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Abstract: In this study, we use real-world data to explore trends in antibiotic use in a dynamic cohort
of long-term care (LTC) residents. A cross-sectional retrospective analysis of pharmacy medication
supply records of 3459 LTC residents was conducted from 31 May 2016 to 31 May 2019. The primary
outcome was the monthly prevalence of residents with an antibiotic episode. Secondary outcomes
were the type of antibiotic used and duration of use. Over the three-year study period, residents were
supplied 10460 antibiotics. On average, 18.9% of residents received an antibiotic monthly. Antibiotic
use decreased slightly over time with a mean of 168/1000 (95% CI 146–177) residents using at least
one antibiotic per month in June 2016 to 148/1000 (95% CI 127–156) in May 2019. The total number of
antibiotic days per 100 resident days remained relatively constant over the study period: 8.8 days
in 2016–2017, 8.4 in 2017–2018 and 6.4 in 2018–2019. Prolonged durations exceeding 100 days were
seen for a small percentage of residents. We found extensive antibiotic use, which is a recognized
contributor to antimicrobial resistance development, underscoring the necessity for quality treatment
guidelines in this vulnerable population.
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1. Introduction

The development and spread of antimicrobial resistance (AMR) are a global issue.
In the long-term care (LTC) setting, previous research has found that up to 35% of LTC
residents are colonized with one or more multi-resistant bacteria [1]. Inappropriate an-
tibiotic use, including overuse, use for inappropriate indications, poor antibiotic choice,
and suboptimal antibiotic dose and/or duration of use, is considered a key modifiable risk
factor for AMR development [2].

Overall antibiotic use in the LTC setting is high, with 62% of residents receiving one
or more antibiotics annually [3,4]. Older persons living in LTC homes are frail and have
multiple comorbidities, cognitive impairment and compromised immune systems, all of
which can increase the risk of infection [5]. Infection rates among LTC residents are high
varying from 1.5 to 9.5 infections per 1000 occupied bed days [6]. Urinary tract infections
(UTI) and respiratory tract infections (RTI) are the most common infections among LTC
residents [5]. These infections are commonly managed with antibiotics either as treatment
or prophylaxis and account for up to 60% of all antibiotics prescribed in LTC homes [3,7–12].

As antimicrobial resistance develops over time, longitudinal drug utilization research
exploring antibiotic use in the LTC setting will aid health professionals and policymakers
in identifying potential areas of suboptimal use that may drive the development of antimi-
crobial resistance. To date, much of the drug utilization research around antibiotics in the
LTC setting has focused on point prevalence, rather than consideration of longitudinal
trends [7,9,13,14]. Of the few longitudinal studies that have been conducted in the LTC
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setting either the population included was small [6], or the time period was limited to a one-
year follow-up, reducing their value in the identification of trends that may contribute to
the development of antimicrobial resistance over time [15,16]. Two studies exploring trends
in antibiotic use in LTC over a longer time using real-world data have been conducted.
However, these studies reported conflicting results, with an Australian study finding a
5% decrease in antibiotic use by LTC residents over a four-year period [17], while a larger
Canadian study found no change in antibiotic use over the same time period [18]. To our
knowledge, no studies exploring the duration of antibiotic use in LTC were identified
despite this being a key consideration in the development of AMR.

With concerns around high and potentially inappropriate antibiotic use driving AMR,
understanding how antibiotics are used in the LTC setting is important for health profes-
sionals and policymakers alike. Real-world data provides the opportunity to understand
contemporary “real world” practices around antibiotic use. Therefore, the aim of this study
is to use real-world data to investigate trends, types of antibiotics used and duration of
antibiotic use among LTC residents.

2. Results
2.1. Cohort Characteristics

A total of 3416 unique residents were present in the cohort for a total of
1,767,788 resident days between 31 May 2016 and 31 May 2019. Resident characteristics are
shown in Table 1.

Table 1. Characteristics of 3416 residents from Illawarra LTCs between 31 May 2016 to 31 May 2019.

