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Background. Aspiration pneumonia (AP) is difficult to diagnose and has poor outcomes. This case-control study aimed to explore
the risk factors and delineate the antibiotic usage for AP. Methods. Inpatients diagnosed with community-acquired pneumonia
(CAP) from 2013 to 2017, enrolled in the urban employee basic medical insurance program in Beijing, were included and classified
into the AP (N=2,885) and non-AP (N=53,825) groups. Risk factors were identified by logistic regression. Results. Older age
(compared to 18-64 years, OR for 65-79 years: 4.3, 95% CI: 3.8-4.9; OR for >80 years: 6.3, 95% CI: 5.6-7.2), male (OR: 1.4, 95% CI:
1.3-1.5), cerebrovascular disease (OR: 3.1, 95% CI: 2.8-3.5), dementia (OR: 2.0, 95% CI: 1.8-2.1), vomiting (OR: 1.4, 95% CI:
1.2-1.7), Parkinson’s disease (OR: 2.1, 95% CI: 1.8-2.4), and epilepsy (OR: 3.2, 95% CI: 2.8-3.7) were associated with an increased
risk of AP. 92.8% of the AP patients received antibiotic therapy. Among them, patients treated with broad-spectrum antibiotics,
antibiotics for injection, and combined antibiotics accounted for 93.3%, 97.9%, and 81.7%, respectively. Conclusions. Older age,
male, and several comorbidities were independent risk factors for AP, and combined antibiotics treatments are common, which

merits attention in accurate detection of AP in a high-risk population.

1. Introduction

Community-acquired pneumonia (CAP) is a dominant
cause of hospitalization, death, and economic burden
worldwide [1]. The prevalence of CAP is high among all age
groups, especially for the elderly and patients with
comorbidities [1-3]. Aspiration pneumonia (AP) is an in-
fectious process caused by the inhalation of oropharyngeal
secretions that are colonized by pathogenic bacteria [4]. It
was reported that AP comprises 5%-24% of CAP cases [5].
Compared with other types of CAP, AP has a poorer out-
come. A meta-analysis showed that the in-hospital and 30-
day mortality of AP patients was significantly higher than in
non-AP patients [6]. Besides, AP is difficult to diagnose. The
generalized definition of AP is evidence of pneumonia with

risk factors for aspiration, but silent aspirations often cause
missed diagnosis [7]. Therefore, it is important to identify
risk factors for AP and improve diagnosis and treatment for
high-risk individuals. Several factors can increase the risk of
AP, including age, male sex, smoking, dysphagia, reduced
consciousness, neurologic disorders, gastroesophageal
reflux, and tube feeding [7-10]. However, current studies of
the risk factors for AP have limitations including a small
sample size and varied diagnostic criteria.

AP is usually acute, with symptoms developing within
hours to a few days [11]. In the past decades, there has been
a shift in the pathogens involved in AP. In the 1970s, studies
suggested that anaerobes are the predominant pathogens of
AP [12]. In recent years, the prevalence of anaerobes sig-
nificantly decreased, and S. pneumoniae, H. influenzae,


https://orcid.org/0000-0001-5736-1534
https://orcid.org/0009-0004-2690-3125
https://orcid.org/0000-0003-3271-8618
https://orcid.org/0000-0001-8226-5413
https://orcid.org/0000-0002-5554-1678
https://orcid.org/0000-0003-1631-3952
mailto:qywu118@163.com
mailto:yhhu@bjmu.edu.cn
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1155/2023/2198259

S. aureus, and Enterobacteriaceae became the most common
pathogens [7, 13, 14]. Based on the studies in the 1970s,
antibiotics against anaerobes were the standard treatment
for AP [4]. However, with the shift from anaerobes to more
common CAP pathogens, treatment regimens altered
consequently. The Infectious Disease Society of America
(IDSA) and American Thoracic Society (ATS) guidelines
recommend that anaerobic coverage is only indicated in the
classic aspiration syndrome in patients with a history of
decreased consciousness due to drugs, alcohol overdose, or
seizures in patients with gingival disease or esophageal
motility disorders [15]. However, several studies have re-
ported inappropriate use of antianaerobic antibiotic cov-
erage in clinical practice [9, 16], which can lead to the
emergence of multidrug-resistant bacteria, adverse drug
reactions, and higher costs [17]. Up to now, there has been
a lack of large sample-sized studies delineating the empiric
antibiotic therapy for AP in China. Thus, we designed this
case-control study to explore the risk factors and delineate
the antibiotic usage for AP.

