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ABSTRACT: Background: Gut microbiota alterations

have been found in prodromal and established Parkinson’s

disease (PD). Antibiotic exposure can have long-term effects

on the composition of human intestinal microbiota, but a

potential connection between antibiotic exposure and risk of

PD has not been studied previously.

Objective: To evaluate the impact of antibiotic exposure

on the risk of PD in a nationwide, register-based, case-

control study.

Methods: We identified all patients who were diagnosed

with PD in Finland during the years 1998 to 2014. Infor-

mation was obtained on individual purchases of orally

administered antibiotics during the years 1993 to 2014.

We assessed the association between prior antibiotic

exposure and PD using conditional logistic regression.

Results: The study population consisted of 13,976 PD

cases and 40,697 controls. The strongest connection

with PD risk was found for oral exposure to macrolides

and lincosamides (adjusted odds ratio up to 1.416; 95%

confidence interval, 1.053–1.904). After correction for

multiple comparisons, exposure to antianaerobics and

tetracyclines 10 to 15 years before the index date, sul-

fonamides and trimethoprim 1 to 5 years before the index

date, and antifungal medications 1 to 5 years before the

index date were positively associated with PD risk. In

post hoc analyses, further positive associations were

found for broad-spectrum antibiotics.

Conclusions: Exposure to certain types of oral antibi-

otics seems to be associated with an elevated risk of PD

with a delay that is consistent with the proposed duration

of a prodromal period. The pattern of associations sup-

ports the hypothesis that effects on gut microbiota could

link antibiotics to PD, but further studies are needed to

confirm this. © 2019 International Parkinson and Move-

ment Disorder Society

Key Words: antibiotic exposure; epidemiology; micro-

biota; Parkinson’s disease; risk factors

The cause of Parkinson’s disease (PD) remains unclear,
although a variety of genetic and environmental factors
appear to play a role in the pathogenesis. Known

environmental risk factors include pesticide exposure and
rural living, whereas smoking and coffee consumption
are associated with a lower risk of PD.1 Key factors in
PD pathophysiology seem to include mitochondrial dys-
function, oxidative stress, protein aggregation, and
neuroinflammation.2

It has been proposed that an exogenic factor such as a
micro-organism or toxin could initiate PD pathology.3 The
pathologic process in PD might begin in the submucosal
plexus of the enteric nervous system and spread retro-
gradely toward the central nervous system via pregangli-
onic axons of the dorsal motor nucleus of the vagus nerve.4

This hypothesis is supported by the observation that
truncal vagotomy is associated with a lower risk of
PD.5 Also, several gastrointestinal disorders, such as
constipation,6 irritable bowel syndrome (IBS),7 and inflam-
matory bowel disease8 are associated with a higher risk of
PD. Lewy-type pathology has been detected in the gastroin-
testinal tract up to 20 years prior to PD diagnosis,9 and
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prominent denervation of the gut in prodromal and

established PD has been demonstrated.10

The intestinalmicrobiota has an important role in protec-
tion against pathogens and in the maintenance of the struc-
tural integrity of the gut mucosal barrier, the production of
nutrients and signaling molecules, and the regulation of
microglia.11Antibiotic exposure can have long-term effects
on the diversity and composition of human intestinal
microbiota.12Although some antiinflammatory and neuro-
protective properties unrelated to antimicrobial effects have
been suggested for certain antibiotics,13 antibiotic exposure
has been recently linked to a number of disorders, including
colorectal cancer,14 Crohn’s disease,15 and certain psychi-
atric disorders.16

In PD, several studies have described alterations of
gut microbiota composition, and changes in fecal
microbiota abundance have been found to be associated
with gastrointestinal and motor symptoms.17,18 How-
ever, the cause of these changes is not known. We
hypothesized that higher antibiotic exposure is associ-
ated with increased PD risk.