2016–2017
(n = 1592 Residents)

2017–2018
(n = 1543 Residents)

2018–2019
(n = 1487 Residents)

Number of LTC facilities
in cohort n = 18 n = 17 n = 18

Gender
Females 63.9 % (n = 1018) 62.8 % (n = 969) 62.2% (n = 925)

Male 28.9% (n = 459) 31.0% (n = 478) 31.7% (n = 472)
Unknown 7.2% (n = 115) 6.2% (n = 96) 6.1% (n = 90)

Age, mean (SD) 85.2 (8.6) 85.1 (8.9) 85.2 (8.9)

Total follow-up time
(Per 1000 residents’ days) 585.5 597.5 584.7

Over the three-year period, residents used a total of 10460 antibiotic episodes of
31 different types of antibiotics (Table 2). Antibiotics least frequently used were ceftriaxone
(6 episodes); fusidic acid (6 episodes); tinidazole (5 episodes); minocycline (4 episodes);
cefazolin (3 episodes); moxifloxacin (3 episodes); azithromycin (2 episodes); and procaine-
benzylpenicillin (2 episodes). Ceftazidime, ertapenem and fosfomycin were all only
used once.

2.2. Monthly Trends of All Systemic Antibiotic Episodes

Our results showed seasonal trends in the use of all antibiotics, with antibiotics less
frequently initiated in summer and increasing use in winter (Figure 1). Use of all antibiotics
was highest in May 2017, with 229 residents per 1000 residents (95% CI 200–221) using any
antibiotic and lowest around February 2018 (158 per 1000 residents, 95% CI 158–177). From
September 2018 onwards, the use of all antibiotics stabilized to around 187 residents using
an antibiotic per 1000 residents (95% CI 182–202) per month.

Across the total study period, on average 189 residents per 1000 residents received a
systemic antibiotic each month.
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Table 2. Types of antibiotics used in Illawarra LTCs between 31 May 2016 to 31 May 2019.

Antibiotic Types
n = 10,460 Number of Episodes (%)

Cefalexin 4003 (38.3)

Amoxicillin with clavulanic acid 1190 (11.4)

Amoxicillin 1148 (11.0)

Doxycycline 1024 (9.8)

Trimethoprim 875 (8.4)

Flucloxacillin 570 (5.4)

Trimethoprim with sulfamethoxazole 281 (2.7)

Ciprofloxacin 250 (2.4)

Roxithromycin 250 (2.4)

Clindamycin 232 (2.2)

Metronidazole 109 (1.0)

Nitrofurantoin 104 (1.0)

Cefuroxime 102 (1.0)

Clarithromycin 73 (0.7)

Erythromycin 50 (0.5)

Cefaclor 40 (0.4)

Phenoxymethylpenicillin 38 (0.4)

Norfloxacin 32 (0.3)

Methenamine 29 (0.3)

Dicloxacillin 26 (0.2)
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Figure 1. Monthly prevalence per 1000 residents of systemic antibiotics. The dots represent the
monthly prevalence of antibiotic use per resident present in the LTC facilities per 1000 residents. The
grey lines indicate 95% confidence intervals around the monthly estimates.
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2.3. Monthly Trends per Individual Antibiotic

Monthly trends of the ten most frequently used antibiotics are shown in Figure 2.
Trends for other types of antibiotics were not analyzed due to an insufficient amount of
data. Cefalexin was most frequently used throughout the study period, with the highest
number of antibiotic episodes in May 2017 (86/1000 residents) and the lowest in February
2018 (61/1000 residents). Both amoxicillin with and without clavulanic acid were commonly
used with an average of 21/1000 residents receiving these antibiotics per month. Amoxi-
cillin had the highest use in August 2016 (34/1000 residents), July 2017 (28/1000 residents)
and July 2018 (32/1000 residents), whereas amoxicillin with clavulanic acid was addi-
tionally high in January 2017 (31/1000 residents). Doxycycline did not show seasonal
patterns and was most frequently used in July 2017 (45/1000 residents), August 2018
(35/1000 residents) and February 2019 (35/1000 residents). Flucloxacillin use was low with
a slight increase in February 2017 (27/1000 residents). The monthly average of ciprofloxacin,
clindamycin, roxithromycin and trimethoprim with sulfamethoxazole was low (all around
7/1000 residents). The agents most frequently used were moderate-spectrum antibiotics
cefalexin and amoxicillin, followed by more broad-spectrum antibiotics doxycycline, amox-
icillin with clavulanic acid and trimethoprim.
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Figure 2. Monthly prevalence of antibiotic episodes per 1000 residents of the 10 most frequently used
antibiotics.

