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Background: The misuse of antimicrobials has major consequences, particularly antimicrobial resistance (AMR) and antimicrobials’ 
related adverse effects. So, the WHO proposed antimicrobial surveillance to improve antimicrobials use. This point prevalence survey 
(PPS) was conducted to illustrate the prevalence of antimicrobial use at Mansoura University hospitals (MUH), Egypt.
Methods: The survey process used was adapted from the European survey of antimicrobial resistance with modifications. The survey 
was conducted from 8 AM to 8 PM daily within 2 weeks.
Results: A total of 300 patients received antimicrobials and the prevalence rate of antimicrobial prescription was 79.15%. The major 
indications of antimicrobials were surgical prophylaxis followed by the treatment of community-acquired infection. The most 
commonly prescribed initial antimicrobial group was Aminopenicillin ± β-lactamase inhibitors. Although the purpose for antimicrobial 
administration was recorded in all cases, the stop/review history was recorded only in 19.6% and local guidelines were not available 
for 77.6% of antimicrobial prescriptions. The use of combined antimicrobials was common (46.6%), particularly in orthopedic and 
cardiothoracic surgery.
Conclusion: The prevalence of antimicrobial prescription at MUH was high which requires serious actions including reviewing the 
antimicrobial indication, implementing local prescription guidelines, initiating an antimicrobial stewardship program (ASP), and 
optimizing infection control measures.
Keywords: antimicrobial prescription pattern, Egypt, Mansoura, point prevalence survey, quality indicators

Key Points
● The WHO proposed antimicrobial surveillance to improve antimicrobial use.
● A total of 300 patients received antimicrobials, the prevalence rate was 79.15% at MUH.
● Surgical prophylaxis and treatment of community-acquired infection were the major indications.
● Aminopenicillin ± β-lactamase inhibitors were the most commonly prescribed.
● The combined antimicrobials were common in cardiothoracic and pediatric surgery.

Introduction
Since the evolution of antibiotics, the treatment of microbial infections has improved dramatically. Appropriate use of 
these antimicrobials led to a high cure rate of serious infectious diseases and reduced infection in the patient undergoing 
surgical interventions. However, the unwise use of antimicrobials has become a major health problem with either 
individual receiving unnecessary antibiotics or taking an improper antimicrobial course.1,2
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Misuse, overuse, and abuse are interchangeable words used to describe the inappropriate use of antibiotics particu-
larly when they are not the proper treatment. Unfortunately, it is a common practice in developing countries including 
Egypt due to multiple and interconnected factors.3 The most important of these factors are uncontrolled access to 
antibiotics, low patient compliance, and limited availability of health insurance systems which push the citizens to self- 
medication with antibiotics or refilling old prescriptions.4

Moreover, another important factor that determines the misuse of antimicrobials is the prescription pattern in the 
health care system which includes inappropriate antimicrobial prescription (ie, when not indicated), incorrect choice, 
dosage, or duration, lack of effective regulations by the health authority, and overuse in the animal industry and 
agriculture.5,6 Egypt is classified as a Low-Middle Income Country (LMIC). In a survey in Cairo, 74% of pharmacists 
agreed that there is a public misuse of antibiotics.7 Another study in Egypt reported that dentists tend to over-prescribe 
antibiotics.8

Misuse of antimicrobials has major consequences particularly the emergence of antimicrobial resistance (AMR) and 
antimicrobials’ related adverse effects. Competing AMR requires worldwide, district, and national programs to assess, 
implement, and improve antimicrobial practice.9,10 In 2018, the WHO announced that Egypt has framed its National 
Action Plan (NAP) for AMR. The Egyptian NAP objectives are community awareness of AMR, optimum human and 
animal use of antimicrobials, supporting the One Health action, and implementing rational antimicrobial practices.11 

Raising community awareness requires targeting stakeholders including health professionals, and assessing their anti-
microbial practice. So, the WHO proposed antimicrobial Point Prevalence Survey (PPS) as an approach to evaluate 
antimicrobial use and also to limit AMR.12 In addition, the WHO suggested performing Knowledge, Attitude, and 
Practice (KAP) studies in the community and the healthcare professionals to understand the problems behind antibiotics 
misuse and resistance.13

The European Surveillance of Antimicrobial Consumption (ESAC) Survey found that the prevalence of antimicrobial 
use among patients in different hospitals distributed in 20 countries was 30.1%.14 Repeated PPS in European countries 
showed an increased number of contributing hospitals to 172 and teaching and tertiary hospitals had significantly greater 
use of antimicrobial combination.15 Several studies have evaluated antibiotic use in LMICs and showed a high 
prevalence of antimicrobial use and resistance.16–18 A recent PPS in the Kurdistan region of Northern Iraq reported 
a high prevalence of antibiotic use (93.7%) and the 3rd generation cephalosporins were the top prescribed (52.6%).19

One study conducted in eighteen Egyptian hospitals reported that 59% of included patients received at least one 
antibiotic, and the 3rd generation cephalosporins were the most commonly prescribed with a percentage of 28.7;20 

however, Mansoura University hospitals (MUH) were not included in this study. So, our study was designed to illustrate 
the prevalence and pattern of antimicrobial use at MUH to specify benchmarking data essential for initiating local 
antimicrobial guidelines and upgrading them to national antimicrobial stewardship programs (ASP). Also, to identify 
goals for infection control programs and quality improvement.

