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Section 18. Antimicrobial Prescribing

18.1

Aims

e To provide a simple, safe, effective, economical empirical and evidence based
approach to the treatment of common infections
¢ To minimise the emergence of bacterial resistance in the community

18.2

Principles of Treatment
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This guidance is based on the best available evidence but professional
judgment should be used and patients should be involved in the decision.
It is important to initiate antibiotics as soon as possible for severe infection. If
sepsis is suspected antibiotic treatment should be initiated within an hour
preferably by transferring the patient to an acute hospital.
A dose and duration of treatment for adults is usually suggested, but may need
modification for age, weight and renal function. In severe or recurrent cases
consider a larger dose or longer course.
Have a lower threshold for antibiotics in immunocompromised or those with
multiple morbidities; consider culture and seek advice.
Prescribe an antibiotic only when there is likely to be a clear clinical benefit.
Prescriptions should state the indication and course length or review date on
the medicines chart and in the medical notes.
Consider a no, or delayed, antibiotic strategy for acute self-limiting upper
respiratory tract infections e.g. sore throat, sinusitis, otitis media
Limit prescribing over the telephone to exceptional cases.
Use simple generic antibiotics if possible. Avoid broad spectrum antibiotics (e.g.
co-amoxiclav, quinolones and cephalosporins) when narrow spectrum antibiotics
remain effective, as they increase risk of Clostridium difficile, MRSA and resistant
UTls. There is specific guidance for treatment of C.difficile infection, see main
table and Appendix 18.
Avoid widespread use of topical antibiotics (especially those agents also available
as systemic preparations, e.g. fusidic acid).
In pregnancy, take specimens to inform treatment; where possible AVOID
tetracyclines, aminoglycosides, quinolones, high dose metronidazole (2 g). Short-
term use of nitrofurantoin (at term, theoretical risk of neonatal haemolysis) is
unlikely to cause problems to the foetus. Trimethoprim is also unlikely to cause
problems unless poor dietary folate intake or taking another folate antagonist e.g.
antiepileptic. Trimethoprim is unlicensed for use in pregnancy and folate
supplementation is recommended particularly in the first trimester due to the
theoretical risk of congenital malformations.
For information on the recognition and management of allergies, please refer to
CG27 Medical Emergencies.
For further information on the antimicrobial choices below, such dosing
information in renal and/or hepatic impairment, please refer to the eBNF.
Antibiotics more likely to cause C. difficile infection are: quinolones, co-
amoxiclav, clindamycin and cephalosporins. If patients develop diarrhoea and C.
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difficile infection is suspected, send a stool sample and treat as per the guidance
below

Fluoroquinolone 8 antibiotics (ciprofloxacin, levofloxacin, ofloxacin) can cause
disabling and long-lasting/ irreversible side effects of muscles, tendons, bones
(including tendonitis and tendon rupture) and the nervous system, and should not
be prescribed for:

e non-severe or self-limiting infections, or non-bacterial infections

¢ mild to moderate infections (such as in acute exacerbation of chronic
bronchitis and chronic obstructive pulmonary disease) unless other antibiotics
that are commonly recommended for these infections are considered
inappropriate (for example, when first-line antibiotics are unsuitable due to
resistance, contraindications, or intolerance, or if first-line treatments have
failed.)

e uncomplicated cystitis (for which ciprofloxacin or levofloxacin were previously
authorised) unless other antibiotics that are commonly recommended are
considered inappropriate (for example, when first-line antibiotics are
unsuitable due to resistance, contraindications, or intolerance, or if first-line
treatments have failed.)

Avoid co-administration with corticosteroids since this could exacerbate
fluoroquinolone-induced tendinitis and tendon rupture. Avoid use in patients who
have previously had serious adverse reactions with a quinolone or
fluoroquinolone antibiotic. Prescribe with special caution in people older than 60
years and for those with renal impairment or solid-organ transplants because
they are at a higher risk of tendon injury.

Prescribers of fluoroquinolones should advise patients to stop treatment at the
first signs of a serious adverse reaction, such as tendinitis or tendon rupture,
muscle pain, muscle weakness, joint pain, joint swelling, peripheral neuropathy,
and central nervous system effects, and to contact their doctor immediately for
further advice. Fluoroquinolone treatment should be discontinued at the first sign
of tendon pain or inflammation in patients and the affected limb or limbs
appropriately treated (for example with immobilisation). 18

Erythromycin can cause QT prolongation % and is associated with events
secondary to QT interval prolongation such as cardiac arrest and ventricular
fibrillation.

The following should be noted when prescribing macrolides:

e reports of cardiotoxicity (QT interval prolongation) with macrolide
antibiotics, in particular with erythromycin and clarithromycin

e erythromycin should not be given to:

Approved by Medicines Management Group May 2022
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o patients with a history of QT interval prolongation (congenital or
documented acquired QT interval prolongation) or ventricular
cardiac arrhythmia, including torsades de pointes

o patients with electrolyte disturbances (hypokalaemia or
hypomagnesaemia due to the risk of arrhythmia associated with QT
interval prolongation)

e consider the potential benefit of treatment against the cardiac risks when
prescribing in patients at increased risk of a cardiac event; patients in
whom caution is needed are those with:

o cardiac disease or heart failure

o conduction disturbances or clinically relevant bradycardia

o those concomitantly taking other medicines associated with QT
interval prolongation

e direct patients to the patient information leaflet and remind at-risk patients
of the importance of seeking medical attention if they develop signs or
symptoms of a cardiac event

e erythromycin is widely used in children, some of whom may have QT
interval prolongation; therefore, consider the child’s medical history and
balance the treatment benefits against the potential risks

e erythromycin may interact with rivaroxaban and increase the risk of
bleeding — consider this interaction when prescribing antibiotics and follow
precautions in the product information if concomitant use is necessary

e report suspected adverse drug reactions (ADRs) associated with
erythromycin to the Yellow Card scheme

18.2.16 Macrolides and direct-acting oral anticoagulant (DOAC) anticoagulants.
A potential drug interaction between rivaroxaban and erythromycin resulting in
increased risk of bleeding has been identified 2°, particularly in high-risk patients,
especially in those with mild or moderate renal impairment. Erythromycin and
clarithromycin can lead to an increase in the maximum blood concentration of
rivaroxaban.
Rivaroxaban is not the only DOAC to interact with macrolides such as
erythromycin. For edoxaban, the product information recommends a reduced
dose of 30mg a day for patients on concomitant erythromycin. For dabigatran
and apixaban, concomitant administration of P-gp inhibitors (and for apixaban,
also CYP3A4 inhibitors) is expected to increase plasma concentrations, and raise
blood concentrations when used concomitantly with another macrolide,
clarithromycin.
All patients prescribed macrolides with DOACs should be informed of the signs
and symptoms of bleeding and be advised to seek medical advice should they
occur.

18.3 Sepsis

Approved by Medicines Management Group May 2022
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Please refer to NICE Guideline 51 for full information on Sepsis.

Whenever a person presents with signs or symptoms that indicate possible infection think

‘could this be sepsis?’

In particular, note the following NICE recommendations:

People with suspected sepsis are to be assessed using a structured set of observations to

stratify risk of severe illness or death 2.

NG51 includes the following:
e astructured set of observations to stratify risk of severe illness or death:
refer to the lists in “Face-to-face assessment of people with suspected

o

sepsis”

refer to the lists in “Stratifying risk of severe iliness or death from sepsis’

refer to Table 1 below

y

Table 1 Risk stratification tool for adults, children and young people aged 12 years and over with suspected sepsis

Category

History

High risk criteria

Objective evidence of new altered mental state

Moderate to high risk criteria

History from patient, friend or relative of new
onset of altered behaviour or mental state
History of acute deterioration of functional
ability

Impaired immune system (illness or drugs
including oral steroids)

Trauma, surgery or invasive procedures in the
last 6 weeks

Low rigk criteria

Maormal behaviour

Respiratory

Raised respiratory rate: 25 breaths per minute or more
Mew need for oxygen (40% FiQ: or more) to maintain
saturation more than 92% (or more than 83% in known
chronic obstructive pulmonary disease)

Raised respiratory rate: 21-24 breaths per
minute

Mo high risk or moderate to
high risk criteria met

Blood pressure

Systolic blood pressure 90 mmHg or less or systolic
blood pressure more than 40 mmHg below normal

Systolic blood pressure 91-100 mmHg

Mo high risk or moderate to
high risk criteria met

Circulation and

Raised heart rate: more than 130 beats per minute
Mot passed urine in previous 18 hours.

Raised heart rate: 91-130 beats per minute
(for pregnant women 100-130 beats per
minute) or new onset arrhythmia

Mo high risk or moderate to

Non-blanching razh of =kin

breakdown of wound

hydration For catheterised patients, passed less than 0.5 mikg of | Mot passed urine in the past 12-18 hours high risk criteria met
uring per hour For catheterised patients, passed 0.5-1 mlkg
of urine per hour
Temperature Tympanic temperature less than 36°C
Mottled or ashen appearance Signs of potential infection, including redness,
Skin Cyanosis of skin, lips or fongue swelling or discharge at surgical site or Mo non-blanching rash

Sepsis: recognition, diagnosis and early management

E MICE 2017. All iights reserved. Subject to Motice of rights.

NICE guideline NG51 https:/www.nice org.ukfquidance/ngs1

People with suspected sepsis in acute hospital settings and at least 1 of the criteria
indicating high risk of severe illness or death to have an immediate review by a senior

clinical decision-maker and antibiotics given within 1 hour if indicated.?®

People with suspected sepsis in acute hospital settings who need treatment to restore
cardiovascular stability to have an intravenous fluid bolus within 1 hour of risk being

stratified.28
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People with suspected sepsis in acute hospital settings who receive intravenous antibiotics
or fluid bolus are seen by a consultant if their condition fails to respond within 1 hour of
initial treatment.?®

Take into account that people with sepsis may have non-specific, non-localised
presentations, for example feeling very unwell, and may not have a high temperature. Pay
particular attention to concerns expressed by the person and their family or carers, for
example changes from usual behaviour. Assess people who might have sepsis with extra
care if they cannot give a good history (for example, people with English as a second
language or people with communication problems).

Assess people with any suspected infection to identify:
e possible source of infection
« factors that increase risk of sepsis
« Any indications of clinical concern, such as new onset abnormalities of behaviour,
circulation or respiration.

Refer all people with suspected sepsis outside acute hospital settings for emergency
medical care by the most appropriate means of transport (usually 999 ambulance) if:
« they meet any high risk criteria (see tables 1, 2 and 3 of NICE Guideline 51) or
o they are aged under 17 years and their immunity is impaired by drugs or illness and
they have any moderate to high risk criteria.

Assess all people with suspected sepsis outside acute hospital settings with any moderate
to high risk criteria to:

« make a definitive diagnosis of their condition

o decide whether they can be treated safely outside hospital.

If a definitive diagnosis is not reached or the person cannot be treated safely outside an
acute hospital setting, refer them urgently for emergency care.

Provide people with suspected sepsis, who do not have any high or moderate to high risk
criteria, information about symptoms to monitor and how to access medical care if they are
concerned.

Approved by Medicines Management Group May 2022
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Antimicrobial Prescribing Guidance

Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

UPPER RESPIRATORY TRACT INFECTIONS: CONSIDER DELAYED ANTIBIOTIC PRESCRIPTIONS

Acute sore Penicillin V Mild: Majority of sore throats are viral and antibiotics
throat 500mg QDS or 1g Clarithromycin 250-500mg BD for | are not indicated.
BD 5 - 10 days (If Penicillin 5 days Evidence suggests that antibiotics are clinically
allergic) useful in less than 1% of cases.
Severe: Note that all patients taking simvastatin should be
500mg QPS5-10 advised to stop taking whilst receiving a course of
days clarithromycin.
10 days penicillin has lower relapse than 5 days in
patients under 18 years
Use Fever PAIN scores to guide treatment. See
Appendix 1 for the NICE treatment pathway
Acute Otitis Amoxicillin Neonate 7-28 days | Erythromycin (if Avoid antibiotics as most get better within 3 days
Media in (refer to NICE 30mg/kg TDS penicillin without; they only reduce pain at 2 days and do
children and NGI1 for full list | 1 —11 months: allergic). not prevent deafness.
young people of antibiotics 125mg TDS 1 monthto 1 125mg QDS or Advise on usual course of infection (3 to 7 days),
under 18 recommended) | 1-4 years: 250mg year 250mg BD managing symptoms, including pain, with self-care.
TDS Non antimicrobial treatment options now include
5-17 years: 500mg | 2-7 years 250mg QDS or eardrops containing an anaesthetic and an
TDS 500mg BD analgesic, for up to 7 days (see Appendix 3). Use
FOR 5 to 7 DAYS only if an immediate oral antibiotic prescription is
8-17 years 250-500mg QDS not given, and there is no eardrum perforation or

or 500mg to
1000mg BD
FOR 5 to 7 DAYS

otorrhoea.

Follow NICE treatment algorithm (Appendix 3)

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
to establish options, and further advice to offer (no
antibiotic prescription/ back-up antibiotic
prescription/ immediate antibiotic prescription/
referral of patient to hospital if severe systemic
infection or acute complications, including
mastoiditis, meningitis, intracranial abscess, sinus
thrombosis or facial nerve paralysis.)
Acute Otitis Amoxicillin 500mg TDS for 5 Clarithromycin 250-500mg BD for | Evidence suggests that antibiotics are unlikely to
Media in days (If Penicillin 5 days be beneficial unless patient has systemic
ADULTS allergic) symptoms. E.g. fever, vomiting.
Acute Otitis 1%t line: Otomize® Spray THREE EarCalm® (acetic acid 2%) can be bought Over The
Externa Analgesia for (Dexamathason | times daily for 7 Counter (OTC) Cure rates similar at 7 days for
pain relief e 0.1%, days. topical acetic acid (EarCalm) or antibiotic +/-
neomycin steroid .If cellulitis or disease extending outside ear
2" line: topical sulphate canal, start oral antibiotics, refer to ENT
acetic acid 2% TDS 3250unit/ml, department to exclude malignant otitis externa.
glacial acetic
If cellulitis: acid 2%)
Flucloxacillin 250mg or 500mg
(if severe) QDS 7
days
Influenza Oseltamivir 75mg BD for 5 days | Zanamivir 10mg BD Annual vaccination is essential for all those at risk
For prophylaxis, | unless pregnant (if there is (2 inhalations by | of influenza. For otherwise healthy adults antivirals

see NICE. (NICE
Influenza).
Patients under
13 years see
PHE Influenza

resistance to
oseltamivir or
severe
immunosuppres
sion)

diskhaler) for 5
days

not recommended. Treat ‘at risk’ patients, ONLY
within 48 hours of onset & when influenza is
circulating in the community or in a care home
where influenza is likely.

At risk: pregnant (including up to two weeks post-

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
link. partum), 65 years or over, chronic respiratory
disease (including COPD and asthma) significant
cardiovascular disease (not hypertension),
immunocompromised, diabetes mellitus, chronic
neurological, renal or liver disease, morbid obesity
(BMI >40)
Acute Penicillin V 500mg QDS for 5 Penicillin allergy Symptoms < 10 days: Avoid antibiotics as 80%
Rhinosinusitis days or intolerance: resolve in 14 days without, and they only offer
(Sinusitis) Doxycycline 200mg stat / marginal benefit after 7 days
For very unwell 100mg OD for 4 Use adequate analgesia
or worsening OR days (5 days total) | Symptoms > 10 days: Consider delayed antibiotic
symptoms: when purulent nasal discharge, severe localised
Co-amoxiclav 625mg TDS for 5 Clarithromycin 500mg BD for 5 unilateral pain, fever, marked deterioration
days days Systemically very unwell or more serious
signs/symptoms: Immediate antibiotic
Avoid doxycycline in children under 12 and
pregnant women
See Appendix 1 for NICE treatment algorithm
Suspected IVorIM Age 10+ years: Transfer all patients to hospital immediately. If
meningococcal | benzylpenicillin | 1200mg time before hospital admission, and non-blanching
disease Children 1 -9 yr: rash, give IV benzylpenicillin or cefotaxime, unless
OR 600mg definite history of anaphylaxis. Rash is not a
Children <1 yr: contraindication
300mg (Give IM if vein cannot be found)
If known anaphylaxis, do not give antibiotics prior
IV orIM Age 12+ years: to hospital transfer.