2. Methods

2.1. Study Design and Database. This is a case-control study
based on the Beijing Medical Claim Data for Employees
(BMCDE). Patients with AP and CAP in the BMCDE da-
tabase were included and classified as the case (AP) and
control (non-AP) groups, respectively. The BMCDE data-
base includes all the medical claim records for approximately
17.7 million working or retired employees enrolled in the
urban employee basic medical insurance (UEBMI) in Bei-
jing. The UEBMI is the main type of medical insurance in
Beijing, covering more than 80% of all the residents [18]. The
details of the BMCDE have been described previously [19].
Information collected in this study included demographic
characteristics (age, sex, district, and occupation), dates of
hospital admission, primary diagnosis, and medication use.

2.2. Participants. The AP patients were identified from the
BMCDE database according to the following criteria: (1)
inpatient cases from Jan 2013 to Dec 2017, (2) with a primary
diagnosis of the ICD-10 code of J69.0 or diagnosed with
medical terms of “aspiration pneumonia” [6, 20], and (3)
with complete information on birth date and sex. As AP
patients were identified only by the primary diagnosis, it can
be assumed that these pneumonia patients were community-
acquired [13]. The CAP patients were identified by similar
criteria to AP, using the ICD-10 code of J10-J18 and the
medical terms “pneumonia” [7, 15, 21]. The exclusion cri-
teria were as follows: age <18 years and without age or sex.
Eight patients were excluded because of incomplete in-
formation in this study.

2.3. Data Collection. Potential risk factors for aspiration
include age, sex, dysphagia, cerebrovascular disease, head
and neck cancer, gastroesophageal reflux, dementia, Par-
kinson’s disease, hemiplegia, epilepsy, multiple sclerosis,
lateral sclerosis, cardiac arrest, alcohol dependence, and
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sedative drug abuse (Supplementary methods) [2-5]. The
Charlson Comorbidity Index of each patient was calculated
according to their comorbidities (Supplementary methods)
[22]. Antibacterial medications were abstracted by matching
drug names with the Anatomical Therapeutic Chemical
(ATC) classification system (World Health Organization
Collaborating Centre for Drug Statistics Methodology) [23]
to identify drug categories. Second-generation cephalo-
sporins (JO1DC), third-generation cephalosporins (JO1DD),
fourth-generation cephalosporins (JO1IDE), fluo-
roquinolones (JOIMA), macrolides (JO1FA, except erythro-
mycin JOIFAOL), penicillins with extended-spectrum
(JO1ICA), combinations of penicillins including beta-
lactamase inhibitors (JOICR), carbapenems (JO1IDH), and
streptomycins (JOLGA) were classified as broad-spectrum
antibiotics [19, 24, 25]. The other antibiotics were classified
as narrow-spectrum antibiotics.

2.4. Statistical Analysis. Continuous variables were analyzed
using Student’s t-tests and expressed as means (SD). Cat-
egorical variables were compared using y” tests and reported
as absolute frequencies and percentages. Logistic regression
was used to identify the independent risk factors for AP.
Odds ratios (ORs) and 95% confidence intervals (95% Cls)
adjusted by age, sex, and Charlson Comorbidity Index were
calculated. We stratified the patients into different groups by
sex and age (18-64, 65-79, >80) and conducted subgroup
analyses in each group. In the sensitivity analysis, data from
1 January 2016 to 31 December 2017 and data without
readmissions within 30 days were analyzed using the logistic
regression, respectively. A two-sided P value less than 0.05
was considered statistically significant. To delineate the
antibiotic usage of the AP and non-AP groups, use fre-
quencies and percentages of antibiotics, broad-spectrum
antibiotics, antibiotics for injection, and combined antibi-
otics in different groups were presented. The first 10 most
frequently prescribed antibiotics and their usage rates in
each group were also reported. All analyses were performed
using R version 4.1.0.

3. Results

3.1. Characteristics of Patients. A total of 56,710 patients
were eligible for this study, with 2,885 patients in the AP
group and 53,825 patients in the non-AP group. The mean
age of patients was 68.0 (SD: 18.0) years, and 57.1% (32,387)
of them were males. The characteristics of the patients are
shown in Table 1. Compared with those in the non-AP
group, patients in the AP group were older, more likely to be
males, had higher Charlson index scores, and more likely to
be comorbid with cerebrovascular disease, dementia, gas-
troesophageal reflux, vomit, Parkinson’s disease, and epi-
lepsy (Table 1).