Participants and Methods
The study was conducted at MUH in July 2019 and involved only inpatients in the following departments/centers: 
General Surgery, Chest, Internal Medicine & its units, Oncology Center, and Children Hospital. These departments/ 
centers were chosen because they have the highest number of patient admissions per day. MUH is a tertiary healthcare 
facility that includes 44 different departments and several specialized health centers with a total inpatient capacity of 
1512 beds. The admission rate at MUH in the year 2017–2018 was 27,540 from the outpatient clinic and 17,935 
emergency admissions.

Data Set
A multidisciplinary team of health professionals and academic staff surveyed the selected departments/centers. Training 
and piloting of the study process were performed for the survey team before starting the study. The survey was conducted 
from 8 AM to 8 PM daily within 2 weeks. The survey team performed a prospective data collection using a standardized 
case report form which primarily comprise a structured template for documenting antimicrobial use on the day of the 
survey as well as the total number of inpatients in each department. The survey form “Supplementary: Datasheet.pdf” 

https://doi.org/10.2147/IDR.S380693                                                                                                                                                                                                                                   

DovePress                                                                                                                                                      

Infection and Drug Resistance 2022:15 6366

Ashour et al                                                                                                                                                          Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com/get_supplementary_file.php?f=380693.pdf
https://www.dovepress.com
https://www.dovepress.com


was adopted from the ESAC survey14 with modifications. Antimicrobial use was defined as any inpatient who received 
systemic antimicrobial even if it was a single dose at the time of the survey. This survey focused on the systemic (not the 
topical) use of antimicrobials including systemic antifungal and antiviral drugs. Relevant data elements including 
patients’ characteristics, diagnosis, antimicrobials used, and their indication were retrieved. The antimicrobial indications 
were categorized as either prophylaxis (antimicrobials prescribed to prevent possible infection) or treatment (antimicro-
bials prescribed to cure either community- or hospital-acquired infections “CAI or HAI, respectively”).21 Data were 
collected from both the patients and the medical records.

Other information collected included quality indicators (QIs) of antimicrobial practice that were selected from 
previous PPS,16 eg, the indication of antimicrobial, the route of administration, dosages, dosing intervals, records of 
antimicrobial review/stop, and whether the choice of antimicrobial was based on local guidelines and/or clinical, 
radiological, or laboratory microbiological evidence from a relevant patient sample. Lastly, the prescribed antimicrobials 
were grouped according to the WHO AWaRe (Access, Watch, Reserve) classification.22

Statistical Analysis
Data were analyzed by statistical package for social sciences (SPSS version 24) for Windows 10.0. Continuous data were 
presented as the median and range and were analyzed by Kruskal–Wallis test followed by Mann–Whitney U-test. 
Categorical data were presented as frequencies and proportions and the X2 test or Fisher’s exact test was used for 
comparisons, as appropriate. Statistical significance was defined as p <0.05.

Results
Prevalence of Antimicrobial Use, Hospital Departments, and Patients’ Characteristics
A total number of 379 inpatients were hospitalized at MUH during July 16–29, 2019. Out of them, 300 patients received 
antimicrobials and were included in this point survey. This gives a prevalence rate of antimicrobial use of 79.15%. The 
majority of them were females (55.3%). These patients were distributed in various departments as follows: Specialized 
Medical Hospital “SMH” (n = 81), Orthopedics (n = 26), General Surgery (n = 25), Oncology center Mansoura 
University “OCMU” (n = 75), Intensive Care Units “ICUs” (n = 19), Cardiothoracic Surgery (n = 7), and Mansoura 
University Children Hospital “MUCH” (n = 67). The median age of adult patients (older than 18 years, 77.7%) was 54 
years. Children (more than 28 days and up to 18 years) comprised 20% of cases with a median age of 2.5 years, followed 
by neonates (<28 days, 2.3%, 71.4% males) with a median age of seven days. The majority of the patients had one co- 
morbidity (49.0%); mostly malignancy (26.3%), Table 1.

Table 1 Demographic Characteristics of Inpatients Admitted to MUH and Who Participated in Antimicrobial Point Prevalence 
Surveys

Characteristics No. of Patients (%)

Total number of patients 300 (100%)

Males 134 (44.7%)
Females 166 (55.3%)

Age (years) Adults (n = 233) (90 M, 143 F) Children (n = 60) (39 M, 21 F) Neonates (n = 7) (5 M, 2 F)

Total
Median (Interquartile range) 54.0 (40.5–65.0) 2.5 (0.62–11.75) 0.019 (0.008–0.03)

Males (M)
Median (Interquartile range) 56.5 (42.7–67.2) 2.5 (0.33–10.0) 0.019 (0.006–0.032)

Females (F)
Median (Interquartile range) 53.0 (39.0–63.0) 2.5 (1.0–14.75) 0.02 (0.01–0.03)

(Continued)
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Indications of the Prescribed Antimicrobials
The 300 patients involved in the survey received a total of 589 antimicrobial drugs. The indications were surgical 
prophylaxis (45.3%, n = 136), treatment of CAI (28.7.0%, n = 86), medical prophylaxis (17.0%, n = 51), and treatment of 
HAI (9.0%, n = 27). Antimicrobials were prescribed for medical prophylaxis to prevent infection in immune- 
compromised patients with several chronic co-morbidities.