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
Cefotaxime 2gram 2g cefotaxime is the recommended dose for out of
Child < 12 yrs: hospital treatment
50mg/kg

LOWER RESPIRATORY TRACT INFECTIONS
Note: Low doses of penicillins are more likely to select out resistance. Do not use quinolone (ciprofloxacin, ofloxacin) first line due to poor
pneumococcal activity. Reserve all quinolones (including levofloxacin) for proven resistant organisms. Fluoroquinolone antibiotics (ciprofloxacin,
levofloxacin, ofloxacin) can cause disabling and long-lasting/ irreversible side effects of muscles, tendons, bones and the nervous system, and should
not be prescribed for mild or moderately severe infections unless other antibiotics cannot be used. 17 18

Acute cough &
bronchitis

See Appendix 9

See Appendix 9

See NICE NG120 and algorithm in Appendix 9.
Avoid doxycycline in children under 12 and
pregnant women. Antibiotic little benefit if no co-
morbidity. Consider immediate antibiotic (or
backup prescription) if higher risk of complications.
Offer an immediate antibiotic if systemically very
unwell. Refer to NICE guideline on pneumonia in
adults, for recommendations on prescribing
antibiotics according to CRP results. Symptom
resolution can take 3 weeks.

Acute
Exacerbation of
COPD

See Appendix 8

See Appendix 8

See NICE NG114 and algorithm in Appendix 8.

An acute exacerbation of chronic obstructive
pulmonary disease (COPD) is a sustained worsening
of symptoms from a person's stable state.

A range of factors (including viral infections and
smoking) can trigger an exacerbation.

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment

Many exacerbations (including some severe
exacerbations) are not caused by bacterial
infections so will not respond to antibiotics.
Avoid doxycycline in children under 12, pregnant
and breastfeeding women. Treat exacerbations
promptly with antibiotics if purulent sputum and
increased shortness of breath and/or increased
sputum volume.
Risk factors for antibiotic resistant organisms
include co-morbid disease, severe COPD, frequent
exacerbations, antibiotics in last 3 months

Community See Appendix 10 See Appendix See NICE NG138 and algorithm in Appendix 10.

acquired 10

pneumonia

Hospital See Appendix 11 See Appendix See NICE NG139 and algorithm in Appendix 11.

acquired 11

pneumonia

Pneumonia See Appendix 16 See Appendix See NICE NG173 and algorithm in Appendix 16.

during the 16 The purpose of this guideline is to ensure the best

COVID-19 antibiotic management of suspected or confirmed

pandemic bacterial pneumonia in adults in hospital during
the COVID-19 pandemic. This includes people
presenting to hospital with moderate to severe
community-acquired pneumonia and people who
develop pneumonia while in hospital.

COVID-19- There is not enough evidence3? to recommend specific antifungal treatments for CAPA.

associated

pulmonary For people who are critically ill and have, or have had, COVID-19 as part of their acute illness:

aspergillosis

e CAPA is arecognised cause of someone's condition not improving despite treatment (for example, antibiotic therapy,

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
(CAPA) ventilatory support)

e there are no specific combinations of signs or symptoms for diagnosing CAPA
e the risk of having CAPA may increase with age and chronic lung disease.

When deciding whether to suspect CAPA in someone who is critically ill and has, or has had, COVID-19 as part of their acute illness:
e base your decisions on individual risk factors and the person's clinical condition
e involve a multidisciplinary team, including infection specialists
e refer to local protocols on diagnosing and managing CAPA.

Only use antifungal treatments to treat CAPA if:
e diagnostic investigations support a diagnosis of CAPA or
e the results of diagnostic investigations are not available yet, but CAPA is suspected, and a multidisciplinary team or local
protocols support starting treatment.

When considering antifungal treatment for CAPA:
e discuss treatment options with a multidisciplinary team that includes infection specialists
e follow local protocols that include best practice guidance on treating invasive aspergillosis.

For people having antifungal treatment for suspected CAPA, stop treatment if the results of investigations do not support a
diagnosis of CAPA and a multidisciplinary team agrees.

URINARY TRACT INFECTIONS. Refer to Public Health England UTI guidance for diagnosis information:
https://www.gov.uk/government/publications/urinary-tract-infection-diagnosis 1!

Take urine sample if new onset of delirium or one or more UTI symptoms

UTI (lower),
including
pregnancy

See NICE NG109 and algorithm in Appendix 5.
People > 65 years: do not treat asymptomatic
bacteriuria; it is common but is not associated with
increased morbidity

See Appendix 5 See Appendix 5

UTI (catheter)

See NICE NG113 and algorithm in Appendix 4.
Catheter in situ: antibiotics will not eradicate

See Appendix 4 See Appendix 4

12
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

asymptomatic bacteriuria; only treat if systemically
unwell or pyelonepbhritis likely

Do not use prophylactic antibiotics for catheter
changes unless history of catheter-change-
associated UTI

UTl in children
See BNF for
children for
dosage

See Appendix 5.

See Appendix 5.

See NICE CG54, NG109 and algorithm in Appendix
5.
Child <3 months: refer urgently for assessment
Child 3 months or older but younger than 3 years,
follow dipstick as per NICE CG54.
Child 3 years or older:
- If leukocyte esterase and nitrite positive
start antibiotics
- If leukocyte esterase negative and nitrite
positive, start antibiotics if tested on fresh
urine sample and await cultures
- If leukocyte esterase positive and nitrite
negative, do not start antibiotics for UTI
unless clinical evidence of UTI
- If both leukocyte esterase and nitrite
negative, do not start antibiotics
Send pre-treatment MSU for all.
Imaging: only refer if child <6 months or atypical
UTI
Male children treat and refer
If under 16 years old and presenting with
unexplained fever (238°C), test urine sample within
24 hours
For infants and children 3 months or older with

Approved by Medicines Management Group May 2022
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

acute pyelonephritis/upper urinary tract infection,
treat with antibiotics in line with the NICE guideline
on pyelonephritis (acute): antimicrobial
prescribing.

For infants and children 3 months or older with
cystitis/lower urinary tract infection, treat with
antibiotics in line with the NICE guideline on
urinary tract infection (lower): antimicrobial
prescribing.

Upper UTI: Refer to paediatrics to obtain urine
sample for culture, assess for signs of systemic
infection and consider systemic antimicrobials

Acute
pyelonephritis

See Appendix 7.

See Appendix 7.

See NICE NG111, and algorithm in Appendix 7.
If admission not needed, send MSU for culture &
sensitivities and offer antibiotic.

If no response within 48 hours, admit.

Second line agents should be dependent upon
cultures and sensitivities.

Acute
Prostatitis

See Appendix 6.

See Appendix 6.

See NICE NG110, and algorithm (Appendix 6).
Send MSU for culture and offer antibiotic.
4-wk course may prevent chronic prostatitis.
Quinolones achieve higher prostate levels.

GASTRO-INTESTINAL TRACT IN

FECTIONS

Oral
Candidiasis

Miconazole oral
gel

20mg/ml QDs (hold
in mouth after
food) 7 days + 2
days after

symptoms resolve

Topical azoles are more effective than topical
nystatin. Oral candidiasis is rare in
immunocompetent adults

Consider undiagnosed risk factors, including HIV
Use 50mg fluconazole if extensive/severe

Approved by Medicines Management Group May 2022
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

If not tolerated:

candidiasis if HIV or immunocompromised, use

Nystatin 100,000 units/ml 100mg fluconazole.
suspension 1mI QDS 7 days + 2
days after
symptoms resolve
Fluconazole
50mg/100mg (see
comments) OD 7-
14 days
Eradication of First-line See Appendix 13. Second-line See Appendix 13. | See NICE CG184 and Appendix 13.
Helicobacter treatment treatment
pylori (adults) If using fluoroquinolones, see warning in 18.2,
See Appendix See Appendix “principles of treatment”, above.
13. 13.
Seek advice from a gastroenterologist if eradication
of H.pylori is not successful with second-line
treatment.
Oxytetracycline may cause an increase in serum
lithium levels when taken concomitantly with
lithium-containing medications. The lithium dosage
should either be adjusted or concomitant
treatment stopped, as appropriate.?3
Clostridioides First-line See Appendix 18. Second-line See Appendix 18. | See NICE NG199 and Appendix 18.
difficile infection | treatment treatment

See Appendix
18.

See Appendix
18.

GENITAL TRACT INFECTIONS

Approved by Medicines Management Group May 2022
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

STl screening

People with risk factors should be screened for chlamydia, gonorrhoea, HIV, syphilis. Refer individual and partners to GUM
service. Risk factors: <25yr, no condom use, recent (<12mth)/frequent change of partner, symptomatic partner, area of high HIV.

Chlamydia
trachomatis /
urethritis

Doxycycline
OR
Azithromycin

Pregnant or
breastfeeding:
Azithromycin

100mg BD for 7
days
1g as a single dose

1g (off-label use),
stat

Opportunistically screen all aged 16-24yrs

Treat partners and refer to GUM service
Pregnancy or breastfeeding: azithromycin is the
most effective option

Repeat test for cure in all at 3 months

Due to lower cure rate in pregnancy, test for cure
at least 3 weeks after treatment

Avoid doxycycline in Pregnancy & breastfeeding.
Sexual partner will require concurrent treatment.
For suspected epididymitis in men over 35 years or
those with high risk of STl refer to GUM

For suspected
epididymitis in
men (>35 years,
low risk of STI)

Doxycycline

100mg BD for
1l4days

Ofloxacin

400mg BD for 14
days

Vaginal Clotrimazole 500mg pessary stat | Fluconazole (in | 150mg oral All topical and oral azoles give over 70% cure
Candidiasis OR 10% cream stat | resistant cases capsule stat Pregnancy: avoid oral azole, use intravaginal for 7
OR only) days
100mg pessary for 150mg oral every
6 days Recurrent (>4 72 hours for 3
episodes/year): | doses then
Fluconazole weekly for 6
months
Bacterial Metronidazole 400mg BD for 7 Metronidazole One 5g Oral metronidazole (MTZ) is as effective as topical
Vaginosis daysor2gasa 0.75% vaginal applicatorful at treatment but is cheaper. Less relapse with 7 day

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
single dose. gel night for 5 nights | than 2g stat at 4 weeks. Pregnant/breastfeeding:

avoid 2g stat. Treating partners does not reduce
relapse

Trichomoniasis

Metronidazole

2g as a single dose
or 400mg BD for 7
days

Avoid metronidazole in first trimester of
pregnancy. Also avoid 2g dose in pregnancy.
Sexual partner will require concurrent treatment

Pelvic
Inflammatory
Disease

Metronidazole
+ Ofloxacin

400mg BD
400mg BD
for 14days

For Gonorrhea:
Metronidazole +

Doxycycline +

Ceftriaxone

400mg BD 14
days

100mg BD 14
days

500mg IM Stat

Refer woman and contacts to GUM service. Always
culture for gonorrhoea and chlamydia. 28% of
gonorrhoea isolates now resistant to quinolones. If
gonorrhoea likely (partner has it, severe symptoms,
sex abroad) use ceftriaxone or refer to GUM.

SKIN & SOFT TISSUE INFECTIONS

Impetigo See Appendix See Appendix 15 See NICE NG153 and algorithm in Appendix 15.
15
Eczema If no visible signs of infection use of antibiotics (alone or with steroids) encourages resistance and does not improve healing. In

eczema with visible signs of infection, use treatment as in impetigo

Cellulitis and
erysipelas

See Appendix 12

See Appendix 12

See NICE NG141 and algorithm in Appendix 12.

Acne vulgaris

15t Line: Self-
care

2" line:
Topical retinoid

OD or BD for at
least 6 months

oD

Clindamycin 1%
cream

If treatment
failure or

BD for 12 weeks

SPC now advises that oxytetracycline may cause an
increase in serum lithium levels when taken
concomitantly with lithium-containing
medications. The lithium dosage should either be
adjusted or concomitant treatment stopped, as

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
OR OD-BD severe: appropriate.?
Benzoyl For 6-8 weeks Oral tetracycline | 500mg BD
Peroxide (2.5%, OR
4%, 5% and Oral doxycycline | 100mg OD
10%) OR
Erythromycin 500mg BD
(if unresponsive | For 6-12 weeks
or intolerant to
tetracyclines)
Leg Active infection if cellulitis/increased pain/pyrexia/purulent See NICE NG152 and algorithm in Appendix 14.
ulcers exudate/odour/localised warmth present
See Appendix 14 See Appendix 14 Most leg ulcers are colonized. Antibiotics do not
improve healing unless active infection.
MRSA
Discuss all active MRSA infection with a
microbiologist
MRSA Octenisan body | OD for 5 days High risk colonised patients (e.g patients with

Decolonisation

wash (whole
body, hair on
days 2 & 4)

If nasal
colonisation:
Mupirocin 2%
nasal ointment

BD for 3 —5 days

catheters, chronic skin lesions) without active
infection refer to ICPG1 section 5 -Prevention &
Management of MRSA in CHS & MH Inpatient
Services.

PVL S. aureus
HPA QRG

Panton-Valentine Leucocidin (PVL) is a toxin produced by 20.8-46% of S. aureus from boils/abscesses. PVL strains are rare in healthy
people but severe. Send swabs if recurrent boils/abscesses. At risk: close contacts in communities, poor hygiene, close contact
sports, military training camps, gyms and prisons. If found, suppression therapy should be given but only after primary infection

Approved by Medicines Management Group May 2022
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

has resolved as treatment is ineffective if lesions are still leaking.

