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CDDFT STANDARDS FOR ANTI-INFECTIVE DRUGS 

 
The Trust Antibiotic Formulary (AF) will be the standard for the prescribing and use of anti-infective drugs, the AF 
will be:- 

 Maintained by the pharmacist responsible for antibiotics and published on the Pharmacy Website 

 Reviewed every two years with the Consultant Microbiologists. The review process will include 
consultation with Trust Consultant doctors, lead clinical pharmacists and Matrons. 

 Care group specific policies/guidelines should be included within the AF 

 Medicines included in the AF will be subject to the normal Clinical Standards and Therapeutics Committee 
processes. 

Antibiotics should be prescribed according to Department of Health recommendations: 
 
All antibiotic prescriptions for in-patients should be reviewed daily by the responsible Consultant’s team 
and this should be documented in the patient’s notes (see Antibiotic Prescribing Policy). 
 
A diagnostic indication for antibiotic use must be stated in the patients’ medical notes (see Antibiotic 
Prescribing Policy). 
 
A clear plan of treatment should be stated in the medical notes which should include the intended 
duration of treatment and the chosen antibiotic (see Antibiotic Prescribing Policy).  
 
A stop or review date must be annotated on every antibiotic prescription (see Antibiotic Prescribing 
Policy). 
 
Prescriptions for antibiotics prescribed by the intravenous route (IV) should be reviewed after 48 hours 
unless prescribed for an excluded condition as listed below, or if recommended by a Consultant 
Microbiologist. 
Exclusions from 48 hour review of IV antibiotic prescriptions 

o Infections that require high tissue concentrations of antibiotics:  
Meningitis   Encephalitis   Empyema   
Discitis  Septic arthritis   Osteomyelitis    
Lung abscess  Endocarditis   Prosthetic joint infection  
Severe cellulitis  Necrotising fasciitis  Infections in Cystic Fibrosis patients 

o Certain Bacteraemias:  
Pseudomonas   Staphylococcus aureus incl MRSA 
Yeast and fungal infections      Group A Streptococcus 
Enterococcus faecium 

o Neutropenia 
o Impaired gut absorption 
o No suitable enteral formulation is available 
o Critical care, oncology or paediatric patients 

 
Prescriptions for antibiotics prescribed by the oral route should be reviewed after 7 days unless 
prescribed for an excluded condition as listed below or if recommended by a Consultant Microbiologist. It 
is the prescriber’s responsibility to ensure that the appropriate duration of treatment is clearly indicated 
Exclusions from 7 day oral antibiotic review 

o Neutropenic patients 
o HIV positive patients 
o Patients with conditions requiring long term or prolonged antibiotic treatment for example:  
 Meningitis   Encephalitis   Brain and spinal abscess  
 Septic arthritis Osteomyelitis   Vascular graft infection  
 Endocarditis  Diabetic foot(Severe) Prosthetic joint infection    
 Cellulitis   Necrotising fasciitis  Psoas abscess  
 Empyema  Lung abscess   Liver abscess  
 Chronic prostatitis  Ascending cholangitis  Intra peritoneal abscess    
 Tuberculosis  Brucellosis   Pancreatic pseudocyst 
 Tularaemia  Bronchiectasis   Cystic Fibrosis patients 
o Patients with certain bacteraemias: 
 Pseudomonas    Staphylococcus aureus incl MRSA  
 Beta haemolytic streptococcus  Yeast and fungal infections  
 Group A Streptococcus  Enterococcus faecium 
o Other conditions where the recommended treatment duration given in this formulary is greater than 7 

days 
o Patients whose clinical condition has not improved, has deteriorated or in critical care areas 
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Guidelines for Prescribing Antibiotics 

 
Before antibiotics are prescribed there must be: 

 A full clinical examination and assessment which must be recorded in the medical notes to determine a 
working diagnosis of a bacterial infective process  

o Reference should be made to guidelines for specific disease states, e.g. CAP, COPD, UTI and 
specific tests included as appropriate 

o Appropriate cultures if possible must be taken and sent to microbiology before antibiotics are 
commenced and the results of these when available must be actively sought and recorded in the 
medical notes as part of the daily assessment of the patient.  

 
It is expected that there will be both: 

 Clinical indicators of a bacterial infective process present: 
o Sustained or recurrent body temperature >38

o
C or < 36

o
C (or any temp in those <6 months old) 

o Neutrophilia 
o Abnormal CRP (generally > 50) 

 Symptoms/signs of a bacterial infection: 
o In younger patients these will generally be focal 
o In elderly patients and those < 6 months old these may be non specific: 

 Increased or new confusion 
 Unusually lethargic or irritable 
 Off food 
 Incontinent when previously continent 

 
A clear plan of treatment and evidence of daily monitoring for response (including relevant test results and clinical 
indicators) recorded in the medical notes.  Provision should be made for a plan to cover the weekend when it may 
not be possible to undertake daily review. 
 
Antibiotic prescriptions must be written in accordance with Trust Standards (see page 2 of Antibiotic Formulary) 
with due regard to duration and route of administration. A usual course of antibiotic treatment lasts 5-7 days. It is 
rarely necessary to give an antibiotic for more than 10-14 days, unless a deep-seated infection is being treated 
i.e. osteomyelitis or endocarditis. The duration of therapy should be clearly indicated on the treatment 
prescription. Pharmacists are authorised to annotate stop/review dates on antibiotic prescriptions.  
 
Antibiotic selection should be in line with the Trust Antibiotic formulary unless according to culture and sensitivity 
results or previous isolation of resistant organisms or allergy status. Dosages given are generally those for adults 
with normal renal and hepatic function 

 

In penicillin allergy a suitable alternative is usually given in this document. Cephalosporins and 

Carbapenems should be used with caution in patients with a clearly documented penicillin allergy, as there 

is up to a 10% chance of cross reactivity. Please refer to the Trust Penicillin Allergy flow chart(Appendix 6).   
 
Always check the medical alert for previous MRSA or Clostridium difficile infection prior to prescribing.  

 For patients who have previously been infected or colonised with MRSA and now need antibiotics for an 
acute infection, consider using antibiotics that will cover MRSA. 

 For patients who have had Clostridium difficile infection in the past only prescribe empirical antibiotics 
when bacterial infection highly likely and avoid high risk antibiotics for selection of Clostridium difficile 

 
If a patient has received two or more courses of an antibiotic please seek advice from 
Microbiology before initiating a further course.  
 

Advice on antibiotic therapy during working hours can be obtained from:  

Consultant Microbiologists                                  Antibiotic Pharmacists 

Dr David Allison Ext 32430                                  Stuart Brown Ext 32465 or bleep 4322 (via UHND Switch) 

Dr Deepa Nayar Ext 32613                                  Jill Ross        Ext 43408 

Dr Ling Lim Ext 32988 

Dr Catherine Aldridge Ext 32988  

Dr John Sloss Ext 43241    

 

For out of hours please contact on-call Microbiologist through switchboard for advice.   
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BONE AND JOINT INFECTIONS 
 
These are, by definition, COMPLEX infections. ALL bone and joint infections must be discussed with 
Consultant Microbiologist for advice on appropriate choice and duration of antibiotic therapy.  

 
INFECTION PROBABLE ORGANISMS ANTIBIOTICS Dose Freq. Route COMMENTS 

Acute  
Osteomyelitis 

 
 

Adults:  
Staphylococcus 
Aureus, 
Group A Streptococci, 
Strep Pneumoniae 
 
Neonates and children:  
a variety of potemtial 
pathogens – MUST 
CONSULT WITH 
CONSULTANT 
MICROBIOLOGIST FOR 
ADVICE 
 

 
Flucloxacillin 
+ 
Rifampicin* 

 
Penicillin allergy: 
Please discuss 
with Consultant 
Microbiologist 

 
2g 
 
300mg 
 
 
  

 
6 hourly 
 
12 hourly 
 
 
 

 
IV  
 
Orally 
 
 
 

Ideally therapy should be 
delayed until 
Microbiological 
diagnosis is confirmed. 
A blood culture should be 
taken before commencing 
therapy.  Ideally bone, 
tissue or deep pus culture 
is required and is essential 
if blood cultures are 
negative. 
ALL CASES MUST BE 
DISCUSSED WITH 
CONSULTANT 
MICROBIOLOGIST. 
 
May need 4-6 weeks of 
treatment 

Chronic  
Osteomyelitis 

Staphylococcus 
aureus 
Streptococcus sp. 
Coliform sp. 
Pseudomonas sp. 

APPROPRIATE specimens are essential before treatment, i.e. bone or 
deep tissue sample. Empirical therapy should be avoided and treatment 
based on culture and sensitivity results. Superficial swabs from a chronic 
sinus may yield mixed bacteria that are only colonising the tract AND 
HENCE ARE OF LIMITED VALUE.   

Septic 
Arthritis 

Staphylococcus 
aureus 
Streptococcus sp. 

 
 
Non Gram positive Cocci 
e.g. Coliforms – antibiotic 

choice dependent on 
sensitivities please seek 
advice from a Consultant 

Microbiologist  

 

 
Flucloxacillin 
+ 
Rifampicin* 

 
Penicillin allergy: 
Please discuss 
with Consultant 
Microbiologist 

 
2g 
 
300mg 
 
 
  

 
6 hourly 
 
12 hourly 
 
 
 

 
IV  
 
Orally 
 
 
 

A blood culture and a 
specimen of synovial fluid 
should be obtained and 
sent promptly to 
Microbiology before 
antibiotics are started. 
Please seek advice from 
Consultant Microbiologist. 
Treat empirically as shown 
and amend according to 
culture & sensitivity. 
 
May need 4-6 weeks of 
treatment  

Prosthetic Joint 
Infections / 
Infected Metal 
Work 

Variable These should be discussed between  a Consultant Orthopaedic Surgeon and a 
Consultant Microbiologist 

*Rifampicin has significant drug interactions, refer to appendix 1 of current BNF and check patients‟ medications for 
interactions, additionally see advice on hepatic impairment in current BNF & monitor patients LFTs whilst on Rifampicin. 
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CARDIOVASCULAR SYSTEM         
 

INFECTIVE ENDOCARDITIS 
 
A diagnosis of infective endocarditis should be considered WHEN THERE IS NO OTHER CLEAR 
FOCUS OF INFECTION, and patient presents with fever and any of the following:-  
 

 a new murmur 

 previous valve replacement 

 pacemaker  

 positive Staphylococus aureus blood culture 
 
All patients with confirmed or suspected endocarditis should be referred to a Cardiologist and discussed 
with a Microbiologist as soon as possible. If endocarditis is confirmed they should be managed by a 
Cardiologist in conjunction with a Microbiologist. 
 
It is essential that blood cultures are taken prior to antimicrobial therapy where possible:- 
 

 In patients with a chronic or subacute presentation, three sets of blood cultures should be taken 
from peripheral sites with ≥6 h between them prior to antimicrobial therapy 

 In patients with severe sepsis or septic shock at the time of presentation, two sets of blood 
cultures should be taken at different times from different sites within 1 h prior to antimicrobial 
therapy. If this proves difficult, do not delay therapy in a critically septic patient. 

 
In nearly all cases therapy can be delayed until definitive diagnosis can be made from blood cultures, 
which will determine the appropriate therapy, on advice from the Microbiologist and Cardiologist 
according to current guideline (see references). If antibiotic therapy is necessary before a bacterial 
diagnosis is made, then the initial “blind” therapy is as shown below. This regime must be reviewed 
no later than 48 hours after starting. If there is renal impairment, discuss dosage with a 
microbiologist. 
 
INFECTION ANTIBIOTICS Dose Freq. Route COMMENTS 

Native valve 
Endocarditis (NVE) – 
indolent presentation 

 

Amoxicillin 

+  
Gentamicin 

2g 
 
1mg/kg  
(max 120mg) 

4 hourly 
 
12 hourly 
 
 

IV 
 
IV 
 
NO ORAL 
STEPDOWN 

ENSURE ALL ANTIBIOTICS ARE 
REVIEWED AFTER 48 HOURS. 

 

NVE – Acute 
Presentation, severe 
sepsis, intravenous 
drug user or lines 
(long or central)   

Vancomycin 
 

+ 
Gentamicin 

* 

 

1mg/kg  
(max 120mg) 

* 

 

12 hourly 
 

IV 
 
IV 
 
NO ORAL 
STEPDOWN 

ENSURE ALL ANTIBIOTICS ARE 
REVIEWED AFTER 48 HOURS. 
 
If suspected adverse reaction to 
Vancomycin then discuss with 
Microbiology 

Prosthetic valve 
Endocarditis (PVE) – 
less than 12 months 

 

Vancomycin 
 

+ 
Gentamicin 
+ 
 
Rifampicin 

 * 
 

1mg/kg (max 
120mg) 
 
600mg 

* 

 
12 hourly 
 
 
12 hourly 

IV 
 
IV 
 
 
Oral 
 
NO ORAL 
STEPDOWN 

ENSURE ALL ANTIBIOTICS ARE 
REVIEWED AFTER 48 HOURS. 
 
 If suspected adverse reaction to 
Vancomycin then discuss with 
Microbiology 
 
Monitor LFT’s while prescribed 
Rifampicin 

PVE – greater than 12 
months 

Manage as per NVE 

* Refer to Vancomycin policy for information on dosing and levels (Appendix 3)  
 Gentamicin Target Levels: Pre < 1mg/L and Post: 3-5mg/L. See Gentamicin policy for more details 
 
References:

  

Guidelines for the diagnosis and antibiotic treatment of endocarditis in adults: a report of the Working Party of the British Society for 
Antimicrobial Chemotherapy. JAC 2012(67)269-89 
 
European Society of Cardiologists Guidelines on the prevention, diagnosis and treatment of infective endocarditis.  EHJ 2009(30)2369-2413 
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CENTRAL NERVOUS SYSTEM     
  
Suspected Infectious Meningitis (no microscopy available yet) 
 
Age < 50 years:   Ceftriaxone 2g stat then 2g IV 12 hourly  
Age > 50 years OR alcoholic OR debilitating disease OR impaired cellular immunity: 
 Ceftriaxone 2g stat the 2g IV 12 hourly PLUS Amoxicillin 2g IV every 4 hours 
True Penicillin allergy substitute chloramphenicol(!) for ceftriaxone (chloramphenicol dose as in table below)  
 

Investigations:  

 lumbar puncture (LP) if appropriate and not contra-indicated 

 blood cultures 

 peripheral blood for glucose & routine blood tests 

 EDTA blood sample for polymerase chain reaction for Meningococcus and Pneumococcus 

 nasopharyngeal and throat swab  

 plain clotted blood for meningococcal serology with a request for this to be stored 
 
Treatment of meningococcal septicaemia is an emergency, treatment should have been started before admission and 
parenteral treatment should be continued within minutes of the patient arriving in A&E department after taking blood cultures.   
LP is generally not indicated in meningococcal septicaemia without meningitis.  In patients with features of meningitis treat 
immediately before LP. 
 
Please note: 

 All suspected cases of meningitis are notifiable diseases and Public Health should be informed by 
the clinical team. 

 A travel history must be sought. 

 Refer to sections below for advice on prophylaxis 
 
Infectious Meningitis with positive microscopy 
 

GRAM STAIN PROBABLE 
ORGANISMS 

ANTIBIOTICS Dose Freq. Route COMMENTS 

Gram negative 
diplococci 
 

Neisseria 
meningitidis 

Benzylpenicillin 
or 
Ceftriaxone 

2.4g 
 
2g stat then 
2g 

4 hourly 
 
 
12 
hourly 

Slow IV injection or 
infusion  
 
IV 
NO ORAL 
STEPDOWN 

If benzylpenicillin is 
prescribed need to give 
eradication treatment 
with rifampicin for 2 
days prior to discharge. 
Treat for minimum of 
7 days 

Gram positive  
Diplococci 

Streptococcus  
pneumoniae 

Ceftriaxone  
 
 

2g stat then 
2g 
 
 

 
12 
hourly 
 
 

 
IV 
NO ORAL 
STEPDOWN 

Treat for 10-14 days 

Due to vaccination 
programme H. 
influenzae meningitis is 

rare  

Gram negative 
Coccobacilli 

Haemophilus 
influenzae 

Gram positive 
 Bacilli 

Listeria 
monocytogenes 

Amoxicillin 
+ 
Gentamicin* 

2g 
 
* 

4 hourly 
 
* 

IV 
 
IV 
NO ORAL 
STEPDOWN 

Treat for 10-14 days 

With inconclusive 
Microscopy 

Polymicrobial Ceftriaxone  2g stat then 
2g 

 
12 
hourly 

 
IV 
NO ORAL 
STEPDOWN 

Treat for 10-14 days 

In True Penicillin 

Allergy 

 Chloramphenicol
(!) 

25mg/kg  
(reduce as 
soon as 
clinically 
possible to 
12.5mg/kg) 

6 hourly IV 
NO ORAL 
STEPDOWN 

All cases must be 
discussed with a 
Consultant 
Microbiologist 
especially if a history 
of  recent travel. 
Treat for 10-14 days 

* See introduction and synergistic use of Gentamicin infections at appendix 2 for dosing regime. 

 (!) Chloramphenicol in rare instances can cause fatal aplastic anaemia 
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CENTRAL NERVOUS SYSTEM cont…. 
 
Viral Encephalitis 
 
If lymphocytic CSF findings are reported and patient is started on Aciclovir on clinical grounds of viral encephalitis, please seek 
urgent neurological opinion and organise an MRI scan. Discuss with Microbiologist and request Viral PCR including Herpes 
Simplex Virus and Varicella Zoster Virus. 
 
Aciclovir 10mg/kg IV 8 hourly for at least 10 days (possibly 14-21 days). For obese patients use ideal body weight  

 

 THERE IS NO ORAL STEP DOWN 

 
Viral Meningitis 

 
This can be distinguished from viral encephalitis on clinical and MRI findings. Most cases are self-limiting 
and do not require antiviral therapy. Lymphocytic CSF findings may still be reported and if in doubt 
please discuss with Consultant Microbiologist.    

 
Prevention of secondary cases of Meningococcal Meningitis.  

 
See Infection Control Policy “Management of Meningococcal Disease within County Durham & Darlington NHS Foundation 
Trust”.  
 

Prevention of secondary cases of Meningococcal Meningitis 

1 month – 4 years old 5-12 years old > 12 years old Pregnant women 

Ciprofloxacin 125mg oral 
single dose (unlicensed 
indication) 
 
Alternative 
Less than 12 months 
Rifampicin 5mg/kg oral every 
12 hours for 4 doses 
 
Greater than 12 months 
Rifampicin 10mg/kg max 
600mg 

Ciprofloxacin 250mg oral 
single dose (unlicensed 
indication) 
 
Alternative 
Rifampicin 10mg/kg (max 
600mg ) oral every 12 hours 
for 4 doses 
 
OR 
Ceftriaxone 125mg IM single 
dose (unlicensed indication) 

Ciprofloxacin 500mg oral 
single dose (unlicensed 
indication) 
 
Alternative 
Rifampicin 600mg oral every 
12 hours for 4 doses 
 
 
OR 
Ceftriaxone 250mg IM single 
dose (unlicensed indication) 

Ciprofloxacin 500mg oral 
single dose (unlicensed 
indication) 
 
Alternative 
Ceftriaxone 250mg IM single 
dose (unlicensed indication) 

 
Advice on who should receive prophylaxis must be obtained from the Consultant in Communicable Disease Control (contact 
via switchboard) or if out of hours the on call Public Health Clinician (contact via switchboard). For further information please 
refer to Guidance for public health management of meningococcal disease in the UK 
 

 

Prevention of secondary cases of Haemophilus influenzae type b disease.   