Methods

We conducted a case-control study using data from the
Finnish Care Register for Health Care (HILMO), which
contains nationwide linkable data on all discharges from
inpatient care, day surgeries, and specialized outpatient
care.19 Data on specialized outpatient care includes all sec-
ondary and tertiary care outpatient visits in the public
healthcare system since 1998. All diagnostic data in the
HILMO register is coded according to the 10th version of
the International Classification of Diseases, which has been
in use in Finland since 1996. The diagnosis codes used for
this study are explained in Supporting Information
eTable 1.
We identified all patients who were discharged from

inpatient care or specialized outpatient care during the
years 1998 to 2014 with a diagnostic code of PD (G20)
from the HILMO register and acquired their discharge
data (Fig. 1). For each PD patient, 3 control subjects of
the same age (!1 year) and sex and who were living in
the same municipality were sought from a database
maintained by the Population Register Center. For con-
trols, HILMO register data were also acquired for the
year 2015 to exclude subjects who already suffered
from early PD in 2014 but who were only diagnosed in
2015. We obtained data from the Finnish National Pre-
scription Register (established in 1987) on whether the
subjects had been entitled to a special reimbursement of
medical expenses for treatment of PD and comparable
movement disorders (special reimbursement code
110, 10th version of the International Classification of

Diseases codes G20, G23, G24.1, G24.8, G90.3)
between the years 1987 and 2014. To be entitled to
special reimbursement for PD medication, the diagnosis
and need for treatment must be evaluated by a neurolo-
gist or a doctor working in a neurology unit and be jus-
tified to the insurance agency in writing.
For nearly all cases in Finland, the PD diagnosis is set

in the neurology department of public secondary or ter-
tiary healthcare units. However, in some occasions the
diagnosis of PD can be first set by a neurologist work-
ing in the private sector, which is not included in the
HILMO register. Hence a significant delay may occur
before the first visit to a public health care unit as a
result of PD. On the other hand, PD patients may have
mild clinical symptoms at the time of diagnosis not
requiring medication immediately, and the special reim-
bursement might be issued several years afterward.
Therefore, the index date was defined as the first time
when the patient was discharged with a PD diagnosis
or the date the patient was entitled to special reimburse-
ment for medication for PD, whichever occurred earlier.
Special reimbursement data between the years 1987
and 1997 were used only to exclude subjects who were
probably diagnosed with PD before the establishment
of the HILMO register.
The exclusion criteria are presented in the study flow

chart (Fig. 1). All subjects with a diagnosis of other move-
ment disorders (G21-G25, G90.3, and I67.3), schizo-
phrenia (F20), and those who were entitled to a special
reimbursement for indications other than PD (G23,
G24.1, G24.8, and G90.3) were excluded (Supporting
Information eTable 1). To take into account the uncer-
tainty of a PD diagnosis at a single visit and possible read-
ing errors, we considered the PD diagnosis to be reliable
if the subject had special reimbursement and at least 2 dis-
charges with a PD diagnosis at a neurology unit. For
those subjects with no special reimbursement for PD
medication, at least 3 discharges at a neurology unit with
a PD diagnosis were demanded. Cohen’s κ statistic was
used assess the consistency between discharge with a PD
diagnosis and eligibility for reimbursement for PD medi-
cation.20 Cohen’s κ (0.855) indicated a strong level of
agreement between these 2 methods for identifying PD
patients.
We obtained information on purchases of antibiotics

for systemic use between the years 1993 and 2014 from
the Finnish National Prescription Register. In Finland,
all antibacterial agents for systemic use are available by
prescription only and sold in licensed pharmacies, and
therefore all purchases are covered by this register. It
contains information on the type of medication pre-
scribed according to the Anatomical Therapeutic
Chemical classification system and the dispension dates
of the prescription since 1993. To avoid protopathic
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bias, only antibiotics purchased more than 1 year prior
to the index date were assessed.21 Because it has been
proposed that the lag between initiation and motor
manifestation could be several years,6 we decided to
assess antibiotic exposure in 3 separate time periods.
For each subject, the number of purchased antibiotic
courses 1 to 5 years prior to the index date was coun-
ted. For those subjects with a long enough observation
period, antibiotic exposure 5 to 10 and 10 to 15 years
before the index date was counted.
We assessed exposure to any type of systemic antibi-

otic (Anatomical Therapeutic Chemical classification
system groups J01, A02BD, A07A, and P01AB).
Besides overall exposure, exposure to antimycotics for