3.2. Risk Factors Associated with AP. Older age, male sex,
cerebrovascular disease, dementia, vomit, Parkinson’s dis-
ease, and epilepsy were identified as independent risk factors
for AP (Figure 1). The strengths of associations for risk
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TaBLE 1: Characteristics of patients.
Total (N=56,710) AP (N=2,885) Non-AP (N=53,825) P value
Age, mean (SD), yrs 68.0 (18.0) 79.1 (9.6) 67.4 (18.2) <0.001
Age groups <0.001
18-64 21,105 (37.2) 296 (10.3) 20,890 (38.7)
65-79 17,285 (30.5) 1,024 (35.5) 16,261 (30.2)
>80 18,320 (32.3) 1,565 (54.2) 16,755 (31.1)
Males 32,387 (57.1) 1,892 (65.6) 30,495 (56.7) <0.001
Charlson Index, mean (SD) 3.3 (2.9) 4.2 (2.6) 3.2 (2.9) <0.001
Comorbidities
Cerebrovascular disease 33,502 (59.1) 2,524 (87.5) 30,978 (57.6) <0.001
Dementia 13,655 (24.1) 1,311 (45.4) 12,344 (22.9) <0.001
Gastroesophageal reflux 9,292 (16.4) 546 (18.9) 8,746 (16.3) <0.001
Vomiting 2,225 (3.9) 185 (6.4) 2,040 (3.8) <0.001
Parkinson 2,157 (3.8) 268 (9.3) 1,889 (3.5) <0.001
Epilepsy 1,526 (2.7) 240 (8.3) 1,286 (2.4) <0.001
No. of patients OR (95% CI) P
AP Non—AP 0 value
T
Age |
1
18—64 years 296 20,890 | ref
1
65-79 years 1,024 16,261 i —_— 4.3(3.8,4.9) <0.001
1
>80 years 1,565 16,755 : —.— 6.3(5.6,7.2) <0.001
1
Sex, male 1,892 30,495 g 14(13,15)  <0.001
1
Comorbidity i
1
Cerebrovascular disease 2,524 30,978 | - 3.1(2.8,3.5) <0.001
1
Dementia 1,311 12,344 i - 2.0(1.8,2.1) <0.001
1
Gastroesophageal reflux 546 8,746 ] 1.0 (0.9, 1.1) 0.757
1
Vomit 185 2,040 o 14(12,17)  <0.001
1
Parkinson's disease 268 1,889 - 2.1(1.8,2.4) <0.001
1
Epilepsy 240 1,286 - 32(28,37)  <0.001
|
0123456738

OR

Ficure 1: Risk factors for aspiration in patients hospitalized with CAP.

factors and AP between sexes were similar for dementia,
vomiting, and Parkinson’s disease, stronger in males for
cerebrovascular disease, and stronger in females for age and
epilepsy (Table 2). The strengths of associations for risk
factors and AP were stronger in those under 65 years (Ta-
ble 3). The results were similar when only analyzing data
from 1 January 2016 to 31 December 2017 (Supplementary
Table 1-3) or data without readmissions within 30 days
(Supplementary Table 4-6).

3.3. Prescription of Antibiotics. 2,676 (92.8%) AP patients
received antibiotic therapy. Among those treated with an-
tibiotics, patients treated with broad-spectrum antibiotics,
antibiotics for injection, and combined antibiotics
accounted for 93.3%, 97.9%, and 81.7%, respectively. The

percentage of antibiotic therapy was significantly higher in
those aged >65 years (Supplementary Table 7). The top 10
most frequently prescribed antibiotics for AP patients were
piperacillin  (44.6%), meropenem (24.8%), levofloxacin
(22.9%), moxifloxacin (20.2%), cefoperazone (17.9%), van-
comycin (13.5%), imipenem (12.9%), cefixime (9.2%),
latamoxef (9.1%), and etimicin (8.6%) (Table 4). The most
frequently prescribed antibiotics were similar between sexes
but lightly different between age groups (Supplementary
Table 8).