Treatment of CAI was empirically started in 32 cases (37.2%); however, the infection was verified by imaging in 21 
cases (24.4%), bacterial culture in 17 cases (19.8%), a laboratory test in 9 cases (10.5%), and presence of pus in 7 cases 
(8.1%). On the other hand, the antimicrobial prescription for HAI was mainly based on sample culture and imaging 
(37.0% and 29.6%, respectively).

The Source of Infection
Anatomically, the respiratory system was the most common infection site in community-acquired (9.7%) and hospital- 
acquired infections (6.7%). The body system involved was undefined in 3.3% of antimicrobial treatments; possibly 
bacteremia or septicemia. Surgical and medical prophylaxis without body system localization composed 45.3% and 
16.0% of cases, respectively, Table 2.

Antimicrobials’ Quality Indicators (QIs)
Along with the global PPP recommendation, antimicrobial indications and dosage were recorded in all prescriptions at 
MUH. Nearly all antimicrobials were administered parenteral (n = 296/300, 98.6%) regardless of the ward type. The 
stop/review history was only reported in 19.6% of included inpatients (n = 59/300) with the highest reviewing percentage 

Table 1 (Continued). 

Characteristics No. of Patients (%)

Co-morbidities
Hypertension 41 (13.7%)
Diabetes Mellitus 49 (16.3%)

Heart diseases 45 (15.0%)

Hepatic impairment 35 (11.7%)
Renal impairment 43 (14.3%)

COPD 3 (1.0%)

Malignancy 79 (26.3%)
Others 31 (10.3%)

Number of Co-morbidity
No co-morbidity 86 (28.7%)

One co-morbidity 147 (49.0%)

Two co-morbidities 33 (11.0%)
Three co-morbidities 24 (8.0%)

More than three co-morbidities 10 (3.3%)

Department
SMH, Internal medicine 81 (27.0%)
MUOC, Surgical oncology 75 (25.0%)

MUH, Orthopedic Surgery 26 (8.7%)

MUH, General Surgery 25 (8.3%)
MUH, Intensive care units (ICUs) 19 (6.3%)

MUH, Cardiothoracic surgery 7 (2.3%)

MUCH, Medical wards 32 (10.7%)
MUCH (ICUs) 22 (7.3%)

MUCH, Surgery wards 13 (4.3%)
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at MUCH-ICUs. At the time of the survey, local antimicrobial guidelines were lacking for about 77.6%; but, present at 
MUCH (surgical, medical wards, and ICUs). The presence of infection was verified in 25% of the participants either by 
clinical examination (the presence of pus), culture and sensitivity testing, imaging, or other laboratory tests (eg, CBC). 
The prescription of antimicrobials combination was reported an overall of 46.6% (n = 140/300) of surveyed inpatients. 
The top three specialties that reported high use of antimicrobials combination were orthopedic surgery, cardiothoracic 
surgery, and medical wards of children’s hospital, Table 3.

More than 50% of the prescribed antimicrobials belonged to the “Access” WHO-AWaRe groups, with the frequency 
varying between the different wards although lower in medical wards, orthopedic surgery, and adult ICU indicating the 
high use of the “Watch” group in these departments. Overall, the use of antimicrobials from the “Reserve” group was the 
lowest across all the screened departments, Table 3.

Characteristics of Indication-Based Antimicrobial Use
Regarding antimicrobial use for surgical prophylaxis, a great proportion of patients started the selected drug after the 
surgical incision (n = 93/136, 68.38%). The duration of antibacterial prophylaxis for surgery was more than 24 hours in 
the majority of the patients (n = 134/136, 98.52%). This duration had a median of 3 days (range, 2–9 days). Single-dose 
preoperative prophylaxis was not used at all, Table 4.

The duration of antimicrobial use for medical prophylaxis had a median of 3 days and ranged from 2 to 13 days 
(Mann–Whitney U-test, p < 0.001 vs surgical prophylaxis). While, the median duration of antimicrobial administration 
for treatment of CAI was 5 days (range, 2–21 days). The median duration of HAI was 8 days (range, 3–21 days) and it 
was not significantly different compared to the duration of treatment of CAI (Mann–Whitney U-test, p = 0.052).