Human/Animal
Bites

Co-amoxiclav

375mg-625mg TDS
for 7 days

If penicillin
allergic:
Metronidazole
PLUS

Doxycycline
(animal bite)
OR

Metronidazole
PLUS
Clarithromycin
(human bite)
AND review at
24&A48hrs. If no
improvement,
discuss with a
microbiologist

400 mg TDS

100 mg BD

200-400 mg TDS

250-500 mg BD.
All for 7 days

Human: Thorough irrigation is important

Assess risk of tetanus, HIV, hepatitis B&C, rabies
Antibiotic prophylaxis is advised

Cat: Always give prophylaxis

Dog: Give prophylaxis if dogbite/puncture wound,
bite to hand, foot, face, joint, tendon, ligament,
immunocompromised/
/diabetic/asplenic/cirrhotic/presence of prosthetic
valve or prosthetic joint

Insect bites and
stings

See Appendix 17

See Appendix 17

See NICE NG182 and algorithm in Appendix 17.
First choice is self-care:
® a community pharmacist can advise about

self-care treatments

e skin redness and itching are common and may
last for up to 10 days

e it is unlikely that the skin will become infected

¢ avoiding scratching may reduce inflammation
and the risk of infection

¢ seek medical help if symptoms develop or

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
worsen rapidly or significantly at any time, or they
become systemically unwell
Scabies Permethrin 5% cream, 2 If allergy: 0.5% aqueous Treat all home & sexual contacts within 24h
applications 1 Malathion liquid. 2 Treat whole body from ear/chin downwards and
week apart applications 1 under nails. If under 2/elderly, also face/scalp
week apart Refer to ICPG1 — Section 8 - Infestations
Fungal Topical BD, 1-4 weeks Topical OD - BD for 4- Terbinafine is fungicidal , so treatment time
infection —skin | terbinafine imidazole 6wks shorter than with fungistatic imidazoles
or (athlete’s If candida possible, use imidazole
foot only): If intractable: send skin scrapings to microbiology
topical lab. If infection confirmed, use oral
undecanoates terbinafine/itraconazole
(Mycota®) Scalp: oral therapy and discuss with specialist
Fungal Terbinafine 250 mg OD Itraconazole 200 mg BD,7 days | Take nail clippings: start therapy only if infection is
infection — Fingers: monthly confirmed by laboratory
fingernail or 6 weeks Fingers: Terbinafine is more effective than azoles
toenail Toes: 2 courses Liver reactions rare with oral antifungals
12 weeks Toes: If candida or non-dermatophyte infection
3 courses confirmed, use oral itraconazole
For children, seek specialist advice
To prevent recurrence: apply weekly 1% topical
antifungal to entire area. Stop treatment when
continual, new, healthy, proximal nail growth
Varicella Aciclovir 800mg Pregnant/immunocompromised/neonate: seek
zoster/ 5 times daily for 7 urgent specialist advice
chicken pox days Note: for patients with severe renal impairment
Consider (CKD 4-5) dose of aciclovir must be reduced

Approved by Medicines Management Group May 2022
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

aciclovir if onset
of rash <24h &
one of the
following:
>14yrs or
severe pain or
dense/oral rash
or 2° household
case or steroids
or smoker

Herpes zoster/
Shingles

Treat if >50 yrs
and within 72
hrs of rash (PHN
rare if <50yrs);
or if active
ophthalmic or
Ramsey Hunt or
eczema.

Aciclovir

800mg
5 times daily for 7
days

Note: for patients with severe renal impairment
(CKD 4-5) dose of aciclovir must be reduced

Cold sores

Cold sores resolve after 5 days without treatment. Topical antivirals applied prodomally reduce duration by 12-18hrs
If frequent, severe and predictable triggers: consider oral prophylaxis — aciclovir 400mg BD for 5-7 days

EYE INFECTIONS

Conjunctivitis

Chloramphenico
1 0.5% drops

2 hourly for 2 days
then 4 hourly
(whilst awake)

Fusidic acid 1%
gel

Use twice a day

Most bacterial conjunctivitis is self-limiting. 65%
resolve on placebo by day five therefore treat only
if severe

Approved by Medicines Management Group May 2022
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Infection

First Choice

BNF Dosage /
Length of
Treatment

Second Choice

BNF Dosage/
Length of
Treatment

Comments

or 1% ointment

3 -4 times a day if
used alone or at
night if in
combination with
drops

Red eye with mucopurulent, not watery discharge.
Usually unilateral but may spread

Fusidic acid has less Gram-negative activity

Treat until 48 hours after resolution of symptoms

DENTAL INFECTIONS - derived from the Scottish Dental Clinical Effectiveness Programme 2011 SDCEP Guidelines

This guidance is not designed to be a definitive guide to oral conditions. It is for GPs for the management of acute oral conditions pending being seen
by a dentist or dental specialist. GPs should not routinely be involved in dental treatment and, if possible, advice should be sought from the patient’s
dentist, who should have an answer-phone message with details of how to access treatment out-of-hours, or telephone 111.

Mucosal

Simple saline

¥ tsp salt dissolved

Hydrogen

Rinse mouth for 2

Always spit out after use.

ulceration and | mouthwash in glass warm peroxide 6% mins TDS with Use until lesions resolve or less pain allows oral
inflammation water 15ml diluted in %2 | hygiene.
(simple glass warm Temporary pain and swelling relief can be attained
gingivitis) water. with saline mouthwash
Chlorhexidine Rinse mouth for 1 Use antiseptic mouthwash:
0.12-0.2% minute BD with 5 If more severe & pain limits oral hygiene to treat or
(Do not use ml diluted with 5- prevent secondary infection.
within 30 mins 10 ml water. The primary cause for mucosal ulceration or
of toothpaste) inflammation (aphthous ulcers, oral lichen planus,
herpes simplex infection, oral cancer) needs to be
evaluated and treated.
Acute Metronidazole | 400 mg TDS for 3 | Commence metronidazole in the presence of
necrotising If systemic days systemic signs and symptomsand refer to dentist
ulcerative signs/symptoms for scaling and oral hygiene advice.
gingivitis : Use in combination with antiseptic mouthwash

Chlorhexidine or
hydrogen
peroxide as per

(Chlorhexidine 0.2% or hydrogen peroxide 6% as
per mucosal ulceration) if pain limits oral hygiene

Approved by Medicines Management Group May 2022
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Infection First Choice BNF Dosage / Second Choice BNF Dosage/ Comments
Length of Length of
Treatment Treatment
mucosal

ulceration and
inflammation
advice above

Pericoronitis

Amoxicillin

500 mg TDS for 3
days

Metronidazole

400 mg TDS for 3
days

Refer to dentist for irrigation & debridement.

If persistent swelling or systemic symptoms use
metronidazole.

Use in combination with antiseptic mouthwash
(chlorhexidine or hydrogen peroxide) if pain limits
oral hygiene.

Dental abscess

The empirical use of cephalosporins, co-amoxiclav, clarithromycin, and
clindamycin do not offer any advantage for most dental patients and should
only be used if no response to first line drugs when referral is the preferred

option
Amoxicillin or 500mg —1g TDS True penicillin Regular analgesia should be first option until a
Penicillin V 500mg —1g QDS allergy: dentist can be seen for urgent drainage, as
For up to 5 days Clarithromycin 500mg BD repeated courses of antibiotics for abscess are not
review at day 3 For up to 5 days appropriate. Repeated antibiotics alone, without
review at day 3 drainage are ineffective in preventing spread of
infection.
Antibiotics are recommended if there are signs of
Severe / severe infection, systemic symptoms or high risk of
spreading complications.
infection Severe odontogenic infections; defined as cellulitis

Metronidazole

400mg TDS
For 5 days

plus signs of sepsis, difficulty in swallowing,
impending airway obstruction, Ludwigs angina.
Refer urgently for admission to protect airway,
achieve surgical drainage and IV antibiotics

Approved by Medicines Management Group May 2022
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18.5 Microbiology Support

For North Essex, microbiology advice can be sought from the microbiology team at Colchester General Hospital on 01206 747374. Dr

Gillian Urwin is the Lead Microbiologist. Out of hours the on-call microbiologist can be contacted via 01206 747474.

For South Essex, please contact Southend Hospital Microbiology Department / on-call microbiologist via 01702 435555 (switchboard).
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| Appendix 1 — NICE Treatment Algorithm — Acute Sore Throat

Sore throat (acute): antimicrobial prescribing NICEsgares,,..

FavarPAIN e When no antibiotic given, advise:

score O orl * antibictic is not nesded
Use Fever- or Do not offer an antibiotic + seeking medical help if symptoms
PAIN or Cenitor worsen rapidly or significantly, do

Centor score 0.1or

for assessing
sympioms

= sore throat
can last around

Advise: / \
FeverPAIN

scoreZord | or a back-up antibiohic

not start to improve after 1 week or
the person becomes very unwell

sCOre
=/

With a back-up antibiotic prescription,
advise:

# antibiotic is not needed immediately

» uze prescription if no improvement
in 3 to 5 days, or symptoms worsen

)

Consider no antibiobic

prescription
1 week # seeking medical help if symptoms
— worsen rapidly or significantly or

Centor

Acute sore throat

l'. of a more serious ilkn

* manage -
symptoms with
self-care FaverPalN

score 4 or 5 or

score antibiotic or a back-up
!@rﬂl/ antibiobic prescnption

ﬁﬂmp&r&bﬁ
| umwell, or
)

has symptons and signs i_)

is systemically very

|
condition, or
= high rizk of
complications

6 the person becomes very unwell
With an immediate antibiotic
Consider an immediate prescription, advise:

» secking medical help if symptoms
worsen rapidly or significantly or
the person becomes very unwell

Feaszess at any time if symptoms worsen rapidly or significantly, taking account of:
# other pozsible disgnoses

* &My symphoms or signs suggesting a mare serious illness or condition

# previous antibiotic use, which may lead to resistant organisms

(H)

Offer an immediate Refer to hospital if: )
antibiotic prescription = seyere systemic infechion, or
» severe complications

BSS O

1 Self-care

= Consider paracetamal for
pain or fever, or ¥ prefermed
and suitable, buprofen

= Crink adeguate fluids

* Some ewidence that
medicated lozengss can help
reduce pain in aduftz

= Mo evidence was found for
non-medicated lozengss,
mouthwazhes, or lecal ansssthetic
mouth spray on its own

" Evidence on antibiotics

Antibiotics make |itte difference
to how long symptoeme last

or the number of pacple

whose symptoms improve
‘Withholding antibichics is unlikely
to lead to complications

Possible adverse effects include
diamrhoes end nauzea

:# FeverPAIN score

= Fever, Purulence, Attend within
3 days or less, Seversly Inflamed
tonsilz, Mo cough or coryza
1 paint for each

*’* Centor score

* Tonsillar equdate, Tender anterior
cervical lymphadencpatiny
or lymphadenitis, History of
fever (»38°C), Mo cough
1 paint for each

First published: January 2018
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Appendix 2 — NICE Treatment Algorithm - Sinusitis

Sinusitis (acute): antimicrobial prescribing N [of FEE .

- @ 3
s antibiotic is not needed R
| Symptoms for 10 days S mlhrlusls_z—:l feis *+ Conzider paracstamol or ibuprofe
\ or less? * Do not offer an antibiotic manage symptoms with self-care for pain or feve .f:ﬂ'Er nder 55, 3
| e MICE guideling on fever in under 3
EeEl aszeszment and inital management)
+  ittle evicence that nasal saline
or nasal decongestanis help, but
pecple may want to try them
. RE¥955H symptoms worsen rapidly or significantly, * Mo evidence for oral decongestants
No taking account of:- antihiztamines, mucolytics, steam
P + Consider no antibiotic * other possible diagnoses nhalstion, or warm face packs

- or back-up antibiotic » previous antibiotic use, which may
‘0 prescription, depending lemd to resistant organisms
g on likelihood of
= bacterial cause %
; f _ Symptoms v;th no | Cﬂnf'i_::hirpresaitlling
=1 improvement for more a high-dose nazal : i e e
g || than 10 days? corticosteroid for 14 days Ewdep;e on antibiotics
™ \ for adults and children When giving a back-up antibiotic prescription, advise: . -:".‘I:: i3 make i ‘fT:rer:e
C aged 12+ (off-label uss) ! o how long sympt "
E - 4 : manage symptoms with self-care or the number of pecple
E antibiotic is not needed immediatehy D
g R use prescription if symptoms worsen rapidly : :i:ﬁ;:ctecr;f:j neleE
= or significantly, or do not improve in 7 days . - -
5‘ . retum if symptoms: significantty worsen despite

taking the antibiotic or the antibiotic is stopped .
At amytime if *‘
the person is:
Bacterial cause may be more

systemically wery unwell, : ! :
| v | s Offer immediate likely if several of the following
or has symptoms E.md antibiotic or are present
| S‘iﬁ'lrn“‘:f ';:"‘c‘:';"_'ed'fe_r"”s | = Investigate and manage in Refer to hospital if complication present- = Symptoms for more than 10 days

line with NICE guidance » sEvers systemic infection = Discoloured or purulent
or has high risk of ﬁ;%dhﬂ « intraorbital or periorbital compiications nasal discharge
icati infections {self-limiting) intracranial complicatio » Severe localsed unilatersl pain
complications * fenict - !:El::, 3; pain ::E]rt:’—:thir's;af.':
—e » Fever
et eeemaun et SLeLex e oL £akae 1o £ERLAee 1111 1ELELEE et oL £ERERee 1111 £ErLES e 1oL et 1oL £ELEReR 111 1ELELEC e 1oL LELERee Se1e1 HEELERS e SoLELE£eseeie SeeeeeCLEREas 1o SecrLen eaeie Sreeeesceseare seeeeseeerene - . * Marked deterioration after
i First published: Cctober 2017. See the full recommendations and why we made them: wwwonice.orguk &n initial milder phase
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Appendix 3 — NICE Treatment Algorithm — Acute otitis media

Otitis media (acute): antimicrobial prescribing NIC

Ortorroea (discharge
after eardrusm
perforation) in any child
OF WOUNgG Person

or

Under 2 years with
infection in both ears?

12

titis med

o

Acute

If the child or young
person:

is systemically very
urvwell, or

or condition, or

has high risk of
complications,

When no antibiotic given, advise:

antibiotic is not needed

seeking medical help if symploms worsen
rapidly or significantly, do not start Lo
improve after 3 days or the child or
young person becomes very urwell

With a back-up antibiotic prescription,
atvise:

antibiotic is not
nessded immediately

use prescription il no improvement
in 3 days or symploms worsen

seeking medical help if symploms worsen
rapidly or significantly, or the child or
young person becomes very urwell

With an immediate antibiotic prescription,
advize:

seeking medical help if symploms worsen
rapidly or significantly, or the child or
young person becomes very urwell

Reassess ol any time if Symptoms worsen rapidly or significantly, taking account of:

= gther possible diagnoses

= any symploms or signs suggesting a more serious illness or condition

= previous anfibiotic use. which may lead Lo resistant organisms

has symptoms and signs
of a more serious illness

= Offer an immediate
antibiotic prescription

Refer to hospital if:
» severe systemic infection, or

s complications like mastoidi
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Mon-antimicrobial
treatments

Offer regular doses of paracetamal
or ibuprafen for pain. Use the right
dose for the age or weight of the
chilld at the right time, and use
makinmum doses for sedere pain

Consider eardrops con
anaesthetic and an an
pain if an immediate antibiotic

is not given, and there is no
eardrurm perforation or atorrhoes

Evidence suggests th
decongest
do not hed

‘ Evidence on antibiotics

Antibiotics make ttle differenoe
to the number af children

whose symploms improve
funtfhiotics make e differsnoe
o the number af children with
recurrent infections, short-term
hearing loss or perforated eardrum
Complications [such as mastaiditis)
are rare with or without antibiotics
Poasible adverse effects inchude
diarrhoes and nauses

Groups who may be
maore likely to benefit
from antibiotics

Children and young people with acute
ofitis media and otorthoea [dischange
Tollowing eardrum perforation)
Children under 2 years with

aciite otitis media in both ears

March 2022
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Otitis media (acute): antimicrobial prescribing NICE imzure,..

Choice of treatment: children and young people under 18 years

Treatment® Dosage and course length?

