality in this  population16. 
The patients with CKD on dialysis in our cohort had an OR of 2.949 (CI 1.792–4.853, p ≤ 0.0001) for septic shock 
and 2.00 (CI 1.10–3.68, p = 0.023) for mortality.

Cancer-related sepsis was associated with an adjusted absolute increase in hospital mortality, ranging from 
2.2 to 15.2% when compared with noncancer-related  sepsis17. More than 1 in 5 cancer patients with sepsis 
need hospitalization. In-hospital mortality in patients with cancer-related sepsis is 28%, compared to 20% in 
noncancer-related  sepsis8. Our neoplasm study had an OR of 1.346 (CI 1.09–1.68, p = 0.004) for septic shock 
and 1.74 (CI 1.319–2.298, p ≤ 0.0001) for mortality.

The etiology of sepsis is essential for health promotion strategies and useful for the community and health 
professionals. The most prevalent foci found in our cohort were urinary (33%), gastrointestinal (18%) and res-
piratory (18.26%); the mortality rate was higher in pulmonary disease and COVID-19 foci (40.1% and 35.7%, 
respectively) and lower in abdominal (8.1%) and urinary (6.2%) foci, respectively. Sources in the literature cor-
roborate these findings regarding the prevalence and higher mortality in patients with pulmonary foci and lower 
mortality in patients with genitourinary  foci18,19.

Our study evaluated COVID-19 as a focus of infection and not only as a pathogen, as little was known about 
the pathology at the beginning of the pandemic. Severe COVID-19 infection increases the serum levels of 
cytokines and chemocytokines that are common in patients with  sepsis6–9. Because the treatment of viral sepsis 
is not clear, this pathology has been underreported for  years3–5. Our cohort showed that the mortality of sepsis 
unrelated to COVID-19 infection was higher than that of other foci (OR 4.94, CI 3.08–8.13, p ≤ 0.0001) and was 
the main independent predictor of progression to septic shock (OR 8.65, 5.31–14.75, p < 0.0001).

This study has some limitations. First, the location of this study was in a private health care unit, which may 
not reflect the reality of health services in general. Second, the study did not describe the treatment of sepsis and 
other conditions that may have influence the outcome. Third, because COVID-19 is a viral condition, it may 
have been partially neglected, and the outcome was not associated with the etiology of the pathogen but with 
the difficulty in managing viral sepsis. Thus, the study periods were pre- and pandemic periods, so the mortality 
rates could have been linked to the lack of ICU beds and intensive care resources.

Conclusion
The lack of worldwide health policies for sepsis may have caused the increase in mortality. In the present study, 
a group of patients diagnosed with sepsis in health care units were followed until discharge or death, and the 
need for advanced resources, such as beds in the intensive care unit, is urgent. Our results showed a high septic 
shock mortality rate.

The study revealed that CKD-d and neoplasia were associated with septic shock and mortality and that 
COVID-19 infection had a higher mortality rate than other infections.
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The incidence of viral infection in sepsis patients with COVID-19 and the association between viral sepsis 
and COVID-19 in terms of mortality rate remain unknown.

Materials and methods
Patients. This was a multicenter, retrospective, cross-sectional and quantitative study including five 24-h 
health care units. The study period was from January 2018 to December 2021, and a total of 2630 patients were 
eligible for the study, with follow-up until the clinical outcome (discharge/death). The Ethics Committee of the 
Hospital Israelite Albert Einstein approved the study under protocol number CAAE: 55693222.0.0000.0071. The 
need for consent was waived and approved by the Ethics Committee of the Hospital Israelite Albert Einstein 
because the research did not involve more than minimal risk to the data confidentiality participants, it could 
not be conducted virtually without waivers, and waivers would not negatively affect the rights and well-being of 
the participants. The electronic data capture system was “Research Electronic Data Capture” (REDCap) hosted 
on the servers of Hospital Israelite Albert Einstein. All data are available to researchers in a deidentified manner 
to protect the identity participant and ensure data integrity. The study sites were five 24-h health care units that 
were located in the state of São Paulo, Brazil, Morumbi, Perdizes, Alphaville, Ibirapuera and Vila Santa Catarina 
and managed by a private institution Hospital Israelite Albert Einstein located in the state of São Paulo, Brazil. 
The “24-h health care unit” is a health facility that provides care for patients with mild-to-moderate conditions. 
There are no hospital beds in these units. The inclusion criteria were as follows: age older than 18 years with 
diagnosis of sepsis or septic shock. The exclusion criteria were as follows: patients with a Sequential Organ Fail-
ure Assessment (SOFA) score lower than 2 points, patients receiving palliative care and patients with previous 
dysfunctions related to other diagnoses.

All clinical and research activities being reported are consistent with the Principles of the Declaration of 
Istanbul, with the Declaration of Helsinki and the Strengthening the Reporting of Observational Studies in 
Epidemiology (STROBE) guidelines for cohort studies.