systemic use (J02), antianaerobic and nonantianaerobic
antibiotics,22 and 7 antibiotic categories (tetracyclines,
penicillins, other betalactam antibacterials, sulfon-
amides and trimethoprim, macrolides and lincosamides,
fluoroquinolones, and other antimicrobials) were ana-
lyzed separately (Supporting Information eTable 2).
The common usage of oral antibiotics in Finland is
described in the supplementary material (Supporting
Information eTable 3). In post hoc analyses, we classi-
fied the antibiotics based on the mechanism of action
(nucleic acid inhibition, cell wall synthesis inhibition, or
protein synthesis inhibition), antimicrobial spectrum
(broad or narrow spectrum, according to the Danish
Integrated Antimicrobial Monitoring and Research

FIG. 1. The study flow chart. PD, Parkinson’s disease patients; C, controls.
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Programme 2013)23 and their effect on the targeted
bacteria (bactericidal or bacteriostatic).24

To take into account a possible effect of infectious
burden, the number of hospitalizations and all dis-
charges as a result of bacterial and viral infections at
least 1 year before index date were assessed. Further-
more, we analyzed the history of discharges as a result
of bacterial pneumonia, urinary tract infection, skin
infections, gastrointestinal infections, bacterial meningi-
tis or encephalitis, sepsis, and other bacterial infections.
As other potential confounders, we assessed the his-

tory of chronic obstructive pulmonary disease (COPD)
as a proxy for smoking and potential PD risk factors
that could affect antibiotic exposure (IBS, ulcerative
colitis, Crohn’s disease, transient ischemic attack or
stroke, and Helicobacter pylori eradication). Data from
the Finnish National Prescription Register were used to
identify subjects with a history of H. pylori eradication.
We also calculated the Charlson Comorbidity Index,25

which includes several comorbidities possibly affecting
the risk of both PD and infection. All covariates were
identified by International Classification of Diseases
codes and measured prior to the index date (Supporting
Information eTable 1). Antibiotic exposure was
included in the adjusted model for antimycotic expo-
sure because antibiotic treatment may predispose to
fungal infections.
The statistical analyses were performed using IBM SPSS

Statistics version 24.0.0.1 (IBMCorp., Armonk, NY). For
baseline characteristics of the cohort, Fisher’s 2-sided
exact test was used for differences regarding the dichoto-
mous categorical variables. For polytomous categorical
variables, a chi-square test was used. The normality of the
data was assessed graphically by evaluatingQ-Q plots. An
unpaired t test was used to analyze the group differences
of baseline characteristics for normally distributed vari-
ables; otherwise the Mann-Whitney U test was used.
P values below 0.05were considered significant.
The odds ratio (OR) and 95% confidence intervals

(CI) were estimated for the association between PD and
number of antibiotic courses and bacterial infections,
respectively, by conditional logistic regression. For this
analysis, antibiotic exposure was classified into 0, 1, 2 to
4, and 5 or more purchases, if more than 5% of subjects
had purchased more than 2 courses within a certain cate-
gory. Otherwise, purchases were grouped as 0, 1, and 2 or
more. All discharges as a result of bacterial infections were
classified into 0, 1, and 2 or more discharges. The refer-
ence exposure group consisted of subjects without docu-
mented exposure to the specific antibiotic group. A
multivariate logistic regression was used to adjust for
potential confounders (Crohn’s disease, ulcerative colitis,
IBS, COPD, transient ischemic attack or stroke, Charlson
Comorbidity Index,H. pylori eradication, and viral infec-
tions). Although not considered necessary in the current

explorative setting,26 the false discovery rate (FDR) was
corrected using the Benjamini-Hochberg procedure27 for
potential associations between antibiotic exposure during
certain time periods and the risk of PD.
We ran sensitivity analyses to see whether the defini-

tion of a PD case affected our results. First, we tested a
more liberal approach with demanding only at least
1 discharge with a PD diagnosis from a neurology unit
and the entitlement to special reimbursement for PD
medication. In another sensitivity model, we used a stri-
cter approach for determining a PD case, demanding at
least 3 visits with a PD diagnosis at a neurology unit
and the entitlement to special reimbursement for PD
medication.
The study was conducted in accordance with the

Strengthening the Reporting of Observational Studies in
Epidemiology recommendations.28 Identifiers enabling
direct identification of the research subject were replaced
with research codes to maintain patient confidentiality.
The study design was approved by the Data Protection
Ombudsman from the Ministry of Social Affairs and
Health and by all the register authorities who have pro-
vided data for the research. Ethical approval is not
required for registry studies in Finland.