2.4. Duration of Use

The total number of antibiotic days per 100 resident days remained relatively constant
over the study period: 8.8 days in 2016–2017, 8.4 in 2017–2018 and 6.4 in 2018–2019. The
majority of antibiotic episodes were used for 6 to 14 days (80.5%, n = 9709) followed by
durations up to 5 days (8.7%, n = 856) and durations from 15 days up to 3 months (9.2%,
n = 904). Only a small proportion of the antibiotic episodes was used for 3–12 months and
over 12 months (1.3%, n = 12 and 0.3%, n = 30 respectively). Amongst these, antibiotics
were used for an average of 261 days.
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Looking at the duration of use per type of antibiotic, the median duration of use was
8 days for the 10 most frequently used antibiotics (Figure 3). There was insufficient data to
obtain information on the duration of use for the other types of antibiotics. Sulfamethoxa-
zole with trimethoprim had a longer median duration of 10 days whereas trimethoprim,
roxithromycin and amoxicillin with clavulanic acid had a shorter duration of 7 days. Ce-
falexin, amoxicillin and trimethoprim had 2 distinct duration distributions around the
6–8 days. Prolonged durations exceeding 100 days were seen for most antibiotics, with the
exception of clindamycin.
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Figure 3. Number of antibiotic episodes with a particular duration of use per antibiotic type for the
top 10 most frequently used antibiotics. From longer median duration (black dot) at the top to shorter
median duration at the bottom. The colored dots indicate one antibiotic episode for that duration
of use of one antibiotic type. Violin plot shows the distribution of the supplies. The longer the line
of the violin plot the more the duration of use varies for that antibiotic type. The thicker the violin
plot the more frequently an antibiotic is used for that duration. Multiple blob-formations indicate
frequent use of multiple durations of uses.

3. Discussion

This study demonstrated the value of real-world data in drug utilization research. Our
data showed high antibiotic use among LTC residents with one in five residents using an
antibiotic each month. Across the study period, the use of all antibiotics decreased slightly
over time and overall utilization of moderate-spectrum and broad-spectrum antibiotics
was higher than that of narrow-spectrum agents. While we found that the majority of
antibiotics were used for durations of around 1 week, prolonged utilization exceeding three
months did occur.

In this study, we found relatively high antibiotic use among LTC residents. This is
probably due to the longitudinal design of this study, compared to point prevalence or
incidence studies. The prevalence of antibiotic use among LTC residents appears country-
specific and our prevalence of 18.8% of residents is considerably higher than that reported
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in European LTC homes. A European study looking at the monthly prevalence of residents
receiving an antimicrobial agent across 19 European countries between April and November
reported that approximately 6% of LTC residents used an antibiotic each month [19].
However, it should be noted that this study was conducted during the European summer
months, and, given the seasonal variation found in our study, lower utilization over summer
is expected. The period over which the prevalence is measured will also contribute to
variation between estimates, with previous research reporting point prevalence estimates
ranging from 3% to 11% and period prevalence varying from 44.9% to 77.8% [3]. Our
findings are also considerably higher than those reported in other Australian studies with
the annual Aged Care National Antimicrobial Prescribing Survey (AC NAPS) reporting
single-day point prevalences of 5.8% in 2016, 5.3% in 2017 and 5.5% for both 2018 and
2019 [5]. The decline in antibiotic use from 2016 to 2017 and stabilization of use from 2018
to 2019 reported by the AC NAPS is similar to those observed in our research and may be a
result of the establishment of the Antimicrobial Use and Resistance in Australia (AURA)
surveillance project and other initiatives, such as those from NPS MedicineWise aiming to
reduce unnecessary antibiotic utilization [5,20].

Frequent use of broad-spectrum antibiotics affects the bacterial flora and puts selective
pressure on it, which increases the development of multi-resistant bacteria [21]. In our
research moderate- to broad-spectrum antibiotics, namely cefalexin, amoxicillin and amox-
icillin with clavulanic acid were the most used antibiotics among those studied, raising
concerns regarding AMR. In Australia, most antibiotics are reimbursed by the government
as part of the Pharmaceutical Benefits Scheme [22]. To support the appropriate use of
antibiotics, strict prescribing criteria including a limited quantity of supply and limited
indications for use exist for a number of antibiotics [23]. The low use of fluoroquinolones
(ciprofloxacin and norfloxacin) observed in our study is likely to be directly related to
strict limitations on reimbursement of these agents [22]. Of note is that antibiotics marked
as WATCH antibiotics by the WHO were not frequently used, which may also be due to
Australian policies and prescribing restrictions [24]. Ultimately, prevention of infections in
this setting is important to prevent antibiotic use and resistance, with measurements com-
bining technical and socio-adaptive techniques described by Mody et al. showing success
in reducing catheter-associated UTI [25]. We observed a possible trend toward reduced
number of antibiotic days per 100 resident days from 2016 to 2019. Future longitudinal
research over a longer time frame is needed to explore these trends further. We found that
most antibiotic episodes were of a short duration. This appears to be consistent with Aus-
tralian guidelines which indicate short-term use for the majority of acute infections where
an antibiotic is required [12]. Similar findings regarding the duration of use of antibiotics
for management of UTI in LTC have been reported in two Canadian and one US studies
where the majority of antibiotic prescribing was short term for less than 14 days [8,18,26].
These findings indicate the success of practice guidelines in guiding rational antibiotic
prescribing practices.