Table 2 Source of Infection for Antimicrobial Prophylaxis and/or Treatment

Body Systems Antimicrobial Use, n (%)

Prophylaxis, n (%) Treatment, n (%) Total, 
n (%)

Medical 
Causes

Surgical 
Causes

Community- 
Acquired

Hospital- 
Acquired

300 (100%)

None 48 (16.0%) 136 (45.3%) 184 (61.3%)

Respiratory system 1 (0.3%) 29 (9.7%) 20 (6.7%) 50 (16.7%)

Gastrointestinal 
system

1 (0.3%) 23 (7.7%) 3 (1.0%) 27 (9.0%)

Undefined site 1 (0.3%) 9 (3.0%) 1 (0.3%) 11 (3.7%)

Skin & soft tissue 9 (3.0%) 1 (0.3%) 10 (3.3%)

Urinary system 4 (1.3%) 2 (0.7%) 6 (2.0%)

Central Nervous 
System

5 (1.7%) 5 (1.7%)

Cardiovascular 
System

4 (1.3%) 4 (1.3%)

Bone & skeletal 
system

2 (0.7%) 2 (0.7%)

Ear, Nose, throat 1 (0.3%) 1 (0.3%)

Infection and Drug Resistance 2022:15                                                                                             https://doi.org/10.2147/IDR.S380693                                                                                                                                                                                                                       

DovePress                                                                                                                       
6369

Dovepress                                                                                                                                                          Ashour et al

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


Table 3 Quality Indicators of Antimicrobial Use at MUH, Egypt versus Previously Reported African Indicators

Quality Indicators Total N (%) Patients Admitted to Different Departments/Centers, n (%) Africa 
§ %

SMH OCMU General 
Surgery

ICUs Orthopedic 
Surgery

MUCH-M MUCH-S MUCH- 
ICUs

Cardio- 
Thoracic

Antimicrobial indication 
recorded (Yes)

300 (100%) 81 (100%) 75 (100%) 25 (100%) 19 (100%) (100%) 32 (100%) 13 (100%) 22 (100%) 7 (100%) 70.4%

Dose recorded (Yes) 300 (100%) 81 (100%) 75 (100%) 25 (100%) 19 (100%) 26 (100%) 32 (100%) 13 (100%) 22 (100%) 7 (100%) NA

Parenteral administration of 
antibiotics (Yes)

296 (98.6%) 78 (96.3%) 75 (100%) 25 (100%) 19 (100%) 26 (100%) 32 (100%) 13 (100%) 22 (100%) 6 (85.7%) 62.7%

Stop/Review history (Yes) 59 (19.6%) 10 (12.3%) 22 (29.3%) 7 (28%) 3 (15.8%) 0 (0%) 7 (21.9%) 1 (7.7%) 9 (40.9%) 0 (0%) 36.6%s

Local Guideline missing (Yes) 233 (77.6%) 81 (100%) 75 (100%) 25 (100%) 19 (100%) 26 (100%) 0 (0%) 0 (0%) 0 (0%) 7 (100%) 26.7%

Is the infection verified? (Yes) 75 (25%) 31 (38.3%) 1 (1.3%) 0 (0%) 9 (47.4%) 4 (15.4%) 12 (37.5%) 3 (23.1%) 14 (63.6%) 1 (14.3%) 14.6%
Clinically (pus) 3 1 2 1 1

C/S test 9 4 1 2 1 10
Imaging 13 5 1 7 2 1

Laboratory test 6 2 1 2

Number of patients on antibiotic 
combination

140 (46.6%) 42 (51.9%) 13 (17.3%) 3 (12%) 11 (57.9%) 25 (96.2%) 24 (75%) 7 (53.8%) 9 (40.9%) 6 (85.7%) NA

WHO AWaRe groups
Access 156 (52%) 10 (12.3%) 68 (90.7%) 22 (88%) 5 (26.3%) 3 (11.5%) 13 (40.6%) 13 (100%) 17 (77.3%) 5 (71.4%) NA
Watch 129 (43%) 64 (79%) 8 (8%) 3 (12%) 12 (63.2%) 22 (84.6%) 16 (50%) – 4 (18.2%) 2 (28.6%)
Reserve 15 (5%) 7 (8.6%) 1 (1.3%) – 2 (10.5%) 1 (3.8%) 3 (9.4%) – 1 (4.5%) –

Note: §Data from the Versporten et al 201816. 
Abbreviation: NA, Not available.
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Antimicrobial Drug Overview
The selection of antimicrobial drug classes varied among the departments. In surgical oncology, general surgery, pediatric 
departments, and cardiothoracic surgery, the most commonly prescribed initial antimicrobial drug group was aminope-
nicillin ± β-lactamase inhibitors. However, 3rd generation cephalosporins were the first group to be prescribed in the 
specialized medical hospital, ICUs, and orthopedic departments, Figure 1.

The use of antimicrobials combination was not uncommon; but, variable from one department to another. In general 
surgery and surgical oncology, the use of a single antimicrobial was the greatest with a percent of 88.0 and 82.67, 
respectively. The use of two antimicrobials was prevalent in orthopedic surgery (76.92%), pediatric medicine (62.5%), 

Table 4 Descriptive Statistics of Patients Who Received Antimicrobials for Surgical Prophylaxis, n (%)

Clinical 
Department

Time of Starting the First Antimicrobial Dose Duration of Antimicrobial 
Prophylaxis, No. of Patients (%)

All Patients for 
Surgical Prophylaxis

> 2–3 h. Before 
the Incision

< 2 h. Before 
the Incision

After the 
Incision

Single 
Dose

< 24 
Hours

> 24 
Hours

MUOC, 
Surgical 
oncology

6 (2.0%) 69 (23.0%) 75 (25.0%) 75 (25.0%)

General 
Surgery

1 (0.3%) 24 (8.0%) 25 (8.3%) 25 (8.3%)

Intensive care 
units

1 (0.3%) 1 (0.3%) 1 (0.3%)

Orthopedic 
Dept.

