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A B S T R A C T

Background: Sepsis is a life-threatening condition that complicates major diseases like myeloid
leukemia. Both conditions can lead to morbidity and mortality. Despite its clinical significance, trends
in sepsis among myeloid leukemia patients remain understudied.
Methods: Nationwide mortality records were obtained from the CDC-WONDER database for U.S.
adults aged ≥25 with myeloid leukemia (ICD-10 code C92) and sepsis (ICD-10 codes A40, A41)
from 1999 to 2023. Age-adjusted mortality rates (AAMRs) per 100,000 population were calculated
for variables. Joinpoint analysis was utilized to evaluate annual percent changes (APCs).
Results: From 1999 to 2023, a total of 35,075 deaths were recorded. The overall AAMR showed a
modest but statistically significant increase (0.62) per 100,000 (AAPC 0.31; 95% CI 0.09 to 0.53; p
= 0.007). Males experienced higher AAMRs (AAPC: 0.17, 95% CI: -0.05 to 0.40; p = 0.113) than
females (0.82 vs.0.48) (AAPC: 0.33, 95% CI: -0.01 to 0.67; p = 0.056). Time trends within each
sex were not statistically significant. The highest overall AAMR was recorded among NH Blacks
(0.68), followed by NH Whites (0.64). Regional AAMRs were similar; the Northeast showed the largest
decline, while the West increased modestly. The overall AAMR was slightly higher in metropolitan
areas (0.64) compared to non-metropolitan areas (0.60). Older adults aged ≥ 65 years consistently
exhibited the highest CMRs (1.86). Most deaths occurred in inpatient medical facilities (88.80%).
Conclusion: Trends in sepsis mortality among myeloid leukemia patients increased modestly. Higher
trends observed in urban areas and NH Blacks. Declines were observed in the Northeast region.

1. Introduction
Sepsis is a leading cause of morbidity and mortality in the United
States and worldwide. Sepsis-3 defines it as a life-threatening organ
dysfunction caused by a dysregulated host response to the infection
[1, 2]. In the United States, sepsis is the sixth most common
admitting diagnosis [3], contributing to more than 1.7 million adult
hospitalizations and thousands of deaths annually. Additionally, it
remains one of the most common causes of hospital deaths [4, 5].
Certain populations, like immunosuppressed patients, especially
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those with hematological cancers, are more susceptible to sepsis
[6, 7].
Myeloid leukemia, a clonal proliferation of myeloid cells and
their precursors to either neutrophils in chronic myeloid leukemia
(CML), or to immature myeloid cells and myeloblasts in acute
myeloid leukemia (AML), which is more common [8], results in
a state of immunosuppression as a result of the effect of the disease
itself and the immunotoxic treatment frequently causing neutrope-
nia [9]. This puts patients with myeloid leukemia at increased risk
of developing sepsis. One study found that among 5501 patients
diagnosed with AML, 16% developed sepsis compared to 4% of
non-AML patients, and that their sepsis-related mortality was 30%
compared to 21% in non-AML patients [10]. Furthermore, another
study that focused on AML patients who were admitted to the ICU
found that septic shock was the primary diagnosis in 32% of cases
compared to 17% of non-AML ICU admissions [11]. Another study
observed that 28% of AML patients admitted to the ICU developed
septic shock [12].
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Despite these concerns, we only found limited data describing
sepsis-related mortality in myeloid leukemia patients. Although
some studies described trends in overall sepsis-related mortality
and sepsis-related cancer mortality in the United States [13, 14], we
couldn’t find any large studies that focused specifically on myeloid
leukemia. Thus, the effects of confounding factors such as age,
gender, race, and regional differences remain poorly understood.
To address this gap, we aim to analyze trends in sepsis-related
mortality among United States patients with myeloid leukemia
from 1999 to 2023. We will also evaluate disparities in gender, race,
census tract, urbanization, place of death, and age group to identify
subgroups at elevated risk. We hope to provide new insights to
guide clinicians and health policy and to reduce mortality in our
target population.