 

Advice on who should receive prophylaxis can be obtained from the Consultant in Communicable Disease Control (contact 

via switchboard) or if out of hours the on call Public Health Clinician (contact via switchboard). Please discuss with a 

Consultant Microbiologist. 
 
 

Brain abscess  
 
Contact local Neurosurgery Department for advice on management of patient.  Further advice may be 
sought from a Consultant Microbiologist. 
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EAR NOSE & THROAT 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Route COMMENTS 

Dental Infections  Oral microflora, 
polymicrobial 

Amoxicillin 
+  
Metronidazole 
If not responding 
 
Penicillin allergy 
Clarithromycin 
+  
Metronidazole 
If not responding 

500mg 
  
400mg  
 
 
 
 

500mg 
 
400mg 

8 hourly  
 

8 hourly  
 
 
 
 
12 hourly 
 
8 hourly 

Oral  
 

Oral 
 
 
 
 
Oral 
 
Oral 

Treat for 7 – 10 days 

Acute Sinusitis: 
Mild to moderate 

S pneumoniae 
H Influenzae 
Viruses 

Reserve antibiotics for those with pain or muco-purulent discharge after 7-10 days 
of symptomatic treatment with decongestant and analgesia 

Sinusitis: Severe or 
failed symptomatic 
treatment 

Amoxicillin 
Or 
Co-amoxiclav 
 
Penicillin allergy 
Doxycycline 
200mg stat then 

500mg 
 
625mg 
 
 
 
100mg 

8 hourly 
 
8 hourly 
 
 
 
Daily 

Oral 
 
Oral 
 
 
 
Oral 

Treat acute for 7 days, 
chronic for 14 days 

Mastoiditis S pneumoniae 
S. aureus 
H Influenzae 
 

Amoxicillin 
If antibiotics in 
previous month: 
Co-amoxiclav 

500mg 
 
 
625mg – 
1.2g 

8 hourly 
 
 
8 hourly 

Oral or 
IV 
 
Oral 
IV 

Refer to an ENT 
specialist 

Pharyngitis 
Sore Throat 

Majority of sore throats are viral; most patients do not benefit from antibiotics.  Sore throats take about 8 
days to resolve.  Patients with 3 out of 4 of the following: history of fever, purulent tonsils, cervical 
adenopathy, absence of cough OR a history of otitis media may benefit more from antibiotics.  Antibiotics 
only shorten duration of symptoms by 8 hours; need to treat 30 children and 145 adults to prevent one case 
of otitis media. 

Tonsillitis: 
Exudative or diffuse 
erythema 

Group A,C, G Strep 
Viruses 
Infectious 
mononucleosis 

Penicillin V 

 
Penicillin allergy 
Clarithromycin 

500mg 
 
 
500mg 

6 hourly 
 
 
12 
hourly 

Oral 
 
 
Oral 

Treat for 10 days if group 
A streptococcus 
suspected 
Many infections are 
viral and antibiotics not 
indicated 

Epiglottitis  Group A Strep 
H Influenzae  

Ceftriaxone 

 
Penicillin allergy 
Chloramphenicol 

2g 
 
 
25mg/kg  
(reduce as 
soon as 
clinically 
possible to 
12.5mg/kg
)  

12 
hourly 
 
6 hourly 

IV 
 
 
IV 

Potentially life 
threatening, contact ENT 
or anaesthetic on call. 
 
Discuss with Consultant 
Microbiologist 

Peritonsillar 
cellulitis and 
abscess (Quinsy) 

Group A Strep 
H Influenzae 
Bacteroides sp 

Co-amoxiclav 

 
Penicillin allergy 
Discuss with 
Consultant 
Microbiologist  

1.2g 
 
 
 

8 hourly 
 
 
 

IV 
 
 

Send pus for culture  
 
Discuss with a 
Consultant 
Microbiologist. 

Otitis externa 
Chronic 

Usually secondary to 
seborrhea 

Sofradex OR Otosporin ear drops + 
selenium sulphide shampoo 

topically Control dandruff with 
shampoo 

Otitia externa 
Malignant  

Pseudomonas 
aeruginosa 

Piperacillin 
/tazobactam 

4.5g 8 hourly IV Risk groups: diabetes, 
AIDS, chemotherapy 
Seek advice from ENT 
specialist 

Otitis externa 
Swimmers ear 

Pseudomonas sp 
Coliforms 
Proteus sp 
Rarely fungi 

Ofloxacin or Ciprofloxacin (eye) drops 
OR 
Sofradex or Otosporin ear drops or 
Otomize ear spray 

topical Gentle cleaning and 
drying before application 
of ear drops.  Avoid 
ointments. 

Acute: S.aureus Flucloxacillin 500mg 6 hourly oral 
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Otitis media 
(Many are viral. 
Illness resolves 
over 4 days in 80% 
without antibiotics. 
See comments) 

S pnuemoniae 
H Influenzae 
M Catarrhalis 
Viruses 

Amoxicillin 

 
Penicillin allergy 
Clarithromycin  

500mg 
 
 
500mg 

8 hourly 
 
 
12 hourly 

Oral 
 
 
Oral 

Children with otorrhoea 
or <2 years with bilateral 
acute otitis media have 
greater benefit but are 
still eligible for delayed 
prescription. 

Oral candidiasis C Albicans Nystatin suspn. 1ml 6 hourly Oral Swish around mouth 
then swallow.  Treat for 7 
days or 2 days after 
lesions have healed 
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GASTROINTESTINAL SYSTEM 
 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Route COMMENTS 

Gastroenteritis 
 
 

Salmonella 
Shigella 
Viruses 

Antibiotics are not usually indicated. Gastroenteritis is frequently non bacterial. 
Treat bacterial gastroenteritis with antibiotics only if systemic invasion suspected, if 
treatment is indicated then Ciprofloxacin

+
 500mg orally 12 hourly for 5 days should be used.  

Campylobacter  Erythromycin 

 
 

500mg 
 
 

6 hourly 
 
 

Orally 
 
 

Antibiotics  should only be 
considered in severe cases 
& are thought to be effective 
if given in the first 4-5 days 
of illness  

E Coli O157 Antibiotics are generally contra-indicated because the resulting cell lysis pre-disposes to SIRS.  
Seek advice from the Consultant Microbiologist. 

Helicobacter Pylori 
Eradication 

Treat for 7 days. For recommended regimes see BNF section 1.3. Eradication is beneficial in DU, GU and low grade 
MALTOMA, but NOT in GORD.  In NUD, 8% of patients benefit. 

Biliary tract 
infections (including 
Cholecystitis and 
Cholangitis) 
 
If sepsis suspected 
refer to Septicaemia 
Section 

Bacteroides sp  
Enterococcus sp  
Coliforms  

Co-amoxiclav 

 
If unwell consider 
single dose of 
Gentamicin 

 
Penicillin allergy 
Teicoplanin + 
Ciprofloxacin + 
Metronidazole 

1.2g 
 
 
 
* 
 
 
# 
400mg 
500mg 

8 hourly 
 
 
 
* 
 
 
# 
12 hourly  
8 hourly 

IV 
 
IV 
 
 
 
IV 
IV 
IV  

Co-amoxiclav has adequate 
anaerobic activity i.e. addition 
of metronidazole NOT 
necessary. 
 
Ensure relevant cultures taken 
i.e. blood culture 
 
Review after 5-7 days 

Peritonitis   
Or 
Abdominal abscess 
 

S. aureus 
Coliforms  
Enterococcus sp  
Clostridium sp 
Bacteroides sp 

Co-amoxiclav 
 
+ STAT 
Gentamicin 

 
Penicillin allergy 
Teicoplanin + 
Ciprofloxacin + 
Metronidazole 

1.2g 
 
 
* 
 
 
# 
400mg 
500mg 

8 hourly 
 
 
* 
 
 
# 
12 hourly  
8 hourly 

IV 
IV 
 
 
 
 
IV 
IV 
IV  

Co-amoxiclav has adequate 
anaerobic activity i.e. addition 
of metronidazole NOT 
necessary 
 
Ideally aspirate peritoneal fluid 
for culture before administering 
first dose. 
 
 Ensure blood culture taken 
ideally before antibiotics 
 
Review after 5-7 days, if 
treating for an abscess a 
longer course may be 
required 

Mild or Moderate 
Pancreatitis. 
Glasgow Score < 3 
(see below) 

Antibiotics are not indicated for uncomplicated pancreatitis (without necrosis) especially when due to 
alcohol abuse.  1-9% become infected but prospective studies show no advantage of prophylactic 
antimicrobials.  Observe for pancreatic abscesses or necrosis. 
  

Acute Pancreatitis  
without necrosis and  
Glasgow prognosis 
score > 3  
(see below) 

 

S. aureus 
Coliforms  
Enterococcus sp  
Clostridium sp 
Bacteroides sp 

 
Co-amoxiclav 
+ STAT 
Gentamicin 

 
Penicillin allergy 
Teicoplanin + 
Ciprofloxacin

 
+ 

+ Metronidazole 

 
1.2g 
* 
 
 
 
# 
400mg 
500mg 

 
8 hourly 
* 
 
 
 
# 
12 hourly  
8 hourly 

 
IV 
IV 
 
 
 
IV 
IV 
IV  

Antibiotics prophylaxis is 
controversial and is not 
supported by double 
blind randomised trial or 
from analysis of pooled 
trial results, the BSG has 
not reached a consensus 
on its use.  Give for max 
of 7 to 10 days. 

Severe Acute 
Necrotising 
Pancreatitis with 
pancreatic necrosis 
>30% on MRI   

(patient will be in 
ICU) 

S. aureus 
Coliforms  
Enterococcus sp  
Clostridium sp 
Bacteroides sp 
Pseudomonas 
species 

 
Meropenem 

 
1g 

 
8 hourly 

 
IV 

Antibiotic prophylaxis 
with Meropenem is only 
indicated when evidence 
of significant pancreatic 
necrosis of >30%. 
Give for a max of 7 to 10 
days. 

Severe Pancreatitis 
with infected 
necrosis or 
pseudocyst  
or an abscess 

S. aureus 
Coliforms  
Enterococcus sp  
Clostridium sp 
Bacteroides sp 
Pseudomonas 
species 

Ideally culture of abscess or infected pseudocyst is required to direct therapy. 
Seek advice from a Consultant Microbiologist. 

Glasgow Pancreatitis Prognosis Severity Scores: 1 point for each factor – score of 3 means severe: 

Age > 55 years, WBC >15 X 10
9
 per L, Urea > 16 mmol/L, Glucose > 10 mmol/ L, pO2 < 8kPa, Albumin < 32g/L, Calcium < 2 

mmol/L, LDH > 600 units/L, AST/ALT > 200 units 
* See introduction and use of Gentamicin for blind therapy in Gram-negative infections in appendix 2. 

# For dosing follow Teicoplanin loading dose guidance 
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GASTROINTESTINAL SYSTEM Continued…. 
 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Rou

te 
COMMENTS 

Spontaneous 
Bacterial Peritonitis 
(SBP) 

E Coli 
Gram +ve Cocci 
Enterococcus sp 
Strep pneumoniae 

Co-amoxiclav 
+ STAT 
Gentamicin* 

 
 
Penicillin allergy 
Teicoplanin + 
Ciprofloxacin

 
+ 

Metronidazole 

1.2g 
 
* 
 
 
 
# 
400mg 
500mg 

8 hourly 
 
* 
 
 
 
# 
12 hourly  
8 hourly 

IV 
 
IV 
 
 
 
IV 
IV 
IV  

SBP confirmed if 
diagnostic ascitic tap 
contains: 
Neutrophils > 
250cells/mm

3
 

WCC Count > 250 
cells/mm

3
 

 
Patients with confirmed 
SBP, recurrence at one 
year is approximately 70%.  
can consider prophylaxis 
with either Ciprofloxacin 
500mg od or  
Co-trimoxazole 960mg od 

Diverticulitis  Enterobacteriaceae 
Bacteriodes 
Enterococci 

Co-amoxiclav 
+ STAT 
Gentamicin* 

 
 
Penicillin allergy 
Teicoplanin + 
Ciprofloxacin + 
Metronidazole 

1.2g 
 
* 
 
 
 
# 
400mg 
500mg 

8 hourly 
 
* 
 
 
 
# 
12 hourly  
8 hourly 

IV 
 
IV 
 
 
 
IV 
IV 
IV  

Antibiotic should only be 
given if evidence of 
systemic inflammation 
i.e. fever, neutrophilia, 
tachycardia 

Upper GI bleed in 
patients with known 

cirrhosis 

Gram +ve  
Gram –ve 
Anaerobes 

Co-amoxiclav 1.2g 8 hourly IV Prophylaxis should be 
given for no more than 5 
days. 

 
Abdominal Sepsis 

 
See Septicaemia Section 
 

* See introduction and use of Gentamicin for blind therapy in Gram-negative infections in appendix 2. 

# For dosing follow Teicoplanin loading dose guidance 

 

 

This section continues on next page
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GASTROINTESTINAL SYSTEM Continued…. 
 
Clostridium difficile 
The predominant risk factor for Clostridium difficile associated diarrhoea (CDI) is previous antibiotic 
exposure.  A patient with CDI can exhibit a spectrum of disease ranging from no symptoms, to 
diarrhoea, to life threatening pseudo-membranous colitis.  All non CDI antibiotics should be stopped if 
possible, as should any drug which causes diarrhoea and acid suppressant drugs such as PPIs if 
possible.  The patient should be reviewed daily for assessment of severity of symptoms, fluid and 
electrolyte status.  

 
DH Treatment Algorithm for First or Second Episode of CDI 

 

Diarrhoea AND one of the following: 
Positive C Difficile toxin test 

OR results of C Difficile toxin test pending AND clinical suspicion of CDI 

▼ 

Ideally discontinue non-C.difficile treatment antibiotics 
to allow normal intestinal flora to be re-established 

Suspected cases must be isolated 

▼ ▼ 

Symptoms or Signs of Non Severe CDI 
Mild: no raised WCC & <3 type 5-7 stools/day 

Moderate: WCC <15 & 3-5 stools per day  
Oral metronidazole 400mg tds for 10 days 

Symptoms or Signs of Severe CDI  
ANY OF: WCC >15, acute rising creatinine, 
temperature >38.50C, signs or symptoms of 

colitis 
Oral vancomycin 125mg qds for 10 days 

▼ ▼ 

DAILY ASSESSMENT DAILY ASSESSMENT 

▼ ▼ 

Symptoms improving 
Diarrhoea should resolve in 1-2 weeks 

Recurrence occurs in  
~20% after first episode,  

50-60% after second episode 

Symptoms not improving or worsening 
Not normally deemed a treatment failure until 

received at least one week of treatment 
IF evidence of severe CDI continues or 

worsens 

▼ ▼ 

Symptoms not improving or worsening 
Not normally deemed a treatment failure until 

received at least 5 days of treatment 
However if there is evidence of severe CDI 
Any of: WCC >15, T > 38.50C, acute rising 
creatinine, signs or symptoms of colitis 

Seek advice or Consultation from 
General or Gastro-intestinal Surgeon 

Gastro-Intestinal Specialist 
Microbiology Consultant 

▼ ▼ 

Switch to  
Oral vancomycin 125mg qds for 10 days 

AND, depending on degree of ileus,  
Vancomycin 125-500mg qds oral or ng 

+/- metronidazole 500mg IV tds for 10 days 

 PLUS CONSIDER 

Anti-motility agents should NOT be 
prescribed in acute CDI 

Intracolonic vancomycin 
500mg in 100-500ml sodium chloride 0.9% every 
4-12 hours as a retention enema using 18guage 

Foley catheter with 30ml balloon inserted per 
rectum, vanocmyin instilled, catheter clamped for 

60 minutes, deflate and remove 
 

For advice on recurrent CDI see next page
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GASTROINTESTINAL SYSTEM Continued…. 
 

DH Treatment Algorithm for Recurrent (Third or subsequent episode) of Clostridium difficile  
 

Diarrhoea AND one of the following: 
Positive C Difficile toxin test 

OR results of C Difficile toxin test pending AND clinical suspicion of CDI 

▼ 

Must discontinue non-C. Difficile treatment antibiotics if at all possible and allow normal intestinal 
flora to be re-established 

Suspected cases must be isolated 

▼ 

Symptoms or signs of non-severe CDI 
Oral vancomycin 125mg qds for 14 days 

IF severe see algorithm for first or second episode of CDI 

▼ 

DIALY ASSESSMENT 
include review of severity markers, fluid and electrolytes 

▼ 

Symptoms improving 
Diarrhoea should resolve in 1-2 weeks 

Recurrence occurs in 40-60% of relapsing cases or third episode 

▼ 

If multiple recurrences, especially if evidence of malnutrition, wasting etc 
1.  Review ALL antibiotic and other drug therapy – consider stopping PPIs and or other GI active 
drugs 
2.  Seek expert advice from a gastro-enterologist or Consultant Microbiologist 
3.  Consider supervised trial of anti-motility agents alone IF NO abdominal symptoms or signs of 
severe CDI 
4.  Vancomycin tapering and pulsed therapy e.g. 125mg oral vancomycin as follows 
Week 1 qds, week 2 bd, week 3 od, week 4 od every other day then week 5 & 6  od every 3rd day 
5.  Oral vancomycin 125mg qds + oral rifampicin 300mg bd for two weeks (no robust evidence for 
effectiveness) 
6. IV immunoglobuilin 400mg/kg as single dose repeated after 3 weeks, especially if albumin status 
worsens 
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GENITAL SYSTEM 
                     
For all of the following infections/conditions please refer to a Genitourinary Medicine Consultant 
 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Route COMMENTS 

Pelvic 
Inflammatory 
Disease (PID) 

N gonorrhaeae 
Anaerobes 
Chlamydia sp 
Mycoplasma 
Gardnerellavaginalis 

Ceftriaxone* 
then 
Metronidazole 
+ 
Doxycycline 
 
OR 
Ofloxacin 
or levofloxacin 
+ 
Metronidazole 
 
OR 
Ceftriaxone 
then 
Azithromycin 
 
Pregnancy 
Ceftriaxone 
+ 
Erythromycin 
(+ 
Metronidazole in 
severe disease) 

500mg 
 
400mg 
 
100mg 
 
 
400mg 
500mg 
 
400mg 
 
 
500mg 
 
1g 
 
 
500mg 
 
500mg 
 
400mg 

Single dose 
 
12 hourly 
 
12 hourly 
 
 
12 hourly 
Once daily 
 
12 hourly 
 
 
Single dose 
 
Weekly 
 
 
Single dose 
 
6 hourly 
 
8 hourly 

IM  
 
Orally 
 
Orally 
 
 
Orally 
Orally 
 
Orally 
 
 
IM 
 
Orally 
 
 
IM 
 
Orally 
 
Orally 

Oral treatment is for 14 
days 
If Gonorrhoea or 
Chlamydia suspected 
refer to a GU medicine 
specialist 
 
For severe disease 
see Obstetrics and 
Gynaecology section 
 
 
 
 
 
2 weeks 
 
 
 
 
In pregnancy oral 
treatment is for 14 
days 

Investigations in PID 

 Refer or discuss patients with GU medicine 

 For patients requiring IV therapy see PID treatment in Obstetrics & Gynaecology section  

Chlamydia Chlamydia sp Azithromycin 

Or  
Doxycycline 

1g 
 
100mg  

Single dose 
 
12 hourly 

Orally  
 
Orally 

Treat for 7 days when 
using doxycyline 
Refer to GU medicine 

Epididymo-orchitis 
Prostatitis 

See Urinary Tract Section 

Gonorrhoea N gonorrhoea Ceftriaxone* 
+ 
Azithromycin 
Or 
Cefixime*   
+ 
Azithromycin 

500mg 
 
1g 
 
400mg 
 
1g 

Single dose 
 
Single dose 
 
Single dose 
 
Single dose 

IM 
 
Orally 
 
Orally 
 
Orally 

Investigations as for 
PID above 
Refer to GU medicine 
 
Only use Cefixime if 
IM injection declined 

Non gonococcal 
urethritis 

C trachomatis 
M genitalium 
T vaginalis 
U urealyticum 

Azithromycin 

Or 
Doxycycline 
 
Recurrent/Persistent 
Azithromycin  

 
+ 
 
Metronidazole 

1g 
 
100mg  
 
 
500mg 
Then 
250mg 
 
 
400mg 

Single dose 
 
12 hourly 
 
 
Single dose 
 
Once daily 
 
 
12 hourly  

Orally  
 
Orally 
 
 
Orally 
 
Orally 
next 4 
days 
Orally 

All patients should 
have a test as above 
for PID to exclude N 
gonorrhoea 
Treat for 7 days if 
using doxycyline 
Refer to GU medicine 
 
 
 
5 days 

Syphilis Refer to GU medicine 

Trichomonas Trichomonas 
vaginalis 

Metronidazole 400mg  12 hourly Orally Treat for 5 days. 
Alternative regime is 
Metronidazole 2g as a 
single dose (not in 
pregnancy). Warn to 
avoid alcohol. 
Treat partner, advise 
sexual abstinence 
Refer to GU medicine 
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Vulvovaginal 
candida 

C albicans 
Non albicans species 

Clotrimazole 

Or 
Fluconazole 

500mg 
 
150mg 

Single dose 
 
Single dose 

PV 
 
Oral 

In pregnancy use 
longer topical courses. 
No evidence to 
support treatment of 
partner. 