Clinical criteria of sepsis and septic shock. In this study, the Third International Consensus on Defi-
nitions for Sepsis and Septic Shock (Sepsis-3), published in 2016, was used to identify adults with suspected 
 infection2. The laboratory variables, partial pressure of oxygen  (PaO2), platelet count, creatinine and bilirubin 
levels, are necessary for the screening and performance of the score. In addition, the patient’s level of conscious-
ness (Glasgow Coma scale score) and mean arterial pressure (MAP) were  recorded2. In this evaluation, variables 
are scored 0 to 4, and patients with 2 or more SOFA points in the presence of an infection is diagnosed with 
sepsis.

Sepsis is an extreme response to infection caused by a dysregulated immune response to infection, potentially 
causing fatal organ dysfunction. Septic shock occurs in sepsis patients with nonvolume-refractory hypotension, 
for which the use of vasopressors is required to maintain a mean arterial pressure (MAP) of 65 mmHg and a 
serum lactate level equal to or above 18 mg/dL (2 mmol/L)2.

Statistical analysis. The extraction of variables was performed using the database of the REDCap utility. 
The focus of infection, mortality rate and outcomes such as the incidence of new comorbidities were evaluated.

Categorical variables are expressed as numbers (%), and continuous variables are expressed as the means and 
standard deviations, whereas nonparametric variables are expressed as medians and 25th–75th percentiles. The 
Gaussian distribution was determined using the Shapiro‒Wilk test. For the correlation (analysis) of the continu-
ous variable with a normal distribution, the t test or Pearson’s test was used, and for continuous variables with a 
nonnormal distribution, the Mann‒Whitney test (Wilcoxon rank) or the Spearman test was used. Categorical 
data were compared using the chi-square test or Fisher’s exact test. Values of p < 0.05 were considered to be sta-
tistically significant. In the logistic regression, we used a model to evaluate the comorbidities and the outcome of 
septic shock, including the following variables: age, Charlson index score, CKD-d, neoplasia and bone marrow 
tx; SOFA score was included in the evaluation of comorbidities and mortality. The model to analyze the focus of 
infection and mortality included age, SOFA, Charlson, abdominal focus, focus, pulmonary, urinary focus and 
COVID-19 focus. The analyses were performed using the Statistical Package for Social Sciences software (SPSS 
version 20, Chicago, Illinois).

Data availability
The datasets used in this study are not publicly available because of confidentiality, however, it can be made 
available by the corresponding author Camila Lima upon reasonable request.

Received: 7 January 2023; Accepted: 26 June 2023

References
 1. Rudd, K. E. et al. Global, regional, and national sepsis incidence and mortality, 1990–2017: Analysis for the Global Burden of 

Disease Study. Lancet 395(10219), 200–211. https:// doi. org/ 10. 1016/ S0140- 6736(19) 32989-7 (2020).
 2. Singer, M. et al. The third international consensus definitions for sepsis and septic shock (sepsis-3). JAMA 315(8), 801–810 (2016).
 3. Vincent, J., Rello, J. & Marshall, J. International study of the prevalence and outcomes of infection in intensive care units. JAMA 

302, 2323–2329. https:// doi. org/ 10. 1001/ jama. 2009. 1754 (2009).
 4. Ramphal, R. Importance of adequate initial antimicrobial therapy. Chemotherapy 51, 171–176. https:// doi. org/ 10. 1159/ 00008 6574 

(2005).
 5. Cohen, J., Cristofaro, P., Carlet, J. & Opal, S. New method of classifying infections in critically Ill patients. Crit. Care Med. 32, 

1510–1526. https:// doi. org/ 10. 1097/ 01. CCM. 00001 29973. 13104. 2D (2004).

https://doi.org/10.1016/S0140-6736(19)32989-7
https://doi.org/10.1001/jama.2009.1754
https://doi.org/10.1159/000086574
https://doi.org/10.1097/01.CCM.0000129973.13104.2D


6

Vol:.(1234567890)

Scientific Reports |        (2023) 13:10589  | https://doi.org/10.1038/s41598-023-37709-6

www.nature.com/scientificreports/

 6. Karakike, E. et al. Coronavirus disease 2019 as cause of viral sepsis: A systematic review and meta-analysis. Crit. Care Med. 49(12), 
2042–2057 (2021).

 7. Page, D. B., Donnelly, J. P. & Wang, H. E. Community-, healthcare-, and hospital-acquired severe sepsis hospitalizations in the 
University HealthSystem Consortium. Crit. Care Med. 43(9), 1945–1951. https:// doi. org/ 10. 1097/ CCM. 00000 00000 001164 (2015).

 8. Rhee, C. et al. Epidemiology of hospital-onset versus community-onset sepsis in U.S. hospitals and association with mortality: A 
retrospective analysis using electronic clinical data. Crit. Care Med. 47(9), 1169–1176. https:// doi. org/ 10. 1097/ CCM. 00000 00000 
003817 (2019).