2. Methods

2.1. Study design and population
We conducted a retrospective analysis using death certificate
data from the Centers for Disease Control and Prevention Wide-
Ranging Online Data for Epidemiologic Research (CDC WON-
DER) database to examine long-term temporal trends in sepsis
mortality among adults aged 25 and older between 1999 and 2023.
We chose ≥ 25 years to focus on mature adult mortality patterns
and excluded individuals younger than 25 years and documents
with missing geographic and demographic data, as risks of sepsis
among myeloid leukemia patients differ substantially in younger
populations. Consequently, this age cutoff has been used by pre-
vious studies to define adults [15, 16]. We used the International
Statistical Classification of Diseases and Related Health Problems-
10th Revision (ICD-10) as follows: A40 and A41 for sepsis, and
C92 for myeloid leukemia, both as multiple causes of death. Deaths
were included if sepsis (A40, A41) and myeloid leukemia (C92)
were listed anywhere on the death certificate, either as the underly-
ing cause of death or as one of the contributing causes of death. This
comprehensive approach ensures the capture of all deaths where
sepsis and myeloid leukemia played a documented role, regardless
of their position on the death certificate. Institutional review board
approval was not required for this study, as it used de-identified
public-use data provided by the government and adhered to the
STROBE (Strengthening the Reporting of Observational Studies
in Epidemiology) guidelines for reporting [17].
2.2. Data abstraction
Data on population size and demographics, including sex, age, race,
and region, were extracted. The place of death was categorized
into medical facilities, hospice, home, and nursing home/long-term
care facilities. Racial and ethnic categories were classified as non-
Hispanic (NH) White, NH Black or African American, Hispanic or
Latino, and NH Asian or Pacific Islander. Results for NH American
Indian/Alaska Native are not reported due to a small sample size,
which precludes reliable rate estimation. The National Center for
Health Statistics Urban-Rural Classification Scheme was used to
assess the population by urban counties per the 2013 U.S. census
classification [18]. It is important to note that urban-rural data
were consistently available and analyzed only for the period 1999–
2020 due to historical limitations in CDC WONDER stratifications.
Regions were stratified into Northeast, Midwest, South, and West
according to the U.S. Census Bureau definitions [19]. Age groups
were divided into 3 groups (25–44, 45–64, and ≥ 65 years).
2.3. Statistical analysis
Crude mortality rates (CMRs) and age-adjusted mortality rates
(AAMRs) per 100,000 population from 1999 to 2023, by year,

sex, race/ethnicity, and urban-rural status, were calculated for 1999
to 2020 only, with 95% CIs, using the 2000 U.S. population as
the standard [20]. We should mention that all mortality rates
(AAMRs/CMRs) were calculated using the total U.S. population
as the denominator, reflecting our focus on population-level bur-
den rather than risk among individuals diagnosed with myeloid
leukemia. Consequently, CMRs were determined by dividing the
number of sepsis and myeloid leukemia patients by the correspond-
ing U.S. population of that year. It’s worth mentioning that we
used CMRs exclusively for age-specific analyses, as age adjustment
would mask true differences between age groups. For all other
variables, AAMRs were calculated to ensure comparability across
populations with differing age structures. The Joinpoint Regression
Program (Joinpoint V 5.4.0.0, National Cancer Institute) was used
to determine the average annual percent change (AAPC) and the
annual percent change (APC) with 95% CI in AAMR to quantify
national annual trends in sepsis and myeloid leukemia-related
mortality. Joinpoint regression, a segmented regression technique,
was used to identify points of trend change (join points) by fitting
log-linear models and using permutation tests to select the optimal
number of join points, thereby ensuring model fit [21]. Using
this regression analysis, we identified the joinpoints, dividing the
study period into segments based on observed inflection points.
This method allows identification of significant changes in AAMR
over time by fitting log-linear regression models where temporal
variation occurred. APCs were considered increasing or decreasing
if the slope describing the change in mortality was significantly
different from zero using two-tailed t testing. A p-value < 0.05 was
considered statistically significant.

3. Results

3.1. Overall trends
From 1999 to 2023, sepsis-related deaths among patients with
myeloid leukemia accounted for a total of 35,075 deaths in the
United States among adults aged 25 years and older. Most deaths
occurred in medical facilities as inpatients (88.80%), followed
by decedents’ homes (4.44%), hospice facilities (2.44%), nursing
homes or long-term care settings (1.65%), outpatient or emergency
room settings (1.49%), other locations (0.84%), medical facilities
– status unknown (0.08%), medical facilities – dead on arrival
(0.05%), and for 0.20% of cases, the place of death was unknown
(Supplemental Tables 1, 2).
The overall AAMR for sepsis among myeloid leukemia patients re-
mained stable, at 0.62 per 100,000 in both 1999 and 2023. Over the
entire study period, the mean AAMR observed from 1999 to 2023
was 0.63 (95% CI: 0.60 to 0.67). The AAPC was 0.31 (95% CI: 0.09
to 0.53) (p = 0.007), indicating a small but statistically significant
trend, with no joinpoints identified (Supplemental Tables 1, 3, 4;
Figure 1).