As for non-AP patients, a total of 52,692 (97.9%) patients
received antibiotic treatment. Patients treated with broad-
spectrum antibiotics, antibiotics for injection, and combined
antibiotics accounted for 96.6%, 98.9%, and 76.0%, re-
spectively. The first 10 most frequently prescribed antibiotics
were moxifloxacin  (31.7%), levofloxacin  (29.9%),
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Piperacillin (44.6)
Meropenem (24.8)
Levofloxacin (22.9)
Moxifloxacin (20.2)
Cefoperazone (17.9)
Vancomycin (13.5)
Imipenem (12.9)
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TaBLE 2: Risk factors for aspiration in patients hospitalized with CAP by different sexes.
Male Female
OR (95% CI) P value OR (95% CI) P value
Age groups
18-64 Ref Ref
65-79 3.3 (2.9, 3.9) <0.001 9.0 (6.7, 12.2) <0.001
>80 4.5 (3.9, 5.2) <0.001 15.4 (11.6, 20.8) <0.001
Comorbidities
Cerebrovascular disease 4.0 (3.4, 4.6) <0.001 2.0 (1.7, 2.5) <0.001
Dementia 2.0 (1.8, 2.2) <0.001 2.0 (1.7, 2.3) <0.001
Gastroesophageal reflux 1.1 (0.9, 1.2) 0.365 0.9 (0.7, 1.0) 0.118
Vomiting 1.6 (1.3, 2.0) <0.001 1.3 (1.0, 1.6) 0.074
Parkinson 2.1 (1.8, 2.5) <0.001 2.0 (1.6, 2.5) <0.001
Epilepsy 2.8 (2.3, 3.3) <0.001 44 (3.4, 5.6) <0.001
TaBLE 3: Risk factors for aspiration in patients hospitalized with CAP by different ages.
18-64 years 65-79 years >80 years
OR (95% CI) P value OR (95% CI) P value OR (95% CI) P value
Male 4.0 (3.0, 5.5) <0.001 1.5 (1.3, 1.7) <0.001 1.2 (1.0, 1.3) 0.008
Comorbidities
Cerebrovascular disease 9.1 (7.0, 11.9) <0.001 3.1 (2.5, 3.9) <0.001 1.8 (1.6, 2.2) <0.001
Dementia 5.5 (4.2, 7.0) <0.001 2.3 (2.0, 2.6) <0.001 1.5 (1.4, 1.7) <0.001
Gastroesophageal reflux 1.7 (1.2, 2.4) 0.003 1.1 (1.0, 1.3) 0.116 0.8 (0.7, 0.9) <0.001
Vomiting 2.6 (1.3, 4.4) 0.002 1.5 (1.1, 1.9) 0.004 1.3 (1.1, 1.6) 0.011
Parkinson 4.9 (2.5, 8.5) 0.013 2.0 (1.6, 2.4) <0.001 1.9 (1.6, 2.3) <0.001
Epilepsy 13.2 (9.3, 18.3) <0.001 3.7 (3.0, 4.6) <0.001 1.6 (1.2, 2.1) <0.001
TABLE 4: Antibiotic treatment in AP and non-AP patients.
AP Non-AP
Percentage of antibiotics usage, N (%)
Overall antibiotics 2,676 (92.8) 52,692 (97.9)
Broad-spectrum antibiotics 2,625 (98.1) 51,972 (98.6)
Antibiotics for injection 2,619 (97.9) 52,093 (98.9)
Combined antibiotics 2,187 (81.7) 40,047 (76.0)

Moxifloxacin (31.7)
Levofloxacin (29.9)
Piperacillin (26.3)
Azithromycin (11.8)
Meropenem (11.3)
Cefdinir (10.3)
Cefoperazone (10.3)
Cefixime (8.7)
Ceftazidime (8.4)
Imipenem (7.9)

piperacillin (26.3%), azithromycin (11.8%), meropenem
(11.3%), cefdinir (10.3%), cefoperazone (10.3%), cefixime
(8.7%), ceftazidime (8.4%), and imipenem (7.9%) (Table 4).

4. Discussion

Compared with common CAP, AP has a poorer outcome.
Identifying risk factors for AP and improving diagnosis and
treatment for high-risk individuals are critical. Based on
a large sample of AP cases in the capital city of China, we
identified older age, male sex, and comorbid with

cerebrovascular disease, dementia, vomiting, Parkinson’s
disease, and epilepsy as independent risk factors for AP, and
delineated the empiric antibiotic therapy for patients.