Eardrops containing an anaesthetic and an analgesic

Phenazone 40 meg/g Apply 4 drops two or three times a day for up to 7 days
with lidocaine 10 mg/g | Use only if an immediate oral antibiotic prescription is not given, and there is no eardrum perforation or otorrhoea

First choice oral antibiotic

Armoxicillin 1 to 11 months: 125 mg three times a day for 5 to 7 days
1 to 4 years: 250 mg three times a day for 5 to 7 days
5 to 17 years: 500 mg three times a day for 5 to 7 days

Alternative first choice oral antibiotic for penicillin allergy or intolerance [for people who are not pregnant)

Clarithrommycin 1 month to 11 years:

Under 8 kg: 7.5 mg/kg twice a day fior 5 to 7 days

Bto 11 kg: 42.5 mg twice a day for 5 to 7 days

12 to 19 kg: 125 mg twice a day for 5 to 7 days

20 to 29 kg: 1B7.5 mg twice a day for 5 to 7 days

30 to 40 kg: 250 mg twice a day for 5 to 7 days

or

12 to 17 years: 250 mg to 500 mg twice a day for 5 to 7 days

Alternative first choice oral antibiotic for penicillin allergy in pregnancy

Erythromycin B to 17 years: 250 mg to 500 mg four times a day or 500 mg to 1,000 mg twice a day for 5 to 7 days

Erythromycin is preferred if a macrolide is needed in pregnancy, for example, if there is true penicillin allergy and the benefits of antibiotic treatment ocutweigh
the harms. See the Medicines and Healthcare products Regulatory Apency (MHRA) Public Assessment Report on the safety of macrolide antibiotics in pregnancy

Second choice oral antibiofic [worsening symptoms on first choice taken for at least 2 to 3 days)

Co-amoniclay 1 to 11 months: 0.25 mifkg of 125/31 suspension three times a day for 5 to 7 days

1 to 5 years: 5 ml of 125/31 suspension three times a day or 0.25 mi/kg of 125,31 suspension three times a day for 5 to 7 days
& to 11 years: 5 ml of 250/62 suspension three times a day or 0.15 ml/kg of 250/62 suspension three times a day for 5 to 7 days
12 to 17 years: 250/125 mg three times a day or 500/125 mg three times a day for 5 to 7 days

Alternative second choice oral antibiotic for penicillin allergy or intolerance

Consult local micrebiologist

! See the BMF for children for appropriate use and dosing in specific populations, for example, hepatic impairment and renal impairment.

*The age bands apply to children of average size. In practice, the prescriber will use age bands along with other factors such as the sewverity of
the condition and the child's size in relation to the average size of children of the same age. Doses given are by mouth using immediate-release medicines,
unless otherwise stated.

When exercising their judgement, professionals and practitioners are expected to take this guidefine fully into sccount,
alongside the individual needs, preferences and vahees of their patients or the people usng their service. it is not mandatory

© MICE 2022 All rights reserved. Subject to Motice of rights. o apply the recommendations, and the guideline does nol override the responsibility to make decisions appropriate to the
circumstances of the individual, in consultation with them and their families and carers or guardian.
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Appendix 4 — NICE NG113 Treatment Algorithm — UTI (catheter)

UTI (catheter): antimicrobial prescribing NICE ity .,

-
@ @ 1 Backsround
* Catheter-associated UTlis a

» Consider removing or, if Advise: symptomatic bladder or kidney
not possible, changing the infection in a person with a catheter
catheter if it has been in

‘When results of urine

¢ possible adverse effects of culture are available: » Bacteria are more likely to be

place for more than antibiotics include diarrhoea and » review choice of antibiotic present in urine the longer a

7 days. But do not delay "aus?a ) . * change antibiotic catheter is in place (after 1 month

antibiotic treatment ¢ seeking medical help if according to susceptibility most people have bacteriuria)
symptoms worsen at any time results if bacteria are = Antibiotic treatment is not routinely
or do not start to improve resistant, using narrow needed for asymptomatic bacteriuria

Send a urine sample within 48 hours, or the person spectrum antibiotics in people with a catheter
for culture and becomes systemically very when possible
susceptibility testing unwell

s e . Self-care
Offer an antibiotic 1

» Advise paracetamol for pain

* Advise managing Reassess at any time if symptoms worsen or do not start to improve within 48 hours, * Advise drinking enough fluids to
symptoms with self-care taking account of: avoid dehydration

¢ other possible diagnoses

¢ any symptoms and signs suggesting a more serious illness or condition, such

as sepsis " Antibiotics
¢ previous antibiotic use, which may have led to resistant bacteria
previous antibiotic use, which may

e 1 s . have led to resistant bacteria, and
Refer to hospital if the person has any symptoms or signs of a more local antimicrobial resistance data

* When prescribing antibiotics, take
account of severity of symptoms,
risk of complications, previous urine
culture and susceptibility results,

Urinary tract infection (catheter-associated)

serious illness or condition (for example, sepsis) « Give oral antibiotics first-line if
. Consider referring or seeking specialist advice for people if they: people can take oral medicines, and
¢ Do not routinely offer  are significantly dehydrated or unable to take oral fluids and the severity of their condition does
antibiotic prophylaxis to TEtrres not require intravenous antibiotics
people with a short-term * Review intravenous antibiotics by
or long-term catheter dre pregl:]ant . . L . 48 hours and consider stepping
e Advise seeking medical have a higher risk of developing complications e e
help if symptoms of have recurrent catheter-associated UTls where possible
acute UTI develop have bacteria resistant to oral antibiotics
November 2018

NICE uses 'offer’ when there is more certainty of benefit and ‘consider’ when evidence of benefit is less clear.

Approved by Medicines Management Group May 2022
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UTI (catheter): antimicrobial prescribing

Choice of antibiotic: non-pregnant women and men aged
16 years and over

Antibiotic* Dosage and course length

First choice oral antibiotic if no upper UTI symptoms®

MNational Institute for
Health and Care Excellence

NIC

Choice of antibiotic: non-pregnant women and men aged

16 years and over (continued)

Antibiotic* Dosage and

rse length

Second choice intravenous antibiotic - consult local microbiologist

Nitrofurantoin - if eGFR 100 mg modified-release twice a day for 7 days
245 ml/minute®*

Trimethoprim - if low risk of 200 mg twice a day for 7 days

resistance’

Amaoxicillin (only if culture
results available and susceptible)

500 mg three times a day for 7 days

Second choice oral antibiotic if no upper UTI symptoms (first choice not suitable)?

Pivmecillinam (a penicillin}* 400 mg initial dose then 200 mg three times a day for a total

of 7 days

First choice oral antibiotic if upper UTI symptoms?

Cefalexin 500 mg twice or three times a day (up to 1 to 1.5 g three or

four times a day for severe infections) for 7 to 10 days
500/125 mg three times a day for 7 to 10 days

Co-amoxiclav {only if culture
results available and susceptible)

Trimethoprim (only if culture
results available and susceptible)

200 mg twice a day for 14 days

Ciprofloxacin (consider safety 500 mg twice a day for 7 days

issues?)

First choice intravenous antibiotic (if vomiting, unable to take oral antibiotics or severaly unwell).
Antibiotics may be combined if susceptibility or sepsis a concern”

Co-amoxiclav (only in
combination or if culture results
available and susceptible)

1.2 g three times a day

I5ee BMF for use and dosing in specific populations, for example, hepatic and renal impairment,
breastfeeding and for administering intravenous antibiotics.

*Check any previous culture and suscepfibility results, and previous antibiotic prescribing and choose
antibiotics accordingly.

*May be used with caution if eGFR 30-44 ml/minute to treat uncomplicated lower UTI caused by suspected
or proven multidrug resistant bacteria and only if potential benefit outweighs risk (BMF, August 2018).
*Mitrofurantoin and pivmecillinam are only licensed for uncomplicated lower UTIs, and are not suitable for
people with upper UTI symptoms or a blocked catheter.

*Low risk of resistance is likely if not used in the past 3 months, previous urine culture suggests susceptibility
(but this was not used), and in younger people in areas where data suggests low resistance. Higher risk of
resistance is likely with recent use and in clder people in care homes

“The European Medicines Agency's Pharmacovigilance Risk Assessment Committes has recommended
restricting the use of fluoroquinolone antibiotics following a review of disabling and potentially long-lasting
side effects mainly involving muscles, tendons, bones and the nervous system (press release October 2018),
but they are an option in catheter-associated UTI with upper UTI symptoms, which is a severe infection.
"Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics.

*Therapeutic drug monitoring and assessment of renal function is required (BMF, August 2018).

Choice of antibiotic: pregnant women aged 12 years and over
Anti

tict Dosage and course length

First choice oral antibiotic?

Cefalexin 500 mg twice or three times a day (up to 1 to 1.5 g three or four

times a day for severe infections) for 7 to 10 days

First choice intravenous antibiotic (if vomiting, unable to take oral antibiotics or severaly
unwell)*2

Cefuroxime 750 mg to 1.5 g three or four times a day

Ceftriaxone 1to 2 g once a day

Ciprofloxacin (consider safety 400 mg twice or three times a day

issues®)
Gentamicin Initially 5 to 7 mg/kg once a day, subsequent doses

adjusted according to serum-gentamicin concentration®
Amikacin Initially 15 mg/kg once a day (maximum per dose 1.5 g once a

day), subsequent doses adjusted according to serum-amikacin
concentration (maximum 15 g per course)®

Cefuroxime 750 mg to 1.5 g three or four times a day

Second choice antibiotics or combining antibiotics if susceptibility or sepsis is a concern

Consult local microbiologist

15&&% for appropriate use and dosing in specific populations, for example, hepatic and renal impairment,
and for administering intravenous antibiotics.

“Check any previous urine culture and susceptibility results, and antibiotic prescribing, and choose
antibiotics accordingly.

*Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics where possible.

When exercising their judgement, professionals and practitioners are expected to take this guideline fully into account, alongside the individual needs, preferences and values of their patients or the people using their service.
It is not mandatory to apply the recommendations, and the guideline does not override the responsibility to make decisions appropriate to the circumstances of the individual, in consultation with them and their families and

carers or guardian.

© MICE 2018. All rights reserved. Subject to MNotice of rights.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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UTI (catheter): antimicrobial prescribing

Section 18. Antimicrobial Prescribing

N IC E National Institute for
Health and Care Excellence

Choice of antibiotic: children and young people under 16 years

Antibiotic* Dosage and course length®

Children under 3 months - Refer to paediatric specialist and treat with intravenous antibiotics in line with the NICE guideline on fever in under 5s

Children aged 3 months and over - First choice oral antibiotics?

Trimethoprim - if low risk of resistance?

3 to 5 months, 4 mg/kg (maximum 200 mg per dose) or 25 mg twice a day for 7 to 10 days; é months to 5 years, 4 mg/kg (maximum 200 mg per dose) or
50 mg twice a day for 7 to 10 days; é to 11 years, 4 mg/kg (maximum 200 mg per dose) or 100 mg twice a day for 7 to 10 days; 12 to 15 years, 200 mg
twice a day for 7 to 10 days

Armoxicillin (only if culture results available
and susceptible)

3 to 11 months, 125 mg three times a day for 7 to 10 days; 1 to 4 years, 250 mg three times a day for 7 to 10 days
5 to 15 years, 500 mg thres times a day for 7 to 10 days

Cefalexin

3 to 11 months, 12.5 mg/kg or 125 mg twice a day for 7 to 10 days (25 mg/kg two to four times a day [maximum 1 g per dose four times a day] for severe
infections)

1to 4years, 12.5 mg/kg twice a day or 125 mg three times a day for 7 to 10 days (25 mg/kg two to four times a day [maximum 1 g per dose four times a
day] for severe infections)

5to 11 years, 12.5 mg/kg twice a day or 250 mg three times a day for 7 to 10 days (25 mg/kg two to four times a day [maximum 1 g per dose four times a
day] for severe infections)

12 to 15 years, 500 mg twice or three times a day (up to 1 to 1.5 g three or four times a day for severe infections) for 7 to 10 days

Co-amoxiclav (only if culture results
available and susceptible)

3 to 11 months, 0.25 ml/kg of 125/31 suspension three times a day for 7 to 10 days (dose doubled in severe infection)

1to 5years, 0.25 ml/kg of 125/31 suspension or 5 ml of 125/31 suspension three times a day for 7 to 10 days (dose doubled in severe infection)
& to 11 years, 0.15 ml/kg of 250/62 suspension or 5 ml of 250/62 suspension three times a day for 7 to 10 days (dose doubled in severe infection)
12 to 15 years, 250/125 mg or 500/125 mg three times a day for 7 to 10 days

Children aged 3 months and over - First choice intravenous antibiotic (if vomiting, unable to take oral antibiotics or severely unwell). Antibiotics may be combined if susceptibility or sepsis a concern®3%

Co-amaoxiclav (only in combination unless
culture results confirm susceptibility)

3 months to 15 years, 30 mg/kg three times a day (maximum 1.2 g three times a day)

Cefuroxime 3 months to 15 years, 20 mg/kg three times a day (maximum 750 mg per dose), (50 to 60 mg/kg three or four times a day [maximum 1.5 g per dose] for
severe infections)

Ceftriaxone 3 months to 11 years (up to 50 kg), 50 to 80 mg/kg once a day (maximum 4 g per day); 9 to 11 years (50 kg and above), 1 to 2 g once a day
12 to 15 years, 1to 2 g once a day

Gentamicin Initially 7 mg/kg once a day, subsequent doses adjusted according to serum-gentamicin concentration”

Amikacin Initially 15 mg/kg once a day, subsequent doses adjusted according to serum-amikacin concentration”

Children aged 3 months and over - Second choice intravenous antibiotic: Consult local microbiclogist

5ee BMF for children (BMFC) for use and dosing in specific populations, for example, hepatic impairment and renal impairment, and for administering intravenous antibiotics. For prescribing in pregnancy, refer to the table on
choice of antibiotic for pregnant women aged 12 and over.

Zage bands apply to average size and, in practice, age bands will be used with other factors such as the severity of the condition and the child's size.

*Check any previous urine culture and susceptibility results, and antibiotic prescribing, and choose antibiotics accordingly. If a child or young person is receiving prophylactic antibiotics, treatment should be with a different
antibiotic not a higher dose of the same antibiotic.

“Low risk of resistance is likely if not used in the past 3 months, previous urine culture suggests susceptibility (but this was not used), and in areas where data suggests low resistance. Higher risk of resistance is likely with recent use.
*Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics where possible for a total antibiotic course of 10 days.

#If intravenous treatment is not possible, consider intramuscular treatment, if suitable.

Therapeutic drug monitoring and assessment of renal function is required (BNFC, August 2018).
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Section 18. Antimicrobial Prescribing

Appendix 5 — NICE NG109 Treatment Algorithm — UTI (lower)

UTI (lower): antimicrobial prescribing

Consider a back-up antibiotic
prescription or immediate antibiotic,
Non-pregnant noting that the evidence for back-up
woman antibiotics was from women not
needing immediate treatment

If urine sent for culture and susceptibility,
and antibiotic given:

+ review antibiotic choice when results
available, and

# change antibiotic for pregnant women if
bacteria resistant

Give advice about
managing symptoms o .
with self-care # change antibiotic for children and young
people, men and non-pregnant women if
bacteria resistant and symptoms

not improving

Use a narrow spectrum antibiotic
when possible

With all antibiotic prescriptions, advise:

s possible adverse effects of antibiotics
include diarrhoea and nausea

s seeking medical help if symptoms
waorsen at any time, do not improve
within 48 hours of taking the antibiotic,
or the person becomes very unwell

With a back-up antibiotic prescription,
also advise:

» antibiotic is not needed immediately

* use prescription if no improvement in
48 hours or symptoms worsen at any time

d

Send midstream urine for

Pregnant woman, or culture and susceptibility for
pregnant women and men
_ Send wrine for culture and
Child or young person susceptibility or dipstick in line
under 16 years with the NICE guideline on urinary

tract infection for under 165

Offer immediate antibiotic

Assess and manage fever in
under 5s in line with the NICE

Man, or

guideline on fever in under 5s

Reassess at any time if symptoms worsen
rapidly or significantly or do not improve
in 48 hours of taking antibiotics, sending a
urine sample for culture and susceptibility
if not already done. Take account of:

* other possible diagnoses

* any symptoms or signs suggesting a
more serious illness or condition

* previous antibiotic use, which
may have led to resistance

Refer to hospital if a person aged
16 or over has any symptoms or
signs suggesting a more serious
iliness or condition (for example,
sepsis)

Refer children and young people
to hospital in line with the NICE
guideline on urinary tract infection
in under 16s

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated

N I c National Institute for
Health and Care Excellence
. Background

= Lower UTI (cystitis) is a bladder
infection usually caused by bacteria
travelling up to the urethra from the
gastrointestinal tract

-
1 Self-care

» Advise paracetamol for pain or, if
preferred and suitable, ibuprofen

» Advise dnnking enough fluid
to avoid dehydration

* [No evidence found for cranberry
products or urine alkalinising
agents to treat lower UTI

¢ Antibiotics

* When considering antibiotics, take
account of severity of symptoms,
nisk of complications, previous urine
culture and susceptibility resulis,
previous antibiotic use which may
have led to resistant bacteria and
local antimicrebial resistance data

*‘ Asymptomatic bacteriuria

= Asymptomatic bacteriuria is
significant levels of bacteria in
urine with no UTI symptoms

» Screened for and treated in pregnant
women because risk factor for
pyelonephritis and premature delivery

* Mot screened for or treated in
non-pregnant women, men,
children or young people

Qctober 2018

NICE uses ‘offer' when there is more
certainty of benefit and ‘consider’ when
evidence of benefit is less clear.
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UTI (lower): antimicrobial prescribing

Choice of antibiotic: non-pregnant women aged 16 years and over

Antibiotic? Dosage and course length? Antibiotict Dosage and course length?