Bacterial vaginosis Hay/ison criteria 
(Amsel criteria) 

Metronidazole 400mg 12 hourly Orally 5-7 days 

*Off label use 
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INFECTIONS IN NEUTROPENIC PATIENTS  
  

Severe neutropenia is an absolute neutrophil count less than 0.5 x 10
9
/litre, moderate neutropenia is a 

neutrophil count of 0.5-1.0 x 10
9
/litre.  Patients with mild neutropenia of 1.0-2.0 x 10

9
/litre and who are 

ill but do not have focal signs of infection should be treated as severe neutropenia, if focal signs are 

present follow the general antibiotic guidelines. 

 

NB: Do NOT act on a total WBC count – ALWAYS use the absolute neutrophil count 

 
Haematology Patients should be discussed with the On-Call Haematologist 

  
Signs of Infection in Neutropenic Patients 

 Pyrexia >/= 38
o
C on a single reading 

 Pyrexia >/= 37.5
o
C on two readings over 1-2 hours 

 Rigor 

 Unexplained hypotension 

 Unexplained tachycardia 

Focal signs of infection may be present or absent 

Acute unexplained deterioration even in the absence of fever should be considered an indication to begin 

antibiotic therapy 

 
Minimal investigations 

 Take history and carry out a full clinical examination look for focal signs of infection 

 Chest X-ray 

 Blood cultures – peripheral and from any lines. 

 Swab throat, central line and wound swabs, urine, stool and sputum cultures as appropriate 

 Increase observation frequency until the risk of septicaemic shock has passed 
Any other specimens as appropriate e.g. sputum if have any signs on CXR 
 
Empirical antimicrobial treatment should be instituted IMMEDIATELY in patients with features of 
neutropenic sepsis 

 

Antibiotic Regime: 
 

First Line treatment (unless penicillin allergy) 
 
Piperacillin/Tazobactam 4.5g IV 8 hourly 
 

If no response after 24 hours consider adding Gentamicin (dose as per high dose intermittent regime) 

 

If Penicillin Allergic: 

 

 Ciprofloxacin 400mg IV 12 hourly plus Teicoplanin
# 

If anaerobic infection suspected add Metronidazole 500mg IV 8 hourly 
 
If no response over the next 48 hours and patient still pyrexial, consider an atypical infection e.g. TB/fungi 
and discuss with Consultant Microbiologist 

 
Consider adding 

 Aciclovir 10mg/Kg IV 8 hourly for suspected herpes zoster or 5mg/Kg IV 8 hourly for H. simplex 

 Teicoplanin
#
 if not included in the regime for suspected central indwelling line infection, including rigor 

following line flush. 

 
Paediatrics 
Children may be treated in accordance with the recommendations from the tertiary centre responsible for care.  
Doses given above are for adult patients and should be adjusted accordingly. 
 
 
 
 
 
# For dosing follow Teicoplanin loading dose guidance 
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OBSTETRICS & GYNAECOLOGY 
 
ANTIBIOTICS IN PREGNANCY: Penicillins, Cephalosporins** (particularly older established 
agents), Erythromycin (not the estolate) are considered probably safe in pregnancy.  Metronidazole 
should be used with caution in both pregnancy and whilst breast feeding.  For safety of other antibiotics 
see current edition of the BNF. 
INFECTION OR CONDITION ANTIBIOTICS Dose Freq. Route COMMENTS 

Group B streptococcus (GBS)  

1. All woman with GBS bacteruria or GBS on 
HVS in this pregnancy or with a previous 
baby with neonatal GBS disease who are: 
 

 In labour or at induction of labour. 
 
 
 
 
 
 

 

 Preterm ROM (at < 37 weeks 
gestation) whether in labour or not 

(NB Patients with ROM and GBS are 
augmented at 35 weeks) 

 

 
 
2. GBS bacteruria not in labour 
 
3. Antibiotics are not required for elective CS 
where membranes are intact 

 
 
 
 
 
Benzylpenicillin 

3g then 
 
Penicillin Allergy 
Clarithromycin 
OR 
Clindamycin 
 
Erythromycin 
+ 
Penicillin V 

Penicillin Allergy 
Clindamycin 
 
 
Penicillin V 

 

 
 
 
 
 
 
1.5g 
 
 
500mg 
 
900mg 
 
500mg 
 
500mg 
 
450mg 
 
 
500mg 

 
 
 
 
 
 
4 hourly 
 
 
12 hourly 
 
8 hourly 
 
6 hourly 
 
6 hourly 
 
6 hourly 
 
 
6 hourly 

 
 
 
 
 
 
IV 
 
 
IV 
 
IV 
 
Oral 
 
Oral 
 
Oral 
 
 
Oral 
 

See obstetric guidelines 
regarding delivery 
recommendations in ROM 
 
 
Start at beginning of labour 
and continue until delivery 
 
 
 
 
 
 
Give both antibiotics for 10 
days or until delivery 
(Maximum treatment course 
10 days) 
 
 
 
Give for 7 days, adjust for 
culture & sensitivity 

Consider chorioamnionitis if  

1. Maternal pyrexia >38c  plus 

2. Any of the following: 

 Maternal tacchycardia > 100 bpm 

 Abdominal tenderness 

 Offensive liquor 

 Shivery 

 Fetal tacchycardia > 160 bpm 

   WCC > 15,000 

 
Risk Factors for chorioamnionitis: 

SCROM >18 hours prior to delivery 
>6 VEs during labour 
Hx of vaginal infection 
Known GBS in current pregnancy 
< 37 weeks gestation 
Twins or growth restriction 
APGAR < 6 at birth 
Meconium stained liquor 
 

Amoxicillin 
+ 
Gentamicin* 
+ 
Metronidazole 

Penicillin Allergy 
Clindamycin 
+ 
Gentamicin* 
 
Oral switch down 
Amoxicillin 
+ 
Metronidazole 
+ 
Ciprofloxacin 

 

Penicillin Allergy 
Clindamycin 
+ 
Ciprofloxacin

 

1g 
 
120mg 
 
500mg 
 
900mg 
 
* 
 
 
500mg 
 
400mg 
 
500mg 
 
450mg 
 
500mg 

8 hourly 
 
12 hourly 
 
8 hourly 
 
8 hourly 
 
Once 
daily 
 
8 hourly 
 
8 hourly 
 
12 hourly 
 
6 hourly 
 
12 hourly 

IV 
 
IV 
 
IV 
 
IV 
 
IV 
 
 
Oral 
 
Oral 
 
Oral 
 
Oral 
 
Oral 

Send HVS & LVS, 
pus or liquor for C&S, 
MARK SUSPECTED 
CHORIOAMNIONITIS
URGENT.  
Consultant 
Obstetrician and 
Consultant 
Microbiologist must 
be informed of any 
patient suspected to 
have 
chorioamnionitis. 
 
Continue IV antibiotics until 
patient is apyrexial for at 
least 48 hours then switch 
to oral treatment for 7 days. 
!
Substitute Cefixime 400mg 
once daily for Ciprofloxacin 
in the oral regime if breast 
feeding. 

Bacterial Endocarditis: Antibiotic  
Prophylaxis For Women In Labour or 
Pregnant Women prior to Surgery (e.g. 
CS, manual removal of placenta etc) 

In accordance with NICE guidance specific prophylaxis against endocarditis is not 
recommended.  The usual surgical prophylaxis should be given if applicable. 
If in doubt write to Consultant cardiologist (Dr Cave or Dr Holt at UHND and  
Dr Murphy or Dr Crilley at DMH or BAGH ) 
For more details see Prophylaxis: Endocarditis Section 

Non specific genital Infection 
Non gonococcal urethritis 
Uncomplicated chlamydial infection 

Doxycycline 

 
OR 

 
Azithromycin 

100mg 
 
 
 
1g 

12 hourly 
 
 
 
Stat 

Oral 
 
 
 
Oral 

Treat with doxycycline for 7 
days. Avoid doxycycline in 
pregnancy 
Azithromycin is a single 
dose.  
Contact tracing 
recommended see Genital 
System. 

*See introduction and use of Gentamicin for blind therapy in Gram negative infections in appendix 2 
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OBSTETRICS & GYNAECOLOGY Continued… 

 
INFECTION OR CONDITION ANTIBIOTICS Dose Freq. Route COMMENTS 

Pelvic Inflammatory Disease (PID) 

Women with PID should be screened for 
gonorrhoea and chlamydia 

Ceftriaxone 
& then 
Doxycycline 
+ 
Metronidazole 
 
OR 
 
Ofloxacin 
+ 
Metronidazole 
 

Severe Disease 
Ceftriaxone 
 
+ 
Doxycycline 
+ 
Metronidazole 
 
OR 
 
Clindamycin 
+ 
Gentamicin* 
 
Pregnancy 
Erythromycin 

500mg 
 
100mg 
 
400mg 
 
 
 
400mg 
 
400mg 
 
 
2g stat 
then1g 
 
100mg 
 
500mg 
 
 
 
900mg 
 
* 
 
 
500mg 

Stat 
 
12 hourly 
 
12 hourly 
 
 
 
12 hourly 
 
12 hourly 
 
 
 
Daily 
 
12 hourly 
 
8 hourly 
 
 
 
8 hourly 
 
* 
 
 
6 hourly 

IM or IV 
 
Oral 
 
Oral 
 
 
 
Oral 
 
Oral 
 
 
 
IV 
 
Oral 
 
IV 
 
 
 
IV 
 
IV 
 
 
Oral 

Treatment should be 
commenced promptly as 
soon as diagnosis suspected 
See Genital system. 
Treat for 14 days. 
Refer patient to GU Medicine 
Contact tracing 
recommended 
 
 
 
 
 
When clinically stable stop IV 
ceftriaxone, and switch IV 
metronidazole to oral (12 
hourly) plus doxycycline for 
14 days treatment in total  
OR 
if clindamycin used, switch IV 
clindamycin & gentamicin to 
oral doxycycline plus oral 
metronidazole for 
14 days treatment in total. 
 
 
Avoid doxycycline in 
pregnancy 

Puerperal pyrexia 

 
 
 
 
 
 
 
 
 
 
 
If breast infection present 

Co-amoxiclav 
OR 
Co-amoxiclav 
 

Penicillin Allergy 
Clarithromycin + 
Metronidazole 
OR 
Erythromycin + 
Metronidazole 
 
Flucloxacillin 

Penicillin Allergy 
Erythromycin 

1.2 g 
 
625mg 
 
 
500mg 
500mg 
 
500mg 
400mg 
 
500mg 
 
500mg 

8 hourly 
 
8 hourly 
 
 
12 hourly 
8 hourly 
 
6 hourly 
8 hourly 
 
6 hourly 
 
6 hourly 

IV 
 
Oral 
 
 
IV 
IV 
 
Oral 
Oral 
 
Oral 
 
Oral 

If pyrexia associated with 
endometritis give intravenous 
antibiotics  
Treat for 7 days 
Contact Consultant 
Microbiologist for advice 

Pre-term labour (24 - 37) weeks with 
rupture of membranes 
Or pre term and pre labour rupture of 
membranes (pPROM) and no signs of 
infection (if signs of infection see 
chorioamoniaitis above) 

Erythromycin 

Allergy rare – if 
genuine allergy 
discuss with 
Consultant 
Microbiologist 

500mg 
 
 

6 hourly 
 
 

Oral  
  
 

Give until delivered or for 10 
days in total if not in labour 
(maximum treatment course 
10 days) 
Give IV in labour if unable to 
tolerate oral 
If GBS history see guidance 
above 

Prophylaxis for surgical and medical 
procedures 

See page 20 

Spontaneous pre labour rupture of 
membranes at term (37-42 weeks) if 
rupture > 48 hours 

Amoxicillin 3g 
or 
1g 

Stat 
 
Stat 

Oral 
 
IV 

Give IV if in labour 
If GBS history see 
guidance above 

Retained placenta or incomplete placenta 
or membranes delivered 

Co-amoxiclav 

 
Penicillin Allergy 
Clarithromycin 

1.2g 
 
 
500mg 

Post 
delivery 
 
Post 
delivery 

IV 
 
 
IV 

Following manual 
delivery in theatre 
Single dose 

*See introduction and use of Gentamicin for blind therapy in Gram negative infections in appendix 2 
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OBSTETRICS & GYNAECOLOGY Continued… 
 
INFECTION OR CONDITION ANTIBIOTICS Dose Freq. Route COMMENTS 

Repair of 3
rd

 or 4
th

 degree perineal tear 
post delivery 

Co-amoxiclav 

 
 
Penicillin Allergy 
Clindamycin 
+ Metronidazole 
then 
Erythromycin 
+ Metronidazole 

1.2g 
then 
375mg 
 
600mg 
500mg 
 
500mg 
400mg 

In theatre 
 
8 hourly 
 
In theatre 
 
 
6 hourly 
8 hourly 

IV 
 
Oral 
 
IV 
IV 
 
Oral 
Oral 

Give for 7 days 

Urinary Tract Infection 

1. Lower UTI 
 
 
 
 
 
 
2.  Acute pyelonephritis  
(give gentamicin if very unwell) 
 

Nitrofurantoin 
or 
Trimethoprim 
(see comments) 
 
Third Line 
Cefalexin  
 
 
Co-amoxiclav 

+/- Gentamicin* 

50mg 
 
200mg 
 
 
 
500mg 
 
 
1.2g 
120mg 

6 hourly 
 
12 hourly 
 
 
 
8 hourly 
 
 
8 hourly 
12 hourly 

Oral 
 
Oral 
 
 
 
Oral 
 
 
IV 
IV 

Send MSU for culture & 
sensitivity stating clearly 
which trimester & start 
empirical  antibiotics.  
Short-term use of 
nitrofurantoin in pregnancy 
is unlikely to cause 
problems to the foetus   
Avoid trimethoprim if 
low folate status or on 
folate antagonist (e.g. 
antiepileptic or 
proguanil). Treat UTI 
for 5-7 days in 
pregnancy.  If 
uncomplicated UTI 
and not pregnant treat 
for 3 days 

Vaginal discharge 

a) Candida 
 
b)  Anaerobic vaginosis 
If chlamydia or gonococcus suspected, 
counsel patient and refer to GUM 

 
Clotrimazole 

 
Metronidazole 

 
500mg 
 
400mg 

 
Once 
 
8 hourly 

 
Vagina 
 
Oral 

Treat partner with 
clotirmazole 1% cream TDS 
if evidence of infection  

Vaginosis in pregnancy 
discuss with consultant 
obstetrician 

*See introduction and use of Gentamicin for blind therapy in Gram negative infections in appendix 2 
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OCULAR INFECTIONS 
 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Route COMMENTS 

Bacterial 
Conjunctivitis 
(suppurative 
conjunctivitis) 
 

Staphylococcus aureus 
Haemophilus influenzae 
Streptococcus 
pneumoniae 
Moraxella spp 
 

Chloramphenicol 
0.5% eye drops 
+ 
1% eye ointment 
 

Gentamicin 0.3% 
drops 

1 drop 
 
 
1-2cm 
 
1 drop 

2 hourly 
during day 
 
at night 
 
2 hourly 
during day 

eye 
 
 
eye 
 
eye 

Reduce frequency of 
drops as infection is 
controlled, continue for 
48 hours after healing 

Chronic follicular 
conjunctivitis in 
sexually active 
(inclusion 
conjunctivitis 
usually unilateral) 

Chlamycia trachomitis Doxycycline 

Or  
Azithromycin 

100mg 
 
1g 

12 hourly 
 
Single dose 

oral 
 
oral 

Treat for 7 days when 
using doxycyline 
Refer to GU medicine, 
patient and partner 
should be investigated 
and treated for genital 
infections including 
gonorrhoea. 

Bacterial 
Conjunctivitis in 
contact lens users 

Pseudomonas 
aeruginosa 

Ofloxacin 0.3% 
eye drops 

 
 
Gentamicin 0.3% 
eye drops 

1 drop 
 
 
 
1 drop 

15-60 
minutes 
around clock 
 
15-60 
minutes 
around clock 

eye 
 
 
 
eye 

Take alginate swab for 
culture and sensitivity. 
Refrain from wearing 
lenses. 
Seek advice from 
Consultant 
Opthalmologist 

Bacterial 
Blepharitis 

Staphylococcus 
epidermidis 
Propionibacterium acnes 
Cornyebacterium 
species 
Staphylococcus aureus 

Chloramphenicol 
1% eye ointment 

 
Fusidic acid 1% 
eye gel 

1-2cm 
 
 
1 drop 

8 hourly 
 
 
12 hourly 

lids 
 
 
lids 

Characterized by 
inflammation of the 
anterior margin of eye 
lids, lash collarettes, 
crusting, lid ulceration 
and folliculitis. 
Twice daily cleaning of 
eye lids with boiled 
water before 
application of 
treatment 

Corneal superficial 
injury 
(prevention of 
secondary 
infection) 
 

Staphylococcus aureus 
Staphylococcus 
epidermidis 
Haemophilus influenzae 
Streptococcus 
pneumoniae 
Gram-negative bacilli 
 

Chloramphenicol 
0.5% eye drops 
+ 
1% eye ointment 

 
Fusidic acid 1% 
eye gel 

1 drop 
 
 
1-2cm 
 
1 drop 

2 hourly 
during day 
 
at night 
 
12 hourly 

eye 
 
 
eye 
 
eye 

Continue for 48 hours 
after healing 

Endopthalmitis 
 

Staphylococcus aureus 
Staphylococcus 
epidermidis 
Pseudomonas Sp 

Most commonly occurs after eye surgery or penetrating injury. 
Characterised by haziness of vitreous humour 
Requires specialist management, refer to Consultant Opthalmologist 

Herpes simplex 
corneal infection 
(keratitis or iritis)  
 

Herpes simplex virus 
type 1 & 2 

Characterised by ulcerative blepharitis, follicular conjunctivitis, regional 
lymphadenopathy, redness maximally around the cornea, dendritic ulcer, reduced 
visual acuity, severe pain or reduced corneal sensation,  
Sight threatening condition, refer to ophthalmic on call 

Viral Conjunctivitis 
(pink eye) 

Adenovirus 7,3,10,4, 8 No anti-infective treatment, symptomatic only.  Highly 
contagious.  Anti-bacterial eye drops or ointment used if 
evidence of secondary bacterial infection 

Onset of ocular pain 
and photophobia in 
adults may rarely 
indicate keratitis 

Varicella zoster 
corneal infection 

Varicella zoster Famciclovir 500mg 8 hourly Oral  Associated with 
shingles around eye or 
on nose. Treat early 
and for 10 days 
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RESPIRATORY SYSTEM 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Route COMMENTS 

Lower Respiratory 
Tract Infection NOT 
pneumonic*   
OR  Infective 
Exacerbation COPD 
2 out of 3 of: 
Increased sputum  

 volume 

 purulence 
Or increased 
breathlessness 
OR arterial pH<7.35 
Treat for 5 to 7 days 

Streptococcus 
pneumoniae 
Haemophilus 
influenzae 
Moraxella 
catarrhalis 

Amoxicillin 
or 
Doxycycline 
 
 
 

 

 

500mg 
 
200mg  
then 
100mg 
 
 
 
 

8 hourly 
 

first day 
then 
daily 
 
 
 
 

Oral 
 
Oral 
 
 
 
 
 
 

Ciprofloxacin is NOT 
appropriate for empirical 
treatment of a chest 
infection. 