In the current study, increased age was a significant risk
factor for AP. This result was consistent with some previous
studies [26, 27]. Conversely, the study by Shariatzadeh et al.
found that patients with AP were younger than those with
nonaspiration CAP [5]. The study included 1,946 inpatients
diagnosed with pneumonia from 2001 to 2002 in Alberta,
Canada. They adopted age as a continuous variable instead
of a categorical variable and used Student’s ¢ -test to compare
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the difference in the mean age between patients with
community-acquired aspiration pneumonia and patients
with community-acquired nonaspiration pneumonia. Dif-
ferences in characteristics of the study population, di-
agnostic criteria, and statistical technique may cause the
conflicting results on association between age and aspira-
tion. Based on studies on the effects of aging on swallowing
and cough reflex, it is suggested that aging alone does not
increase the risk of AP [28]. It is found that older people
swallow more slowly, but safety is not comprised [29-32].
Cough reflex does not decrease with advancing age [33]. But
age is associated with an increasing incidence of neurological
disorders, which impair swallow function and cough reflex
and thus increase the risk of aspiration [28]. In our results,
we observed a significantly higher mean age in AP patients,
as well as significantly higher risks of AP in the elder groups
even after adjusting for several comorbidities. Considering
the increasing old population and the compromised im-
munity and physical degeneration in the elderly, the care for
the elderly with comorbidities associated with AP should be
strengthened. In accordance with previous studies
[9, 26, 27, 34], we found that males have a higher risk than
females (OR, 1.4; 95% CI, 1.3-1.5), which suggests that we
should pay special attention to males in clinical diagnosis
and prevention of AP.

We identified neurological disorders including cere-
brovascular disease, dementia, Parkinson’s disease, and
epilepsy as independent risk factors, which are similar to
those in multiple studies [8-10, 27]. Neurological disorders
can cause swallowing difficulty, impaired cough reflex, and
reduced consciousness, which increase the chance that as-
pirated material will reach the lung. Previous studies sug-
gested that dysphagia is an established risk factor for AP
[7, 11, 28]. However, the incidence of dysphagia in our data
was too low to give an accurate statistical result. It is possible
that dysphagia tends to be regarded as a symptom rather
than a disease, which led to the low diagnostic rate of
dysphagia in our data. This emphasizes the importance of
diagnosing dysphagia in CAP patients.

Several studies indicated that gastroesophageal reflux
and vomiting are risk factors for AP [7, 8, 35]. In these
situations, gastric contents containing pathogens and gastric
acid reflux into the esophagus and larynx, even into the lung
when the defense mechanism against aspiration is impaired,
can injure the respiratory epithelial tissue and cause bacterial
infection. In line with previous studies, our study demon-
strated vomiting has a significant association with AP.
However, gastroesophageal reflux showed a contrary result.
One possible reason is that gastroesophageal reflux can cause
more silent aspirations during sleep which are hard to
observe, so gastroesophageal reflux-induced AP is more
likely to be misdiagnosed as typical CAP.

In the subgroup analysis by sex, we found that the OR of
cerebrovascular disease in the male group is higher than that
in the female group, whereas the OR of epilepsy in the male
group is lower than that in the female group. The results are
consistent with sensitivity analysis. This may be due to the
differences in biological (e.g., sex hormone) and behavioral
(e.g., tobacco use and alcohol drinking) characteristics

between sexes. Since female sex hormone can influence
neuronal excitability, seizure frequency of females with
epilepsy increases during specific phases of the menstrual
cycle, known as catamenial epilepsy [36], which may lead to
a higher risk for AP in females with epilepsy. In the subgroup
analysis by age, the associations between cerebrovascular
disease, dementia, and epilepsy with AP in the younger
group were higher, which indicated a possible higher mis-
diagnosed silent aspiration in the elderly. The results again
emphasize the importance of the care for the elderly with
pneumonia.

According to the results, the rate of antibiotic therapy in
both groups exceeded 90%. The non-AP group had a slightly
higher antibiotic usage rate than the AP group. The rate of
combined antibiotics in the AP group was higher than in the
non-AP group. The result was similar to that of a previous
study [37]. Antibiotic therapy is associated with the mi-
crobiology of AP patients. A study on microbiology of
hospital- and community-acquired aspiration pneumonia
found that Gram-negative bacilli were the predominant
cultured microorganism and that the main isolated bacteria
demonstrated high and multiantibiotic resistance [38].
Wang et al. found that the mixed infection rate was higher in
AP patients, and of those main infection pathogenic bac-
teria, the Acinetobacter baumannii infection rate was also
higher than in non-AP patients [37]. However, the use of
potent antibiotics may cause the occurrence of multidrug-
resistant bacteria, which increases the difficulty to treat AP.