 9. Alrawashdeh, M. et al. Prevalence and outcomes of previously healthy adults among patients hospitalized with community-onset 
sepsis. Chest 162(1), 101–110. https:// doi. org/ 10. 1016/j. chest. 2022. 01. 016 (2022).

 10. Li, H. et al. SARS-CoV-2 and viral sepsis: Observations and hypotheses. Lancet 395(10235), 1517–1520 (2020).
 11. Tsertsvadze, A. et al. Community-onset sepsis and its public health burden: A systematic review. Syst. Rev. 5, 81. https:// doi. org/ 

10. 1186/ s13643- 016- 0243-3 (2016).
 12. Cisterna, R. et al. Bacteriemia de origen comunitario [Community-acquired bacteremia]. Revista espanola de quimioterapia: 

publicacion oficial de la Sociedad Espanola de Quimioterapia 14(4), 369–382 (2001).
 13. Hotchkiss, R. S., Monneret, G. & Payen, D. Sepsis-induced immunosuppression: From cellular dysfunctions to immunotherapy. 

Nat. Rev. Immunol. 13, 862–874 (2013).
 14. Kumar, G. et al. Severe sepsis in hematopoietic stem cell transplant recipients. Crit. Care Med. 43(2), 411–421. https:// doi. org/ 10. 

1097/ CCM. 00000 00000 000714 (2015).
 15. Dadwal, S., Eftekharai, Z., Tushondra, T. & Johnson, D. A machine-learning based prediction model for sepsis in patients undergo-

ing hematopoietic stem cell transplantation. Blood 132(Suppl 1), 711. https:// doi. org/ 10. 1182/ blood- 2018- 99- 117002 (2018).
 16. Locham, S. et al. Incidence and risk factors of sepsis in hemodialysis patients in the United States. J. Vasc. Surg. 73(3), 1016-1021.

e3. https:// doi. org/ 10. 1016/j. jvs. 2020. 06. 126 (2021) (Epub 2020 Jul 21).
 17. Hensley, M. K., Donnelly, J. P., Carlton, E. F. & Prescott, H. C. Epidemiology and outcomes of cancer-related versus non-cancer-

related sepsis hospitalizations. Crit. Care Med. 47(10), 1310–1316. https:// doi. org/ 10. 1097/ CCM. 00000 00000 003896 (2019).
 18. Brunkhorst, F. M. et al. Effect of empirical treatment with moxifloxacin and meropenem vs meropenem on sepsis-related organ 

dysfunction in patients with severe sepsis: A randomized trial. JAMA 307, 2390–2399. https:// doi. org/ 10. 1001/ jama. 2012. 5833 
(2012).

 19. Schortgen, F. et al. Fever control using external cooling in septic shock: A randomized controlled trial. Am. J. Respir. Crit. Care 
Med. 185, 1088–1095. https:// doi. org/ 10. 1164/ rccm. 201110- 1820OC (2012).

Acknowledgements
The last author received support for it work, by a support program for new professors at the University of São 
Paulo process number—PRPI 17-880/2023.

Author contributions
Authors C.L. and G.C.A. provided the conceptualization of ideas and the evolution of overarching research goals 
and aims. Authors C.L. and G.C.A. were responsible for data curation, management activities, maintaining research 
data, formal analysis, application of statistics, design of methodology, administrative management and coordinating 
the planning and execution of the research activity. All authors, C.L., G.C.A. and A.P., conducted a research and 
investigation process; collected data/evidence and resources; prepared, created and wrote the original draft and 
gave final approval of the version to be published. Author C.L. supervised and had leadership responsibility for the 
planning and execution of the research activity, including mentorship external to the core team.

Competing interests 
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to C.L.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2023

https://doi.org/10.1097/CCM.0000000000001164
https://doi.org/10.1097/CCM.0000000000003817
https://doi.org/10.1097/CCM.0000000000003817
https://doi.org/10.1016/j.chest.2022.01.016
https://doi.org/10.1186/s13643-016-0243-3
https://doi.org/10.1186/s13643-016-0243-3
https://doi.org/10.1097/CCM.0000000000000714
https://doi.org/10.1097/CCM.0000000000000714
https://doi.org/10.1182/blood-2018-99-117002
https://doi.org/10.1016/j.jvs.2020.06.126
https://doi.org/10.1097/CCM.0000000000003896
https://doi.org/10.1001/jama.2012.5833
https://doi.org/10.1164/rccm.201110-1820OC
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	The impact of comorbidities and COVID-19 on the evolution of community onset sepsis
	Results
	Cohort characteristics, comorbidities and outcomes. 

	Discussion
	Conclusion
	Materials and methods
	Patients. 
	Clinical criteria of sepsis and septic shock. 
	Statistical analysis. 

	References
	Acknowledgements