First choice?

Nitrofurantoin - 100 mg modified-release twice a day for 3 days
if eGFR =45 ml/minute*

Section 18. Antimicrobial Prescribing

N I C National Institute for
Health and Care Excellence

Choice of antibiotic: children and young people under 16 years

Refer children under 3 months to paediatric specialist and treat with intravenous antibiotics in line
with the NICE guideline on fever in under 5s

Children aged 3 months and over - First choice®*

Trimethoprim - if low risk of 200 mg twice a day for 3 days
resistance®

Second choice (no improvement in lower UTI symptoms on first choice taken for at least
48 hours, or when first choice not suitable)*#

Trimethoprim - if low risk of 3 to 5 months, 4 mg/kg (maximum 200 mg per dose) or 25 mg twice
resistance’ a day for 3 days; 6 months to 5 years, 4 mg/kg (maximum 200 mg
per dose) or 50 mg twice a day for 3 days: 6 to 11 years. 4 mg/kg
(maximum 200 mg per dose) or 100 mg twice a day for 3 days;

12 to 15 years, 200 mg twice a day for 3 days

Nitrofurantoin - 3 months to 11 years, 750 micrograms/kg four times a day for 3 days
if eGFR 245 ml/minute® 12 to 15 years, 50 mg four times a day or 100 mg modified-release
twice a day for 3 days

Nitrofurantoin - if eGFR 100 mg modified-release twice a day for 3 days

245 ml/minute*and not first

choice

Pivmecillinam (a penicillin) 400 mg initial dose, then 200 mg three times a day for a

total of 3 days

Children aged 3 months and over - Second choice (worsening lower UTI symptoms on first choice
taken for at least 48 hours or when first choice not suitable)**”

Fosfomycin 3 g single dose sachet

tS5ee BNF for use and dosing in specific populations, for example, hepatic impairment, renal
impairment and breast-feeding.

Dases given are by mouth using immediate-release medicines, unless otherwise stated.
*Check any previous urine culture and susceptibility results and antibiotic prescribing and
choose antibiotics accordingly.

“May be used with caution if eGFR 30-44 ml/minute to treat uncomplicated lower UTI
caused by suspected or proven multidrug resistant bacteria and only if potential benefit
outweighs risk (ENF, August 2018).

*A lower risk of resistance may be more likely if not used in the past 3 months, previous
urine culture suggests susceptibility (but this was not used), and in younger people in areas
where local epidemiology data suggest resistance is low. A higher risk of resistance may be
more likely with recent use and in clder people in residential facilities.

If there are symptoms of pyelonephritis or the person has a complicated UTI (associated
with a structural or functional abnormality, or underlying disease, which increases the risk
of a more serious outcome or treatment failure), see the recommendations on choice of
antibiotic in the NICE antimicrobial prescribing guideline on acute pyelonephritis.

Abbreviations: eGFR, estimated glomerular filtration rate.

Nitrofurantoin - if eGFR 3 months to 11 years, 750 micrograms/kg four times a day for 3 days
=45 ml/minute®and not first 12 to 15 years, 50 mg four times a day or 100 mg modified-release
choice twice a day for 3 days

Armoxicillin (only if culture 1 to 11 months, 125 mg three times a day for 3 days;

results available and 1 to 4 years, 250 mg three fimes a day for 3 days;

susceptible) 5 to 15 years, 500 mg three times a day for 3 days

Cefalexin 3 to 11 months, 12.5 mg/kg or 125 mg twice a day for 3 days; 1 to 4

years, 12.5 mg/kg twice a day or 125 mg three times a day for 3 days;
5 to 11 years, 12.5 mg/kg twice a day or 250 mg three times a day for
3 days; 12 to 15 years, 500 mg twice a day for 3 days

1See BNF for children (BNFC) for use and dosing in specific populations.

2Age bands apply to children of average size; in practice the prescriber will use these with other
factors. Doses given are by mouth using immediate release medicines, unless otherwise stated.
ICheck previous urine culture and susceptibility results and antibiotic prescribing. If receiving
prophylactic antibiotics, treatment should be with a different antibiotic.

2If 2 or more antibiotics are appropriate, choose the antibiotic with the lowest acquisition cost. Some
children may also be able to take a tablet or part-tablet, rather than a liquid formulation if the dose is
appropriate.

A lower risk of resistance may be more likely if not used in the past 3 months, previous urine culture
suggests susceptibility (but this was not used), and in younger people in areas where data suggest
resistance is low. Risk of resistance may be higher with recent use and in older people in care homes.
SMay be used with caution if eGFR 30-44 ml/minute to treat uncomplicated lower UTI caused by
suspected or proven multidrug resistant bacteria and only if potential benefit outweighs risk (ENFC,
August 2018).

7If there are symptoms of pyelonephritis or the person has a complicated UTI, see the recommendations
on choice of antibiotic in the NICE antimicrobial prescribing guideline on acute pyelonephrifis.

Abbreviations: eGFR, estimated glomerular filtration rate.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Section 18. Antimicrobial Prescribing

UTI (lower): antimicrobial prescribing NICE 125 e

Choice of antibiotic: pregnant women aged 12 years and over

Choice of antibiotic: men aged 16 years and over

Antibiotic? Dosage and course length? Antibiotic? Dosage and course length?

First choice for treating lower UTI?

First choice?

Nitrofurantoin (avoid at term) | 100 mg modified-release twice a day for 7 days
- if eGFR 245 ml/minute* 5

Trimethoprim 200 mg twice a day for 7 days

Second choice for treating lower UTI (no improvement in lower UTI symptoms on first
choice taken for at least 48 hours or when first choice not suitable)®®

Nitrofurantein - 100 mg modified-release twice a day for 7 days
if eGFR =45 ml/minute* 3

culture and susceptibility results

}-‘\moxicillin_ (only if culture 500 mg three times a day for 7 days Second cheice (no improvement in UTI symptoms on first choice taken for at least 48 hours or
results available and when first choice not suitable)?
susceptible) - 5 n - . . . _
- - Consider alternative diagnoses and follow recommendations in the NICE antimicrobial prescribing
Cefalexin 500 mg twice a day for 7 days guidelines on acute pyelonephritis or acute prostatitis, basing antibiotic choice on recent culture
and susceptibility results.
Alternative second choices Consult local microbiologist, choose antibiotics based on 1See BNF for appropriate use and dosing in specific populations, for example, hepatic impairment

Treating asymptomatic bacteriuria

Choose from nitrofurantoin® ®, amoxicillin or cefalexin based on recent culture and
susceptibility results

1See BNF for appropriate use and dosing in specific populations, for example, hepatic
impairment and renal impairment.

?Doses given are by mouth using immediate-release medicines, unless otherwise stated.
*Check any previous urine culture and susceptibility results and antibiotic prescribing and
choose antibiotics accordingly.

“Avoid at term in pregnancy; may produce neonatal haemolysis (ENF, June 2018).

5 May be used with caution if eGFR 30-44 ml/minute to treat uncomplicated lower UTI
caused by suspected or proven multidrug resistant bacteria and only if potential benefit
outweighs risk (BNF, August 2018).

#If there are symptoms of pyelonephritis or the person has a complicated UTI (associated
with a structural or functional abnormality, or underlying disease, which increases the risk
of a mare serious outcome or treatment failure), see the recommendations on choice of
antibiotic in the NICE antimicrobial prescribing guideline on acute pyelonephritis.

and renal impairment.

2Doses given are by mouth using immediate-release medicines, unless otherwise stated.

*Check any previous urine culture and susceptibility results and antibiotic prescribing and choose
antibiotics accordingly.

*Nitrofurantein is not recommended for men with suspected prostate involvement because it is
unlikely to reach therapeutic levels in the prostate.

*May be used with caution if eGFR 30-44 ml/minute to treat uncomplicated lower UTI caused by
suspected or proven multidrug resistant bacteria and only if potential benefit outweighs risk (BNF,
August 2018).

Abbreviations: eGFR, estimated glomerular filtration rate.

Abbreviations: eGFR, estimated glomerular filtration rate.

When exercising their judgement, professionals and practitioners are expected to take this guideline fully into account, alongside the individual needs, preferences and values of their patients or the people using their service.
It is not mandatory to apply the recommendations, and the guideline does not override the responsibility to make decisions appropriate to the circumstances of the individual, in consultation with them and their families and

carers or guardian.
© MICE 2018. All rights reserved. Subject to Notice of rights.

Approved by Medicines Management Group May 2022
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Section 18. Antimicrobial Prescribing

Appendix 6 — NICE NG110 Treatment Algorithm — Prostatitis

Prostatitis (acute): antimicrobial prescribing

S

¢ Offer an antibiotic

* Send a midstream urine
sample for culture and
susceptibility testing

Prostatitis (acute)

Advise:

o usual course of acute
prostatitis is several weeks

o possible adverse effects of
antibiotics include diarrhoea
and nausea

o seeking medical help if

symptoms worsen at any time,

or do not start to improve
within 48 hours of taking
the antibiotic, or the person
becomes systemically very
unwell

S

When results of urine
culture available:

* review the choice
of antibiotic, and

+ change antibiotic
according to susceptibility
results if bacteria are
resistant, using a narrow
spectrum antibiotic
when possible

Reassess at any time if symptoms worsen, taking account of:

»  other possible diagnoses

& any symptoms or signs suggesting a more serious illness or condition, such as
acute urinary retention, prostatic abscess or sepsis

+  previous antibiotic use, which may have led to resistant bacteria

(H)

Refer to hospital if:

* there are any symptoms or signs of a more serious illness or .
condition (for example, sepsis, acute urinary retention or prostatic

abscess), or

symptoms are not improving 48 hours after starting the antibiotic

Approved by Medicines Management Group May 2022

NICE uses ‘offer’ when there is more certainty of benefit and 'consider’ when evidence of benefit is less clear

N I c Natlonal Instltute for
Health and Care Excellence

i Background

Acute prostatitis:

is a bacterial infection
needing antibictics

can occur spontaneously or
after medical procedures
can last several weeks

can lead to acute urinary
retention and prostatic abscess

L]
1 Self-care

Advise paracetamol (with or
without a low-dose weak opioid,
such as codeine) for pain, or
ibuprofen if preferred and suitable

Advise drinking enough fluids
to avoid dehydration

’. Antibiotics

When prescribing antibiotics, take
account of severity of symptoms,
risk of complications or treatment
failure, previous urine culture and
suscephibility results, previous
antibiotic use which may have

led to resistant bacteria, and local
antimicrobial resistance data

Give oral antibiotics first-line if
people can take oral medicines, and
the severity of their condition does
not require intravenous antibiotics
Review intravenous antibiotics by
48 hours and consider stepping
down to oral antibiotics where
possible

October 2018

Doses are for patients with normal renal and hepatic function unless otherwise indicated

37




Section 18. Antimicrobial Prescribing

Prostatitis (acute): antimicrobial prescribing  NICEsastes ..
Choice of antibiotic: adults aged 18 years and over

Antibiotic? Dosage and course length

First choice oral antibiotic (guided by susceptibilities when available)®

Ciprofloxacin? 500 mg twice a day for 14 days then review*

Ofloxacin?® 200 mg twice a day for 14 days then review*

Alternative first choice oral antibiotic for adults unable to take a fluoroquinolone (guided by susceptibilities when available)]?

Trimethoprim 200 mg twice a day for 14 days then review*

Second choice oral antibiotic (after discussion with a specialist)

Levofloxacin? 500 mg once a day for 14 days then review*

Co-trimoxazole® 940 mg twice a day for 14 days then review*

First choice intravenous antibiotics (if unable to take oral antibiotics or severely unwell: guided by susceptibilities when available). Antibiotics may be combined if
sepsis a concern®®

Ciprofloxacin?® 400 mg twice or three times a day

Levofloxacin® 500 mg once a day

Cefuroxime 1.5 g three or four times a day

Ceftriaxone 2 g once a day

Gentamicin Initially 5 to 7 mg/kg once a day, subsequent doses adjusted according to serum gentamicin concentration”

Amikacin Initially 15 mg/kg once a day (maximum per dose 1.5 g once a day), subsequent doses adjusted according to serum amikacin concentration

(maximum 15 g per course)”

Second choice intravenous antibiotic - consult local microbiologist

! See BNF for appropriate use and dosing in specific populations, for example, hepatic impairment and renal impairment, and administering intravenous antibiotics.

? Check previous urine culture and susceptibility results and antibiotic prescribing and choose antibiotics accordingly.

? The European Medicines Agency's Pharmacovigilance Risk Assessment Committee has recommended restricting the use of fluoroquinolone antibiotics following a
review of disabling and potentially long-lasting side effects mainly involving muscles, tendons, bones and the nervous system (press release October 2018), but they
are appropriate in acute prostatitis which is a severe infection.

* Review treatment after 14 days and either stop or continue for a further 14 days if needed (based on history, symptoms, clinical examination, urine and blood tests).
*Only consider when there is bacteriological evidence of sensitivity and good reasons to prefer this combination to a single antibiotic (BNF, August 2018).

* Review intravenous antibiotics by 48 hours and consider switching to oral antibiotics where possible for a total of 14 days, then review.

"Therapeutic drug monitoring and assessment of renal function is required (BNF, August 2018).