Results

After exclusions, the study population consisted of
13,976 PD cases and 40,697 matched controls, with a
median follow-up of 14.40 (interquartile range 10.06–
18.22) and 14.41 (interquartile range 10.08–18.24) years,
respectively (Table 1). History ofH. pylori eradication and
diagnoses of IBS and transient ischemic attack or stroke
were more common in PD cases, whereas the diagnosis of
COPDwas less common.
During the course of follow-up, 84.9% of PD patients

and83.6%of controls hadpurchased at least 1 antibacterial
course (P < 0.001). Penicillins were purchased most fre-
quently, constituting 22.8% of all purchases, followed by
other betalactams (22.3%), tetracyclines (18.6%), mac-
rolides and lincosamides (14.6%), sulfonamides and tri-
methoprim (10.0%), fluoroquinolones (7.3%), and other
antibacterials (4.4%). The use of antimycotics was less
prevalent: only 16.4% of PD cases and 14.7% of controls
had purchased at least 1 antifungal course (P < 0.001).
Most of the antifungals purchased were azoles (93.7%). In
total, 342,559 antibiotic courses and 22,049 antifungal
courses were bought during 770,439 person-years of
follow-up.
On average, PD patients had purchased more antibi-

otic courses than controls (6.32 vs. 6.25; P = 0.021),
whereas controls had more hospitalizations for bacte-
rial infections (0.19 ! 0.73 vs. 0.16 ! 0.65; P = 0.017)
and more discharges with a diagnosis of bacterial
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pneumonia (2.0% vs 1.6%; P = 0.003). However, there
were no statistically significant differences in the number
of all discharges because of bacterial or viral infections.

Antibiotic Exposure and PD

The association between the number of antibiotic
courses for each antibiotic class and risk of PDwas investi-
gatedwith a conditional logistic regression (Table 2). After
adjustment for potential confounders, most associations
for antibacterials were found for exposure 10 to 15 years
before the index date (Fig. 2). The connection was
strongest for macrolides and lincosamides, showing a
dose–response relationship between antibiotic exposure
and PD with an adjusted OR reaching 1.416 (95% CI,
1.053–1.904) for subjects who had purchased at least
5 courses 10 to 15 years before the index date, although
this finding did not remain statistically significant after
FDR correction (Fig. 2). After FDR correction, exposure
to antianaerobics and tetracyclines 10 to 15 years before
the index date and to sulfonamides and trimethoprim 1 to
5 years before the index date remained significantly associ-
ated with PD risk.

Exposure to antifungal medications 1 to 10 years
before the index date was also associated with a signifi-
cantly higher OR for PD (Table 2 and Fig. 2). The asso-
ciation was strongest for subjects who had purchased
at least 2 courses 1 to 5 years before the index date
(adjusted OR 1.255; 95% CI, 1.110–1.420) and
remained statistically significant after FDR correction.
Sensitivity analyses showed only modest changes

in the association between antibiotic exposure and
PD risk (Supporting Information eResults and eTables
4 and 5).
Because associations between antibiotic exposure

and PD risk were clearly different between antibiotic
classes and stronger for antianaerobics than for non-
antianaerobics, we ran post hoc analyses to investigate
whether the mechanism of action, bactericidicity, or
broadness of the antimicrobial spectrum would be
associated with the risk of PD. Although we did not
find convincing association for the mechanism of
action, bactericidity, or narrow-spectrum antibiotics,
there were associations between broad-spectrum anti-
biotics and PD risk (Fig. 3, Supporting Information
eTable 6).