 
Doxycycline is effective 
against resistant M. 
catarrhalis.  May increase 
Doxycycline dose to 100mg 
12 hourly short term 
COPD: send sputum 
cultures. 
 
Co-amoxiclav is NOT 
recommended for the 
empirical treatment of a 
lower respiratory tract 
infection or an infective 
exacerbation of COPD 

Severe: 
 
Amoxicillin  
 
Penicillin Allergy 
Discuss with 
Consultant 
Microbiologist 

 

 
 
1g 
 

 
 
8 hourly 
 

 
 
IV 
 

*LRTI: NICE guidance in Respiratory Tract Infections is antibiotics should generally only be used in patients who are 

systemically unwell or with symptoms or signs of serious complications or those at high risk of serious complications due to pre-
existing comorbidity such as significant heart, lung, renal, liver or neuromuscular disease, immunosuppression, cystic fibrosis and 
young children who were born prematurely.  In addition antibiotics may be indicated in patients over 65 years of age with two or 
more of, or if older than 80 years one or more of: hospitalisation in the previous year, type 1 or 2 diabetes, history of congestive 

heart failure, current use of glucocorticoids. 

Community acquired Pneumonia (CAP) in ADULTS (see note below for children) 

 

CURB-65 Score 0 to 2 

Hospitalised patient 
with uncomplicated 
pneumonia of unknown 
aetiology without 
features indicating a 
severe pneumonia  
 
Patients with co-
morbidities or an 
additional feature as 
given in box below 
should be considered 
for IV therapy  

 
Treat for 7 days 
 

1
st

 Line 
 
Amoxicillin 
 
 
 
2

nd
 Line or 

Penicillin Allergy 

 
Clarithromycin  

 
or 
 

Doxycycline 
 

 

 
 
500mg  
 
 
 
 
 
 
500mg 
 
 
 
200mg  
then 
100mg 
 

 
 
8 hourly 
 
 
 
 
 
 
12 hourly  
 
 
 
First day 
then 
daily 
 

 
 
Oral or 
IV 
 
 
  
 
 
Oral or 
IV  
 
 
Oral 
 

Use oral route unless not possible.   
 
Add Clarithromycin to Amoxicillin if 
atypical pathogen suspected e.g. 

Hyponatraemia 
Abnormal LFT 
Failure or peripheral blood leucocytosis 
Absence of purulent sputum 
Less than 50 years old 
Ground glass consolidation on X-ray 
If treating for Atypical Pneumonia, please 
send urine for Legionella antigen and acute 
and convalescent sera for serology. 
 

CURB-65 Score 3-5  
 

 
Treat for 7-10 days 

Amoxicillin 
+ 
Clarithromycin 
 

If signs of SIRS or 
SEPSIS 
 
Piperacillin / 
Tazobactam  
+ 
Clarithromycin 

1g 
 
500mg 
 
 
 
 
4.5g 
 
 
500mg 
 

8 hourly 
 
12 hourly 
 
 
 
 
8 hourly 
 
 
12 hourly 
 

IV 
 
IV 
 
 
 
 
IV 
 
 
IV 
 

In severe cases discuss with Consultant 
Microbiologist 

 
 
 
 
 
Switch to oral when afebrile for 24 hours and 
tolerating.  
For oral step down, discuss with 
Microbiology 

 
 

 
Step down to oral Doxycycline 
100mg bd. 
 
*TIGECYCLINE SHOULD NOT BE 
USED WHEN CHEST FOCUS IS NOT 
CLEAR AND WHEN A URINARY 
TRACT INFECTION IS SUSPECTED 
IN ADDITION 

Penicillin Allergy 
 
Tigecycline* 
 
 
If signs of SIRS or 
SEPSIS  
 
Discuss with 
Consultant 
Microbiologist 

 
100mg 
STAT 
then 
50mg 
 

 
 
12 hourly 
 

 
 
IV 
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CURB-65 Score: Score one point for each feature present: 

Confusion     Urea > 7 mmol/l    Respiratory rate >/= 30 minute     Blood pressure SBP </= 90 mmHg & or DBP </= 60 mmHg    

Age >/= 65 years 

In patients who display one feature consider also: age > 50, presence of co-existing disease,  

hypoxaemia (Pa02 < 8kPa), extent of radiographic shadowing, WBC <4 or >20, new AF 

Note on the treatment of Community Acquired Pneumonia in Children aged 16 years and under:  the CURB 
65 score is not used.  Amoxicillin is considered first line treatment, if the child has not responded after 48 hours a 
macrolide should be substituted.  Cefuroxime IV should be considered in severe cases and if a chronic chest 
problem is suspected.  The use of a macrolide and cefuroxime in combination is not encouraged to avoid inducing 
resistant organisms in the community 
Aspiration 
pneumonia  

In hospital for less 
than 5 days  
Treat for 7 days 
 

Streptococcus 
pneumoniae 
Anaerobes 
(oral flora) 
 

Amoxicillin 
 
 
+ 
Metronidazole 
 
 

Penicillin allergy 
Clarithromycin 
+  
Metronidazole  
 

500mg 
Or  
1g 
 
400mg 
Or 
500mg 
 
500mg 
 
500mg 
 

8 hourly 
 
8 hourly 
 
8 hourly 
 
8 hourly 
 
12 hourly 
 
8 hourly 
 

Oral 
 
IV 
 
Oral 
 
IV 
 
IV 
 
IV 
 

Switch to oral therapy as 
soon as stable and tolerating 
oral 
 

Routine antibiotics are not 
usually indicated as the 
initial X-ray shadowing is 
usual gastric acid induced 
pneumonitis, especially if 
the CRP is normal. .  If 
chest signs persist or 
fever develops or WBC or 
Neutrophils are raised 
after 48 hours consider 
treatment for aspiration 
pneumonia 

 

In hospital for 5 
days or longer OR 
risk factors for 
resistant organisms 

Polymicrobial 
 

 
See Hospital Acquired Pneumonia 

Hospital acquired 
pneumonia

2
 

 
In hospital for less 
than 5 days  
 
 

Polymicrobial  
Treat as per Community Acquired Pneumonia (CAP) 
 

 
In hospital for 5 
days or longer  

 
Polymicrobial 

If non-severe 
 
Co-amoxiclav 
 
 
If severe 
 
Piperacillin/ 
Tazobactam 

(alone – see 
comments) 
 
 

 
 
1.2g or 
625mg 
 
 
 
4.5g 
 
 
 
 
 
 

 
 
8 hourly 
 
 
 
 
8 hourly  
 
 
 
 
 
 

 
 
IV 
PO 
 
 
 
IV 
 
 
 
 
 
 

Piperacillin/tazobactam 
has adequate anaerobic 
activity and it is NOT 
necessary to add 
metronidazole 

Polymicrobial Penicillin allergy 
 
Discuss with Consultant Microbiologist  

 

 

Bronchiectasis 
exacerbation 

Polymicrobial 
 

Drainage most important. Therapy should be guided by recent cultures. If 
unavailable, use high dose amoxicillin 1g orally 8 hourly. 
Please seek advice from a Respiratory Consultant for patients with a 
diagnosis of bronchiectasis.  Guidance on the antibiotic management of 
patients with bronchiectasis is given at Appendix 9.

 

 

1 
Reference: BTS Guidelines for the management of community acquired pneumonia in adults. Thorax 2009;vol 64: supp.III:1-55. 

2
Reference: ATS Guidelines for the management of adults with HAP, VAP or HAI.  Am J Respir Crit Care Med 2005;vol 

171:388-416 
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SEPTICAEMIA  
Septicaemia or sepsis is defined as a documented or suspected infection and a systemic inflammatory response 
indicated by two or more of the following: 

 Temperature > 38
0
C or < 36

0
C 

 Heart rate > 90 beats per minutes or > 2 SD above normal for age. HR may not alter due to medication 
e.g. beta blockers or heart pacing 

 Respiratory rate > 20 breaths per minute 

 Leuckocyte count > 12,000 per μL or < 4,000 per μL or > 10% immature bands 
 
Other signs include  

 Altered mental status 

 Hyperglycemia in the absence of diabetes 

 Plasma C reactive protein (CRP) twice the upper limit of normal.   
 
Severe sepsis  
Is when organ dysfunction is also present, e.g.  

 Low blood pressure 

 Poor urine output 

 Hypoxaemia 

 Metabolic (lactic) acidosis 

 Clotting abnormalities 

 New confusion or reduced conscious level. 
 

Antibiotics should be administered promptly on presumptive diagnosis after taking blood cultures. 
 

SOURCE PROBABLE 
ORGANISMS 

ANTIBIOTICS Dose Freq. Route COMMENTS 

Sepsis of 
unknown origin 
(every attempt 
should be made 
to determine the 
source and treat 
in accordance) 
 

Gram positive 
cocci 
Gram negative 
bacilli 

Piperacillin/Tazobactam 
+/- 
Gentamicin 

 
Penicillin allergic 
Teicoplanin 
+ 
Ciprofloxacin  
+ 
Metronidazole 
+ /- 
Gentamicin   

4.5g 
 
* 
 
 
# 
 
400mg 
 
500mg 
 
* 

8 hourly 
 
* 
 
 
# 
 
12 hourly 
 
8 hourly 
 
* 

IV 
 
IV 
 
 
IV 
 
IV 
 
IV 

Contact Consultant 
Microbiologist for advice. 
 
Blood cultures must be 
taken (ideally before 
antibiotics) 
 
Review all antibiotics after 
48 hours 
 
Note:  
Piperacillin/tazobactam 
has adequate anaerobic 
activity and it is NOT 

necessary to add 
metronidazole 
 
Treat for 7-10 days 

Respiratory tract For community acquired see CAP guidelines, for hospital acquired see HAP guidelines  

Urinary tract E. Coli 
Enterobacteriacae 

Piperacillin/Tazobactam 
+/- 

Gentamicin   
 

Penicillin allergic 
Ciprofloxacin 
+/- 
Gentamicin 

4.5g 
 
* 
 
 
400mg 
 
* 

8 hourly 
 
* 
 
 
12 hourly 
 
* 

 
 
 
 
 
IV 
 
IV 

Switch Ciprofloxacin to 
oral once able to tolerate 
 
Treat for 7 days 
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Abdominal tract Enterococcus sp 
Coliforms 
Clostridium Sp 
Bacteroides sp 

Piperacillin/Tazobactam 
+/- 

Gentamicin   
 
Penicillin allergic 
Teicoplanin 
+ 
Ciprofloxacin  
+ 
Metronidazole 
+ /- 
Gentamicin   

4.5g 
 
* 
 
 
# 
 
400mg 
 
500mg 
 
* 

8 hourly 
 
* 
 
 
# 
 
12 hourly 
 
8 hourly 
 
* 

IV 
 
IV 
 
 
IV 
 
IV 

Note:  
Piperacillin/tazobactam 
has adequate anaerobic 
activity and it is NOT 

necessary to add 
metronidazole. 
 

Switch Ciprofloxacin to 
oral once able to tolerate 
 
Review at day 5-7 days, if 
a longer course required 
discuss with Consultant 
Microbiologist 

Skin and Soft 
Tissue 

See skin and Soft Tissue section, manage as per celllulitis 

Infected 
intravenous line 

Staphylococcus 
Aureus 
Coagulase 
negative 
staphylococcus 

 

Teicoplanin 
 
If Gram negative 
suspected add: 
Gentamicin   

# 
 
 
 
* 

# 
 
 
 
* 

IV 
 
 
 
IV 

Remove line 
Both MSSA and MRSA 
bacteraemia must be 
treated for a minimum 
of 14 days 

*See introduction and use of Gentamicin for blind therapy in Gram negative infections in appendix 2 
# For dosing follow Teicoplanin loading dose 
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SOFT TISSUE AND SKIN INFECTIONS 

INFECTION PROBABLE 
ORGANISMS 

ANTIBIOTICS Dose Freq. Route COMMENTS 

Impetigo Staphylococcus 
aureus  
Streptococcus 
pyogenes (Gp A) 

 

Flucloxacillin 
 
 
Penicillin allergy: 
Clarithromycin 

500mg 
or 
1g 
 
500mg 

6 hourly  
 
6 hourly 
 
12 hourly 
 

Oral 
 
IV 
 
Oral 
or IV 

 

 
 
 

Cellulitis 
 
If fresh water 
(e.g. lake) 
contamination 
add 
Ciprofloxacin for 
aeromonas sp. 
If  salt water 
contamination 
add doxycyline  
for vibrio 
vulnificus sp 

Streptococcus 
pyogenes (Gp A) 
Staphylococcus 
aureus  

Flucloxacillin 
 
OR 
 
Flucloxacillin 

 
 
Penicillin allergy: 
Doxycycline 
 
 
 
 
If severe or Nil by mouth: 
Clindamycin 
 
 
 
Clindamycin 

1g  
 
 
 
1g - 2g 
 
 
 
200mg 
stat 
then 
100mg 
 
 
600mg 
 
Or  
 
450mg 

 6 hourly 
 
 
 
6 hourly 
 
 
 
 
 
 
12 hourly 
 
 
6 hourly 
 
 
 
6 hourly 

Oral 
 
 
 
IV 
 
 
 
Oral 
  
 
 
 
 

IV 
 
 
 
PO 

IV therapy recommended 
if pyrexia, systemic upset 
or intense or rapidly 
spreading erythema.  
Switch to oral once 
improving with falling 
inflammatory markers and 
any co-morbidity stable.  

 
Treat for 1-2 weeks.  

 
Important to elevate 
affected limbs.  Post 
infection bandages or knee 
length stockings are useful 
to prevent chronic oedema 
or swelling. Consider 
referral to tissue viability 
nurse for chronic skin 
problems. 

Cellulitis  
MRSA positive patient 

Mild 
Doxycycline 
 
 
 
Severe or Nil by mouth 
Daptomycin 

 
200mg 
then  
100mg 
 
 
4mg/kg 

 
First day 
then 
12 hourly 
 
 
daily 

 
Oral 
 
 
 
 
IV 

Contact Consultant 
Microbiologist for advice 
 

 
 
 
IV step down to doxycycline 
 

Chronic ulcers 
& pressure 
sores 
 
Only treat with 
antibiotics if 
infected 
 

Polymicrobial 
 

Signs of 
Infection: 
Purulent 
discharge (not 
slough) 
Increased 
pain 
Spreading 
erythema 

Avoid antibiotics if 
possible 

If cellulitis or systemic 
symptoms of infection and 
no positive microbiology 
Flucloxacillin 
 
+ 
 
Metronidazole 

 
 
 
 
 
1g 
 
 
 
400mg 
or  
500mg 

  
 
 
 
 
6 hourly 
 
 
 
8 hourly 

 
 
 
 
 
Oral or 
IV 
 
 
Oral 
or  
IV 

Use local toilet and topical 
antibacterial dressings 
such as flaminal, iodine 
e.g. iodoflex or iodosorb 
(caution thyroid 
problems) or silver e.g. 
acticsorb, or flamazine, 
consider referral to tissue 
viability nurse. 
If cellulitis present treat 

according to last laboratory 
results or empirically as 
given in table if no results  

Cannula (IV) 
infections 

Polymicrobial Remove cannula. Collect swab from site, send cannula tip and blood culture specimens. If 
necessary, treat with doxycycline. 

This section is continued on the next page
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SOFT TISSUE AND SKIN INFECTIONS Cont…. 
Necrotising 
fasciitis 

Streptococcus 
group A,C,G 
Clostridia sp 
Polymicrobial 

Meropenem 

+ 
Clindamycin 
 
Penicillin Allergy 
Clindamycin 
+ 
Daptomycin 
+ 
Ciprofloxacin 
 

 

1g 
 
1.2g 
 
 
1.2g 
 
6mg/kg 
 
400mg 

8 hourly 
 
6 hourly 
 
 
6 hourly 
 
Daily 
 
12 hourly 
 

IV 
 
IV 
 
 
IV 
 
IV 
 
IV 

Life threatening - requires 
urgent surgical 
intervention.  
Ensure tissue samples 
sent to microbiology  
 
Contact Consultant 
Microbiologist for 
additional advice.  
 
Review antibiotics after 48 
hours with cultures and 
discuss with Microbiology 

Post operative 
wound infection 
involving GI or 
female genital 
tract 
(For wounds 
NOT involving 
GI or female 
genital tract see 
Cellulitis above) 

Staphylococcus 
aureus 
Coliforms 
Bacteroides 
Other anaerobes 

Co-amoxiclav 

 
 
 
 
Penicillin allergy: 
Tigecycline 

625mg 
OR 
1.2g 
 
 
 
100mg 
STAT 
50mg  

8 hourly 
 
8 hourly 
 
 
 
 
 
12 hourly 

Oral 
 
IV 
 
 
 
IV 

Consider MRSA status, if 
positive add daptomycin  
to regime and seek advice 
from a Consultant 
Microbiologist 
 
Tigecycline provides 
cover for MRSA 

Animal bites 
 

Pasteurella sp. 
Streptococcus sp. 
Anaerobes 

Co-amoxiclav 
 

 
 
Penicillin allergy: 
Doxycycline 
+ 
Metronidazole 

625mg 
or 
1.2g 
 
 
100mg 
 
400mg 

8 hourly 
 
8 hourly 
 
 
12 hourly 
 
8 hourly 

Orally 
 
IV 
 
 
Orally 
 
Orally 

Must ensure adequate 
wound toilet. Check tetanus 
vaccination status. Seek 
advice if bite occurred in a 
rabies endemic area or a 
bat or an animal recently 
brought into the UK.  If a 
Macaca monkey bite seek 
advice from a virologist 
regarding risk of simian 
herpes virus infection 

Human bites 
and Tooth 
Wounds 

Streptococcus sp. 
Staphylococcus 
aureus 
Haemophilus spp 
Bacteroides 
Fusobacterium 
spp 
Eikenella 

Co-amoxiclav 

 
 
Penicillin allergy: 
Ciprofloxacin 
+ 
Clindamycin 

625mg 
or 
1.2g 
 
500mg 
 
300mg 

8 hourly 
 
8 hourly 
 
12 hourly 
 
6 hourly 

Orally 
 
IV 
 
Orally 
 
Orally 

Must ensure adequate 
wound toilet. Check on 
tetanus vaccination status. 
Carry out a risk assessment 
for hepatitis and HIV 
exposure 

This section is continued on the next page 
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DIABETIC FOOT INFECTIONS         
 
Diabetic foot infections (infected foot ulcers, gangrene and osteomyelitis) are a common and serious problem in 
patients with diabetes. Infections can be defined by at least 2 of the following and can be described as Mild, 
Moderate or Severe:- 
 

 Local swelling or induration 

 Erythema 

 Local tenderness or pain 

 Local warmth 

 Purulent discharge 
 

Infection Severity Clinical Manifestation of Infection 

Mild Local infection involving only the skin and the subcutaneous tissue (without involvement of 
deeper tisues and without systemic signs). If erythema must be >0.5cm to <2cm around the 
ulcer. 
 