21 (7.0%) 2 (0.7%) 19 (6.3%) 21 (7.0%)

MUCH, 
Surgery wards

10 (3.3%) 10 (3.3%) 10 (3.3%)

Cardiothoracic 
surgery

4 (1.3%) 4 (1.3%) 4 (1.3%)

Figure 1 % Antimicrobial drug groups prescribed as a first choice at the different departments/centers. This bar chart shows that 3rd generation cephalosporins and 
fluoroquinolones are highly prescribed at SMH. Aminopenicillins ± β-lactamase inhibitors are the first to be prescribed at OCMU.
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and ICUs (59.09%). Three antimicrobials were used frequently in cardiothoracic surgery (71.43%) and pediatric surgery 
unit (46.15%), Figure 2. There was no statistically significant difference between the prescription of a single antimicro-
bial agent in surgical versus medical prophylaxis (X2 test value = 0.755, p = 0.355) and treatment of CAI versus HAI (X2 

test value = 0.333, p = 0.564).
The top five prescribed drug classes were aminopenicillin ± β-lactamase inhibitors (n = 130, 43.3%), 3rd generation 

cephalosporins (n = 87, 29.0%), fluoroquinolones (n = 26, 8.7%), 1st generation cephalosporins (n = 19, 6.3%), and 4th 

generation cephalosporins (n = 12, 4.0%). All these drugs were given 100% parenteral except ciprofloxacin (parenteral, 
92.3%) and for variable duration according to their indication. The aminopenicillin ± β-lactamase inhibitors and 1st 

generation cephalosporins were used for surgical prophylaxis (64.7% and 14.0%, respectively). The 3rd generation 
cephalosporins were the top used for medical prophylaxis (66.7%). The 3rd generation cephalosporins and aminopeni-
cillin ± β-lactamase inhibitors take the upper hand in the treatment of CAI (36.0% and 26.7%, respectively). The most 
commonly prescribed antimicrobials for HAI were aminopenicillin ± β-lactamase inhibitors (29.6%), 3rd generation 
cephalosporins (18.5%), fluoroquinolones (11.1%), and glycopeptides (11.1%). All the top 5 antimicrobials were more 
than 70% funded by MUH, Table 5.

Analysis of adult prescribed daily dose (PDD) for the top 5 antimicrobials revealed that aminopenicillin ± β- 
lactamase inhibitors were prescribed in a dosage of 3 g/day in 80.5% of patients; ceftriaxone dosage was 2 g/day in 
88.0% of patients; ciprofloxacin dosage was 750 mg/day in 53.8% of patients; cefazolin dosage was 2 g/day in 94.7% of 
patients; cefepime dosage was 2 and 3 g/day equally prescribed in 33.3% of patients. Dose adjustment was required in 
a percent of adult patients who received 3rd generation cephalosporins (36.7%), 4th generation cephalosporins (25.0%), 
fluoroquinolones (19.2%), and aminopenicillin ± β-lactamase inhibitors (2.3%), Table 5. Pediatric prescribed dosage for 
aminopenicillin ± β-lactamase inhibitors was 150 mg/kg/day in 88.4% of cases, ceftriaxone dosage was 100 mg/kg/day in 
75.0% of cases, and cefepime dosage was 100 mg/kg /day in 66.3% of cases. Fluoroquinolones and 1st generation 
cephalosporins were not prescribed in our pediatric patient sample. In addition, no dose adjustment was required in all 
pediatric cases.

Table 6 shows that some patients received other medications which may interact with the prescribed antimicrobial 
drug. Examples of these drugs include: omeprazole was chronically used in 6.0% of patients; digoxin and warfarin were 
chronically used in 2.33% of patients, and theophylline was used temporarily in 0.67% of patients.

Figure 2 The number of antimicrobials received per patient at the different departments/centers. This bar chart shows that a single antimicrobial agent was the choice in 
general surgery and OCMU (surgical unit). However, two and three antimicrobial agents are used in ICUs, MUCH, and cardiothoracic and orthopedic surgery. The number 
of antimicrobial drugs was converted into percent for graphical illustration.
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Discussion
In the current study, we adopted the survey method used by the ESAC14 to determine the prevalence and pattern of 
antimicrobial use at Mansoura University Hospitals (MUH), Egypt. The present survey comes in line with the Egyptian 
NAP which includes conducting baseline surveys of antimicrobial use among health professionals as a prerequisite for 
the implementation of awareness programs.11 Our survey revealed a high prevalence of antimicrobial use, mostly given 
by intravenous route, with the preference for broad-spectrum groups and combinations, few targeted therapy, limited 
stop/review history, and a shortage of local antimicrobial prescribing guidelines. Although the current survey reported 
some good points like documentation of antimicrobial indication and dosage, it demonstrates the necessity of building up 
and adhering to local guidelines and implementing ASP to reduce the development of AMR in Egypt.