3.2. Sex-startified trends
Across the study period, sepsis-related deaths among patients with
myeloid leukemia contributed to 20,655 deaths among males and
14,420 among females. Males experienced higher AAMRs than
females (males: 0.82, 95% CI: 0.76 to 0.87; females: 0.48, 95%
CI: 0.44 to 0.52). From 1999 to 2023, the AAMR in males showed
a minimal, statistically non-significant change from 0.81 in 1999
to 0.82 in 2023, with no joinpoints (AAPC: 0.18, 95% CI: -0.05
to 0.40; p = 0.113). Among females, the AAMR showed a slight
non-significant decline from 0.50 in 1999 to 0.48 in 2023 (AAPC:
0.33, 95% CI: -0.01 to 0.67; p = 0.056), with no joinpoints. These

https://doi.org/DOI:10.71079/ASIDE.Onc.012026331
https://asidejournals.com/index.php/oncology/index


DOI:10.71079/ASIDE.Onc.012026331 ASIDE Oncology 6

Figure 1: Overall and Sex-Stratified Sepsis Mortality among Patients with Myeloid Leukemia-Related AAMRs per 100,000 in Adults in the United States
1999-2023.

Figure 2: Sepsis Mortality among Patients with Myeloid Leukemia-Related AAMRs per 100,000 Stratified by Race in Adults in the United States 1999-2023.

findings indicate no significant change over time within sexes
(Supplemental Tables 1, 3, 4; Figure 1).

3.3. Racial trends
Across racial/ethnic groups, the highest overall AAMR was recorded
among NH Blacks or African Americans (0.68, 95% CI: 0.57
to 0.79), followed by NH Whites (0.64, 95% CI: 0.60 to 0.68),
Hispanics (0.54, 95% CI: 0.44 to 0.66), and NH Asians or Pacific
Islanders (0.53, 95% CI: 0.39 to 0.71). Among NH Asians, the
AAMR declined from 0.62 in 1999 to 0.51 in 2023 (AAPC: 0.03,
95% CI: -0.90 to 0.97; p = 0.95). For NH Blacks, the AAMR
decreased slightly from 0.72 in 1999 to 0.67 in 2023 (AAPC:
0.01, 95% CI: -0.43 to 0.47; p = 0.947). Among NH Whites,
the AAMR increased slightly from 0.60 in 1999 to 0.63 in 2023
(AAPC: 0.31, 95% CI: 0.04 to 0.58; p = 0.025). For Hispanics,
the AAMR decreased from 0.67 in 1999 to 0.55 in 2023 (AAPC:
0.32, 95% CI: -0.31 to 0.96; p = 0.305), and no joinpoint was

identified. No joinpoints were observed for any racial/ethnic group
(Supplemental Tables 1, 3, 5; Figure 2).

3.4. Regional trends
On average, during the study period, the highest mortality rates
were recorded in the Northeast (AAMR: 0.65, 95% CI: 0.57 to
0.73), followed by the West (AAMR: 0.63, 95% CI: 0.56 to 0.70),
South (AAMR: 0.62, 95% CI: 0.57 to 0.68) and Midwest (AAMR:
0.61, 95% CI: 0.54 to 0.68).
The Northeast experienced a significant decline from 0.78 in 1999
to 0.61 in 2023 (AAPC: -0.78, 95% CI: -1.16 to -0.40; p < 0.001). In
the Midwest, the AAMR rose marginally from 0.59 in 1999 to 0.61
in 2023 (AAPC: 0.30; 95% CI: -0.02 to 0.63; p = 0.06). The South
showed a similar trend, increasing from 0.61 in 1999 to 0.64 in 2023
(AAPC: 0.36; 95% CI: -0.04 to 0.76; p = 0.075). In the West, the
AAMR increased significantly from 0.60 in 1999 to 0.61 in 2023
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Figure 3: Sepsis Mortality among Patients with Myeloid Leukemia -Related AAMRs per 100,000 Stratified by Census Region in Adults in the United States
1999-2023.