TABLE 1. The baseline characteristics of PD cases and controls

Demographics PD cases Controls P

Number of subjects 13,976 40,697

Male, no. (%) 7876 (56.4) 22936 (56.4) 1.000

Age, mean ! SD, y 69.91 ! 9.74 69.87 ! 9.75 0.671

Special reimbursement for PD medication, no. (%) 13577 (97.1) - -

Number of discharges

Outpatient visits, median [IQR] 7 [2–17] 5 [1–15] <0.001

Hospitalizations, median [IQR] 2 [0–4] 1 [0–4] <0.001

Follow-up time, median [IQR], ya 14.40 [10.06–18.22] 14.41 [10.08–18.24] 0.769

Comorbidities

Charlson comorbidity index, mean ! SD 0.51 ! 0.87 0.53 ! 0.94 0.594

Irritable bowel syndrome, no. (%) 122 (0.9) 250 (0.6) 0.002

Crohn’s disease, no. (%) 29 (0.2) 101 (0.2) 0.420

Ulcerative colitis, no. (%) 115 (0.8) 269 (0.7) 0.051

Helicobacter pylori eradication, no. (%) 772 (5.5) 2004 (4.9) 0.005

Chronic obstructive pulmonary disease, no. (%) 227 (1.6) 1091 (2.7) <0.001

Transient ischemic attack or stroke, no. (%) 1203 (8.6) 3178 (7.8) 0.003

Antibiotic exposure and infections

Antibiotic courses, mean ! SD 6.32 ! 8.97 6.25 ! 8.84 0.021

Antifungal courses, mean ! SD 0.44 ! 1.76 0.39 ! 1.64 <0.001

All bacterial infections, mean ! SD 0.32 ! 1.17 0.36 ! 1.37 0.168

Bacterial pneumonia, no. (%) 221 (1.6) 804 (2.0) 0.003

Urinary tract infection, no. (%) 474 (3.4) 1414 (3.5) 0.666

Skin infections, no. (%) 287 (2.1) 907 (2.2) 0.228

Gastrointestinal infections, no. (%) 701 (5.0) 1956 (4.8) 0.327

Sepsis, no. (%) 62 (0.4) 215 (0.5) 0.242

Bacterial meningitis or encephalitis, no. (%) 4 (0.03) 17 (0.04) 0.622

Other bacterial infections, no. (%) 232 (1.7) 683 (1.7) 0.906

All viral infections, mean ! SD 0.10 ! 0.51 0.11 ! 0.74 0.253

Hospitalizations for bacterial infection, mean ! SD 0.16 ! 0.65 0.19 ! 0.73 0.017

Hospitalizations for viral infections, mean ! SD 0.04 ! 0.24 0.04 ! 0.27 0.501

PD, Parkinson’s disease; SD, standard deviation; IQR, interquartile range.
aTime between January 1, 1993 (the date when antibiotic purchase data is available) and the index date.
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FIG. 2. Adjusted odds ratios for Parkinson’s disease after exposure to antibiotics and bacterial infections. For antifungal exposure, antibiotic exposure

was also added to the adjusted model. aOR, adjusted odds ratio (adjusted for Crohn’s disease, ulcerative colitis, irritable bowel syndrome, chronic

obstructive pulmonary disease, transient ischemic attack or stroke, Charlson Comorbidity Index, Helicobacter pylori eradication, and viral infections);

CI, confidence interval. *Statistically significant after false discovery rate correction.
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Discussion

To our knowledge, this is the first study specifically
investigating the connection between exposure to antibi-
otics and PD.We found positive associations between oral
exposure to certain antibiotics and PD risk that showed
dependency on antianaerobic coverage, broadness of the
antimicrobial spectrum, and period of exposure. After
FDR correction, the exposure to antianaerobics and

tetracyclines 10 to 15 years before the index date and
to sulfonamides and trimethoprim 1 to 5 years before
the index date remained significantly associated with
PD risk.
In a study exploring association between rosacea and

PD, sensitivity analysis suggested that tetracycline expo-
sure regardless of rosacea appeared to be associated
with a very modest 2% reduction of PD risk.29 How-
ever, these results were not stratified by the duration