Our study revealed that 79.15% of the surveyed inpatients at MUH received one or more antimicrobial drugs. This 
percentage is higher than what was reported by one Egyptian study which stated a prevalence rate of 59% in eighteen 
participating Egyptian hospitals20 and also higher than a prevalence of 50.0% reported in Africa by the global PPP.16 

Similar studies conducted in Europe showed a lower prevalence of antimicrobial drug use23 reaching 40.9% in 38 French 
hospitals.24 Several factors can affect the prevalence of antimicrobial use in different countries and hospitals. These 
factors may be related to patient characteristics and co-morbidities, the infection rate among hospital wards, and the 
effectiveness of infection control measures. Meanwhile, the current survey creates a good opportunity to improve 

Table 6 Patient Medications Interacting with the Prescribed Antimicrobials

Drug Group Drug Generic Name Route of 
Administration

Pattern of 
Therapy

Type of Drug-Antimicrobial 
Interaction

PPIs Omeprazole (n = 18, 6.0%) Oral (61.1%) Chronic use PK interaction – CYP 450 inhibition

Cardiac 
Glycosides

Digoxin (n = 7, 2.33%) Oral (85.7%) Chronic use PK interaction – renal excretion

Oral 
anticoagulants

Warfarin (n = 7, 2.33%) Oral (100.0%) Chronic use PD interaction – bleeding tendency

Xanthine Theophylline (n = 2, 0.67%) Oral (50.0%) Chronic use PK interaction – CYP 450 inhibitors or 
inducers

Table 5 Pharmaco-Epidemiology of Top Five Prescribed Initial Antimicrobials

Drug Generic Name n (%) The Main 
Indication

Route of 
Administration

Doses/ 
Day

Duration 
(Days)

Dose 
Adjustment

Mode of 
Payment

Aminopenicillin ± β- 
lactamase inhibitors

130 (43.3%) Surgical 

Prophylaxis 

(64.7%)

Parenteral 

(100%)

BID 

(69.2%)

3 (62.3%) 3/130 (2.3%) MUH 

(74.6%)

3rd generation 
Cephalosporins

87 (29.0%) Medical 

Prophylaxis 
(66.7%)

Parenteral 

(100%)

One 

(52.9%)

3 (31.0%) 32/87 (36.7%) MUH 

(85.1%)

Fluoroquinolones 26 (8.7%) Treatment of 

CAI (11.6%)

Parenteral 

(92.3%)

One 

(73.1%)

3 (42.3%) 5/26 (19.2%) MUH 

(80.8%)

1st generation 
Cephalosporins

19 (6.3%) Surgical 

Prophylaxis 

(14.0%)

Parenteral 

(100%)

BID 

(94.7%)

3 (100%) 0/19 (0.0%) MUH 

(78.9%)

4th generation 
Cephalosporins

12 (4.0%) Treatment of 

CAI (7.0%)

Parenteral 

(100%)

BID 

(41.7%)

5–7 

(41.7%)

3/12 (25.0%) MUH 

(91.7%)
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antimicrobial use practices by implementing local guidelines and ASP aiming to limit the overall use of antimicrobials, 
associated side effects, and economic cost.

By reviewing the indications of antimicrobials in this survey, it was reported that surgical prophylaxis had the highest 
percentage accounting for 45.3% of all prescriptions compared to 23.2% in Africa by the global PPP.16 The timing of the 
first antimicrobial dose was after the incision in 68.38% of patients. In addition, most of the patients (98.52%) received 
long courses of prophylactic antimicrobials (>24 h). This MUH practice is not in agreement with the guidelines for 
antimicrobial prophylaxis in surgery recommended by the American Society of Health-System Pharmacists (ASHP)25 

that recommend optimal time for administration of preoperative doses is within 60 min before surgical incision and 
a single antimicrobial dose or less than 24 hours course. In contrast, the European survey (ESAC) in 2009 demonstrated 
surgical antimicrobial prophylaxis was given for >24 h in 53% of patients.23 Similarly, long antimicrobial surgical 
prophylaxis duration was stated in 21% of patients in 38 French hospitals24 and all regions by the global PPP.16

The selection of antimicrobial agents varied according to the indication. Aminopenicillins ± β-lactamase inhibitors 
and 1st generation cephalosporins were the top two antimicrobials prescribed for surgical prophylaxis. Our results are in 
agreement with the French survey which reported that the 1st generation cephalosporins and penicillins combined with β- 
lactamase inhibitors were the most commonly used antibiotics for surgical prophylaxis.24 Likely, the choice of 
antimicrobial agent for surgical prophylaxis at MUH is in line with guidelines for surgical antimicrobial prophylaxis 
recommended by ASHP for most of the procedures.25 Contrarily, 1st generation cephalosporins, penicillins, and 
vancomycin represented only 12% of the whole antimicrobials provided for surgical prophylaxis in one Egyptian 
survey.20 Moreover, ceftriaxone was the top prescribed antimicrobial for surgical prophylaxis in Africa.16