Figure 4: Sepsis Mortality among Patients with Myeloid Leukemia-Related AAMRs per 100,000 Stratified by Urban-Rural Classification in Adults in the
United States 1999-2020.

(AAPC: 0.62; 95% CI: 0.20 to 1.05; p = 0.006). No joinpoints were
identified in any region (Supplemental Tables 3, 6; Figure 3).

3.5. Stratified by urbanization
From 1999 to 2020, modest differences in mortality trends were
observed between metropolitan and non-metropolitan areas. The
overall AAMR was slightly higher in metropolitan areas (0.64, 95%
CI: 0.63 to 0.65) compared to non-metropolitan areas (0.60, 95%
CI: 0.58 to 0.62).
In metropolitan areas, the AAMR increased significantly from 0.62
in 1999 to 0.65 in 2020, with no joinpoints (AAPC: 0.38; 95% CI:
0.17 to 0.60; p = 0.002). Conversely, in non-metropolitan areas,
the AAMR increased modestly from 0.61 in 1999 to 0.63 in 2020
with no joinpoints (AAPC: 0.62; 95% CI: -0.004 to 1.26; p = 0.05)
(Supplemental Tables 3, 7; Figure 4).

3.6. Age-specific trends
For age-specific analyses, CMRs were used because AAMRs can-
not be meaningfully calculated within fixed age groups. Through-
out the study period, older adults aged ≥ 65 years consistently

exhibited the highest CMRs compared to younger and middle aged
adults (overall CMR for ≥ 65 years: 1.86, 95% CI: 1.73 to 1.98;
for 45-64 years: 0.58, 95% CI: 0.53 to 0.64; for 25-44 years: 0.15,
95% CI: 0.12 to 0.17). On average, the CMRs for all age groups
changed from 1999 to 2023, with the most pronounced increase
observed among adults aged≥ 65 years (AAPC: 0.91; 95% CI: 0.62
to 1.20; p < 0.001). Among the 25-44 year age group, the CMR
decreased from 0.17 in 1999 to 0.12 in 2023, with no joinpoints
(APC: -1.35; 95% CI: -1.87 to -0.83; p < 0.001). Among adults
aged 45-64 years, the CMR rose slightly from 0.60 in 1999 to 0.62
in 2017 (APC: 0.12; 95% CI: -0.32 to 0.56; p = 0.584), followed by
a significant decline from 0.62 in 2017 to 0.53 in 2023 (APC: -2.90;
95% CI: -5.29 to -0.49; p = 0.021), with an AAPC of -0.65 (95%
CI: -1.30 to 0.01; p = 0.053). For those aged ≥ 65 years, the CMR
increased from 1.77 in 1999 to 1.99 in 2023 with no joinpoints
(Supplemental Tables 3, 8; Figure 5).
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Figure 5: Sepsis Mortality among Patients with Myeloid Leukemia-Related CMRs per 100,000 Stratified by Age Groups in Adults in the United States
1999-2023.

4. Discussion
This 25-year national study provides an overall evaluation of sepsis
deaths among adults with myeloid leukemia in the U.S. During
the study period, the AAMRs remained stable, with minor vari-
ations. Males consistently had greater mortality than females. And
CMRs was greatest among older individuals at 65 years or older.
Disparities between racial and ethnic groups remained consistent,
with the highest overall mortality among Black individuals. Vari-
ability between regions was low, but some regions had significant
increases or decreases over time. A large proportion of deaths
occurred in inpatient medical facilities, suggesting an extensive
critical care burden to sepsis in immunocompromised patients
with leukemia. The significantly rising mortality trends observed
in metropolitan areas, in contrast to relatively stable trends in
non-metropolitan areas, likely reflect complex interactions among
referral concentration, differential access to specialized leukemia
care, and hospital-level infectious disease resources. Urban cen-
ters disproportionately manage advanced or treatment-refractory
leukemia cases transferred from surrounding regions, which may
inflate sepsis-related mortality through referral bias.
The differences seen in mortality rates due to gender are con-
sistent with previous literature, which showed male patients with
hematological cancers do poorly in comparison to females [22].
There are biological differences in immune responses, with men
generally having a less vigorous response due to testosterone. [23]
Some aspects of cytokine expression and variations in septic shock
evolution may involve sex-based differences, which may explain
different susceptibilities and poorer outcomes of sepsis, especially
when complicated with myeloid leukemia, in male patients [24–
26].
The age-related mortality gradients in this study are consistent with
epidemiological work identifying that older patients experience
increased risks of infections from complications of their disease,
particularly in oncologic populations. Older age may be associated
with decreased immune response, increased prevalence of comor-
bidities, and delayed symptom recognition [27, 28]. For instance,
dose intensification and modification of therapy may have to be
kept changing in elderly patients with leukemia due to toxicity