In this study, while most episodes were of short duration, a small percentage of LTC
residents were using antibiotics for extended durations of longer than 100 days. This
was seen for all antibiotics except for clindamycin. Longer durations of use may indicate
the use of antibiotics for prophylaxis or prevention of infection rather than treatment of
an acute infection. Cefalexin was predominantly used for prolonged duration and the
national Australian treatment guidelines do recommend low-dose cefalexin, nitrofurantoin
or trimethoprim for prophylaxis for up to 6 months duration [12]. The prolonged duration
of use in this study was considerably lower than that reported by Daneman et al., who
found that 21% of LTC residents were on antibiotics for longer than 90 days [8]. This
higher prevalence is most likely due to differences in the type of antibiotics included with
Daneman et al including all systemic antibiotics and our research focused only on those
frequently used.
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Strengths and Limitations

A key strength of this study was the use of real-world data to examine antibiotic
utilization in a large population of Australian LTC residents. We were able to explore uti-
lization patterns over a 3-year period and examine trends in the prevalence and duration of
the antibiotics most frequently used. Using real-world data provides valuable information
to health professionals and policymakers to enable therapeutic decision making and the
development of robust health policy.

There were several limitations that should be considered when interpreting the find-
ings from this study. While detailed information on the choice and duration of antibiotics
supplied at the individual resident level was available, the dataset consisting of pharmacy
records, does not contain any information on the indication or infection site, type or organ-
ism for which the antibiotic was prescribed. Additionally, there were no pathology results
available on the sensitivity of bacterial isolates from urine, blood or fecal cultures before
or after antibiotics were used. We therefore did not have data on the evolution, cure or
failure of antibiotic use. Higher antibiotic use during the winter season suggests use for
indications related to seasonal influences such as respiratory tract infections.

We found high antibiotic utilization among LTC residents and wide use of broad-
spectrum agents, both of which may contribute to the development of AMR. Our findings
highlighted the importance that high-quality treatment guidelines have in guiding prescrib-
ing and supporting the rational use of medicines. Finally, this research illustrates the value
of using real-world data in drug utilization research, providing important information on
current practice to understand the way antibiotics are used within fragile populations with
the ability to support policy and practice in ensuring optimal antibiotic use.

4. Materials and Methods
4.1. Study Design

A retrospective, longitudinal repeated monthly cross-sectional analysis of antibiotic
utilization among LTC residents over a 3-year period between 31 May 2016 and 31 May
2019 was conducted.

4.2. Setting and Population

The study was conducted in a dynamic cohort of LTC residents in the Illawarra region
of Australia. All LTC residents who received one or more medications from a pharmacy
contributing to the pharmacy medication supply dataset described below between 31st
May 2016 and 31st May 2019 were included in the analysis.

4.3. Data Source

The dataset for this study comprised pharmacy Dose Administration Aids (DAA)
medication records for medications supplied to residents in LTC. Residents of LTC facilities
in Australia are predominantly 65 and over, with most residents in the 85–89-year-old
group at admission [27]. In Australian LTC, all medications used by residents, even
those that can be purchased without a prescription, must be prescribed by a general
practitioner or other authorized health professional prescribers. Medicines prescribed in
LTC are supplied by community pharmacies, with a single community pharmacy generally
supplying medications for all residents within a single LTC home. To facilitate medication
management within the LTC, medications for LTC residents are provided by the community
pharmacy pre-packed for individual residents in weekly DAA [28]. Medications, such as
liquids or inhalers, which are not physically packed in a DAA are still recorded in the DAA
software, and the DAA dataset contains complete weekly medication supply records for
included LTC residents. DAA medication records provide a responsive, real-world data
source that has been used to explore a range of drug utilization questions [28–32].