Broad-spectrum antimicrobials such as 3rd generation cephalosporins were the mainstay for medical prophylaxis 
(39%) in the current survey. Compared to our findings, the French survey demonstrated the frequent use of co- 
trimoxazole (43.4%) and penicillin (16.1%) for medical prophylaxis.24 Similarly, co-trimoxazole was the most frequently 
used for medical prophylaxis (63.4%) worldwide.16 In a recent study, cephalosporins, anti-anaerobic, and vancomycin 
were the most commonly used drug classes across the internal medicine wards in Tikur Anbessa Specialized Hospital, 
Addis Ababa University, Ethiopia.26 Our findings highlight the importance to review with the physicians the exact 
indication of medical prophylaxis and avoid the unnecessary antimicrobial practice for inpatients. In an Egyptian survey, 
a large percentage of patients (14% of all antibiotic used) received antibiotics for medical prophylaxis with no medically 
accepted justification.20

Regarding the treatment of CAI, the 4th generation cephalosporins and fluoroquinolones were the most frequently 
used antimicrobials at MUH. Our results are in parallel with the European survey.14 On the other hand, the global PPP 
revealed that penicillins + β-lactamase inhibitor and the 3rd generation cephalosporins were the most commonly 
prescribed antibiotics for CAI followed by fluoroquinolones.16 Moreover, our survey revealed that aminopenicillin ± β- 
lactamase inhibitors, 3rd generation cephalosporins, fluoroquinolones, and glycopeptides were prescribed for HAI. In line 
with our findings, global PPP documented the use of penicillins with a β-lactamase inhibitor, fluoroquinolones, 
carbapenems, and glycopeptides for the treatment of healthcare-associated infections.16

Quality indicators (QIs) are used to assess antimicrobial prescription and set benchmarks for improvement. In the 
current survey, the indications of antimicrobial and dosage were reported in all cases which guarantee a good connection 
of diagnosis and treatment among all healthcare providers, and allow for reporting prescription reviewing and dose 
adjustment. In contrast, a lower percentage of reasoning was found in hospitals in Western (80.5%) Eastern (64%) and 
Southern (70%) Europe, Africa (70.4%), and Asia (73%).16 Parenteral antimicrobial administration is another QI that 
showed a high use percentage (98.6%) in our survey. Similarly, parenteral administration was common in eastern and 
southern Europe, Latin America, and West and Central Asia; although it was lower in Africa (62.7).16 This is probably 
due to the high use of broad-spectrum antimicrobials where their oral dosage forms are limited. Deciding the method of 
administration should be determined by some factors such as the infection severity, availability of an oral dosage form, 
and the sensitivity of the organism. Shifting from parenteral to oral administration of antimicrobials should be 
encouraged because it has many advantages including decrease in catheter-associated complications, costs, hospital 
stay, and is recognized as a key metric for stewardship programs in hospitals.27
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Another QI is the stop/review history of the prescribed antimicrobial. In the present survey, it was reported to be 
19.6%; meanwhile, it was 36.6% in Africa, 19.8% in West and Central Asia, and 51.6% in Northern Europe.16 Proper 
review of the antimicrobial administration within 48 h of the initiation, particularly when antimicrobials are started 
empirically, indicates the presence of a policy to prevent unnecessarily and/or long antimicrobial courses and ensures that 
the selected preparation and its administration route are appropriate for the patient when more diagnostic utilities become 
available.28

Concerns should be taken about the existence and adherence to local antimicrobial treatment guidelines. 
Unfortunately, local guidelines at MUH were not available in 77.6% of antimicrobial prescriptions. Also, a lack of 
treatment guidelines was reported among 19.2% of hospitals in the Global PPS and 26.7% in Africa; however, guidelines 
were more available in the West and Central Asia region (40.5%).16 Local guidelines are very crucial to monitor 
prescribing, improve adherence, and lower AMR. Hopefully, local guidelines were established at Mansoura University 
Oncology Center early in 2021 and more steps are going on at MUH.

In the current survey, the overall verification of infection and targeted treatment was 25% for antimicrobial 
prescription and greater in adult and pediatric ICUs. The global PPP documented nearly similar targeted antimicrobial 
treatment in Western Europe (26.1%), North America (23.9%), Latin America (26.5%); but a lower value in Africa 
(14.6%).16 This lower value of targeted therapy at MUH may be explained by greatly increased surgical prophylaxis at 
the time of the survey.

The current survey revealed that antimicrobial combination therapy is widely used in orthopedic and cardiothoracic 
surgery, ICUs, and pediatric medical wards. Similarly, 40% of patients in the French survey received more than one 
antimicrobial agent and one-third of them were hospitalized outside ICUs.24 The prescription of combined antimicrobial 
therapy outside ICUs is questionable and should be revised. Though, it was suggested that combination regimens may 
decrease mortality in severely ill patients with pneumococcal bacteremia29 and septic shock;30 such patients should be 
managed within ICUs according to the authors. Thus, it is important to further analyze the combined antimicrobial 
regimens prescribed at MUH to reach proper antimicrobial use.