The novelty of this study lies in that it is a large sample-
sized study and that we compared the risk of comorbidities
in different populations which promote a more targeted
diagnosis of aspiration pneumonia. This study has limita-
tions. First, the geographic area of this study was limited to
Beijing. China has a vast territory and significant urban-
rural differences. Given the potential differences in char-
acteristics between populations settled in Beijing and other
parts, the results should be carefully adapted to other areas in
China. Second, due to limited data, other potential risk
factors such as tube feeding, smoking, and the use of proton-
pump inhibitors or H2-blocker for gastric acid suppression
could not be analyzed in the study. The lack of these
covariates may cause errors in the results. Third, the results
of the bacterial culture and the drug sensitivity test are
inaccessible, so we could not judge the rationality of clinical
antibiotic treatment or compare the antibiotic resistance
difference between the groups. Fourth, due to data avail-
ability, we have no access to the outcomes or prognosis of the
study population. Comparing the outcomes and prognosis
between the groups is valuable for assessing the impact of the
identified risk factors. We could not analyze the impact of
risk factors on outcomes of AP patients for the lack of this
information. Based on our limitations, future studies on
aspiration pneumonia can make following improvements.
Data in different areas could be combined to improve the
representativeness of the study population. The clinical data
should include more items such as outcomes and prognosis,
laboratory findings, and other potential risk factors to permit
a comprehensive assessment of the risk factors for aspiration
and rationality of clinical antibiotic usage.



In conclusion, older age, male, and several comorbidities
were associated with increased risks of aspiration pneu-
monia. Combined antibiotic treatments are common in AP
patients. The results merit attention in the accurate detection
of AP in the elderly and high-risk population.

Data Availability

The data that support the findings of this study are available
from the corresponding authors upon reasonable request.

Ethical Approval

As the data used for this study were collected for admin-
istrative purposes without any individual identifiers, this
study was exempted from the requirement of Institutional
Review Board approval by the Ethics Committee of Peking
University Health Science Center, Beijing, China. The study
has been performed in accordance with the Declaration of
Helsinki.

Conflicts of Interest

The authors declare that they have no conflicts of interest.

Authors’ Contributions

Yonghua Hu and Yiqun Wu contributed to the study
concept and had full access to all the data in the study.
Tianming Zhao and Yi Zhang took responsibility for the
integrity of the data and interpreted the findings and drafted
the article. Tianming Zhao, Yi Zhang, Kun Wang, and Huan
Yu contributed to data analysis. Lianjun Lin, Xueying Qin,
Tao Wu, and Dafang Chen interpreted the data. All the
authors contributed to the critical revision of the article for
important intellectual content. All the authors have read and
approved the final manuscript.

Acknowledgments

This work was supported by the National Key R&D Program
of China (Grant number: 2020YFC2005401) and the
Xicheng Financial, Scientific, and Technological Project
(Grant number: XCSTS-SD2021-02).

Supplementary Materials

The supplementary file provides our detailed method to
identify the risk factors for aspiration and the Charlson
comorbidities. Supplementary Tables 1-3: the results of data
from 2016 to 2017. Supplementary Tables 4-6: the results of
data without readmissions within 30 days. Supplementary
Table 7: the percentage of antibiotic usage for AP patients.
Supplementary Table 8: the top ten most frequently used
antibiotics for AP patients. (Supplementary Materials)

References

[1] C.P. Thomas, M. Ryan, J. D. Chapman et al., “Incidence and
cost of pneumonia in medicare beneficiaries,” Chest, vol. 142,
no. 4, pp. 973-981, 2012.

International Journal of Clinical Practice

[2] J. Broulette, H. Yu, B. Pyenson, K. Iwasaki, and R. Sato, “The
incidence rate and economic burden of community-acquired
pneumonia in a working-age population,” American health
and drug benefits, vol. 6, no. 8, pp. 494-503, 2013.

[3] E. Polverino and A. Torres Marti, “Community-acquired
pneumonia,” Minerva Anestesiologica, vol. 77, no. 2,
pp. 196-211, 2011.

[4] P. E. Marik, “Primary care: aspiration pneumonitis and as-
piration pneumonia,” New England Journal of Medicine,
vol. 344, no. 9, pp. 665-671, 2001.

[5] M. Reza Shariatzadeh, J. Q. Huang, and T. J. Marrie, “Dif-
ferences in the features of aspiration pneumonia according to
site of acquisition: community or continuing care facility,”
Journal of the American Geriatrics Society, vol. 54, no. 2,
pp. 296-302, 2006.