FIG. 3. Post hoc analysis: adjusted odds ratios for Parkinson’s disease. For antifungal exposure, antibiotic exposure was also added to the adjusted

model. aOR, adjusted odds ratio (adjusted for Crohn’s disease, ulcerative colitis, irritable bowel syndrome, chronic obstructive pulmonary disease, tran-

sient ischemic attack or stroke, Charlson Comorbidity Index, Helicobacter pylori eradication, and viral infections); CI, confidence interval.
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between antibiotic exposure and diagnosis of PD, mak-
ing direct comparisons with our findings difficult.
Infectious burden has also been associated with PD30

and potentially modifying the effect of antibiotic expo-
sure. We did not have information on the clinical indica-
tions of prescriptions of antimicrobial agents. However,
there were no statistically significant differences in the
number of discharges as a result of viral or bacterial
infections. Although controls had a higher prevalence of
pneumonia (2.0% vs. 1.6%), which may be explained by
their higher prevalence of COPD, their overall antibiotic
exposure was less than in PD patients (Table 1). If antibi-
otics in general would have acted as proxy for infection,
one would expect a stronger association between overall
antibiotic exposure and PD. However, the associations
found in this study were specific for certain antibiotic
classes and their antimicrobial spectrum. Altogether this
makes it unlikely that the observed associations are
explained by a generally higher infectious burden in the
PD group.
The delay of 10 to 15 years between the most strongly

associated antibiotic exposures and PD diagnosis
observed in this study is comparable to what has been
proposed as the lag between peripheral initiation and
motor manifestation of PD.6 This would also explain the
lack of association between antibiotic exposure 1 to
5 years before index date—if antibiotic exposure could
induce or contribute to the pathogenesis of PD in the gas-
trointestinal tract, it would probably take several years
before the clinical manifestation of PD. An exception is
our observation that exposure to sulfonamides and tri-
methoprim 1 to 5 years before the index date, but not
earlier, was associated with a higher risk of PD. This
could be explained by protopathic bias because these
antibiotics are mainly used against urinary tract infec-
tions that PD patients might be more susceptible to
already in the prodromal phase.31 On the contrary, it is
unlikely that the associations between exposure to cer-
tain antibiotics 10 to 15 years before the index date and
PD could be explained with protopathic bias. We
adjusted for several risk factors or prodromal symptoms
that could also be associated with antibiotic use, namely
IBS and inflammatory bowel disease. For gastrointestinal
disturbances such as small intestinal bacterial over-
growth or delayed gastric emptying that could increase
the probability of antibiotic exposure, there is no solid
evidence that they would be present already in the pro-
dromal phase.32 Truncal vagotomy has been associated
with a reduced PD risk, but such procedures were
extremely rare in Finland during our study period. Also,
we did not expect any plausible association between
vagotomy and antibiotic exposure.
Gut microbiome alterations have been described in

prodromal and established PD.18,33 Our study indicates
that a repetitive exposure to certain types of antibiotics,
rather than general or single exposure, is associated with

PD risk. Exposure to antibiotics can have long-lasting
impacts on the composition of the gut microbiota, which
consists predominantly of anaerobic bacteria.12 Broad-
spectrum antibiotics and those that are effective against
anaerobic bacteria have the strongest impact on gut
microbiota.34 Macrolides and lincosamides are mainly
excreted into the bile resulting in high concentrations in
feces.35 They cause profound, long-lasting effects on the
gut microbiota.12 The exposure to such antibiotics also
had the strongest associations with PD risk in our study,
supporting the hypothesis that microbiota alterations
could link antibiotic exposure and PD risk.
The alterations of microbiota composition caused by

antibiotic exposure may be linked to impaired gut muco-
sal barrier function36 and inflammation. Such changes of
the local mucosal microenvironment can trigger the over-
expression and aggregation of alpha synuclein in enteric
neurons.37 This could induce alpha synuclein–related PD
pathology in the enteric nervous system with subsequent
prion-like spread to the central nervous system.38 Thus,
even a transient peripheral trigger such as exposure to
oral antibiotics could induce a self-propelling pathophys-
iological cascade that leads to PD motor symptoms and a
diagnosis many years later. However, independent of the
gut microbiota alterations, antibiotics can also have
direct harmful effects on the gut epithelium,39 and gut
barrier dysfunction may expose the host also to other
exogenic pathogens or toxins that may be linked to PD
pathology.
The association between PD and antifungal exposure,