Exclude other causes of an inflammatory response e.g. trauma, gout, acute Charcot neuro-
osteoarthropathy 

Moderate Local infection (as above) with erythema >2cm, or involving structures deeper than skin and 
subcutaneous tissues e.g. abscess, osteomyelitis, septic arthritis, fasciitis and no systemic 
inflammatory response signs 

Severe Local infection (as above) with signs of SIRS, as manifested by > 2 of the following:  

 Temp >38ºC or <36ºC,  

 Heart rate > 90beats/min,  

 Respiratory Rate >20 breaths/min, 

 WCC >12 OR <4 

 

All patients with confirmed or suspected diabetic foot infection should be 
referred to a Diabetologist 

 
 
Please ensure that a wound care plan has been established and removal of pressure 
from a foot wound (off-loading) is crucial to the healing process (refer to a podiatrist). 
 
GUIDANCE ON APPROPRIATE SAMPLING, PRIOR TO STARTING ANTIMICROBIAL 
TREATMENT 

 

 For clinically uninfected wounds, the recommendation is not to collect a specimen for culture. 
 

 For infected wounds, send appropriately obtained specimens for culture prior to starting empiric antibiotic 
therapy, if possible (unless patient comes in clinically septic). Consider sending a specimen for culture 
that is from deep tissue, obtained by biopsy or curettage and after the wound has been cleansed 
and debrided. 

 

 If Osteomyelitis is suspected or confirmed, an appropriate specimen like bone biopsy is recommended. 
 

 It is best to avoid swab specimens, especially of inadequately debrided wounds as they provide less   
accurate results 
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ANTIBIOTIC CHOICE SHOULD BE SELECTED FOLLOWING ASSESSMENT OF INFECTION 
SEVERITY AS ABOVE:- 
 
 
 

Severity ANTIBIOTICS Dose Freq. Route COMMENTS 

Mild 
 

Flucloxacillin 
 
Penicillin allergy / 
MRSA: 
Doxycycline 
 

1g 
 
 
 
100mg 

6 hourly 
 
 
 
12 hourly 

PO 
 
 
 
PO 
 

Ensure samples sent as 
above 
 
If NBM discuss with 
Microbiology 
 
Minimum course length 7 
days although longer 
courses may be required 
depending on clinical 
response. 

Moderate – 
with no 
previous 
antibiotic 
exposure 

Flucloxacillin 
 
Penicillin allergy / 
MRSA: 
Doxycycline 

1g 
 
 
 
100mg 

6 hourly 
 
 
 
12 hourly 

PO 
 
 
 
PO 

Ensure samples sent as 
above 
 
If NBM discuss with 
Microbiology. 
 
Minimum course length 7 
days although longer 
courses may be required 
depending on clinical 
response, For osteomyelitis 
a longer antibiotic course 
would be required 

Moderate – 
previous 
antibiotic 
exposure 

Co-amoxiclav 
 
Penicillin allergy: 
 
Ciprofloxacin  
+ 
Clindamycin 
 

625mg / 
1.2g 
 
 
500mg 
 
300mg  

8 hourly 
 
 
 
12 hourly 
 
6 hourly 

PO/ 
IV 
 
 
PO 
 
PO 

Ensure samples sent as 
above 
 
If suspected MRSA 
infection add Daptomycin & 
seek advice from a 
Consultant Microbiologist 
 
Minimum course length 7 
days although longer 
courses may be required 
depending on clinical 
response, For osteomyelitis 
a longer antibiotic course 
would be required 

Severe Piperacillin / 
Tazobactam 
 
Penicillin allergy: 
 
Ciprofloxacin  
+ 
Clindamycin 

4.5g 
 
 
 
 
400mg 
 
600mg  

8 hourly 
 
 
 
 
12 hourly 
 
6 hourly 

IV 
 
 
 
 
IV 
 
IV 

Ensure samples sent as 
above 
 

If suspected MRSA add 
Daptomycin & seek advice 
from a Consultant 
Microbiologist 
 
Minimum course length 7 
days although longer 
courses may be required 
depending on clinical 
response, For osteomyelitis 
a longer antibiotic course 
would be required 
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URINARY TRACT INFECTIONS 
INFECTION PROBABLE 

ORGANISMS 
ANTIBIOTICS Dose Freq. Route COMMENTS 

Cystitis and 
uncomplicated 
UTI 

Coliforms 
Enterococcus sp. 
Staphylococcus 
saprophyticus 

 

Trimethoprim 
Or 
Nitrofurantoin  
 

200mg 
 
50mg 
 
 

12 hourly 
 
6 hourly 
 
 

Orally 
 
Orally 
 
  

3 days therapy is 
usually adequate in 
females and 5 days in 
males. 
Proteus sp. are resistant 
to Nitrofurantoin. 
Enterococcus sp. are 
resistant to Cefalexin.  

Complicated UTI Or Recurrent Infections in the last 3 months: Contact Consultant Microbiologist or treat 
according to culture of MSU.  Seek advice from a Urologist.  Guidance on recurrent UTI can be found at Appendix 8. 

Chronic UTI: Empirical therapy is not advised. Clinical and microbiological investigations must be undertaken before 
considering treatment. 

Catheter related: For every day a catheter is left in, 5-10% of patients will become colonised with bacteria. Unless 
catheterisation is short term all patients can be assumed to have bacteria in their urine. Therapy is not indicated for 
asymptomatic patients. If infection suspected please discuss with Microbiologist, if pyelonephritis or sepsis see 
guidance below 

UTI in Pregnancy See obstetrics & gynaecology section for advice on use of antibiotics in pregnancy 

For Advice on diagnosis of UTI and use of urine dipstick see Appendix 5: Diagnosis of UTI 

Epididymo-
orchitis 
Age < 35 years 

N gonorrhoeae 
C trachomatis 

Ceftriaxone 
 
Plus 
Doxycycline 

500mg 
 
 
100mg 

Single 
dose 
 
12 hourly 

IM or 
IV 
 
Oral 

Give doxycycline for 14 
days. 
Refer to GU medicine 
Also: rest, scrotal 
elevation and analgesics 

Epididymo-
orchitis 
Age > 35 years 
likely to be non 
STD especially if 
recent 
catheterisation or 
instrumentation 
but consider 
sexual history 

Coliforms 
 
 

Ciprofloxacin 
 
 

500mg 
 
 
 

12 hourly 
 
 
 

Oral 
 
 
 

Treat for 10 to 14 days. 
Consider IV if severe. 
Also: rest, scrotal 
elevation and analgesics 
 
Further investigation of 
urinary tract should be 
considered especially in 
those over 50years of 
age 

Acute Prostatitis 
Age < 35 years 

N gonorrhoeae 
C trachomatis 

Ceftriaxone 
 
Plus 
Doxycycline 

500mg 
 
 
100mg 

Single 
dose 
 
12 hourly 

IM or 
IV 
 
Oral 

Give doxycycline for 14 
days 
Refer to GU medicine 

Acute Prostatitis 
Age > 35 years 

Coliforms Ciprofloxacin 
+/- 
Gentamicin* 
 
Oral switch  
Or if less severe 
Ciprofloxacin 

400mg 
 
* 
 
 
 
500mg 

12 hourly 
 
* 
 
 
 
12 hourly 
 

IV 
 
* 
 
 
 
Oral 

Switch to oral therapy 
when clinically improved 
Treat for 4 weeks. 
Send mid stream urine 
and blood culture for 
C&S.  If retention use 
suprapubic 
catheterisation.  
Refer to urologist 

Chronic 
Prostatitis 

Refer to Genito-Urinary Medicine or Urology 

Acute 
Pyelonephritis 

Coliforms 
Staphylococcus 
aureus 

Ciprofloxacin  
 

400mg 12 hourly IV 
 

Blood culture specimens 
necessary. 
 

* See introduction and use of Gentamicin for blind therapy in Gram negative infections in appendix 2. 
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PROPHYLAXIS Prevention of Endocarditis 
 
1. Patients undergoing dental treatment  
 
The recommendations given here are based on advice from the CDDFT Consultant 
Cardiologists, they differ from those recommended in the BNF and by NICE. 
 
Patients should be informed of NICE guidance and the local recommendations and then allowed 
to make an informed choice regarding prophylaxis. 
 
Prophylaxis is recommended for prevention of endocarditis in patients with an increased risk of 
endocarditis and in whom the development of endocarditis would have a high mortality. 
  
Most cases of Infective Endocarditis caused by oral microflora are likely to be the result of routine daily 
activities such as chewing food, tooth brushing, flossing and use of tooth picks.  The presence of dental 
disease may increase the risk of bacteraemia associated with such activities.  Emphasis should be on 
improved access to dental care and oral health in patients with underlying cardiac conditions associated 
with the risk of infective endocarditis. 
 
For patients undergoing dental procedures routine antibiotic prophylaxis against infective endocarditis is 
recommended for those patients at high risk as follows: 

 Patients with previous infective endocarditis 

 Patients with a heart valve replacement 

 Patients with uncorrected complex congenital heart disease or complex congenital heart 
disease which is partially or fully corrected with shunts or conduits 

 Patients with simple heart disease who have been treated by implantation of a device or conduit 
either surgically or per-cutaneously within the last 6 months 

Dental procedures recommended for antibiotic prophylaxis are those involving dento-gingival 
manipulation.   
 
The recommended regime is given below, oral administration one hour before the procedure is 
preferred in order to allow for complete distribution of the antibiotic to the site of the procedure.  The 
parental route is offered for those who are nil by mouth, if the antibiotic is given immediately prior to the 
procedure distribution to the site of the manipulation may be incomplete. 
 

Oral amoxicillin 3g one hour before the procedure;  
child under 5 years 750mg; 5-10 years 1.5g. 
OR if nil by mouth 
IV amoxicillin 2g just before procedure;  
child under 5 years 500mg; 5 to 10 years 1g. 
 
For those allergic to penicillin 
Oral clindamycin1 600mg 1 hour before the procedure; 
child under 5 years 150mg; 5-10 years 300mg.  
OR if nil by mouth 
IV clindamycin1 300mg given over 10minutes just before procedure 
child under 5 years 75mg; 5-10 years 150mg 
 
For those allergic to penicillin and who cannot swallow capsules 
Oral azithromycin1 suspension 500mg 1 hour before the procedure; 
child under 5 years 200mg; 5-10 years 300mg  
 
In addition if practical a pre-operative mouthwash of chlorhexidine 
gluconate 0.2% should be administered and held in the mouth for 1 
minute  
 

1
 Clindamycin and azithromycin are not licensed for use in endocarditis prophylaxis.  
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PROPHYLAXIS Prevention of Endocarditis continued… 
 

2. Patients undergoing genitourinary, gastrointestinal, respiratory or obstetric or gynaecological 
procedures 
 
The advice for patients undergoing genitourinary (including obstetric and gynaecological) and 
gastrointestinal (including respiratory) procedures is in line with that given by the BNF and by 
NICE. 
 
Patients at high risk of endocarditis are: 

 Patients with previous infective endocarditis 

 Patients with a heart valve replacement 

 Patients with uncorrected complex congenital heart disease or complex congenital heart 
disease which is partially or fully corrected with shunts or conduits 

 Patients with simple heart disease who have been treated by implantation of a device or conduit 
either surgically or percutaneously within the last 6 months 

 
Enterococci, streptococci and staphylococci are the main causes of endocarditis associated with non-
dental procedures in most settings.  However the majority of cases of infective endocarditis are not 
associated with surgical procedures on the GU, GI or respiratory tract.   
 
Specific prophylaxis against endocarditis is NOT recommended for patients undergoing 
procedures at the following sites: 

 Upper and lower gastrointestinal tract 

 Genitourinary tract; this includes urological, gynaecological and obstetric procedures 
and childbirth 

 Upper and lower respiratory tract, this includes ear, nose and throat procedures and 
bronchoscopy 

If standard antibiotic prophylaxis is usually given to cover a procedure in non at risk patients 
then this should also be given to patients at risk of endocarditis. 
 
Healthcare professionals should investigate and treat promptly any infections developing in people at 
high risk of infective endocarditis to reduce the risk of endocarditis developing. 
 
In a person at high risk of endocarditis who is being treated for a suspected infection at a 
gastrointestinal or genitourinary site the antibiotic treatment regime should also cover organisms that 
cause infective endocarditis.  An antibiotic that covers organisms that cause infective endocarditis 
should be offered to an at high risk person if they are to undergo a gastrointestinal or genitourinary 
procedure and there is suspected infection at that site. 
 
In people at risk of endocarditis emphasis should be given to improved access to dental care and the 
achievement of the highest standard of oral health. 
 
Healthcare professionals should be aware of those patients at high risk of endocarditis and monitor 
such patients carefully for signs or symptoms of illness following a manipulation and early advice should 
be sought from a Consultant Cardiologist should there be concerns. 
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SURGICAL PROPHYLAXIS for Certain Procedures  
Reference: SIGN 104 Antibiotic Prophylaxis in Surgery 
 
For patients who are, or have previously been colonised with MRSA, then please seek advice 
from a Consultant Microbiologist.  
 
The timing of prophylaxis is important. For the antibiotic to be effective the dose must be given 
LESS THAN 30 minutes BEFORE the surgical incision.   
 
Adequate levels of antibiotic at the surgical site maintained throughout the procedure, 
additional intra-operative doses should be given if surgery is prolonged greater than 4 hours or 
blood loss is excessive. 
 
Prevention Of Gas Gangrene In High Lower Limb Amputations Or Major Trauma 
Prophylaxis is essential for amputations of ischaemic limbs to protect against post-operative gas 
gangrene. Infection occurs after implantation of clostridial spores from the skin into the wound. 
 
Flucloxacillin 1g IV every 6 hours and Metronidazole 500mg IV every 8 hours both for 2 doses 
pre-operatively and for 5 days thereafter, may be switched to oral therapy post operatively 
 
If penicillin allergic or MRSA: Teicoplanin 400mg 12 hourly for 3 doses then once daily and 
Metronidazole 500mg IV every 8 hours both for 2 doses pre-operatively and for 5 days 
thereafter, metronidazole may be switched to oral post operatively. 
 
Biliary Tract Surgery  
Prophylaxis is required in all open surgery OR in laparoscopic procedures for high risk or complicated 
cases e.g. intra-operative cholangiogram, bile spillage, acute cholecystitis or pancreatitis, jaundice, 
pregnancy, immunosuppression or insertion of prosthetic device. 
 
Co-amoxiclav 1.2g IV as a single dose given less than 30 minutes before surgical incision 

Or 
Gentamicin 120mg IV and Metronidazole 500mg IV or 1g PR single dose given less than 30 
minutes before surgical incision 
 
Breast Surgery 

Prophylaxis should be considered in complex cases, e.g. re-construction or aesthetic with implant, re-
shaping, cancer surgery or cases lasting about 4 hours. 
Flucloxacillin 1 gram IV single dose (if patient weight greater than 85kg give Flucoxacillin 2 
gram IV) given less than 30 minutes before surgical incision. Two further doses may be given. 
 
OR Clindamycin 600mg IV single dose given less than 30 minutes before surgical incision. Two further 
doses may be given. 
 
Colorectal Surgery including Appendicectomy 
Co-amoxiclav 1.2g IV as a single dose given less than 30 minutes before surgical incision 
Or  
Gentamcin 120mg IV and Metronidazole 500mg IV or 1g PR single dose given less than 30 minutes 
before surgical incision 
Appendicectomy: if infection present then continue antibiotics post operatively as treatment 
 
Endoscopic retrograde cholangiopancreatography (ERCP) 
Prophylaxis is recommended for therapeutic procedures if bile stasis, pancreatic pseudocyst, previous 
cholangitis or neutropaenia. 
Amoxicillin 1g IV and Gentamicin 120 mg IV as a single dose given less than 30 minutes before 
procedure 
Gentamicin may be used alone, a dose may be given before and 4 hours after the procedure. 
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SURGICAL PROPHYLAXIS for Certain Procedures Continued… 
 
ENT Surgery 
For radical surgery to head and neck and complex septorhinoplasty including grafts 
 
Co-amoxiclav 1.2g IV as a single dose given less than 30 minutes before surgical incision 
Or  
Gentamcin 120mg IV and Metronidazole 500mg IV or 1g PR single dose given less than 30 minutes 
before surgical incision 
 
Prophylaxis not recommended for clean head and neck or ear surgery, not recommended for simple 
nose or sinus surgery or tonsillectomy 
For insertion of grommets a single dose of topical antibiotic is recommended 
 
Gastro-intestinal Surgery including Endoscopic Gastrostomy 
Co-amoxiclav 1.2g IV as a single dose given less than 30 minutes before surgical incision 
Or  
Gentamcin 120mg IV single dose given less than 30 minutes before surgical incision 

 
Hernia Repair (Laparoscopic or non-laparoscopic with or without mesh) 
National guidance does not recommend antibiotic prophylaxis. 
 
Obstetric And Gynaecological Surgery 
Hysterectomy, vaginal surgery and major abdominal surgery:   
Co-amoxiclav 1.2g IV single dose given less than 30 minutes before surgical incision 
If penicillin allergic: Metronidazole 500mg IV and Gentamicin 120mg IV given less than 30 minutes 
before surgical incision 
 
Termination of pregnancy (medical or surgical), evacuation of retained products of conception (ERPC)  
Metronidazole 500mg IV or 1G PR given less than 30 minutes before surgical incision 
Plus Either Doxycycline 100mg oral for 7 days OR Azithromycin 1g as a single oral dose 
 
Caesarean section:  
Cefuroxime 1.5g IV plus Metronidazole 500mg IV single dose pre skin incision  
If penicillin allergic: Clindamycin 300mg IV plus gentamicin 120mg IV  
 
Prophylaxis is not recommended for evacuation of incomplete miscarriage or insertion of IUD. 
 
Ophthalmology 
For cataract surgery: 
Ceftazidime 125mg plus betamethasone 4mg administered subconjuntival at end of procedure 
For penicillin allergic: substitute gentamicin 20mg for ceftazidime 
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Orthopaedic 
 
For elective orthopaedic surgery without prosthetic device  
 
Prophylaxis is not recommended. 
 