When exercising their judgement, professionals and practitioners are expected to take this guideline fully into account, alongside the individual needs, preferences and values of their patients or the people using their service.
It is not mandatory to apply the recommendations, and the guideline does not override the responsibility to make decisions appropriate to the circumstances of the individual, in consultation with them and their families and

carers or guardian. . . . .
8 © MICE 2018. All rights reserved. Subject to Motice of rights.
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Section 18. Antimicrobial Prescribing

Appendix 7 — NICE NG111 Treatment Algorithm — Acute pyelonephritis

Pyelonephritis (acute): antimicrobial prescribing NICE s,

S

# Send a midstream urine
sample for culture and
susceptibility testing for
people aged 16 years
ELLE

Send a urine sample for
culture and susceptibility
testing in line with

the NICE guideline on
urinary tract infection
for under 16s

Offer an antibiotic

Advise:

o possible adverse effects of
antibiotics include diarrhoea
and nausea

# nausea with vomiting is also a
possible indication of worsening
pyelonephritis

o seeking medical help if
symptoms worsen at any time
or do not start to improve
within 48 hours of taking
the antibiotic, or the person
becomes systemically very unwell

S

When results of urine
culture available:

Assess and manage
fever in under 5s in line
with the NICE guideline

* review the choice

of antibiotic, and

change antibiotic
according to susceptibility
results if bacteria are
resistant, using a narrow
spectrum antibiotic

when possible

on fever in under 55

Pyelonephritis (acute)

Reassess at any time if symptoms worsen or do not start to improve within 48 hours of

taking the antibiotic, taking account of:
o other possible diagnoses

® any symptoms or signs suggesting a more serious illness or condition, such as sepsis
o previous antibiotic use, which may have led to resistant bacteria

(H)

Refer to hospital if the person has any symptoms or signs of a more
serious illness or condition (for example, sepsis)

Refer children and young people to hospital in line with the NICE
guideline on urinary tract infections in under 16s

Consider referring or seeking specialist advice for people aged 16

years and over if they:

* are significantly dehydrated or unable to take oral fluids and

medicines
* are pregnant

# have a higher risk of complications

NICE uses ‘offer’ when there is more certainty of benefit and ‘consider’ when evidence of benefit is less clear.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated

L ]
1 Self-care

Advise paracetamal for pain, with
possible addition of a low-dose
weak opiod such as codeine for
people over 12 years

Advise drinking enough fluids to
avoid dehydration

i Background

Pyelonephntis is an infection of one
or both kidneys caused by bacteria
travelling up from the bladder
People at higher risk of
complications include those with
abnormalities of the genitourinary
tract or underlying disease (such as
diabetes or immunosuppression)

" Antibiotics

= When prescribing antibiotics, take

account of severity of symptoms,
risk of complications, previous urine
culture and susceptibility resuls,
previous antibiotic use which may
have led to resistant bacteria and
local antimicrobial resistance data
Give oral antibiotics first-line if
people can take oral medicines, and
the severity of their condition does
not require intravenous antibiotics
Review intravenous antibiotics by
48 hours and consider

stepping down to oral

antibiotics where possible

October 2018
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Section 18. Antimicrobial Prescribing

Pyelonephritis (acute): antimicrobial prescribing NICE ixasiee ..

Choice of antibiotic: non-pregnant women and men aged 16 years and over

Choice of antibiotic: pregnant women aged 12 years and over

Antibiotic? Dosage and course length Antibiotic? Dosage and course length

First choice oral antibiotic®

Cefalexin 500 mg twice or three times a day (up to 1 to 1.5 g three
or four times a day for severe infections) for 7 to 10 days

First choice oral antibiotic?

Co-amoxiclav (only if culture results 500/125 mg three times a day for 7 to 10 days
available and susceptible)

Cefalexin 500 mg twice or three times a day (up to 1 to 1.5 g three
or four times a day for severe infections) for 7 to 10 days

Trimethaprim (only if culture results 200 mg twice a day for 14 days
available and susceptible)

First choice intravenous antibiotic (if vomiting, unable to take oral antibiotics. or severely
unwellj*?

Cefuroxime 750 mg to 1.5 g three or four times a day

Ciprofloxacin (consider safety issues?) 500 mg twice a day for 7 days

Second choice antibiotics or combining antibiotics if susceptibility or sepsis a concern

First choice intravenous antibiotics (if vomiting, unable to take oral antibiotics, or severely unwell).
Antibiotics may be combined if susceptibilty or sepsis a concern®#

Consult local microbiologist

Co-amaoxiclav (only in combination 1.2 g three times a day
or if culture results available and
susceptible)

Cefuroxime 750 mg to 1.5 g three or four times a day

1See BNF for appropriate use and dosing in specific populations, for example, hepatic
impairment and renal impairment, and administering intravenous antibiotics.

2Check any previous urine culture and susceptibility results and antibiotic prescribing and
choose antibiotics accordingly.

*Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics
where possible.

Ceftriaxone 1to 2 g once a day

Ciprofloxacin (consider safety issues?) 400 mg twice or three times a day

Gentamicin Initially 5 mg/kg to 7 mg/kg once a day, subsequent
doses adjusted according to serum gentamicin
concentration®

Amikacin Initially 15 mg/kg once a day (maximum per dose

1.5 g once a day), subsequent doses adjusted according
to serumn amikacin concentration (maximum 15 g per
course)®

Second choice intravenous antibiotic - consult local microbiologist

15ee BNF for appropriate use and dosing in specific populations, for example, hepatic impairment,
remal impairment and breast-feeding, and administering intravenous antibiotics.

*The European Medicines Agency's Pharmacovigilance Risk Assessment Committee has
recommendead restricting the use of fluoroquinalone antibiotics following a review of disabling
and potentially long-lasting side effects mainly involving muscles, tendons, bones and the nervous
system (press release October 2018), but they are an option in acute pyelonephritis which is a
severe infection.

“Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics.
*Therapeutic drug monitoring and assessment of renal function is required (BNF, August 2018).

2Check any previous urine culture, susceptibility and prescribing and choose antibiotics accordingly.

When exercising their judgement, professionals and practitioners are expected to take this guideline
fully into account, alongside the individual needs, preferences and values of their patients or the
people using their service. It is not mandatory to apply the recommendations, and the guideline does
not override the responsibility to make decisions appropriate to the circumstances of the individual, in
consultation with them and their families and carers or guardian.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Pyelonephritis (acute): antimicrobial prescribing Nic

Choice of antibiotic: children and young people under 16 years

Antibiotic? Dosage and course length?

Refer children under 3 months to paediatric specialist and treat with intravenous antibiotics in line with the NICE guideline on fever in under 5s

Children aged 3 months and over - First choice oral anfibiotic?

Cefalexin

3 to 11 months, 12.5 mg/kg or 125 mg twice a day for 7 to 10 days (25 mg/kg two to four times a day [maximum 1 g per dose four times a day] for
severe infections)

1 to 4 years, 12.5 mg/kg twice a day or 125 mg three times a day for 7 to 10 days (25 mg/kg two to four times a day [maximum 1 g per dose four times
a day] for severe infections)

5 to 11 years, 12.5 mg/kg twice a day or 250 mg three times a day for 7 to 10 days (25 mg/kg two to four times a day [maximum 1 g per dose four times
a day] for severe infections)

12 to 15 years, 500 mg twice or three times a day (up to 1 to 1.5 g three or four times a day for severe infections) for 7 to 10 days

Co-amoxiclav {only if
culture results available and
susceptible)

3 to 11 months, 0.25 ml/kg of 125/31 suspension three times a day for 7 to 10 days (dose doubled in severe infection)

1 to 5 years, 0.25 ml/kg of 125/31 suspension or 5 ml of 125/31 suspension three times a day for 7 to 10 days (dose doubled in severe infection)
6 to 11 years, 0.15 ml/kg of 250/62 suspension or 5 ml of 250/62 suspension three times a day for 7 to 10 days (dose doubled in severe infection)
12 to 15 years, 250/125 mg or 500/125 mg three times a day for 7 to 10 days

Children aged 3 months and ov
sepsis a concern®*3

er - First choice intravemous antibiotics (if vomiting, unable to take oral antibiotics or severely unwell). Antibiotics may be combined if susceptibility or

Co-amoxiclav {only in
combination or if culture
results available and

3 months to 15 years, 30 mg/kg three times a day (maximum 1.2 g three times a day)

susceptible)

Cefuroxime 3 months to 15 years, 20 mg/kg three times a day (maximum 750 mg per dose), increased to 50 to 60 mg/kg three or four times a day (maximum 1.5 g
per dose) for severe infections

Ceftriaxone 3 months to 11 years (up to 50 kg), 50 to 80 mg/kg once a day (maximum 4 g per day); 9 to 11 years (50 kg and above), 1 to 2 g once a day;
12 to 15 years, 1 to 2 g once a day

Gentamicin Initially 7 mg/kg once a day, subsequent doses adjusted according to serum gentamicin concentration®

Amikacin Initially 15 mg/kg once a day, subsequent doses adjusted according to serum amikacin concentration®

Children aged 3 months and over - Second choice intravenous antibiotics - Consult local microbiclogist

1See BNF for children (BNFC) for appropriate use and dosing in specific populations, for example hepatic and renal impairment, and administering intravenous antibiotics. If a young
women is pregnant, refer to the prescribing table on choice of antibiotic for pregnant women aged 12 years and aver.

“The age bands apply to children of average size and, in practice, the prescriber will use the age bands in conjunction with other factors such as the severity of the condition being
treated and the child's size in relation to the average size of children of the same age.

:Check any previous urine culture and susceptibility results and antibiotic prescribing and choose antibiotics accordingly.

“Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics where possible for a total of 10 days.

SIf intravenous treatment is not possible, consider intramuscular treatment, if suitable.

‘Therapeutic drug monitoring and assessment of renal function is required (BNFC, August 2018).

© MICE 2018. All nights reserved. Subject to Motice of rights.
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Section 18. Antimicrobial Prescribing

Appendix 8 — NICE NG114 Treatment Algorithm — Chronic obstructive pulmonary disease (acute exacerbation)

COPD (acute exacerbation): antimicrobial prescribing NICE o e

Antibiotics for COPD (acute exacerbation)

Some people at risk of
exacerbations may have

antibiotics to keep at

home as part of their

exacerbation action plan

{see the NICE guideline

on COPD in over 16s) |

When no antibiotic given, advise:

+ antibiotic is not currently needed

+ seeking medical help without
delay if symptoms worsen rapidly
or significantly, do not improve in
an agreed time, or the person is
systemically very unwell

s

()

Consider an
antibiotic, but only
after taking into
account prescribing
considerations

If sputum sample sent for testing,
when results available:

+ review antibiotic choice

¢ only change antibiotic
if bacteria resistant and
symptoms not improving

Reassess at any time if symptoms

waorsen rapidly or significantly, taking

account of:

o other possible diagnoses, such as
pneumonia

«  symptoms or signs of something
more serious, such as
cardiorespiratory failure or sepsis

« previous antibiotic use, which
may have led to resistant bacteria

Send sputum sample for testing if

symptoms have not improved after
antibiotics

T

When an antibiotic is given, advise:

+ possible adverse effects of
antibiotics, particularly diarrhoea

« symptoms may not be fully resolved
by completion of antibiotic course

« seeking medical help if symptoms
waorsen rapidly or significantly, or
do not improve within 2 to 3 days
{or other agreed time), or the person
becomes systemically very unwell

(H)

Refer to hospital if a severe systemic infection is present or in line with NICE's guidelines on COPD and sepsis

Seek specialist advice if-

= symptoms do not improve with repeated courses of antibiotics, or
= bacteria are resistant to oral antibiotics, or

# the person cannot take oral medicines (to explore giving intravenous antibiotics at home or in the community if appropriate)

NICE uses ‘offer’ when there is more certainty of benefit and ‘consider’ when evidence of benefit is less clear.

Approved by Medicines Management Group May 2022

-
1 Background

* An acute exacerbation of COPD is

a sustained worsening of symptoms
from a person's stable state

A range of factors (including
viral infections and smoking)
can trigger an exacerbation

Many exacerbations (including
some severe exacerbations) are not
caused by bacterial infections so
will not respond to antibiotics

." Prescribing considerations

When considering antibiotics,
take into account:

the severity of symptoms, particularly
sputum colour changes and increases
in volume or thickness beyond the
person's normal day-to-day variation

whether they may need to go
into hospital for treatment (see
the MICE guideline on COPD)

previous exacerbation and hospital
admission history, and the risk
of developing complications

previous sputum culture and
susceptibility results

the risk of antimicrobial resistance
with repeated courses of antibiotics

Give oral antibiotics first line if possible

December 2018

Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Section 18. Antimicrobial Prescribing

COPD (acute exacerbation): antimicrobial prescribing NICE [gaives e

Choice of antibiotic for treating an acute exacerbation: adults aged 18 years and over

Antibiotic? Dosage and course length

First choice oral antibiotics (empirical treatment or guided by most recent sputum culture and susceptibilities)

Amoxicillin 500 mg three times a day for 5 days (see BNF for dosage in severe infections)
Doxycycline 200 mg on first day, then 100 mg once a day for 5-day course in total (see BNF for dosage in severe infections)
Clarithromycin 500 mg twice a day for 5 days (see BNF for dosage in severe infections)

Second choice oral antibiotics (no improvement in symptoms on first choice taken for at least 2 to 3 days: guided by susceptibiliies when available)

Use alternative first choice (from a different class) | As above

Alternative choice oral antibiotics (if person at higher risk of treatment failure® guided by susceptibiliies when available)

Co-amoxiclav 500/125 mg three times a day for 5 days

Levofloxacin® 500 mg once a day for 5 days

Co-trimoxazole’ 960 mg twice a day for 5 days

First choice intravenous antibiotics (if unable to take oral antibiotics or severely unwell; guided by susceptibilities when available)é
Armoxicillin 500 mg three times a day (see BNF for dosage in severe infections)
Co-amoxiclav 1.2 g three times a day

Clarithromycin 500 mg twice a day

Co-trimoxazole’ 960 mg twice a day (see BNF for dosage in severe infections)

Piperacillin with tazobactam 4 5 g three times a day (see BNF for dosage in severe infections)

Second choice intravenous antibiotics

Consult local microbiologist (guided by susceptibilities)

See BNF for appropriate use and dosing in specific populations, for example, hepatic impairment, renal impairment, and for administering intravenous antibiotics.

“Where a person is receiving antibiotic prophylaxis, treatment should be with an antibiotic from a different class.

2People who may be at higher risk of treatment failure include people who have had repeated courses of antibiotics, a previous or current sputum culture with resistant bacteria, or people at higher
risk of developing complications.

“The European Medicines Agency's Pharmacovigilance Risk Assessment Committee has recommended restricting the use of fluoroquinolone antibiotics following a review of disabling and potentially
long-lasting side effects mainly involving muscles, tendons, bones and the nervous system. This includes a recommendation not to use them for mild or moderately severe infections unless other
antibiotics cannot be used (press release October 2018).

5Co-trimoxazole should only be considered for use in acute exacerbations of COPD when there is bacteriological evidence of sensitivity and good reason to prefer this combination to a single
antibiotic (BNF, October 2018).

*Review intravenous antibiotics by 48 hours and consider stepping down to oral antibiotics where possible.

When exercising their judgement, professionals and practitioners are expected to take this guideline fully into account, alongside the individual needs, preferences and values of their patients or the people using their service. It is
not mandatory to apply the recommendations, and the guideline does not override the responsibility to make decisions appropriate to the circumstances of the individual, in consultation with them and their families and carers.

© NICE 2018. All rights reserved. Subject to Notice of rights.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Section 18. Antimicrobial Prescribing

Appendix 9 — NICE NG120 Treatment Algorithm — Cough (acute): antimicrobial prescribing

Cough (acute): antimicrobial prescribing

Upper
respiratory
tract infection and

()

Do not offer an antibiotic

Advise on:

= the usual course of

very unwell or at 4 weeks)

complications self-care

Acute
bronchitis and
not systemically

Do not routinely offer an 4we

higher risk of wvery unwell
complications

If antibiotics are not

on possible advers:
Consider: including diarrhoea

Higher risk of
complications
(at face-to-face
examination) = idl

* a back-up antibiotic s ey o
prescription

)

Cough (acute)

significantly at any time

Systemically very

unwell (at
face-to-face Offer an immediate
examination) antibiotic

If an adult with acute cough associated with acute bronchitis has had a
C-reactive protein (CRP) test, follow NICE’s pneumonia in adults guideline
for recommendations on prescribing antibiotics according to CRP results

not systemically acute cough {up to 3 or

» an immediate Wit_h a hack—_up Prescription.
antibiotic or advise on using if symptoms

%)

Do not offer:
* amucolytic

higher risk of managing symptoms with * an oral or inhaled

bronchodilator

¢ an oral or inhaled
corticosteroid

when to seek medical

help, for example if

symptoms worsen

rapidly or significantly, unless otherwise

do not improve after 3 or indicated
R e s, or the person
very unwell or at antibiotic becomes systemically

Reassess if symptoms
worsen rapidly or

account of:

prescribed, advise why not significantly, taking
With an antbiotic, advi:

# alternative diagnoses
such as pneumonia

* any symptoms or
signs suggesting a
more serious illness
or condition, such
as cardiorespiratory
failure or sepsis

# previous antibiotic use,
which may have led
to resistant bacteria

Refer to hospital, or seek specialist
advice on further investigation and
management, if the person has any

symptoms or signs suggesting a
more serious illness or condition
(for example, sepsis, a pulmonary
embolism or lung cancer)

NICE uses ‘offer’ when there is more certainty of benefit and ‘consider’ when evidence of benefit is less clear.