Variables in the data source include pharmacy code, facility code, resident code,
resident age, resident status indicating if residents are present in the facility, hospitalized, on
holiday, moved or passed away, medication brand name, medication strength, medication
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directions, medication start date and medication cease date for all medications supplied to
LTC residents by the pharmacy.

4.4. Definitions
4.4.1. Antibiotics

Medications were coded using the WHO Anatomical Therapeutic Chemical (ATC)
classification [33]. All systemic antibiotics (ATC level 2: J01) available in Australia during
the study period were included in the analysis.

4.4.2. Antibiotic Episodes

An antibiotic episode was defined as the number of consecutive days between the
date that an antibiotic was commenced and the date the antibiotic was ceased. As per
Daneman et al, a new antibiotic episode was considered to have commenced if there was
a gap of more than 3 days between a prior cease date and the next start for the same
antibiotic [8].

4.5. Follow-Up Time

We calculated the time of follow-up for each resident stratified into calendar years,
as the number of days between the first start date for any medication appearing in the
dataset and the last cease date of any medication per resident (Supplementary File S1).
For residents who were flagged as having an active status with an end date of 31st May
2019, the end date of data extraction was used instead of the last cease date in calculating
follow-up time.

To determine the number of calendar days that each resident contributed to the dataset,
and to compare the calendar years, the number of resident days was determined as the
sum of time of follow-up for all the residents per 1000 residents’ days.

Resident age was determined on the 1st of June of each calendar year.

4.6. Analysis
4.6.1. Monthly Prevalence of Residents with One or More Antibiotic Episodes

The monthly prevalence of all antibiotic use was calculated as the number of residents
with one or more antibiotic episodes for that month divided by the total number of residents
present in the LTCs in that month and expressed per 1000 residents (Supplementary File S1).
The prevalence of use of antibiotics commonly used for the management of urinary tract
infections was calculated in the same matter. Results were plotted in a scatterplot with 95%
confidence intervals.

4.6.2. Duration of Antibiotic Use

The duration of use was calculated for each individual antibiotic episode by subtract-
ing the last date of each antibiotic episode from the first date of the episode (Supplementary
File S1). Duration of use was explored using three metrics: duration per three months
(100 days), percentage of antibiotic users per antibiotic duration of use category and mean
duration per antibiotic type.

To determine the average number of days of antibiotic therapy per 100 resident days
per calendar year, the total duration of antibiotic use was summed and divided by the total
follow-up time in days.

Duration of antibiotic episodes was stratified into 5 duration levels: ≤5 days; 6–14 days;
15–30 days; 31–90 days; 91–365 days and >365 days over the total study period. This was
done to see how many of the antibiotic episodes were used for prolonged durations. The
percentage of episodes in each duration level was calculated as the number of antibiotic
episodes used in the duration level divided by the total number of antibiotic episodes in
our dataset.

The mean duration of use per antibiotic type over the three-year period was presented
in Violin plots on a log scale.
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All analyses were conducted using the R studio statistical package R 1.4.1106 (R
Foundation for Statistical Computing, Vienna, Austria).

Supplementary Materials: The following are available online at https://www.mdpi.com/article/
10.3390/antibiotics12091393/s1, File S1: Formulas for follow-up time and analysis.

Author Contributions: C.C.H.S., H.R., L.G.P., K.T. and K.R. contributed to the study conception
and design. Methodology, analysis and interpretation of data were performed by C.C.H.S., L.G.P.,
K.T. and K.R. The formal analysis and writing of the first draft of the manuscript was carried out
by C.C.H.S. and H.R., L.G.P., K.T. and K.R. commented on previous versions of the manuscript.
Resources and ethical approval were obtained by L.G.P. All authors have read and agreed to the
published version of the manuscript.

Funding: This research was supported by the 2021 UTS President Scholarship and the 2021 Inter-
national Research Scholarship Offer awarded to Chloé C. H. Smit by the University of Technology,
Sydney. We gratefully acknowledge their financial support.

Institutional Review Board Statement: This retrospective chart review study involving human
participants was in accordance with the ethical standards of the institutional and national research
committee and with the 1975 Helsinki Declaration and its later amendments or comparable ethical
standards. The Human Investigation Committee (IRB) of University B approved this study. Ethical
approval for this study was obtained from the UTS Human Research Ethics Committee (ETH22 6855,
6 January 2022).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study.