with a shorter latency between exposure and PD diagno-
sis when compared with antibacterials, was surprising.
This finding was adjusted for exposure to antibacterials
and is thus not explained by fungal infections that are
secondary to antibiotic use. The role of the mycobiome in
human health and disease is much less studied than that
of the bacterial component of the microbiota. Although
it is likely that oral antifungal medications induce
changes in the gut mycobiome,40 azoles can also directly
inhibit mitochondrial function, which is another poten-
tial link to PD.41

To have as accurate information as possible on when
PD was actually diagnosed, we defined the onset of PD
as the date of the first discharge with a PD diagnosis or
the date when special reimbursement for PD medication
was granted. In our data, the special reimbursement for
PD medication was granted within 2 years of the first
discharge with PD diagnosis in 90.5% of PD cases. The
validity of the HILMO register has been evaluated in
several studies, and the positive predictive value for
common diagnoses varies between 75% and 99%.19

Because data of the HILMO register have not been col-
lected primarily for the purposes of specific research
questions, we used strict inclusion and exclusion criteria
for the study to reduce the probability of reading errors
and misdiagnosis. We also used special reimbursement
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data to exclude subjects who were entitled to reim-
bursement for PD medication for other indications than
PD and those who were diagnosed with PD before the
year 1998.
Sensitivity analyses showed that our findings were not

susceptible to changes in the definition of a PD case.
However, the recording of subsidiary diagnoses has been
less accurate and therefore the data on comorbidities
must be interpreted with caution. Smoking may predis-
pose to respiratory infections giving rise to frequent anti-
biotic courses. Because information about smoking
status was not available, we used COPD as a proxy. The
higher prevalence of COPD in the control population is
in agreement with the known link between smoking and
reduced PD risk.42 Still, differential smoking prevalence
may not be completely accounted for. Thus, we cannot
exclude that this may have weakened the observed asso-
ciation between antibiotic exposure and PD.
Data on the use of antibiotics were based on drug

purchases, but the dosages and durations of antibiotic
exposure and patient compliance could not be assessed.
However, the observed dose–response relationship
between certain antibiotic purchases and PD risk sug-
gests that this measure reflects actual exposure. In Fin-
land, antibiotics used in in-patient units are not
included in the drug prescription register. Taking into
account that in our study population, patients had pur-
chased on average more than 6 antibiotic courses dur-
ing the follow-up, in comparison with an average of
less than 0.2 hospitalizations as a result of a bacterial
infection, this limitation is unlikely to have caused sig-
nificant bias. Finally, the classification of antibiotics
based on the range of antimicrobial action and effect
on the targeted bacteria is controversial.43 However,
we considered the post hoc analyses to be meaningful
to investigate the possible mechanisms behind the con-
nection between prior antibiotic exposure and PD in
this observational study setting.
Finally, the possibility of false positive findings must

be taken into consideration. Although not considered
necessary in an exploratory setting, we report FDR-
corrected results to adjust for multiple comparisons
regarding our primary analyses.
In conclusion, our results suggest that prior exposure

in particular to antianaerobic as well as broad-spectrum
antibiotics is associated with subsequent PD with a delay
of 10 to 15 years. A similar association was found for
antifungal medication with a delay of 1 to 10 years.
Although no conclusions regarding causality can be
made, it is plausible that oral antibiotic exposure is one
factor that makes the gastrointestinal tract more suscepti-
ble to PD pathology, increasing the risk of PD. The pat-
tern of associations may point to a role of gut microbiota
alterations in linking antibiotics and PD, but also other
local and systemic pharmacological effects must be taken
into consideration. Our findings demand confirmation

in different cohorts. However, if confirmed in future
studies, a connection between commonly prescribed oral
antibiotics and neurodegeneration could have major
implications for prescribing practices and public health.
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