or frailty, which in some instances impacts the efficacy of anti-
leukemic and/or anti-infective treatment [29–31]. The increasing
mortality of the elderly provides further justification and impetus
for tailored age-adapted infection prevention and early detection of
sepsis strategies in this population against which we treat leukemia.
The 25-year study period also spans major therapeutic transi-
tions in myeloid leukemia, including the introduction of lower-
intensity regimens, hypomethylating agent–based combinations,
and targeted therapies that have reshaped survival and infectious
risk profiles. Earlier eras were dominated by intensive cytotoxic
chemotherapy with prolonged neutropenia. In contrast, later years
increasingly incorporated venetoclax-based and molecularly tar-
geted regimens that may alter both the incidence and severity
of sepsis [32, 33]. These evolving treatment paradigms introduce
unavoidable heterogeneity into long-term mortality trend interpre-
tation and may partially explain temporal stability despite advances
in supportive care.
Sepsis hospitalizations and mortality rates for NH Blacks have a
higher risk of sepsis, primarily due to APOL1 high-risk genotypes,
and are associated with later diagnosis, limited access to qual-
ity care, and more prevalent comorbidities [34, 35]. In myeloid
leukemia, minority populations have increased chances of experi-
encing non-intensive therapy and have considerably lower enroll-
ment in clinical trials, resulting in a widening gap in outcomes [36–
38].
The significant decline observed in the Northeast contrasts with
rising trends in the South and West. Differences may influence
these results in healthcare infrastructure, specialist availability,
regional adherence to guidelines, and hospital resource allocation.
The Northeast academic centers typically have baseline better care
measures and scores that may account for better mortality trends.
The South, on the other hand, is more challenged by access to
tertiary care and to healthcare in rural areas, which generally
impacts infectious disease mortality [39].
The COVID-19 pandemic (2020-2023) years are a significant con-
textual factor for interpreting mortality data. During this period,
there would have been considerable overlap in coding for sepsis
and septicemia attributable to the COVID-19 pandemic, potentially
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leading to misclassification errors within categories A40-A41.
Further, disruptions to healthcare access, delays in diagnosis and
treatment for people with leukemia, and changes in the threshold for
admission to hospitals may have independently affected the trends
of sepsis mortality in people with compromised immune systems.
Failure to conduct sensitivity analyses within the study population
during the pandemic years means the full impact of COVID-19 on
mortality trends cannot be fully established, limiting the robustness
of these results [40, 41].
In addition, major U.S. healthcare policy changes during the study
period, including the introduction of Medicare Part D and im-
plementation of the Affordable Care Act, may have influenced
access to leukemia therapies, antimicrobial agents, and critical
care services. These structural changes in insurance coverage and
healthcare utilization could have indirectly affected sepsis-related
outcomes and merit consideration when interpreting long-term
mortality trends [42].
There is a remarkable focus on inpatient hospital deaths, highlight-
ing that sepsis ultimately brings acute, rapidly progressive clinical
deterioration for this cohort of patients [43]. Alongside this, earlier
work noted myeloid leukaemia is often the diagnosis found in
cancer patients who die in intensive care units [44, 45]. While the
low proportion of deaths occurring in home or hospice settings
may suggest delayed transitions to comfort-focused care in some
patients, this observation cannot be interpreted as direct evidence of
inadequate palliative integration in the absence of individual-level
enrollment or utilization data. Future linkage studies incorporating
hospice claims or electronic health records would be required to
confirm this relationship [46].
The study’s findings identify a vital knowledge gap in hematologic
oncology and in infectious disease epidemiology research. Many
studies have focused on sepsis-related outcomes in general cancer
populations and in recipients of bone marrow transplants. Still, few
have specifically examined trends in sepsis mortality stratified to
the myeloid leukemia population over an extended time frame [39].
This analysis uniquely contributes to the literature by examining a
longer temporal window that is informative of the population-level
burden, differences across subpopulations, and chronic shortcom-
ings that can inform clinical practice, recommendations, or public
health interventions.
International population-based studies from Europe, Canada, and
Australia have similarly reported persistently high sepsis-related
mortality among patients with hematologic malignancies despite
parallel advances in leukemia therapy and supportive care. How-
ever, differences in healthcare system structure, antimicrobial stew-
ardship, and critical care access limit direct comparability of trend
magnitudes [47, 48]. The present U.S.-based analysis therefore
provides an essential national benchmark within a broader global
context of leukemia-associated sepsis burden.