Data Availability Statement: Restrictions apply to the availability of these data. Data were obtained
from Webstercare and are available from the authors with the permission of Webstercare.

Acknowledgments: The real-world data source used in this study was provided by Webstercare.

Conflicts of Interest: The authors declare no conflict of interest. All authors certify that they have
no affiliations with or involvement in any organization or entity with any financial interest or
non-financial interest in the subject matter or materials discussed in this manuscript.

References
1. Cassone, M.; Mody, L. Colonization with Multidrug-Resistant Organisms in Nursing Homes: Scope, Importance, and Manage-

ment. Curr. Geriatr. Rep. 2015, 4, 87–95. [CrossRef]
2. Hulscher, M.E.J.L.; van der Meer, J.W.M.; Grol, R.P.T.M. Antibiotic use: How to improve it? Int. J. Med. Microbiol. 2010, 300,

351–356. [CrossRef]
3. Falcone, M.; Paul, M.; Yahav, D.; Orlando, G.; Tiseo, G.; Prendki, V.; Güerri-Fernández, R.; Gavazzi, G.; Mutters, N.T.;

Cookson, B.; et al. Antimicrobial consumption and impact of antimicrobial stewardship programmes in long-term care facilities.
Clin. Microbiol. Infect. 2019, 25, 562–569. [CrossRef]

4. Raban, M.Z.; Gates, P.J.; Gasparini, C.; Westbrook, J.I. Temporal and regional trends of antibiotic use in long-term aged care
facilities across 39 countries, 1985–2019: Systematic review and meta-analysis. PLoS ONE 2021, 16, e0256501. [CrossRef]

5. Australian Commission on Safety and Quality in Health Care (ACSQHC). AURA 2019: Third Australian Report on Antimicrobial
Use and Resistance in Human Health; ACSQHC: Sydney, Australia, 2019.

6. Lim, C.J.; McLellan, S.C.; Cheng, A.C.; Culton, J.M.; Parikh, S.N.; Peleg, A.Y.; Kong, D.C.M. Surveillance of infection burden in
residential aged care facilities. Med. J. Aust. 2012, 196, 327–331. [CrossRef]

7. Alberg, T.; Holen, Ø.; Blix, H.S.; Lindbæk, M.; Bentele, H.; Eriksen, H.M. Antibiotic use and infections in nursing homes. Tidsskr.
Nor. Laegeforen. 2017, 137, 357–361. [CrossRef]

8. Daneman, N.; Gruneir, A.; Newman, A.; Fischer, H.D.; Bronskill, S.E.; Rochon, P.A.; Anderson, G.M.; Bell, C.M. Antibiotic use in
long-term care facilities. J. Antimicrob. Chemother. 2011, 66, 2856–2863. [CrossRef]

9. Smith, M.R.N.; Atkins, S.R.N.B.N.; Worth, L.M.F.P.; Richards, M.M.F.M.D.; Bennett, N.R.N.M.P.H.P. Infections and antimicrobial
use in Australian residential aged care facilities: A comparison between local and international prevalence and practices. Aust.
Health Rev. 2013, 37, 1–34. [CrossRef]

10. Lim, C.J.; Kwong, M.; Stuart, R.L.; Buising, K.L.; Friedman, N.D.; Bennett, N.; Cheng, A.C.; Peleg, A.Y.; Marshall, C.; Kong, D.C.
Antimicrobial stewardship in residential aged care facilities: Need and readiness assessment. BMC Infect. Dis. 2014, 14, 410.
[CrossRef]

https://www.mdpi.com/article/10.3390/antibiotics12091393/s1
https://www.mdpi.com/article/10.3390/antibiotics12091393/s1
https://doi.org/10.1007/s13670-015-0120-2
https://doi.org/10.1016/j.ijmm.2010.04.003
https://doi.org/10.1016/j.cmi.2018.07.028
https://doi.org/10.1371/journal.pone.0256501
https://doi.org/10.5694/mja12.10085
https://doi.org/10.4045/tidsskr.16.0621
https://doi.org/10.1093/jac/dkr395
https://doi.org/10.1071/AH12007
https://doi.org/10.1186/1471-2334-14-410


Antibiotics 2023, 12, 1393 10 of 10

11. van Buul, L.W.; van der Steen, J.T.; Veenhuizen, R.B.; Achterberg, W.P.; Schellevis, F.G.; Essink, R.T.G.M.; van Benthem, B.H.B.;
Natsch, S.; Hertogh, C.M.P.M. Antibiotic Use and Resistance in Long Term Care Facilities. J. Am. Med. Dir. Assoc. 2012, 13,
568.e1–568.e13. [CrossRef]

12. 2023 Therapeutic Guidelines Limited. Urinary Tract Infection in Aged-Care Facility Residents. eTG March 2021 Edition, April
2019. Available online: www.tg.org.au (accessed on 25 May 2022).