Approved by Medicines Management Group May 2022

N I c Mational Institute for
Health and Care Excellence

.
1 Self-care

Some people may wish to try the
following, which have limited evidence of
benefit for the relief of cough symptoms:

honey (in people aged over 1 year)
pelargonium (herbal medicine; in
people aged 12 and over)
over-the-counter cough medicines
containing the expectorant guaifenesin
(in people aged 12 and over)
over-the-counter cough medicines
containing cough suppressants, except
codeine, (in people aged 12 and

over with non-persistent cough and
without excessive secretions)

Limited evidence suggests antihistamines,
decongestants and cough medicines
containing codeine do not help cough
symptoms

" Background

Acute coughs are usually self-limiting
but can last up to 3 to 4 weeks
Antibiotics make little difference

to how long a cough lasts

Usually caused by a viral upper
respiratory tract infection,

such as a cold or flu

Also caused by acute bronchitis (a
lower respiratory tract infection), which
is usually viral but can be bacterial

Higher risk of complications:

People with a pre-existing comorbidity
Young children born prematurely
People older than &5 years with 2 or
more of the following, or older than

80 years with 1 or more of the following:
- hospitalisation in previous year

- type 1 or type 2 diabetes

- history of congestive heart failure

- current use of oral corticosteroids

February 2019

Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Cough (acute): antimicrobial prescribing

Choice of antibiotic: adults aged 18 years and over

Antibiotic? Dosage and course length?

Section 18. Antimicrobial Prescribing

N I C Mational Institute for
Health and Care Excellence

Choice of antibiotic: children and young people under 18 years

Antibiotict Dosage and course length?

First choice

Doxycycline® 200 mg on first day, then 100 mg once a day for 4 days
(5-day course in total)

Alternative first choices®

Amoxicillin 500 mg three times a day for 5 days

Clarithromycin 250 mg to 500 mg twice a day for 5 days

Erythromycin 250 mg to 500 mg four times a day or 500 mg to 1000 mg
twice a day for 5 days

First choice
Amoxicillin 1to 11 months:
125 mg three times a day for 5 days
1to 4 years:
250 mg three times a day for 5 days
510 17 years:
500 mg three times a day for 5 days
Alternative first choices®

15ee BNF for appropriate use and dosing in specific populations, for example, hepatic
impairment, renal impairment, pregnancy and breast-feeding

?Doses given are by mouth using immediate-release medicines, unless otherwise stated
2 Daxycycline should not be given to pregnant women, and the possibility of pregnancy
should be considered in women of childbearing age (BNF, December 2018)
*Amaxicillin or erythromycin are preferred in women who are pregnant

When exercising their judgement, professionals and practitioners are expected to take this guideline
fully into account, alongside the individual needs, preferences and values of their patients or the
people using their service. It is not mandatory to apply the recommendations, and the guideline does
not override the responsibility to make decisions appropriate to the circumstances of the individual, in
consultation with them and their families and carers or guardian.

Clarithromycin 1 month to 11 years:

Under 8 kg, 7.5 mg/kg twice a day for 5 days
81011 kg, 62.5 mg twice a day for 5 days
12 to 19 kg, 125 mg twice a day for 5 days
20 to 29 kg, 187.5 mg twice a day for 5 days
30 to 40 kg, 250 mg twice a day for 5 days
12 to 17 years:

250 mg to 500 mg twice a day for 5 days

Erythromycin 1 month to 1 year:

125 mg four times a day or 250 mg twice a day for 5 days
2 to 7 years:

250 mg four times a day or 500 mg twice a day for 5 days
810 17 years:

250 mg to 500 mg four times a day or 500 mg to 1000 mg
twice a day for 5 days

Doxycycline* 12 to 17 years:
200 mg on first day, then 100 mg once a day for 4 days
(5-day course in total)

1See BNF for children for appropriate use and dosing in specific populations, for example,
hepatic impairment and renal impairment

2 The age bands apply to children of average size and, in practice, the prescriber will use the
age bands in conjunction with other factors such as the severity of the condition and the
child’s size in relation to the average size of children of the same age. Doses given are by
mouth using immediate-release medicines, unless otherwise stated

3 Amaoxicillin or erythromycin are preferred in young women who are pregnant

* Doxycycline should not be given to young women who are pregnant, and the possibility
of pregnancy should be considered in young women of childbearing age (BNF for children,
December 2018)

© MICE 2019. All rights reserved. Subject to Motice of nghts.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Section 18. Antimicrobial Prescribing

Appendix 10 — NICE NG138 Treatment Algorithm — Pneumonia (community-acquired): antimicrobial prescribing

Pneumonia (community-acquired): antimicrobial prescribing  NJCE eiramsiver

Hedlth and Care Excellerce

= Offer an antibiotic(s) If a respiratory sample

In adults, severity is assessed by within 4 hours of has been sent for
c_iﬂﬁ-mlﬁmm;idedhvmmity establishing a diagnosis Give advice about: microbiological testing:
= k:'m;!ﬂ_mﬁﬁl_mur &5 g » possible adverse effects of the
{0 or CURES5 score 0 or 1 For adulm,gnllnw the antibioticis) . reuiev_.'t:c_he_chuice
—— recommendations on_ » how long symptoems are likeky to of antibiotic(s)
e microbiological tests in the _ last (see also the NICE guideline on_ when results
« high - MICE guideline on pneumonia umoni available, and
or 4 or CURBSS score 3to 5 . Miumeg?ji::l help i:ﬁde
= wWorsen rapa or signimcanty, or 4o 1 =
o chikdren and . Deople i hoapita vtk not sart (0 improve wittin 3 days, fhe anbbana e
km&dh‘,d‘ m‘ mﬂt Y E Severe symptoms or a orthe men ecomes systemically according to results,
! = comorbidity, consider very unwel USINg a Narrower _
i . i = sending a sample (for : spectrum antibiotic
‘." Prescribing considerations b example, a sputum sample) if appropriate
é. for microbiological testing
When choosing an antibiotics), =
take account of- E
. ‘*‘Emﬁﬁﬂmﬂ = Reassess if s'grmJ:tums do not in:lprm as expected,
mwﬂmﬂﬁmarﬂ S or worsen rapidly or significantly, taking account of
e E‘ possible non-bacterial causes such as flu
» the risk of complications, fior [=
example, a relevant comorbidity E If symptoms have not improved after antibiotics,
{such as severs lung disease g send a sample (for example, a sputum sample) for
or immunosuppression) D microbiological testing, if not done already
# local antimicrobial resistamoe o
and surveillance data {such
as flu and Mycoplesma
recent antibiotic use
previous microbiological results, Refer adults to hus._p'rtal in line with NICE‘f._guid_EI'me on pneumuni::'l or if:
including colonisation with = symptoms or signs suggest a more serious illness such as sepsis, or
mult-drug resistant bacteria « symptoms are not improving as expected with antibiotics

(Give oral antibiotics first line if possible i . o . - .- - -
S— sbictics by Consider refernng adults or seeking specialist advice if they have

bactena resistant to oral antibiotics or they cannot take oral medicines

48 hours and consider switching
to oral antibiotics if possible
Consider referring children and young people to hospital or seek
September 2019 specialist paediatric advice on further investigation and management

‘When exercizing their judgement, professionals and practitioners are expected to take this guideline fully into account, alongside the individual needs, preferences and values of their patients or the people using their service.
It is not mandatory to apply the recommendations, and the guideline does not override the responsibility to make decisions appropriate to the circumiztances of the individual, in consultation with them and their families and
Carers or guardian.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Section 18. Antimicrobial Prescribing

Pneumonia (community-acquired): antimicrobial prescribing  NJCE neristiee

Hedlth and Care Excellence

Choice of antibiotic: adults aged 18 years and over

First choice oral antibiotic if low severity (based on clinical judgement and guided by CRES5 score O or CURBES score 0 or 1)

Arnoxicillin | 500 mg three times a day (higher doses can be used - see BMF) for 5 days"

Altemative oral antibiotics if low severity, for penicillin allergy or if amoxicillin unsuitable (for example, atypical pathogens suspectad”)’
Daoncycycline 200 mg on first day, then 100 mg once a day for 4 days | 5-day course in total]®

Clarithrormycin 300 mg twice a day fior 5 days®

Erythromycin (in pregnancy) 500 mg four times a day for 3 days®

First cheice oral antibiotics if moderate severity (based on clinical judgement and guided by CREAS5 score 1 or 2, or CURBSS score 2); guided by microbiclogical results when available®

Amoxicillin with (if atypical 500 mg three times a day (higher doses can be used - see BNF) for 5 days”
pathogens suspected”):

Clarithronmycin® oF | 300 mg twice a day for 5 days®

Erythrormycin® [in pregnancy) | 300 mg four times a day for 3 days®

Altemnative oral antibiotics if moderate severity, for penicillin allergy; guided by microbiological results when available®

Donoycycline 200 mg on first day, then 1080 mg once a day for 4 days |5-day course in total]*

Clarithrormycin 500 mg twice a day for 5 days®

First choice antibiotics if high severity (based on clinical judgement and guided by CRBAS score 3 or 4, or CURBAS score 3 to 5 guided by microbiclegical results when available®

Co amoxiclaw with: 500/125 mg three times a day orally or 1.2 g three times a day IV for 5 days®

Clarithromycin oF | 300 mg twice a day orally or V7 for 5 days*

Erythromycin [in pregnancy] | 300 mg four times a day orally for 3 days®

Altemative antibiotic if high severity, for penicillin allergy; guided by microbiological results when available®

Levoflosacin® (consider safety 500 mg twice a day orally or [V for 5 days*
issues)

Consult local microbiclegist if fluoroguinolone not appropriate

‘See BMF for appropriate use and dosing in specific populations, for example, hepatic impairment, renal impairment, pregnancy and breast-feeding. and administering intravenous (or, where
appropriate, intramuscular) antibiotics.

*Oral doses are for immediate-release medicines.

*Give oral antibiotics first-line if the person can take oral medicines, and the severity of their condition does not require intravenous antibiotics.

“Stop antibiotic treatment after 5 days unbess microbiological results suggest a longer course is needed or the person is not dinically stable (fever in the past 48 howrs, or more tham 1 sign of
clinical instability [zystolic BP <%0 mm Hg, heart rate = 100/min, respiratory rate »24/min, arterial oxygen saturation <%0% or Pa0, <&0 mmHg in rocm air]l.

*Mycoplasma pneumonioe infection occurs in outbresks approximately every 4 years.

“Consider adding a macrofide to amowicillin if atypical pathogens suspected. Review when microbiological results available.

"Review intravenous antibiotics by 48 hours and consider switching to oral antibiotics if possible.

*See MHRA advice for restrictions and precautions for using flucreguinolones due to very rare reports of disabling and potentially long-lasting or imeversible side effects affecting musculo-
skeletal and mervous systems. Warnings include stopping treatment at first signs of a serious adverse reaction (such as tendonitis), prescribing with special caution in people owver 50 years
and avoiding coadministration with a corticosteroid (Manch 2019].

CIUIRESS, confusion, jurea »7 mmol/l), respiratory rate = 20/min, low systolic [«20 mm Hg] or diastolic [260 mm Hg] BP, age 24835, IV, intravenous, Pa0., partial pressure of corygen

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Pneumonia (community-acquired): antimicrobial prescribing  N|CE wigrdmivere

Choice of antibiotic: children and young people over 1 month and under 18 years Hedth cnd Care Excellence

Antibiotic* Dosage and course length®
First choice oral antibiotic if non-severs symptoms or signs (based on clinical judgement)®
Arpcedcillin 1t 11 months, 125 mg three times a day for 5 days®

1 to 4 years, 250 mg thres times a day for 5 days®

3t 17 years, 300 mg three times a day for 5 days (higher doses can be used for all ages - see BNFC)

Alternative oral antibiotics if non-severe symptoms or signs (based on clinical judgement), for penicillin allergy or if amoedcillin unsuitable (for example, atypical pathogens suspected®)®
Clarithrorycin 1 momth to 11 years:

Under 8 kg, 7.5 mg/kg twice a day for 5 days”

8 to 11 kg, 62.5 mg twice a day for 5 days”

12 to 19 kg, 125 mg twice a day for 5 days’

20 to 29 kg, 187.5 mg twice a day for 5 days’

30 to 40 kg, 250 mg twice a day for 5 days

12 to 17 years:
250 mg to 500 mg twice a day for 3 days”

Erythiremmycin (im pregnancy) 8 to 17 years, 230 mg to 300 mg fowr times a day for 5 days®

Doopoycline® 12 to 17 years, 200 mg on first day, then 100 mg once a day for 4 days {3-day course in total)®
First choice antibiotic(s) if severe symptoms or signs (based on clinical judgement); guided by microbiological results when available®
Co-amoxiclav Oral doses:

1 to 11 months, 0.5 mi/kg of 125,31 suspension three dmes a day for 5 days®

1 to 5years, 10 ml of 125/31 suspension three times a day or 0.3 mil/kg of 123/31 suspension three times a day for 5 days*”
& to 11 years, 10 ml of 230/62 suspension three times a day or 0.3 mil kg of 230/62 suspension three times a day for 5 days™
12 to 17 years, 300/125 mg thres times a day for 5 days"®

[V dose®:

1 to 2 months, 30 mg'kg two times a day®

3 momths to 17 years, 30 mg/kg three times a day imaxirmum 1.2 g per dose three times a day)®

with (if atypical pathogen

suspected)
Clarithromycin of | Oral doses: see abowe for clarithromycin, for 5 days®

IV doses®:

1 momnth to 11 years, 7.3 mg/kg teice a day [maximum 300 mg per dose]”

12 to 17 years, 300 mg twice a day®

Erythromycin (in pregnancy) | See oral doses for erythrormycin: for 5 days®
Alternative antibiotics if severe symptoms or signs (based on clinical judgement), for penicillin allergy; guided by microbiological results when available® - consult lecal microbiclogist

YSee BMEC for uze and dosing in hepatic impaiment, renal impaiment, pregnancy and breast-feeding, and adminiztering intravenous for, where appropriate, intramuscular) antibiotics.

*Oral doses are for immediate-release medicines. The age bands apply to children of average size and, in practice, the prescriber will use the age bands in conjunction with other factors such as the severity of
the condition being treated and the child's size in relation to the average size of children of the same ags.

ive oral antibiotics first-line if the person can take oral medicines, and the severity of their condition does not require intravenous antibiotics.

“Stop aniibiotic treatment after 3 days unless microbiclogical results suggest a longer couwrse length iz needed or the person is not clinically stable.

Myooplasma pneumonias infection ocours in outbreaks approximately every 4 years and iz more common in school-aged children.

“Zee BMFC for uze of daoyoycline in children under 12

Or 5 ml of 250/62 suspension.

“Review intravenous antibiotics by 48 hours and consider switching to oral antibiotics if possible.