4.1. Strengths and limitations
Strengths of this study include a large, nationally representative
dataset spanning 25 years, with strict definitions of mortality for
both the underlying and contributory causes of death using ICD-10
codes. Mortality rates calculated as age-adjusted and standardized
rates are also a strength of this study. The stratification of partici-
pants by sex, race/ethnicity, census region, age group, urbanization,
and place of death enabled a multidimensional analysis of dispari-
ties and risk concentrations. Joinpoint regression is also presented
here to improve the temporal accuracy of trend identification.

Despite its strengths, this study has limitations. The reliance on
death certificate data may have also led to misclassification bias,
particularly with respect to the role of sepsis as a contributing
versus underlying cause of death. Coding may also vary over time
and across jurisdictions. Additionally, the use of ICD-10 codes
A40–A41 for sepsis may result in under- or over-capture due
to evolving sepsis coding practices. Furthermore, the dataset has
limited clinical details and no information regarding chemotherapy
exposure or duration of neutropenia, central venous catheter use, or
microbiological documentation, all of which are important deter-
minants of sepsis risk in patients with leukemia. There is no record
of changes in treatment, such as the introduction of new targeted
therapies or prophylactic strategies, which may affect the ability to
interpret trends.
Given the multiple subgroup analyses across sex, race/ethnicity,
region, urbanization, and age categories, no formal correction for
multiple comparisons was applied, and these stratified findings
should therefore be interpreted as exploratory rather than confirma-
tory. Additionally, no pandemic-era sensitivity analysis excluding
2020–2021 was performed, limiting causal attribution of late-
period trend fluctuations specifically to sepsis or leukemia-related
factors. Changes in leukemia screening practices, earlier diagnosis,
and heightened clinical awareness of infectious complications over
the 25 years may also introduce lead-time and detection bias,
potentially influencing apparent sepsis mortality trends indepen-
dent of true biologic risk. Competing risks from alternative causes
of death in myeloid leukemia were not modeled, and declining
or stable sepsis mortality may partially reflect improvements in
overall leukemia survival rather than sepsis-specific risk reduction.
4.2. Clinical implications and future research
These descriptive population-level patterns suggest hypotheses for
future research rather than causal inferences, particularly regarding
targeted infection surveillance, timing of intervention, and support-
ive care strategies in myeloid leukemia [49, 50]. Second, routine
incorporation of sepsis risk stratification into clinical oncology
practice, timelier oncology infectious disease consultations, and
universally agreed-upon guidelines for fever workups in immuno-
compromised hosts will help avoid or expedite delays in inter-
vention [51, 52]. Future studies integrating longitudinal electronic
health records with population-level mortality surveillance may
allow earlier detection of infectious deterioration and more precise
attribution of preventable septicemia-related deaths.
Future research should strive to bring together electronic health
record-based investigations that recount treatment courses, pathogen-
specific outcomes, and antimicrobial resistance profiles with population-
level surveillance [53–55]. Additionally, prospective registries
may develop a mechanism to combine oncologic parameters
and infectious parameters, allowing future modeling on the risk
of septicemia-related mortality and better individualized care
pathways. Future longitudinal investigations should also examine
intersectional subgroup interactions, such as sex-by-race and age-
by-region effects, to better delineate compounding disparities in
sepsis-associated mortality among patients with myeloid leukemia.

5. Conclusion
This 25-year population-based analysis demonstrates a modest
overall increase in sepsis-associated mortality among patients with
myeloid leukemia, with regional divergence: declining trends in the
Northeast and rising trends in the West. In contrast, sex-specific
trends were not statistically significant. The persistent issues affect-
ing these vulnerable populations remain despite medical advances
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in oncology and infectious diseases. Integrating clinical treatment,
improving equitable access to timely sepsis care, and catalyzing
more research at the intersection of hematologic malignancy and
infectious diseases will be critical to close these gaps.
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