13. Bergman, J.; Schjøtt, J.; Blix, H.S. Prevention of urinary tract infections in nursing homes: Lack of evidence-based prescription?
BMC Geriatr. 2011, 11, 69. [CrossRef]

14. Thompson, N.D.; Penna, A.; Eure, T.R.; Bamberg, W.M.; Barney, G.; Barter, D.; Clogher, P.; DeSilva, M.B.; Dumyati, G.;
Epson, E.; et al. Epidemiology of Antibiotic Use for Urinary Tract Infection in Nursing Home Residents. J. Am. Med. Dir. Assoc.
2020, 21, 91–96. [CrossRef] [PubMed]

15. Daneman, N.; Gruneir, A.; Bronskill, S.E.; Newman, A.; Fischer, H.D.; Rochon, P.A.; Anderson, G.M.; Bell, C.M. Prolonged
Antibiotic Treatment in Long-term Care: Role of the Prescriber. JAMA Intern. Med. 2013, 173, 673–682. [CrossRef]

16. Sluggett, J.K.; Moldovan, M.; Lynn, D.J.; Papanicolas, L.E.; Crotty, M.; Whitehead, C.; Wesselingh, S.L.; Rogers, G.B.; Inacio, M.C.
National Trends in Antibiotic Use in Australian Residential Aged Care Facilities, 2005–2016. Clin. Infect. Dis. 2021, 72, 2167–2174.
[CrossRef]

17. Raban, M.Z.; Lind, K.E.; Day, R.O.; Gray, L.; Georgiou, A.; Westbrook, J.I. Trends, determinants and differences in antibiotic use in
68 residential aged care homes in Australia, 2014–2017: A longitudinal analysis of electronic health record data. BMC Health Serv.
Res. 2020, 20, 883. [CrossRef]

18. Marra, F.; McCabe, M.; Sharma, P.; Zhao, B.; Mill, C.; Leung, V.; Chong, M.; Patrick, D.M. Utilization of Antibiotics in Long-Term
Care Facilities in British Columbia, Canada. J. Am. Med. Dir. Assoc. 2017, 18, 1098.e1–1098.e11. [CrossRef]

19. McClean, P.; Hughes, C.; Tunney, M.; Goossens, H.; Jans, B.; on behalf of the European Surveillance of Antimicrobial Consumption
Nursing Home Project Group; Jans, B.; Stroobants, R.; Goossens, H.; Budimir, A.; et al. Antimicrobial prescribing in European
nursing homes. J. Antimicrob. Chemother. 2011, 66, 1609–1616. [CrossRef] [PubMed]

20. NPS MedicineWise. Antibiotic Resistance in Australia: Here and Now. Available online: https://www.nps.org.au/news/
antibiotic-resistance-in-australia-here-and-now (accessed on 25 May 2022).

21. Schjørring, S.; Krogfelt, K.A. Assessment of bacterial antibiotic resistance transfer in the gut. Int. J. Microbiol. 2011, 2011, 312956.
[CrossRef]

22. Department of Health, A.G. Pharmaceutical Benefits Scheme (PBS). Available online: https://www.pbs.gov.au/pbs/home
(accessed on 25 May 2022).

23. Lim, C.J.; Stuart, R.L.; Kong, D.C.M. Antibiotic use in residential aged care facilities. Aust. Fam. Physician 2015, 44, 192–196.
24. World Health Organisation. 2021 AWaRe classification. WHO 30 September 2021. Available online: https://www.who.int/

publications/i/item/2021-aware-classification (accessed on 28 August 2023).
25. Mody, L.; Greene, M.T.; Meddings, J.; Krein, S.L.; McNamara, S.E.; Trautner, B.W.; Ratz, D.; Stone, N.D.; Min, L.; Schweon, S.J.; et al.