We found that more than half of the prescribed antimicrobials in our survey were from the “Access” group of the 
WHO AWaRe classification,22 which have the highest use priority but retain the greatest risk of AMR. In addition, the 
relatively high use of the “Watch” group (43%) should be revised particularly the high use of ceftriaxone. However, the 
use of the “Reserve” group was low (5%) and mostly for HAI. In a recent PPP in Iraq, 62% of the prescribed antibiotics 
were from the “Watch” group and the “Reserve” group antibiotics were 9.8%.19

The WHO has set an adult-defined daily dose (DDD) for each antimicrobial agent which is the single most commonly 
prescribed daily dose worldwide. In the current survey, we reported that the prescribed daily dose (PDD) is the same as 
the DDD in the majority of patients who received parenteral aminopenicillins ± β-lactamase inhibitors, 1st and 3rd 

generation cephalosporins, and fluoroquinolones. Only 4th generation cephalosporins showed lower parenteral PDD than 
the WHO DDD in 33.3% of patients. This could be explained in part by variation in the drug choices, antimicrobial 
combination, and the duration of therapy and suggests that the WHO DDD should not be used as the sole measure of 
antimicrobial use.31

In this survey, we reviewed the drug history of the participants to assess possible drug–drug interactions with 
antimicrobials. Our results showed that 6% of the participants were on chronic oral omeprazole therapy. Omeprazole acts 
as an inhibitor of CYP2C19; thus, it can prolong the elimination of drugs that are metabolized by oxidation in the liver, eg, 
diazepam, warfarin, and phenytoin. Importantly, the combination of omeprazole with clarithromycin has been studied earlier 
because of its wide use in peptic ulcer treatment. Clarithromycin increased omeprazole plasma level which may affect either 
CYP3A4 substrates or hinder the absorption of drugs requiring gastric acidity.32 In addition, digoxin was reported to be 
prescribed to 2.33% of the participants in the current survey. Elevated digoxin serum concentration in patients receiving 
concomitant clarithromycin has been reported.33 Thus, serum digoxin concentration should be monitored in this situation.

Regarding oral anti-coagulants, our results showed that 2.33% of the participants were taking oral warfarin therapy at the 
time of the survey. It was reported that amoxicillin ± clavulanic acid led to an elevation of the INR when combined with 
warfarin, possibly by reducing vitamin K-producing gut flora.34 The FDA recommends close monitoring of prothrombin 
time and INR during and shortly after concomitant therapy with amoxicillin ± clavulanic acid or ciprofloxacin and warfarin. 
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We surveyed also theophylline where only 0.67% of the participants received it for a temporal indication. It was reported that 
theophylline clearance was decreased by 19–32% when combined with ciprofloxacin (1000 mg).35–37 Moreover, clinaflox-
acin or grepafloxacin reduced theophylline clearance by about 50%.38,39 If concomitant use cannot be avoided, it is 
recommended to monitor serum theophylline levels and adjust dosage as appropriate to avoid adverse reactions.40

The current point survey has strong points and some limitations. The strength includes the use of a simple data 
collection form that grantee data uniformity and validation. This allowed a good opportunity for comparisons with 
national, regional, and global PPP results. In addition, we assessed several quantifiable QIs to highlight benchmarking 
standards for use in establishing treatment guidelines and ASP. The limitations are first, we did not include all MUH 
wards or the specialized centers in this survey. So, antimicrobial practice does not employ the whole MUH use; however, 
specific recommendations and guidelines may be inferred at the ward level. Second, this point survey was the first to be 
conducted at MUH with no previous data for comparison. Because of the great value of repeated point prevalence 
surveys,41 repeated point surveys at MUH would be considered in the future and would be easier in data collection and 
analysis due to the new era of electronic filing.

Conclusion
The current point survey is the first to be conducted at MUH to assess the antimicrobial practice within the inpatient 
wards. We used a validated survey adopted by the ESAC method and subsequently our data could be compared to 
worldwide surveillance. Although it reports a high prevalence of antimicrobial use and combined antimicrobial therapy at 
a tertiary center in Egypt, it highlights key points for improving antimicrobials practice including the establishment of 
local guidelines and the implementation of ASP. The QIs studied showed good documentation, limited stop/review 
history, minimal route switching, and few targeted therapies. In addition, the survey tracked some important drug–drug 
interactions common with antimicrobial use.

Abbreviation
ASP, Antimicrobial Stewardship Programs; AMR, Antimicrobial resistance; ASHP, American Society of Health-System 
Pharmacists; CAI, community-acquired infections; CYP, Cytochrome P450; DDD, defined daily dose; ESAC, European 
Surveillance of Antimicrobial Consumption; HAI, hospital-acquired infections; ICUs, Intensive Care Units; INR, 
International Normalized Ratio; LMICs, Low and Middle-Income Countries; MUH, Mansoura University hospitals; 
NAP, National Action Plan; PDD, prescribed daily dose; PPS, point prevalence survey; QIs, quality indicators.
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