For closed fracture fixation, hip fracture repair, spinal surgery, shoulder replacement, hand/shoulder 
surgery and for total hip or knee replacement: 
 
Co-amoxiclav 1.2g IV before surgery given less than 30 minutes before the skin is incised then at 8 
hours and 16 hours post operatively (i.e. 3 doses) 
OR 
If Penicillin allergic or known MRSA positive: 
Teicoplanin 800mg IV + Gentamicin* 240mg IV (if patient weight <60kg give 120mg) single dose given 
less than 30 minutes before the skin is incised. 
(If patient at risk of renal infection then discuss with Microbiology) 
 
For joint revision surgery 
 
Teicoplanin 800mg IV + Gentamicin* 240mg IV (if patient weight <60kg give 120mg) given less 
than 30 minutes before the skin is incised. Gentamicin should be given as a single dose and 
Teicoplanin continued until enrichment cultures available (approximately 7 days). 
 
Timing of Prophylaxis – Most joint revision centres in the UK (and including Endoclinik in Gemany) 
administer Prophylactic antibiotics in Infected Revision cases AFTER obtaining samples for culture and 
sensitivity. This is to enable recovery of the infecting organism for optimising antibiotic treatment for the 
cases. 
 At CDDFT, we recommend that in cases where infection is obvious( discharging sinus etc) or 
confirmed( positive pre-op aspirates) or strongly suspected, that Prophylactic antibiotics are 
administered AFTER obtaining 4-6 samples from the joint. 
For Revisions for aseptic loosening or other indications( other than infection), Prophylaxis should be 
given less than 30 minutes before the skin is incised. 
 
For open fracture of limbs: 
 
Co-amoxiclav 1.2g IV every eight hours started as soon as possible after injury (ideally within 3 
hours) and continued until first debridement (excision). At first debridement add Gentamicin* 
240mg IV (if patient weight <60kg give 120mg) single dose to Co-amoxiclav regime given less than 30 
minutes before the skin is incised and if concerns regarding MRSA a single dose of Teicoplanin 800mg 
IV should also be given. 
 
If Penicillin allergic substitute Co-amoxiclav for Teicoplanin 800mg IV + Gentamicin* 240mg IV (if 
patient weight <60kg give 120mg) given < or = 30 minutes before the skin is incised.  

 
Continue antibiotics until soft tissue closure OR for a maximum of 72 hours, which ever is 
sooner 
 
*NOTE: Dosing of Gentamicin is outwith of the current Gentamicin dosing algorithm. For patients requiring more than one 

dose a gentamicin level should be taken 22 hours post dose. If the level is less than 1mg/l then continue giving the same dose 

once a day if indicated. For levels greater than 1mg/l discuss dosage adjustment with a Microbiologist. Discuss with 

Microbiology when further levels are required.  
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Transrectal Ultrasound Guided Prostate Biopsy 
IV gentamicin 80mg given less than 30 minutes before procedure 
then metronidazole 1g PR at end of procedure 
plus ciprofloxacin 500mg oral 12 hourly for 4 doses starting the same evening as the procedure. 
 
Urinary catheter insertion or removal in patients with prosthetic joint inserted within 6 weeks 
Gentamicin 80mg IV single dose given less than 30 minutes before procedure  
OR  
Ciprofloxacin 500mg oral single dose 60 minutes before procedure, if not covered by peri-operative 
antibiotic prophylaxis as above. 
 
Urological Surgery 
For shock wave lithotripsy, transurethral resection of prostate, percutaneous nephrolithotomy, 
endoscopic uteric stone fragmentation or removal and radical cystectomy. 
Gentamicin 120mg IV given less than 30 minutes before surgical incision or procedure, unless urinary 
isolate is resistant by RECENT culture and alternative agent indicated. 
Antibiotic prophylaxis is not recommended for transurethral resection of bladder tumour. 
 
Vascular Surgery 
In lower limb amputation see prevention of gas gangrene above. 
 
For abdominal and lower limb vascular surgery: 
Co-amoxiclav 1.2g given less than 30 minutes before surgical incision then at 8 hours and 16 hours 
post operatively (i.e. 3 doses in total)  
Or  
Gentamicin 120mg IV single dose given less than 30 minutes before surgical incision 
Metronidazole 500mg IV may be added to the regime in lower limb surgery or in those at risk of 
anaerobic infections e.g. those with diabetes or gangrene. 
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ANTIMICROBIALS AVAILABLE at CDDFT 
 

The following antimicrobials are available for use in line with the antibiotic formulary: 
Antibiotic Formulary Status (see 

Reserved Antimicrobials 

section) 

or Comments 

Dosage Forms Available 

Solid Oral  Liquid or 

Dispersible 

Injection Suppository 

Aciclovir      

Amikacin Reserved Red     

Amoxicillin      

Amphotericin Reserved Red     

Anidulafungin Reserved Red     

Azithromycin      

Benzylpenicillin      

Caspofungin Reserved Red     

Cefalexin Reserved Amber     

Cefotaxime Reserved Amber     

Ceftazidime Reserved Amber     

Ceftriaxone Reserved Amber     

Cefuroxime Reserved Amber     

Chloramphenicol Systemic preparations 

Reserved Red 

    

Chloroquine      

Ciprofloxacin Reserved Amber     

Clarithromycin      

Clindamycin Reserved Amber     

Co-amoxiclav      

Colisthimethate Also powder for nebulisation      

Co-trimoxazole      

Daptomycin Reserved Red     

Dapsone      

Demeclocycline      

Doxycycline      

Ertapenem Reserved Red     

Erythromycin      

Ethambutol Reserved for treatment of TB     

Fansidar Reserved for treatment of 

malaria 

    

Fidaxomicin Reserved Red     

Flucloxacillin      

Fluconazole      

Fosfomycin Reserved Red     

Fusidic Acid      

Gentamicin See Appendix 2     

Isoniazid Reserved for treatment of TB     

Itrazonazole      

Levofloxacin Reserved Amber     

Levamisole Reserved     

Linezolid Reserved Red     

Lymecycline      

Mebendazole      

Meropenem Reserved Red     

Metronidazole      

Moxifloxacin Reserved Amber     

Neomycin      

Nitrofurantoin      

Noxytoilin Bladder Irrigation     

Nystatin      

Oxytetracycline      
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ANTIMICROBIALS AVAILABLE at CDDFT continued… 
 

The following antimicrobials are available for use in line with the antibiotic formulary: 
 
Antibiotic Formulary Status or 

Comments  

See also Reserved 

Antimicrobials section 

Dosage Forms Available 

Solid Oral  Liquid or 

Dispersible 

Injection Suppository 

Penicillin V      

Pentamidine Nebuliser Solution     

Pripsen      

Proguanil      

Pyrazinamide Reserved for treatment of TB     

Quinine Suphate Injection Unlicensed      

Rifabutin Reserved for treatment of TB     

Rifampicin Reserved for treatment of 

TB, Microbiology or Public 

Health recommendation only 

    

Rifater Reserved for treatment of TB     

Rifinah Reserved for treatment of TB     

Septopal Chain Impregnated Beads     

Sodium Fusidate      

Sulfadiazine      

Piperacillin/Tazobactam      

Teicoplanin      

Temocillin Reserved Red     

Terbinafine      

Tetracycline      

Tigecycline Reserved Red     

Tobramycin Reserved Red     

Trimethoprim      

Valaciclovir Reserved Amber     

Vancomycin Reserved: Oral Amber,  

IV Red 

    

Voriconazole Reserved Red     
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RESERVED ANTIMICROBIALS  
 
Antibiotics are classified as Green, Amber, or Red and the restrictions are explained in the table below: 
See section on “Antimicrobials available at CDDFT” for a list of antibiotics available. 
 

Green Drugs Not reserved, to be used in accordance with the Antibiotic Formulary, clinical 
indication for antibiotic treatment to be stated in the medical notes 

Amber Drugs To be used as specifically mentioned within the Antibiotic Formulary or on the 
advice of a Consultant or Consultant Microbiologist. When an amber drug is used 
the consultant responsible for the care of the patient must be aware and the reason 
for use and clinical indication must be stated in the medical notes.   

Anti-TB drugs For the treatment of tuberculosis only.  See “Antimicrobials available at CDDFT”  

Cefalexin 
Cefuroxime 

Cephalosporins are associated with an increased risk of causing Clostridium difficile 
infection especially in the elderly and therefore should only be used when no 
reasonable alternative is available. 
Cefuroxime may be used for severe CAP in patients with mild penicillin allergy. 

Ceftriaxone 
Cefotaxime 

See above under Cefalexin & Cefuroxime for risk of Clostridium difficile infection. 
Treatment of bacterial meningitis or meningococcal or Haemophilus influenzae(b) 
septicaemia or resistant Gram negative infections with positive microbiology. 
Cefotaxime is reserved for use in neonates or those in whom ceftriaxone is contra-
indicated 

Ceftazidime See above under Cefalexin & Cefuroxime for risk of Clostridium difficile infection. 
Treatment of Pseudomonas infections or infections caused by proven resistant 
Gram-negative bacteria 

Ciprofloxacin Quinolone antibiotics are associated with an increased risk of Clostridium difficile 
infection, only to be used if no alternative. 
Oral treatment of Pseudomonas infections or treatment of osteomyelitis caused by 
Gram-negative bacteria or treatment of infections caused by resistant Gram-
negative bacteria.  Injection only to be used when oral route not available. 

Clindamycin High risk of Clostridium difficile diarrhoea, only to be used as specifically indicated in 
this formulary or on the advice of a Consultant Microbiologist 

Levofloxacin Quinolone antibiotics are associated with an increased risk of Clostridium difficile 
diarrhoea, only to be used as specifically indicated in this formulary or on the advice 
of a Consultant Microbiologist or Respiratory Consultant 

Moxifloxacin 

Vancomycin Oral Oral treatment of Clostridium difficile associated diarrhoea see gastro-intestinal 
section 

Red Drugs To be used only when recommended by a Consultant Microbiologist or as 
mentioned in the Antibiotic Formulary. The exceptions are Amphotericin, 
Caspofungin and Voriconazole which can be prescribed for patients under the care 
of a Consultant Haematologist. When a red antibiotic is used the reason and the 
clinical indication must be stated in the medical notes. 

Amphotericin  
(all formulations) 

Other than patients under the care of a Consultant Haematologist, only to be used 
on the advice of a Consultant Microbiologist 

Amikacin 
Tobramycin 

Resistant infections on the advice of a Consultant Microbiologist 

Anidulafungin To be used on the advice of a Consultant Microbiologist only for resistant fungal 
infections 

Caspofungin To be used on the advice of a Consultant Microbiologist or Consultant 
Haematologist for resistant fungal infections 

Chloramphenicol 
(systemic formulations) 

Resistant infections on the advice of a Consultant Microbiologist 

Daptomycin To be used on the advice of a Consultant Microbiologist for the management of 
resistant Gram-positive infections 

Ertapenem To be used on the advice of a Consultant Microbiologist for the management of 
resistant Gram-negative infections 

Fidaxomicin To be used on the advice of a Consultant Microbiologist for the management of 
Clostridium difficile infection 
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RESERVED ANTIMICROBIALS Continued….  
 
Antibiotics are classified as Green, Amber, or Red and the restrictions are explained in the table above or below. 
See section on “Antimicrobials available at CDDFT” for a list of antibiotics available. 

 
Red Drugs continued To be used only when recommended by a Consultant Microbiologist or as 

mentioned in the Antibiotic Formulary. The exceptions are Amphotericin, 
Caspofungin and Voriconazole which can be prescribed for patients under the care 
of a Consultant Haematologist. When a red antibiotic is used the reason and the 
clinical indication must be stated in the medical notes. 

Fosfomycin To be used on the advice of a Consultant Microbiologist for the management of 
resistant Gram-negative infections 
Not licensed in the UK 
Following dose is recommended: 
Uncomplicated UTI female: 3g given as a single dose 
Uncomplicated UTI male or complicated UTI female: 3g every other day for 3 doses 
Prostatitis: 3g every 3 days for 21 days (i.e. 7 doses) 

Linezolid To be used on the advice of a Consultant Microbiologist for resistant Gram-positive 
infections.   
Treated as a Hospital only drug by the manufacturer and is not available via a GP, 
i.e. treatment can only be started by a hospital specialist and responsibility remains 
with the specialist during the treatment period.   
Patients must have weekly bloods taken to monitor for haematological side effects if 
receiving treatment for more than 10 to 14 days.  In those receiving treatment for 
more than 4 weeks a pre-treatment eye assessment is recommended followed by 
monthly assessments. Patients should be warned to report any visual symptoms 
promptly. (see BNF for CSM warning).  
See Appendix 8: Linezolid Information Leaflet which gives information for the 
prescriber and the patient on side effects and how the drug will be supplied 
and monitored when given to non admitted patients.  A copy of the leaflet 
must be given to the patient on discharge from the hospital. 

Meropenem For the treatment of Necrotising fasciitis (see Soft Tissue and Skin infection section) 
or severe necrotising pancreatitis otherwise to be used only on the advice of a 
Consultant Microbiologist for resistant infections 

Temocillin To be used on the advice of a Consultant Microbiologist for the management of 
resistant Gram-negative infections 

Tigecycline To be used on the advice of a Consultant Microbiologist only. 

Vancomycin IV Treatment of culture negative endocarditis and treatment of endocarditis due to 
MRSA, coagulase negative staphylococci or resistant enterococci on the advice of a 
Consultant Microbiologist. 

Voriconazole To be used on the advice of a Consultant Microbiologist or Consultant 
Haematologist only 
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APPENDIX 1: CHANGING IV TO ORAL ANTIBIOTICS 
 
Patients can be Switched on Improvement in Clinical Condition: as indicated by the following 
criteria: 

 Temperature greater than 360C or less than 380C for 48 hours 

 Have no unexplained tachycardia (i.e. patients‟ heart rate < 90bpm) 

 Decreasing or normal white blood cell count OR C reactive protein (CRP) 

 AND the patient is able to tolerate oral food or fluids 
 
Do not switch if treating a condition which requires extra high blood levels of 
antibiotics, e.g. meningitis, certain bacteraemias, severe cellulitis, neutropenia, see 
Trust policy for use of antimicrobials at the front of this formulary for list of excluded 
conditions 
 

Trust pharmacists are authorised to switch patients from IV to oral in accordance with this 
policy. 
 
This table is not intended to be exhaustive and advice should be sought from a 
Consultant  Microbiologist for circumstances which fall outside this guidance. 
 

IV antibiotic Oral replacement 

Amoxicillin Amoxicillin 

Benzylpenicillin Amoxicillin 

Ceftazidime Ciprofloxacin 

Cefuroxime Co-amoxiclav or Ciprofloxacin 

Ciprofloxacin Ciprofloxacin 

Clarithromycin Clarithromycin (or Erythromycin) 

Clindamycin Clindamycin 

Co-amoxiclav Co-amoxiclav 

Flucloxacillin Flucloxacillin 

Gentamicin No oral equivalent. 

Metronidazole Metronidazole 

Piperacillin/tazobactam  Discuss with Microbiology 

 
Please note ciprofloxacin, clindamycin and metronidazole have excellent bioavailability and 
should be prescribed orally, unless the patient has a reduced conscious level or absorption 
from the gut is impaired. 
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APPENDIX 2: GUIDANCE FOR GENTAMICIN DOSING 
 

1. Single/Stat Dose Infusion 
 
Exclusions from high dose single/stat Gentamicin dosing regime 
  

 Endocarditis  

 Children < 16 years (discuss with Consultant Paediatrician) 

 

 
Renal function should be determined by using Cockcroft and Gault prior to administration. 
 (CrCl = F X Wt x (140-Age)  where F = 1.23 for men and 1.04 for women) 
                       Serum Cr 
                                                      

 If CrCl greater than 30ml/min treat as per table for intermittent gentamicin (below), using gender, actual body 

weight and height.  This table already adjusts for Ideal Body Weight. 

 If CrCl less than 30ml/min treat with 3mg/kg of gentamicin, dosed using Ideal Body Weight  

(IBW (kg) = [(height (cm) -154) x 0.9] + 50 for men or 45.5 for women) 

Prediction of renal function in urgent cases 
 
If bloods are unavailable previous U+E's can be used to predict whether it is likely a patient has impaired renal 
function.  Please note that biochemistry should be able to turn around U+E's within the hour as long as it is 
marked urgent and hand delivered and therefore this should only be done in urgent cases (e.g. neutropenic 
sepsis etc) 

 If previous CrCl greater than 30ml/min and no obvious changes are likely treat as CrCl>30ml/min. 

 If previous CrCl less than 30ml/min, impaired renal function or elderly treat as CrCl<30ml/min. 

It is important that up to date bloods are taken as soon as possible to determine whether the patient has renal 
impairment and if gentamicin accumulation is possible  
 

If subsequent doses of Gentamicin are required please speak to a Consultant 
Microbiologist or Antimicrobial Pharmacist. 

 

2. Guidance For High Dose Intermittent Gentamicin 
 
This guidance only applies to HIGH DOSE INTERMITTENT Gentamicin and applies a CONSTANT dose of 
5mg/kg. If a different dosing regime is required then please discuss with a Consultant Microbiologist or 

Antibiotic Pharmacist 
 
Gentamicin is used primarily to treat serious Gram-negative infections or used synergistically with other antibiotics 
in Gram-positive infections. Once daily administration has largely superseded multiple daily dose regimens as it is 
more convenient, cost effective, leads to higher initial antibacterial concentrations at the site of infection and 
provides adequate serum concentrations (1,2,3) 
 
Gentamicin has a narrow therapeutic index and requires regular monitoring of levels. Renal function should be 
assessed before starting therapy as Gentamicin is renally cleared and will accumulate in renal impairment, 
leading to further renal failure and possible ototoxicity.  

 
Exclusions from high dose intermittent Gentamicin dosing regime 
 

 Endocarditis 

 Pregnant women 

 Patients with Ascites 

 Limb amputation 

 Surgical Prophylaxis 

 Renal impairment* – CrCl < 30mls/min 

 Cystic Fibrosis 

 Major burns 

 Children < 16 years 
 

 
 
* Renal function should be determined by using Cockcroft and Gault (CrCl = F X Wt x (140-Age)  where F = 1.23 for men and 1.04 for women) 
               Sr Creatinine 
Multiple Myeloma – Gentamicin should normally be withheld for the first 24 hours and if Gentamicin is required this should be discussed with a 
consultant haematologist 
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Dose determination 

 
For dose determination for an individual patient the user has to have the following information:- 

 Sex 

 Weight 

 Height 
 
Use Figure 1 (for all male patients) and Figure 2 (for all female patients) below to calculate the dose of 
Gentamicin based on 5mg/kg (the tables below correct for ideal body weight in obese patients). The dose of 
Gentamicin has been capped to a maximum of 520mg and doses rounded to the nearest 40mg. 
 