A National Implementation Project to Prevent Catheter-Associated Urinary Tract Infection in Nursing Home Residents. JAMA
Intern. Med. 2017, 177, 1154–1162. [CrossRef]

26. Kistler, C.E.; Zimmerman, S.; Scales, K.; Ward, K.; Weber, D.; Reed, D.; McClester, M.; Sloane, P.D. The Antibiotic Prescribing
Pathway for Presumed Urinary Tract Infections in Nursing Home Residents. J. Am. Geriatr. Soc. 2017, 65, 1719–1725. [CrossRef]
[PubMed]

27. Australian Institute of Health and Welfare. Admissions into Aged Care; Australian Government: Canberra, Australia, 2019.
Available online: https://www.gen-agedcaredata.gov.au/Topics/Admissions-into-aged-care (accessed on 10 August 2023).

28. Etty-Leal, M.G. The role of dose administration aids in medication management for older people. J. Pharm. Pract. Res. 2017, 47,
241–247. [CrossRef]

29. Taxis, K.; Kochen, S.; Wouters, H.; Boersma, F.; Jan Gerard, M.; Mulder, H.; Pavlovic, J.; Stevens, G.; McLachlan, A.; Pont, L.G.
Cross-national comparison of medication use in Australian and Dutch nursing homes. Age Ageing 2017, 46, 320–323. [CrossRef]

30. van der Meer, H.G.; Taxis, K.; Pont, L.G. Changes in Prescribing Symptomatic and Preventive Medications in the Last Year of Life
in Older Nursing Home Residents. Front. Pharmacol. 2018, 8, 990. [CrossRef] [PubMed]

31. Gadzhanova, S.; Roughead, E.E.; Pont, L.G. Safety of opioid patch initiation in Australian residential aged care. Med. J. Aust.
2015, 203, 298. [CrossRef]

32. Shin, H.-Y.; Gadzhanova, S.; Roughead, E.E.; Ward, M.B.; Pont, L.G. The use of antipsychotics among people treated with
medications for dementia in residential aged care facilities. Int. Psychogeriatr. 2016, 28, 977–982. [CrossRef] [PubMed]

33. WHO Collaborating Centre for Drug Statistics Methodology. ATC/DDD Index. 2023. Available online: https://www.whocc.no
(accessed on 18 July 2023).

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.jamda.2012.04.004
www.tg.org.au
https://doi.org/10.1186/1471-2318-11-69
https://doi.org/10.1016/j.jamda.2019.11.009
https://www.ncbi.nlm.nih.gov/pubmed/31822391
https://doi.org/10.1001/jamainternmed.2013.3029
https://doi.org/10.1093/cid/ciaa436
https://doi.org/10.1186/s12913-020-05723-3
https://doi.org/10.1016/j.jamda.2017.09.018
https://doi.org/10.1093/jac/dkr183
https://www.ncbi.nlm.nih.gov/pubmed/21596722
https://www.nps.org.au/news/antibiotic-resistance-in-australia-here-and-now
https://www.nps.org.au/news/antibiotic-resistance-in-australia-here-and-now
https://doi.org/10.1155/2011/312956
https://www.pbs.gov.au/pbs/home
https://www.who.int/publications/i/item/2021-aware-classification
https://www.who.int/publications/i/item/2021-aware-classification
https://doi.org/10.1001/jamainternmed.2017.1689
https://doi.org/10.1111/jgs.14857
https://www.ncbi.nlm.nih.gov/pubmed/28369756
https://www.gen-agedcaredata.gov.au/Topics/Admissions-into-aged-care
https://doi.org/10.1002/jppr.1344
https://doi.org/10.1093/ageing/afx004
https://doi.org/10.3389/fphar.2017.00990
https://www.ncbi.nlm.nih.gov/pubmed/29410623
https://doi.org/10.5694/mja15.00174
https://doi.org/10.1017/S1041610215002434
https://www.ncbi.nlm.nih.gov/pubmed/26775538
https://www.whocc.no

	Introduction 
	Results 
	Cohort Characteristics 
	Monthly Trends of All Systemic Antibiotic Episodes 
	Monthly Trends per Individual Antibiotic 
	Duration of Use 

	Discussion 
	Materials and Methods 
	Study Design 
	Setting and Population 
	Data Source 
	Definitions 
	Antibiotics 
	Antibiotic Episodes 

	Follow-Up Time 
	Analysis 
	Monthly Prevalence of Residents with One or More Antibiotic Episodes 
	Duration of Antibiotic Use 


	References