[6] K. Komiya, B. K. Rubin, J.-I. Kadota et al., “Prognostic im-
plications of aspiration pneumonia in patients with com-
munity acquired pneumonia: a systematic review with meta-
analysis,” Scientific Reports, vol. 6, no. 1, Article ID 38097,
2016.

[7] A. E. Rodriguez and M. 1. Restrepo, “New perspectives in
aspiration community acquired Pneumonia,” Expert Review
of Clinical Pharmacology, vol. 12, no. 10, pp. 991-1002, 2019.

[8] P. Ning, J. Yang, T. Sun, and F. Guo Yan, “Analysis of
prevalence rate and risk factors for aspiration pneumonia in
elderly inpatients,” Chinese Journal of Geriatrics, vol. 36, no. 4,
pp. 428-432, 2017.

[9] J. Marin-Corral, S. Pascual-Guardia, F. Amati et al., “Aspi-
ration risk factors, microbiology, and empiric antibiotics for
patients hospitalized with community-acquired pneumonia,”
Chest, vol. 159, no. 1, pp. 58-72, 2021.

[10] T.Manabe, S. Teramoto, N. Tamiya, J. Okochi, and N. Hizawa,
“Risk factors for aspiration pneumonia in older adults,” PLoS
One, vol. 10, no. 10, Article ID 0140060, 2015.

[11] L. A. Mandell and M. S. Niederman, “Aspiration pneumonia,”
New England Journal of Medicine, vol. 380, no. 7, pp. 651-663,
2019.

[12] J. G. Bartlett, S. L. Gorbach, and S. M. Finegold, “The bac-
teriology of aspiration pneumonia,” The American Journal of
Medicine, vol. 56, no. 2, pp. 202-207, 1974.

[13] L. Mier, D. Dreyfuss, B. Darchy et al., “Is penicillin G an
adequate initial treatment for aspiration pneumonia? A
prospective evaluation using a protected specimen brush and
quantitative cultures,” Intensive Care Medicine, vol. 19, no. 5,
pp. 279-284, 1993,

[14] A. A. El-Solh, C. Pietrantoni, A. Bhat et al., “Microbiology of
severe aspiration pneumonia in institutionalized elderly,”
American Journal of Respiratory and Critical Care Medicine,
vol. 167, no. 12, pp. 1650-1654, 2003.

[15] L. A. Mandell, R. G. Wunderink, A. Anzueto et al., “Infectious
Diseases Society of America/American Thoracic Society
consensus guidelines on the management of community-
acquired pneumonia in adults,” Clinical Infectious Diseases,
vol. 44, no. 2, pp. S27-S72, 2007.

[16] M. J. Kioka, B. Digiovine, M. Rezik, and J. H. Jennings,
“Anaerobic antibiotic usage for pneumonia in the medical
intensive care unit,” Respirology, vol. 22, no. 8, pp. 1656-1661,
2017.

[17] N. D. Friedman, E. Temkin, and Y. Carmeli, “The negative
impact of antibiotic resistance,” Clinical Microbiology and
Infection, vol. 22, no. 5, pp. 416-422, 2016.

[18] Statistical, Beijing Statistical Yearbook 2018, China Statistics
Press, Beijing, China, 2019.


https://downloads.hindawi.com/journals/ijclp/2023/2198259.f1.docx

International Journal of Clinical Practice

[19] Y. Wu, C. Yang, H. Xi, Y. Zhang, Z. Zhou, and Y. Hu,
“Prescription of antibacterial agents for acute upper re-
spiratory tract infections in Beijing, 2010-2012,” European
Journal of Clinical Pharmacology, vol. 72, no. 3, pp. 359-364,
2016.

[20] P.K. Lindenauer, K. M. Strait, J. N. Grady et al., “Variation in
the diagnosis of aspiration pneumonia and association with
hospital pneumonia outcomes,” Annals of the American
Thoracic Society, vol. 15, no. 5, pp. 562-569, 2018.

[21] Y. Yamauchi, H. Yasunaga, H. Matsui et al., “Comparison of
clinical characteristics and outcomes between aspiration
pneumonia and community-acquired pneumonia in patients
with chronic obstructive pulmonary disease,” BMC Pulmo-
nary Medicine, vol. 15, no. 1, p. 69, 2015.

[22] T. M. Koppie, A. M. Serio, A. J. Vickers et al., “Age-adjusted
Charlson comorbidity score is associated with treatment
decisions and clinical outcomes for patients undergoing
radical cystectomy for bladder cancer,” Cancer, vol. 112,
no. 11, pp. 2384-2392, 2008.