NB: If any advice on dosing is required please discuss with a Consultant Microbiologist or Antibiotic Pharmacist 
 
 

Figure 1: Suggested doses for MALE patients based on height and actual weight 
 

 

Figure 2 Suggested doses for FEMALE patients based on height and actual weight 
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6’3 240 240 280 320 320 360 360 400 440 440 440 440 440 440 480 480 480 480 520 520 520 520 520 520 520 1.91 
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6’2 240 240 280 320 320 360 360 400 440 440 440 440 440 440 480 480 480 480 520 520 520 520 520 520 520 1.88 
6’1 240 240 280 320 320 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 520 520 1.85 
6’0 240 240 280 320 320 360 360 400 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 520 1.83 
5’11 240 240 280 320 320 360 360 400 400 400 400 400 440 440 440 440 440 480 480 480 520 520 520 520 520 1.80 
5’10 240 240 280 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 1.78 
5’9 240 240 280 320 320 360 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 1.75 
5’8 240 240 280 320 320 360 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 1.73 
5’7 240 240 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 1.70 
5’6 240 240 280 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 1.68 
5’5 240 240 280 320 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 1.65 
5’4 240 240 280 320 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 1.63 
5’3 240 240 280 280 280 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 1.60 
5’2 240 240 280 280 280 280 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 1.57 
5’1 240 240 280 280 280 280 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 1.55 
5’0 240 240 240 240 280 280 280 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 1.52 
4’11 240 240 240 240 280 280 280 280 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 1.50 
4’10 240 240 240 240 240 280 280 280 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 1.47 

 45 50 55 60 65 70 75 80 85 90 95 100 105 110 115 120 125 130 135 140 145 150 155 160 165 
Actual Weight in kg 

 
Administration 
 

 Give the dose over 60minutes in 100mls sodium chloride 0.9% or dextrose 5% 

 Nursing staff must document the time of administration on the patients Medication Chart 
 

H
e
ig

h
t 

in
 f

e
e

t 

6’5 240 280 320 320 360 360 400 440 480 480 480 480 480 480 520 520 520 520 520 520 520 520 520 520 520 520 1.96 

H
e

ig
h

t in
 m

e
te

rs
 

6’4 240 280 320 320 360 360 400 440 440 480 480 480 480 480 520 520 520 520 520 520 520 520 520 520 520 520 1.93 
6’3 240 280 320 320 360 360 400 440 440 480 480 480 480 480 480 520 520 520 520 520 520 520 520 520 520 520 1.91 
6’2 240 280 320 320 360 360 400 440 440 440 440 480 480 480 480 480 520 520 520 520 520 520 520 520 520 520 1.88 
6’1 240 280 320 320 360 360 400 440 440 440 440 440 440 480 480 480 480 520 520 520 520 520 520 520 520 520 1.85 
6’0 240 280 320 320 360 360 400 440 440 440 440 440 440 480 480 480 480 520 520 520 520 520 520 520 520 520 1.83 
5’11 240 280 320 320 360 360 400 440 440 440 440 440 440 440 440 480 480 480 520 520 520 520 520 520 520 520 1.80 
5’10 240 280 320 320 360 360 400 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 520 520 520 1.78 
5’9 240 280 320 320 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 520 520 520 1.75 
5’8 240 280 320 320 360 360 360 360 400 400 400 440 440 440 440 440 480 480 480 480 520 520 520 520 520 520 1.73 
5’7 240 280 320 320 360 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 520 1.70 
5’6 240 280 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 520 1.68 
5’5 240 280 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 520 1.65 
5’4 240 280 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 1.63 
5’3 240 280 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 520 1.60 
5’2 240 280 320 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 520 1.57 
5’1 240 280 320 320 320 320 320 320 320 360 360 360 360 400 400 400 400 440 440 440 440 480 480 480 480 520 1.55 
5’0 240 280 320 320 320 320 320 320 320 320 360 360 360 400 400 400 400 400 440 440 440 480 480 480 480 480 1.52 

 50 55 60 65 70 75 80 85 90 95 100 105 110 115 120 125 130 135 140 145 150 155 160 165 170 175  

 Actual Weight in kg 
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Dosing Interval  and Monitoring 
 

 Take a 10ml blood sample and send 
to the Biochemistry laboratory using 
a Serum Separation Tube (SST 
yellow (clotted)) bottle  6-14 hours 
after the first infusion (DO NOT 
TAKE SAMPLE FROM THE SAME 
LINE USED FOR GENTAMICIN 
ADMINSTRATION) 

 Document on the request form 
and in the patients medical notes 
the EXACT date and time the 
sample was taken.  

 Plot the resulting level on the 
nomogram. 

 If the level falls in the area 
designated 24hr,36hr or 48hr, the 
dosing interval is 24,36 or 48 hours 
respectively. The patients 
Medication Chart should be 
amended accordingly 

 If the level is off the 48 hour line 
then STOP the treatment. If 
Gentamicin is to be continued take 
daily levels, but do not give anymore 
Gentamicin until the level falls below 

1mg/L.  
 
 
Repeated monitoring 
 

 U+E‟s need to be checked daily in all patients on the regime 

 Repeat Gentamicin levels as below (unless renal function deteriorates in which case contact a Consultant 
Microbiologist or Antibiotic Pharmacist during working hours or the on-call Microbiologist out of hours) 

 
If the dosing interval is:-  

24 hours – repeat levels after 3 days (i.e. every third dose) 
36 hours – repeat levels after 3 days (i.e. alternate doses) 
48 hours – repeat levels after 2 days (i.e. every dose) 

 
References 

1. British National Formulary No. 60; 2010 available at www.bnf.org 
2. Sweetman SC, editor. Gentamicin Sulfate (last modified: 23-May-2009).  Martindale: The Complete Drug Reference; 35

th
 ed; 2007 

3. Barclay ML et al. Once daily aminoglycoside therapy. Is it less toxic than multiple daily dosing and how should it be monitored? Clinical Pharmacokinetics 1999; 36 (2): 89-98. 

 

3. Synergistic (low dose) use e.g. in Gram positive infections advice should be sought 
from Consultant Microbiologist 
 
In endocarditis (viridans type Streptococci or Enterococcus faecalis) gentamicin is used along with another antibiotic, usually a 

beta-lactam, to achieve synergy. Gentamicin is given in low doses every 8 to 12 hours for a prolonged treatment period, 
usually for up to two weeks, see page 3 Cardiovascular System.  
Gentamicin serum assays for low dose synergistic use 

Gentamicin serum assays are required around the third to fifth dose and subsequently as requested by the Microbiologist 
(usually 2-3 times a week).  Send 5ml of clotted blood (brown top tube at UHND and yellow at DMH/BAGH) to Microbiology.  
2 samples are required:  
TROUGH SAMPLE (PRE-DOSE). This should be taken immediately before dose. 
PEAK SAMPLE (POST DOSE). This should be taken ONE HOUR after the dose is administered.  
Specimens should be sent together and assayed before the next dose is given, use an SST as above. 
Monitor renal function by checking urine output daily and checking serum creatinine levels 2-3 times per week 
Acceptable levels for low dose gentamicin 

Endocarditis: predose < 1mg per litre, post dose 3-5mg per litre 
For other indications: predose < 2mg per litre, post dose 5-10mg per litre 

http://www.bnf.org/


CDDFT Antibiotic Formulary 2013 V4.3 44 

APPENDIX 3: 
ADULT INTRAVENOUS VANCOMYCIN INTERMITTENT DOSING GUIDELINE 

 

Indications: To be used on the advice of Microbiology for the management of susceptible Gram-positive 
infections. 
 

Exclusion Criteria 

 Patient allergic to Vancomycin or Glycopeptides         Treatment of Clostridium difficile 

 Dialysis patients and children under 16  
 

Prescribe loading 
dose

1
 (Use actual 

body weight) 

40-60kg = 1 gram in 250mL 
over 2 hours  

60-90kg = 1.5 grams in 
500mL over 2.5 hours 

>90kg = 2 grams in 500mL 
over 3.5 hours 

 

1. Estimate 
creatinine 
clearance (CrCl) 

 

Creatinine Clearance
1
 (mL/min) = N x (140 – age) x total body weight* (kg) 

                                                                Serum creatinine (mol/L) 

N = 1.23 for males 

N = 1.04 for females 

*Close monitoring should be undertaken for patients who are obese or 
underweight. (Important: do not use eGFR) 

 

2. Select initial 
maintenance 
dose and dose 
interval

1
 

 

(start 
maintenance 
dose one dose 
interval after 
loading dose) 

CrCl (mL/min) Initial maintenance 
dose 

 

Dose interval Administration
2
 

(0.9% sodium chloride or 
5% glucose) 

>110 1.5 grams 12 hours 500mL over 2.5 hrs 

90-110 1.25 grams 12 hours 250mL over 2.5 hrs 

75-89 1 gram 12 hours 250mL over 2 hrs 

55-74 750mg 12 hours 250mL over 1.5 hrs 

40-54 500mg 12 hours 250mL over 1 hr 

30-39 750mg 24 hours 250mL over 1.5 hrs 

20-29 500mg 24 hours 250mL over 1 hr 

<20 (not on dialysis) 500mg 48 hours 250mL over 1 hr 
 
 
 

To ensure effective monitoring  
NURSING STAFF MUST CLEARLY DOCUMENT ACTUAL TIME DOSES ARE GIVEN ON PATIENT KARDEX 

Careful monitoring of serum Cr and a target trough level of 10-15mg/L is required with concurrent or sequential systemic use of 
other potentially nephrotoxic drugs, such as amphotericin B, aminoglycosides (gentamicin, tobramycin, amikacin), ciclosporin, 
cisplatin, colistin, methotrexate, radio-contrast media or tacrolimus. Caution also with aciclovir, ACE-inhibitors, furosemide and 
bumetanide. 

3. Monitor levels 

 

(Important: do NOT 
take sample through 
the line used to 
administer 
vancomycin) 

When to take blood Start of therapy Maintenance monitoring 

Blood for Vancomycin levels 
should be taken immediately 
before the dose is due (trough 

level). 

Administer the dose, then 

check the result from the blood 
sample prior to administering 
the next dose. 

There is usually no need to 
monitor peak levels. 

Take blood sample before the 
3

rd
 or 4

th
 dose 

(before 3
rd

 dose if once-daily 
dosing) 

>90% of steady state achieved 
at 3

rd
 dose

3
. 

Important: record the blood 
sampling time in the patient’s 
medical notes. 

Repeat levels every 3 days if 

renal function is stable. 

(more frequently if renal 
function is unstable) 

Monitor Us+Es daily. 

Trough levels should be 
maintained above 10mg/L to 
avoid resistance. 

 

4. Adjust dosing Reference range
4 

Level too high Level too low 

10-15mg/L 

 

(15-20mg/L for less sensitive 
strains of meticillin-resistant 
Staphylococcus aureus)

4 

Check time between previous 
dose and blood sampling not 
too short. 

>25mg/L omit one dose then 
represcribe at half the original 
dose. 

Check time between previous 
dose and blood sampling not 
too long. 

<8mg/L represcribe at double 
the original dose. 

 

5. Further advice Duty Microbiologist or Antibiotic Pharmacist during working hours, On-call Microbiologist out of hours 
 

1. Thomson AH et al JAC March 2009 Development and evaluation of Vancomycin dosage guidelines designed to achieve new target concentrations 

2. Summary of Product Characteristics 3.Winter ME 2003 Basic Clinical Pharmacokinetics 4th Edition  4. British National Formulary No. 53, March 2007 
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APPENDIX 4: TEICOPLANIN LOADING REGIME  
 

Indication for use 

Suspected or confirmed gram-positive infections including skin and soft tissues, bone and 
joint, line associated infections, sepsis and endocarditis as recommended within the Antibiotic 
Formulary 

 

Presentation 

200mg and 400mg vials 

 

Method of Administration 

Either intravenous (IV) or intramuscular (IM) 

 

Instructions for Dilution 

Reconstitute with water for injection and dilute with either Glucose 5% or Sodium Chloride 
0.9% and infuse over 30 minutes 

 

Dose and Regimen 

Adults over 80kg – all indications 
800mg daily (no loading dose required) 
 
Adults between 60 – 80kg – all indications 
400mg every 12hours for TWO DOSES then 600mg daily  
 
Adults under 60kg – all indications  
400mg every 12hours for THREE DOSES then 400mg daily 
 
Children 
Initially 10mg/kg every 12 hours for THREE DOSES then 10mg/kg daily 

 

Monitoring & Significant Adverse Drug Reactions 

Plasma-teicoplanin concentration is not measured routinely because a relationship between 
plasma concentration and toxicity has not been established. A trough level should only be 
taken on the advice of a Consultant Microbiologist and should be in the range of 20-60mg/l  
Adverse Effects 
Thrombocytopenia, rash, nausea, vomiting, diarrhoea, bronchospasm 

 

Other Information 

Further information can be obtained from the „Injectable Medicines Guide‟ available via the 
Pharmacy intranet page or here. Username: cddward / Password: ivguide 

 

References 

1. Injectable Medicines Guide: http://www.medicinescomplete.com (accessed 24/01/2012)  
2. SPC for Teicoplanin available via http://www.medicines.org.uk (accessed 24/01/2011) 

3. British National Formulary 62 September 2011  
 
 

 
 
 
 
 
 

http://medusa.wales.nhs.uk/
http://www.medicines.org.uk/
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APPENDIX 5: GUIDELINES FOR THE CARE OF ASPLENIC OR HYPOSPLENIC PATIENTS 
 

Antibiotic Prophylaxis in Asplenic or Hyposplenic Patients 
All patients should be on lifelong prophylactic antibiotics especially for those with underlying 
immunocompromise.  Prophylaxis is not fully reliable and patients should be counselled to be alert for 
symptoms of infection and to seek urgent medical help in the event of becoming unwell. 

Routine Antibiotic Prophylaxis 

 Drug Adult Dose Child 6-12 years Child under 5 years 

1
st

 choice* 
 

Penicillin V 
OR 

Amoxicillin 

500mg  
12 hourly 

250mg  
12 hourly 

125mg  
12 hourly 

500mg once 
daily (at night) 

500mg once 
daily (at night) 

250mg once 
daily (at night) 

Penicillin 
allergic 

Erythromycin 500mg 
12 hourly 

250mg 
12 hourly 

125mg 
12 hourly 

*Use amoxicillin if risk of H Influenzae (b) – risk is greatest in children under 4 years  

Consider switching prophylaxis to erythromycin if travelling to a country with a significant incidence of penicillin 
resistant pneumococci e.g. USA, Southern Europe, South Africa, South-East Asia.  Start one week prior to 
departure and continue for one week after return. 

Perioperative Prophylaxis  Give IV prophylaxis until the patient is able to take oral medication reliably 

 Drug Adult Dose Child 6-12 years Child under 5 years 

1
st

 choice Benzylpenicillin 600mg  
4 hourly 

300mg 
4 hourly 

150mg 
4 hourly 

Penicillin 
allergic 

Clarithromycin 250mg 
12 hourly 

125mg 
12 hourly 

75mg 
12 hourly 

 
Treatment of Acute Infection in Asplenic or Hyposplenic Patients 
 Patients should be hospitalised and commenced on antibiotic treatment appropriate to the likely source of 

sepsis, e.g. IV co-amoxiclav and clarithromycin for a chest infection.  The treatment regime should generally 
include a broad spectrum beta-lactam antibiotic e.g. co-amoxiclav. In cases of overwhelming infection a very 
broad spectrum antibiotic such as piperacillin/tazobactam should be used. 

 A full septic screen should ideally be undertaken prior to commencing antibiotic therapy, but do not delay 
treatment as early treatment is important in improving the chances of recovery.  The Consultant 
Microbiologist may be contacted for advice in more complex cases e.g. history of allergy.  

 Human, dog or other animal bites may be fatal if untreated due to infection with Capnocytophaga canimorsus 
and other virulent organisms. Co-Amoxiclav (Augmentin) 625 mg tds orally should be commenced 
immediately (for penicillin allergy see section on Skin and Soft Tissue Infections).    

 

Recommended Immunisations for Asplenic or Hyposplenic Patients 
All patients should adhere to the routine immunisation schedule in the “Green Book” (DH, Immunisation against 
Infectious Diseases), 
http://www.dh.gov.uk/en/Publichealth/Healthprotection/Immunisation/Greenbook/dh_4097254 
In addition specific vaccinations should be given as below. Vaccinations required for travel should be given 
according to the current BNF or National Travel Health Network and Centre, www.nathnac.org.  
Clearly document all vaccinations in the patient‟s medical notes.  Timing is important to optimise 
immunongenicity, especially for polysaccharide vaccines.  Patients should be vaccinated 6 weeks before (or at 
the very least 2 weeks before) an elective splenectomy, radiotherapy or chemotherapy.  Vaccination should be 
delayed for 2 weeks following an emergency splenectomy, but should always be given before a patient leaves 
hospital.  Delay vaccinating those who are systemically unwell until their condition has improved. For those 
undergoing radiotherapy or chemotherapy where it has not been possible to vaccinate before, then vaccination 
may be delayed until at least 3 months after completion of therapy in order to maximise response, however 
vaccination should not be delayed if this would result in failure to vaccinate. 
Vaccinations may be given on the same day, but at separate administration sites and should not be mixed in the 
same syringe. 
VACCINATION SHOULD NOT BE GIVEN IN PREGNANCY OR IN THOSE UNDERGOING RADIOTHERAPY 
OR CHEMOTHERAPY.  Give vaccines at least 2 weeks before or delay for 6 months after chemotherapy or 
radiotherapy. 
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APPENDIX 5: GUIDELINES FOR THE CARE OF ASPLENIC OR HYPOSPLENIC PATIENTS 
continued… 
Vaccination Age Frequency Comments 

Pneumococcal 
Polyvalent (23 
valent) 
unconjugated 
 
Pneumovax™ 

Adults and aged 
over 5 years 

Single dose (0.5ml i.m.) then 
revaccinate at 5 year intervals. 

Asplenic and hyposplenic 
patients do not maintain 
immunity, antibody levels can be 
checked, revaccinate if levels < 
35 mg/l *.  High risk patients may 
need revaccinating at 3 year 
intervals. 

Aged 2 years to 5 
years old 

Single dose (0.5ml i.m.) two months 
after final dose of conjugated vaccine 
(Prevenar 13™), then revaccinate with 
Pneumovax at 3-5 year intervals  

Pneumococcal 
13 valent 
conjugated 
 
Prevenar 13™ 

Aged 2 months to 
12 months 

Three doses given as a 0.5ml i.m. 
single dose at 2, 4 and 13 months of 
age plus single dose of Penumovax™ 
after second birthday (see comments) 

One dose (0.5ml i.m.) of 
Pneumovax™ after second 
birthday (at least two months 
after final dose of Prevenar 13™) 
Conjugated vaccine (Prevenar 
13™) is part of the routine 
childhood immunisation 
schedule.  Children under 5 
years who are fully vaccinated 
and then develop asplenia more 
than 1 year after completing the 
programme should be offered an 
additional dose of Prevenar 13™ 

Aged 12 months 
to 5 years 

Two doses given as a 0.5ml i.m. single 
dose two months apart plus a single 
dose of Pneumovax™ given after 
second birthday or at least 2 months 
after last Prevenar 13™ dose (see 
comments) 

Haemophilus 
influenzae (b) 
(Hib) and 
Meningococcal 
Conjugate 
Group C (Men 
C) 
 
Menitorix™ 

Aged up to 10 
years old 

Previously unimmunised Give full 
primary immunisation with 
DTaP/IPV/Hib as required, see BNF  
Previously fully immunised Offer 
reinforcing dose (0.5ml i.m.) Menitorix™ 

Re-immunisation should be 
considered if antibody levels for 
Hib fall to < 1.5 mcg/ml* 
 
Hib and Men C form part of the 
routine childhood immunisation 
schedule (see BNF or Green 
book via link above) 

Adults or aged 10 
years or over 

Previously unimmunised Two doses 
given as a single 0.5ml i.m. Menitorix™ 
dose two months apart 
Previously fully immunised Offer 
reinforcing dose (0.5ml i.m.) Menitorix™ 

Influenza Aged 6 months 
and over 

Yearly Vaccine for currently circulating 
strains 

*
Send 5ml blood samples in yellow-topped SST to the Microbiology or Immunology laboratory with the request to 
“check Pneumococcal and Haemophilus titre” 
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APPENDIX 6: FLOW CHART FOR THE ASSESSMENT OF PENICILLIN ALLERGY 
 

ALLERGY ASSESSMENT MUST BE DOCUMENTED IN THE CLINICAL NOTES 
 

Take History of Reaction & Determine Type of Reaction 
Question Assessment 

Can the patient describe the reaction? Determine reliability of history 

How long after starting penicillin did the 
reaction occur  

Immediately (<1h) 
Delayed (12 to 48 hours) 

Did the reaction have characteristics of 
an Immediate Allergic Reaction 

IgE-mediated (type 1) reactions (including anaphylaxis) 
usually <1h 
Symptoms: flushing, pruritus, urticaria, angioedema, 
laryngeal oedema, wheezing, hypotension, tachycardia, 
arrhythmia, anaphylaxis 

Did the reaction have characteristics of a 
Delayed Allergic Reaction 

IgG & IgM mediated immune complex reactions (type 2 & 3) 
usually 12 to 72 hours.  Symptoms: mild pruritus, serum 
sickness, urticarial vasculitis, immune cytopenia, tissue 
injury.  Cell-mediated (type 4) usually >72h.  Symptoms: 
contact dermatitis.   

Was the reaction Non-specific? Symptoms: vaso-vagal, isolated vomiting & diarrhoea, panic, 
anxiety 

Did the reaction have characteristics of 
an Severe Adverse Drug Reaction 
(non-IgE mediated) 

Skin blistering reactions (e.g. Steven-Johnson), cytopenia, 
hepatitis, nephritis, serum sickness or drug fever 

Have they taken penicillin, cephalosporin 
or carbapenems since, what happened? 

Ability to tolerate penicillin, cephalosporin or carbapenem 
antibiotics 

 

 
If a rash or reaction develops during treatment stop treatment & take blood for tryptase measurement within 3 
hours of reaction (purple top tube, send to immunology UHND).  Discuss alternative treatment with a Consultant 
Microbiologist.  Specialist allergy advice is available from Consultant Immunologist Dr Desa Lilic UHND ext 2781. 
References:  
Mirakian R et al. BSACI guidelines for management of drug allergy. Clin Exp Allergy 2008; 39:43-61 
Yates AB. Management of patients with a history of allergy to beta-lactam antibiotics. Am J Med 2008; 121:572-576 

Assess reaction using the questions above then follow 

process below. Document in the clinical notes 

Delayed Allergic Reaction (see 
above).  Consider use of 
cephalosporin, carbapenem or 
monobactactam. Observe 
closely for reaction. If in doubt 
give 1/10

th
 dose & observe & if 

no reaction after 1 hour give rest 
of dose. Skin test not useful 

Severe Adverse 
Drug Reaction (see 
above): skin 
blistering, immune 
cytopenia, hepatitis, 
nephritis, serum 
sickness or drug 
fever. 
Avoid specific drug 
& drugs with similar 

structure 

Immediate Allergic Reaction 
(see above) within 1 hour. 
Pruritus, flushing, urticaria, 
angioedema, respiratory 
symptoms, hypotension, 
tachycardia or arrhythmia. 
Avoid penicillins, 
cephalosporins, carbapenems & 

monobactam 

Has the patient had a reaction to a 

penicillin antibiotic? 

NO 

Safe to give a 
penicillin or 
beta lactam 

YES 

Not an allergy: Non 
specific reaction (see 
above).  Use a 
penicillin or beta 
lactam antibiotic 

Type of reaction 
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APPENDIX 7: LINEZOLID INFORMATION: a copy must be given to non admitted patients 

 

 
Information for Patients about Linezolid 

             
Your hospital doctor and the hospital microbiologist have decided that Linezolid is the best antibiotic to 
treat your current infection. 
 
The dose of linezolid you have been prescribed is 600mg TWICE each day 

 
Your course started on ___/___/___  and is due to finish or be reviewed on ___/___/___ 
 
Your hospital Consultant is ………………………………….. and he/she can be contacted on telephone 
number…………………………………… 
 
A detailed product information leaflet will be in the box of linezolid you receive from the hospital 
pharmacy. The information in this leaflet highlights some of the issues about safety and supply that we 
particularly want to draw your attention to. 
 
Linezolid can only be prescribed by hospital doctors.  If you need to continue taking linezolid at home 
then further supplies must be given to you by the hospital.  You will be given enough linezolid on 
discharge from hospital to last for one week.  You will need to return to the hospital each week for 
review by your hospital doctor and to get further supplies of linezolid from the hospital pharmacy. 
 
Some patients taking linezolid may develop changes in their blood counts. If this happens linezolid 
needs to be stopped to allow the blood counts to return to normal. Your hospital doctor will arrange a 
blood test when you come to the hospital each week.  The results of the blood test will be reviewed by 
your hospital doctor before you are given a prescription to take to the hospital pharmacy.  Therefore 
you will need to allow at least two hours for your hospital appointment.  If your blood results change you 
may be asked to stop taking linezolid. If your blood results are normal you will be given a prescription to 
take to the hospital pharmacy for a further supply and you should continue to take linezolid. 
 
If the planned duration of your course of linezolid is more than 4 weeks then your hospital doctor will 
check your vision before you start treatment and continue to check your vision regularly. 
 
There are times when you should stop taking linezolid and contact your GP or hospital doctor as soon 
as possible. These are if you develop: 

 recurrent nausea, vomiting, abdominal pain, or hyperventilation (over breathing) 

 diarrhoea 

 any changes in your vision e.g. blurred vision, colour changes, blind spots, 

 any tingling or numbness 

 severe headache 
 
If your own doctor (GP) prescribes you any new medication you should mention that you are receiving 
linezolid so that a check can be made for drug interactions.  If you buy medicine you should check with 
the pharmacist about drug interactions with linezolid.   
 
Linezolid can interact with an amino acid found in food which is called tyramine.  Foods which are rich 
in tyramine include mature cheese, yeast extracts, undistilled alcoholic drinks e.g. wine, beer, lager, 
and fermented soya bean products e.g. soy sauce.   You should avoid eating large amounts of these 
foods. 
 
Please give a copy of this leaflet to your own doctor (GP) and community pharmacist



CDDFT Antibiotic Formulary 2013 V4.3 50 

 APPENDIX 8: DIAGNOSIS OF URINARY TRACT INFECTION 
 
Dipstick urinalysis with nitrite and leucocyte esterase (LE) provides a useful and quick near-
patient test for the exclusion of Urinary Tract Infection (UTI).   There is a 95% negative 
predictive value (NPV) if both nitrite and LE are negative.  However they are less specific with 
a positive predictive value (PPV) if either one or both are positive of around 40-60%.  Patients 
in hospital in whom a UTI is suspected should have a mid-stream urine sample sent for culture 
because they are at higher risk of having a complicated or resistant infection.  Not all 
uropathogens reduce nitrates to nitrite, e.g. enterococci, Pseudomonas sp, staphylococci, do 
not and therefore give false-negative results, the possibility of these organisms should be 
considered in complicated or recurrent infections.  
UTI can only be proven bacteriologically in 50% of women with symptoms of UTI, others have 
inflammation of the urethra and antibiotics do not hasten the clinical response. 
In catheterised patients avoid unnecessary samples as bacteriuria and positive dipstick 
urinalysis is usual, only sample or treat culture results if there are signs of systemic infection 
such as fever or rigors, delirium, costo-vertebral tenderness. 
Asymptomatic Bacteriuria is very common in the elderly and is not related to increased 
mortality or morbidity.  Investigation and treatment will increase side-effects and medicalise the 
condition.  In early pregnancy, renal transplant patients and those undergoing urological 
procedures screening and treatment of asymptomatic bacteriuria and treatment if positive is 
considered appropriate. 

 
 

Positive nitrite & LE 
(+/- protein, +/- blood) 
Possible UTI, send 
MSU for culture 
  

Dipstick for urine leucocyte esterase (LE), blood, protein and nitrite 

Negative nitrite & LE 
Positive blood or protein 
UTI unlikely (95% NPV) but send 
MSU for culture  

Nitrite, LE, 
protein, blood all 
negative: 
No evidence of 
UTI 

Does patient have features 
of UTI or unexplained 
confusion not attributable to 
another source (especially 
elderly or learning disabled) 

Yes: treat 
accordingly 

No: wait for culture result if clinically 
stable and see notes above 

Wait for culture results.  See asymptomatic 
bacteriuria notes above.  Treat empirically if 
patient has features of UTI and is unwell. 

Patient with Signs and Symptoms of UTI 
e.g.: Urgency, Suprapubic pain, Frequency, New Urinary 

Incontinence (especially elderly), Gross Haematuria 
New onset Confusion or increased confusion (especially elderly). 

Plus Fever 



CDDFT Antibiotic Formulary 2013 V4.3 51 

 

APPENDIX 9: Antibiotic Management of Recurrent Urinary Tract Infections in Adults 
 
Introduction 
This document gives guidance on the management of adult patients with recurrent lower 
urinary tract infections (RUTI).  RUTI is defined as 3 or more episodes of urinary tract infection 
in the last 12 months or 2 or more in the last 6 months1.  Risks factors for RUTI in women are 
genetic and behavioural.  In pre menopausal women sexual activity and use of spermicide are 
associated and in post menopausal vesical prolapse, incontinence, post voiding residual urine 
and significant pathology are associated with RUTI. 
 
General Principles 

 Prophylactic antibiotics should NOT be started by a non specialist i.e. prophylactic 
antibiotics may only be initiated by an expert such as a urologist after appropriate 
investigation and intervention. 

  A UTI diagnosed before or whilst the patient is awaiting a urological appointment should be 
treated appropriately.   

 Except for in pregnancy, asymptomatic bacteruria should not be treated with an 
antibiotic. 

 
Antibiotic Choice and Duration of Prophylaxis  

 Prophylactic Antibiotics may only be started by an expert, e.g. urologist after 
appropriate investigation 

 First line choice is trimethoprim 100mg at night or Nitrofurantoin 50mg at night.  

 Break through infections should be treated according to culture and sensitivity results, once 
the infection is resolved the original prophylaxis should be re-started 

 Quinolones or cephalosporins should not be used for prophylaxis unless no alternative due 
to risk of C difficile infection and in addition for quinolones induction of resistance including 
MRSA. 

 If RUTI occur whilst a patient is receiving prophylactic antibiotics then prophylaxis has 
proved ineffective and should be stopped.  Recurrent infections should be treated as 
appropriate.  The patient should be reviewed and re-assessed by a urologist 

 Antibiotic Prophylaxis is generally only given for 6 months3 

 Patients who have been receiving antibiotic prophylaxis long term, i.e. for more than 6 
months and are no longer under the care of a urologist should have their antibiotics 
stopped.  If RUTI occur then the patient should be managed as above i.e. UTI treated and 
referred to a urologist. 

 
Management of Recurrent Lower Urinary Tract infections in Women 

 Any women (i.e. all age ranges) with a minimum of three RUTI in a year or a single episode 
of pylonephritis should be referred to a urologist for investigation.  The expected 
investigation would be an ultra sound and a flexible cystoscopy dependent on clinical 
judgement. 

 Causes of RUTI in older women may include significant pathology for example urethral 
stenosis or bladder/kidney stones.  Women may benefit from urethral dilatation. 

 Interventions for preventing RUTI: 
o In adult women cranberry products2, although product strengths are not 

standardised high dose capsules may be more convenient and effective.  
Cranberries should be avoided in women taking warfarin. 

o In sexually active women post coital voiding. 

 In post menopausal women topical oestrogen replacement (e.g. vagifem tablets) 
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Antibiotic Management of Recurrent Urinary Tract Infections in Adults Continued… 
 
Management of Recurrent Lower Urinary Tract infections in Men 

 UTI in men are by definition “complicated” and should be considered for early referral to a 
urologist. 

 
Management of Recurrent UTI in Patients with Long Term Urinary Catheters 

 Patients with recurrent bacteraemias of urinary tract origin, frequent catheter blockages or 
recurrent symptomatic UTI should be referred to a urologist for investigation and 
intervention as appropriate. 

 Common causes of recurrent catheter problems include bladder stones 

 Symptomatic UTI diagnosed whilst the patient is awaiting a urological appointment should 
be treated with an appropriate antibiotic and catheter change.   

 
Management of Recurrent UTI in Patients with Nephrostomies, Ureteric Stents, Ileal 
conduits, and Supra-pubic Catheters 

 There is no evidence to support the use of prophylactic antibiotics 

 If an infection occurs then the stent, nephrostomy or supra-pubic catheter should be 
changed and the infection treated with an appropriate antibiotic. 

 Patients with urinary diversion (ileal conduits) are prone to urinary tract infection and if this 
cannot be corrected surgically then prophylactic antibiotics may be started by a specialist 
i.e. a urologist. 

 
Management of Recurrent UTI in Patients with Structural Abnormalities or Functional 
Abnormalities or Underlying Disease (complicated UTIs) 

 There is no evidence to support the use of prophylactic antibiotics 

 If a UTI occurs it should be treated for 7 to 14 days and a urine sample sent for culture, 
hospitalisation and supportive care may be required 

 Patients with RUTI and underlying complications should be referred to a urologist for 
assessment and intervention 
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APPENDIX 10: Antibiotic Management of Adult Patients with Bronchiectasis 
 
Bronchiectasis is an acquired disorder of the major bronchi and bronchioles that is characterised by permanent abnormal dilation and destruction of 
bronchial walls. It is characterised by cough, daily production of sputum and recurrent lower respiratory tract infections.   
 
Bacteria involved in infections exacerbations are typically S pneumoniae,  H influenzae,  M catarrhalis, S aureus and in the latter stages P 
aeruginosa and sometimes Mycobacteria and fungi (aspergillus). 
 
General management is multidisciplinary and the aim is to minimise irritation to the airways, maintain good general health and fitness and minimise 
airway bacterial load. 
 

 

General Recommendations 
 

 A member of the Respiratory team should be involved in managing patients with a diagnosis of Bronchiectasis.   

 Avoid the use of Ciprofloxacin monotherapy in the hospital setting Resistance will occur within 3 courses and sensitivity will not 
return for at least 6 months. 

 Clinical well being will fluctuate from day to day and the presence of mucopurulent or purulent sputum alone or isolation of 
a pathogen alone is not generally indication for antibiotic treatment. 

 Antibiotics should be given for exacerbations that present with acute clinical deterioration and worsening of symptoms 
(cough, increased sputum volume or change in purulence or viscosity with or without increased wheeze, breathlessness or 
haemoptysis).  

 Antibiotics are used to reduce sputum bacterial load, total eradication is rarely achieved.  Clinical improvement is desired outcome. 

 Sputum samples should be taken at the time of an infective exacerbation and should ideally reach the laboratory within 3 hours of 
collection.  Clearly mark specimen that the patient has a diagnosis of bronchiectasis as this will affect processing in the laboratory. 

 
Guidance on use of Gentamicin 
 Calculate the dose using lean body weight and in accordance with renal function – see Appendix 2 of Antibiotic Formulary 

Give once daily dose at 12 noon to allow level to be drawn early the next morning (result will be available before dose is due).   
Aiming to achieve adequate clearance i.e. level less than 1mg/ml.   If patient has stable renal function then monitor twice weekly. 

 
Continued over page……
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CDDFT Guidance for Antibiotic Management of Patients with Bronchiectasis 
Care Setting Medication Duration Comments & Additional Options  

Outpatient OR Inpatient 
Bacterial bronchiectasis exacerbation 
with clinical deterioration.  
Send sputum sample for culture before 
commencing treatment, start empirical 
treatment & adjust according to sputum 
culture & sensitivity if no clinical 
improvement. Repeat sputum culture if 
failure to respond.  

 
Amoxicillin 500mg to 1g oral or 1g IV TDS  
OR 
Doxycycline 200mg stat then 100mg OD to BD 
OR Clarithromycin 500mg BD oral or IV 
In severe cases chronically colonised with  
H influenzae: Amoxicillin 3g BD oral 
 
For M catarrhalis: Doxycycline 200mg stat then 
100mg OD to BD oral OR 
Co-amoxiclav 625mg oral or 1.2g IV TDS 

 
2 weeks 
 
 
 
 
 
2 weeks 

Clearly mark specimens Bronchiectasis to ensure 
coliform sensitivity reported by laboratory. 
Doxycycline is effective against Gram +ve and H 
influenzae. IV to be used for particularly unwell 
inpatients with switch to oral on improvement 
Long term prophylaxis may be initiated by a Respiratory 
Physician for patients with recurrent infections, viz: 

 Nebulised Gentamicin 40mg BD 

 Colistimethate (Colistin) 1-2mu BD 

 Azithromycin 250mg Once a Day on 3 days per 
week on Monday, Wednesday and Fridays  

Outpatient 
Bacterial bronchiectasis exacerbation 
with clinical deterioration in patient 
known to be colonised with 
Pseudomonas 
 

Ciprofloxacin 750mg BD oral (if sensitive) 
PLUS either 
nebulised Gentamicin 40mg BD

#
  

OR 
Colistimethate (colistin) 1-2mu BD

# 

 

If pseudomonas resistant to ciprofloxacin treat as 
inpatient as below 

 
2 weeks 
 
3-4 months or long 
term 

The addition of nebulised agents gives a greater 
reduction in bacterial load but not necessarily clinical 
benefit. 
After 2 weeks of treatment a sputum sample must be 
sent for culture and sensitivity (due to risk of 
pseudomonas resistance).  If subsequent sputum 
cultures negative then may consider stopping nebulised 
antibiotics. 

First Acquisition of Pseudomonas  
Bacterial bronchiectasis exacerbation 
with first acquisition of Pseudomonas.  
Eradication should be attempted using 
extended antibiotic treatment and 
extensive physiotherapy. 
Only one attempt is made to eradicate. 

IV Tazocin 4.5g TDS  
PLUS either 
nebulised Gentamicin 40mg BD

# 

OR nebulised Colistimethate (colistin) 1-2mu BD
# 

Followed by 
Oral Ciprofloxacin 750mg BD 
PLUS one of:  Nebulised Gentamicin

#
  

OR Nebulised Colistimethate (colistin)
#
  

OR Azithromycin
#
 500mg OD oral 3 x week 

Followed by one of 
Nebulised Gentamicin OR Colistimethate 
(colistin) BD

#
  

OR Azithromycin 250mg OD oral 3 x week
# 

2 weeks 
 
 
 
 
4 weeks 
 
 
 
 
6 weeks or long 
term 
 

Azithromycin 500mg Once a Day on 3 days per week 
Monday, Wednesday and Friday for 4 weeks can be 
used in the outpatient setting in place of nebulised 
gentamicin or colistimethate (colistin), the dose is 
reduced to 250mg after 4 weeks. 

Inpatient 
Bacterial bronchiectasis exacerbation 
with second or subsequent discovery 
of Pseudomonas 

 
IV Tazocin 4.5g TDS + / - IV Gentamicin* OD 

Followed by one of 
Nebulised gentamicin  40mg BD

#
  

OR 
Colistimethate (Colistin) 1-2mu BD

#
  

OR  
Azithromycin 250mg OD oral 3 x week

# 

 

 
2 weeks 
 
4 weeks or long 
term 
 
 

Dual therapy reduces the risk of developing a resistant 
strain of Pseudomonas and should be used for strains 
resistant to ciprofloxacin. 
Other anti-pseudomonas antibiotics: 
Aztreonam, Meropenem (requires microbiology 
approval), Ceftazidime (should be avoided in 
hospitalised patients due to high risk for C difficile and 
induction of resistant organism, may be useful in 
outpatient setting when given BD for 10 to 14 days) 

* Once Daily Gentamicin should be given in accordance with the Antibiotic Formulary Appendix 2:Use of Gentamicin.        
#
 To be used on Specialist Respiratory Advice 