[23] Methodology, International Language for Drug Utilization
Research (ATC/DDD), WHO, Geneva, Switzerland, 2020.

[24] O. Holen, T. Alberg, H. S. Blix, I. Smith, M. I. Neteland, and
H. M. Eriksen, “Broad-spectrum antibiotics in Norwegian
hospitals,” Tidsskrift for den Norske laegeforening: Tidsskrift
for Praktisk Medicin, Ny Raekke, vol. 137, no. 5, pp. 362-366,
2017.

[25] D. J. Shapiro, L. A. Hicks, A. T. Pavia, and A. L. Hersh,
“Antibiotic prescribing for adults in ambulatory care in the
USA, 2007-09,” Journal of Antimicrobial Chemotherapy,
vol. 69, no. 1, pp. 234-240, 2014.

[26] M. Loeb, A. McGeer, M. McArthur, S. Walter, and
A. E. Simor, “Risk factors for pneumonia and other lower
respiratory tract infections in elderly residents of long-term
care facilities,” Archives of Internal Medicine, vol. 159, no. 17,
pp. 2058-2064, 1999.

[27] C. D. van der Maarel-Wierink, J. N. O. Vanobbergen,
E. M. Bronkhorst, J. M. G. A. Schols, and C. de Baat, “Risk
factors for aspiration pneumonia in frail older people: a sys-
tematic literature review,” Journal of the American Medical
Directors Association, vol. 12, no. 5, pp. 344-354, 2011.

[28] P. E. Marik and D. Kaplan, “Aspiration pneumonia and
dysphagia in the elderly,” Chest, vol. 124, no. 1, pp. 328-336,
2003.

[29] M. A. Nicosia, J. A. Hind, E. B. Roecker et al., “Age effects on
the temporal evolution of isometric and swallowing pressure,”
The Journals of Gerontology Series A: Biological Sciences and
Medical Sciences, vol. 55, no. 11, pp. M634-M640, 2000.

[30] J. Robbins, J. W. Hamilton, G. L. Lof, and G. B. Kempster,
“Oropharyngeal swallowing in normal adults of different
ages,” Gastroenterology, vol. 103, no. 3, pp. 823-829, 1992.

[31] J. Robbins, R. Levine, J. Wood, E. B. Roecker, and E. Luschei,
“Age effects on lingual pressure generation as a risk factor for
dysphagia,” The Journals of Gerontology Series A: Biological
Sciences and Medical Sciences, vol. 50, no. 5, pp. M257-M262,
1995.

[32] D. W. Shaw, 1. J. Cook, M. Gabb et al., “Influence of normal
aging on oral-pharyngeal and upper esophageal sphincter
function during swallowing,” American Journal of Physiology-
Gastrointestinal and Liver Physiology, vol. 268, no. 3,
pp. G389-G396, 1995.

[33] U. Katsumata, K. Sekizawa, T. Ebihara, and H. Sasaki, “Aging
effects on cough reflex,” Chest, vol. 107, no. 1, pp. 290-291,
1995.

[34] D. A. R. Santos, D. P. S. Arcanjo, G. M. B. M. Silva et al,
“Factors associated with aspiration pneumonia and pre-
ventive measures in hospitalized elderly: a systematic review
of observational studies,” Revista CEFAC, vol. 22, no. 6,
p- €2920, 2020.

[35] N. A. Metheny, R. E. Clouse, Y. H. Chang, B. J. Stewart,
D. A. Oliver, and M. H. Kollef, “Tracheobronchial aspiration
of gastric contents in critically ill tube-fed patients: frequency,
outcomes, and risk factors,” Critical Care Medicine, vol. 34,
no. 4, pp. 1007-1015, 2006.

[36] A. G. Herzog, P. Klein, and B. J. Rand, “Three patterns of
catamenial epilepsy,” Epilepsia, vol. 38, no. 10, pp. 1082-1088,
1997.

[37] H. Wang, X. L. Wu, Q. Wang, G. D. Liu, and C. F. Li, “Clinical
features and prognosis of aspiration pneumonia compared
with non-aspiration pneumonia in the elderly patients,”
Journal of the American Geriatrics Society, vol. 64,
pp. $344-8345, 2016.

[38] C. Wei, Z. Cheng, L. Zhang, and J. Yang, “Microbiology and
prognostic factors of hospital- and community-acquired as-
piration pneumonia in respiratory intensive care unit,”
American Journal of Infection Control, vol. 41, no. 10,
pp. 880-884, 2013.