£ MICE 2019_ All rights reserved. Subject to Motice of rights. 48
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Section 18. Antimicrobial Prescribing

Appendix 11 — NICE NG139 Treatment Algorithm — Pneumonia (hospital-acquired): antimicrobial prescribing

Pneumonia (hospital-acquired): antimicrobial prescribing NICE regrarsiver

Hedth and Care Excellorce

i Background

Huospital-acquired pneumonia develops 48 hours or more

after hospital admission
In this guideline, hospital-acquired pneumonia does ot @
include preumonia developing after intubation (ventilator-
associated)
Folkow the NICE guideline on community-acquired = Offer an antibiotic(s) When microbiclogical
pReumonia if symptoms start within 48 hours of admission within 4 hours of ) results available:
establishing a diagnosis
= review the choice of
‘. Prescribing considerations Send 3 sample (sputum antibiotic(s), and

ng e, nasopharyngeal

swab or tracheal aspirate) N

for microbiological testing change the antibiotic(s)
according to results, using
a narmower spectrum
antibiotic, if appropriate

Consider following the MICE guideline on
community-acquired pneumonia for choice of
antibiotic if symptoms start within 3 to 5 days of
admission and not at higher risk of resistance
When choosing an antibiotic(s), take account of:
= severity of symptoms and signs
|based on clinical judgement*)
= number of days in hospital before onset of symptoms
- ﬂemkufdeudupl‘gmﬁmmfmm
if the person has a relevant comorbidity [such
severe lung disease or immunosuppression)
# local hospital and ward-based
= recent antibiotic use

* recent microbiological resulis, induding
colonisation with mukti-dneg resistant bacteria

= recent contact with health or sodial care R

setting before curment admission

= the risk of adverse effects with broad spectmm
antibiotics, induding Clostridium difficie infection

Reassess if symptoms:

+« do not improve as expected, or
« worsen rapidly or significanthy

-
g
T
8
&
£
4
e
=]
E
=
;
o

Seek specialist advice from a microbiologist for:

= symptoms that are not improving as expected with anhibiotics, or
Give oral antibiotics first line if possible »  multi-drug resistant bacteria
Review intravenous antibictics by 48 hours and
consider switching to oral antibiotics if possible

Follow the MICE guideline on care of dying adults in the last days of
Iife for adults appgruua-::hlng the end r|:|n1"|i|}r = -

*Mo validated severity assessment tools were available for
hospital-acquired pneumonia at the the time of publication

‘When exercizing their judgement, professionals and practitioners are expected to take this guideline fully into acoount. alongzide the individual needs, S‘EPtember 2019
preferences and values of their patients or the people using their service. It is not mandatory to apply the recommendations, and the guideline does

mﬁ;n;e;am;espamhﬂw to make decizions appropriate to the drcumstances of the individual, in consultation with them and their families and € NICE 2019, All rights reserved. Subject to Notice of rights.
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Section 18. Antimicrobial Prescribing

Pneumonia (hospital-acquired): antimicrobial prescribing NICE wetiansivee
Choice of antibiotic: adults aged 18 years and over

First choice oral antibiotic for non-severs symptoms or signs and not at higher risk of resistance? (guided by microbiclogical results when available)

Co-amaodclaw | 500/125 mg three times a day for 5 days then review®

Alternative oral antibiotics for non-severs symptoms or signs and niot at higher risk of resistance’, if penicillin allergy or if co-ameesiclaw unsuitable. Baze choice on specialist microbiclogical
advice and local resistance data. Options include:

Drosgyoycline 200 mg on first day, them 100 mg once a day for 4 days [5-day course) then review®

Cefalexin (caution in penicillin 500 mg twice or three times a day [can be increased to 1 to 1.5 g three or four times a day] for 5 days then review®
allergy)

Co-trimoxazole®® 240 mg twice a day for 3 days then review*

Levofloxacin® only if switching 500 mg once or twice a day for 3 days then review*

from IV levofloxacin with specialist
advice; consider safety issues’)

First choice [V antibiotics if severs symptoms or signs (for example, of sepsis) or at higher risk of resistance’. Review IV antibiotics by 48 hours and consider switching to oral antibiotics as
above for a total of 5 days then review®. Base choice on specialist microbiclogical advice and local resistance data. Options include:

Piperacillin with tazobactam 4.5 g three times a day (increased to 4.5 g four times a day if severe infection)

Ceftazidime 2 g three times a day

Ceftriaxone 2 g once a day

Cefuroxime 7350 mg three or four times a day (increased to 1.5 g three or four times a day if severs infection)

Meropenem 0.5 to 1 g three times a day

Ceftazidime with avibactam 2/0.5 g three times a day

Levofloxacin® (consider safety 500 mg once or twice a day (use higher dosage if severe infection)

issues”)

Antibiotics to be added if suspected or confirmed MRSA infection [dual therapy with an IV antibiotic listed abowe)

Vancomycin® 15 to 20 mg/kg two or three times a day [V, adjusted according to serum vancomycin; loading dose of 25 to 30 mg/kg for serious illness (maximum 2 g
per dose)

Teicoplanin® Initialty & mg/ kg every 12 hours for 3 doses, them & mg/kg once a day

Linezalid® {if vancomycin cannot be | 400 mg twice a day orally or [V
used; specialist advice only)

‘See BMWF for appropriate use and dosing in specific populations, for example, hepatic impaimnent, renal impairment, pregnancy and breast-feeding, and administering intravenous (or, where
sppropriate, intramuscular] antibiotics.

*iDral doses are for immedizte-release medicines.

Higher rizk of resistance includes symptoms or signs starting more than 5 days after hospital admission, relevant comarbidity such a: severs lung disease or immunosuppression, recent use
of broad spectrum antibictics, colonisation with multi-drug resistant bacteria and recent contact with health or social care setting before current admission.

*Review treatment after a total of 5 days of antibiotics and consider stopping the antibiotic if clinically stable.

*See BNF for information on monitoring of patient parameters and therapeutic drug monitoring.

*Mot licensed for hospital-acquired pneumonia, so use is off-label. The prescriber should follow relevant professional guidance, taking full responsibility for the decision. Informed consent
should be obtained and documented. See the General Medical Council's Good practice in prescribing amd managing medicines and devices for further information.

"See MHEA advice for restrictions and precautions for using fluoroguinclones due to very rare reports of disabling and potentially long-lasting or irreversible side effects affecting
musculoskeletal and nervous systems. Warnings include stopping treatment at first signs of a serious adverse reaction [such as tendonitis), prescribing with caution for people over 80 and
avoiding coadministration with corticostercids (March 201%).
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Section 18. Antimicrobial Prescribing

Pneumonia (hospital-acquired): antimicrobial prescribing NJCE esransivere

. e o . Heclth cnel Core Excaellen
Choice of antibiotic: children and young people over 1 month and under 18 years elifend fars Bxeelence
Antibiotic: Dosage and course length®

First choice oral antibiotic if non-severe symptoms or signs and not at higher risk of resistance” |guided by microbiological results when available)

Co-amordclav 1 to 11 months, 0.5 ml/kg of 125,31 suspension three times a day for 5 days then review*

1 to 5 years, 10 mil of 125,31 suspension® three times a day or 0.5 mil/kg of 125/31 suspension three times a day for 5 days then review®
Gto 11 years, 10 ml of 250/562 suspension three times a day or 0.3 mlfkg of 25082 suspension three times a day for 5 days then review™
12 to 17 years, 500/125 mg three times a day for 5 days then review”

Alternative oral antibiotic if non-severe symptoms or signs and not at higher risk of resistance®, for penicillin allergy or if co-amoxiclav unsuitable

Clarithromycin 1 month to 11 years:

Under 8 kg, 7.5 mg/kg twice a day for 5 days then review™; 8 to 11 kg, §2.5 mg twice a day for 5 days then review®
12 to 1% kg, 125 mg twice a day for 5 days then review™; 20 to 2% kg 187.5 mg twice a day for 5 days then review®
30 to 40 kg, 250 mg twice a day for 5 days then review”

12 to 17 years, 500 mg twice a day for 5 days in total then review®

Other options may be suitable based on specialist microbiological advice and local resistance data

First choice IV antibiotics if severe symptoms or signs [for example, syrmptoms or signs of sepsis) or at higher risk of resistance®. Review [V antibiotics by 48 howrs and consider switching:
to oral antibiotics as abowve for a total of 5 days then review®

Antibiotic choice based on specialist microbiclogical advice only and local resistance data. Opbons include:

Fiperacillin with tazobactam 1 month to 11 years, 90 mg/kg three or four times a day (maximum 4.5 g per dose four times a day)
12 to 17 years, 4.5 g three times a day (increased to 4.5 g four times a day if severe infection)

Ceftazidime 1 month to 17 years, 25 mg/kg three times a day (30 mg/kg three times a day if severe infection; maximum & g per day)

Ceftrisxons 1 month to 11 years (up to 50 kg, 50 to 80 mg/kg once a day (use dose at higher end of range if severe infection; maximum 4 g per day)
2 to 11 years (30 kg and above), 2 g once a day
12 to 17 years, 2 g once a day

Antibiotics to be added if suspected or confirmed MRSA infection (dual therapy with an I'V antibictic listed above)

Teicoplanin®” 1 month, initially 16 mg/kg for 1 dose: then 8 mg/kg once daily subsequent dose to be given 24 hours after initial dose [doses given by IV infusion)
2 months to 11 years, initially 10 mg/kg every 12 howrs IV for 3 doses, them 6 to 10 mg/kg once daily IV
12 to 17 years, initially & mg kg every 12 hours IV for 3 doses, then & mg/kg once daily IV

Wancomycin®” 1 momths to 11 years, 10 to 15 mg/kg four times a day, adjusted according to serum vancormycin: 12 to 17 years, 15 to 20 mg/kg two or three times a
day, adjusted according to serum vancomycin, loading dose of 25 to 30 mg/kg for serious illness (maximum 2 g per dosce)

Linezclid® {if vancomycin cannet | 3 months to 11 years, 10 mgfkg three times a day orally or IV {maximum $00 mg per dos=)
be used; specialist advice only] | 12 to 17 years, 500 mg twice a day orally or [V

*See BMFC for appropriate use and dosing in specific populations, for example, hepatic impairment, renal impairment, pregnancy and breast-feeding, and administering intravenous (or,
wihere appropriate, intramuscular] antibiotics.

*Oiral doses are for immediate-release medicines. Prescribers to use age bands with other factors such as severity and child's size in relstion to the average for children of the same age.
*Higher rizk of resistance includes onset of symptoms more than 5 days after hospital admissicn, relevant comorbidity such as severe lung disease or immunosuppression, recent use of
broad spectrum antibiotics, colonisation with mult-drug resistant bacteria and recent contact with health or social care setting before current admission.

“Review treatment after a total of 3 days and consider stopping antibictics if clinically stable.

*Or 5 mil of 250/62 suspension.

“See BMFC for information on monitoring of patient parameters.

"See BMFC for information on therapeutic drug monitoring.

ILimezolid is not licensed in children and young people under 18 years. The prescriber should follow relevant professional guidance, taking full respensibility for the decision. Informed
conzent should be obtained and documented. See the General Medical Council's Good practice in prescribing and rmanaging medicines and devices for further information.
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Section 18. Antimicrobial Prescribing

Appendix 12 — NICE NG141 Treatment Algorithm — Cellulitis and erysipelas: antimicrobial prescribing

Cellulitis and erysipelas: antimicrobial prescribing NICE it ponce

S

i Background
Ensure the appropriate treatment Offer an antibiotic
by excluding other causes of skin = Consider marking extent of infection with a single-use surgical marker pen
TR L * Consider a swab for microbiological testing, but only if skin broken and nsk of uncommon pathogen

or non-infections causes such as
chironic venouws insufficiency]

Manage underlying conditions such as diabetes, venous insufficiency, eczema and oedema

% L
Antibiotics Advize:
i L » possible adverse effects of antibiotics
ﬁ;wm xam‘b'mm‘ # skin will take time to return to normal after finishing the antibiotics
« the severity of sym " » ;e&klgn ar:grl:lu:al help if symptoms worsen rapidly or significantly at any time, or do not start to improve in
* the site of infection e
s the risk of uncommon pathogens i L
& any microbiclogical results E
and MRSA status, if known @ .
‘E Reassess if:
= . . .
R — o . f'grh{nptums worsen rapld:;_.r,l;:lrdu not stal_'t to |mezrm in2to ﬁ_da‘y‘s  the it o
possible. Review IV antibiotics by E=; . person is very unwell, has severe pain, or redness or swelling beyo initial presentation
48 hours and consider switching =
to oral antibiotics if possible o Take account of other possible diagnoses, any underlying condition, symptoms or signs of a more serious
o illness or condition, any microbiological results and previous antibiotic use
Do not routinely offer antibiotic Consider a swab for microbiological testing if not done already. Review antibiotic when any microbiological
prophylasds to prevent recurrent results available, and change if infection not improving, using narmow spectrum antibiotics where possible
cellulitis or erysipelas.
Diiscuess amy trial of antibiotic
prophylaxis to ensure shared
decision making, and choose:
s  phenowymethylpenicillin Refer to hospital if there are symptoms or signs of a more serious illness or condition such as orbital cellulitis,
250 mg twice a day, or osteomyelitis, septic arthrihis, necrotising fascitis or sepsis
»  erythromycin 250 mg twice
a day for penicillin allergy Consider referning or seeking specialist advice if the person:
Review at least every & months is severely unwell or has lymphangitis
has infection near the eyes or nose
may have uncommon pathogens
September 2019 has spreading infection not responding to oral antibiotics

cannot take oral antibiotics (to explore giving IV antibiotics at home or in the community if appropriate)

When exercising their judgement, professionals and practitioners are expected to take this guideline fully into account, alongside the individual needs, preferences and values of their patients or the people using their service. It is not
mandatory to apply the recommendations, and the guideline does not ovemide the responsibility to make decizions appropriate to the cincumstances of the individual, in consultation with them and their families and carers or guardian.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Section 18. Antimicrobial Prescribing

Cellulitis and erysipelas: antimicrobial prescribing NICE st e

Choice of antibiotic for treatment: adults aged 18 years and over

Antibiotic* Dosage and course length®

First choice antbiotic (give oral unless person unable to take oral or severely unwellf

Fluclaxacillin | 500 mg to 1 g four times a day orally*for 5 to 7 days? | or 1to 2 g fourtimes a day [V
Alternative first choice antibiotics for penicillin allergy or if flucloxacillin unsuitable (give oral unless person unable to take oral or seversly unwellP?

Clarithromycin 300 mg twice a day orally for 3 to 7 days? | or 300 mg twice a day [V*
Erythromycin (in pregnancy) 300 mg four times a day orally for 3 to 7 days®

Diogycycline 200 mg on first day, then 100 mg once a day orally for 5 to 7 days in total

First chodce antibiotic if infection near the eyes or noce” [consider seeking specializt advice; give oral unless person unable to take oral or sewersly unwellP

Co-amaoxiclay 5007125 mg three times a day orally for 7 days® or 1.2 g three times a day IV*

Alternative first choice antbiotics if infection near the eyes or nose” for penicillin allergy or if co-amaondclav unsuitable (consider seeking specialist advice; give oral unless person unable to take oral or
severely unwell?

Clarithromycin with 500 mg twice a day orally for 7 days* or 300 mg twice a day [V*
Metronidazole | 400 mg three times a day arally for 7 days® or 300 mg three times a day 1V

Alernative choice antibiotics for severe infection

Co-amaxiclay 500,125 mg three Gimes a day orally for 7 days? | or 1.2 g three times a day IV*

Cefuroxime 730 mg to 1.3 g three or four times a day IV*

Climdamycin 150 to 300 mg four times & day (can be increased to 450 mg four times a day) orally for or 400 mg to 2.7 g daily IV in two to four divided doses,

7 days* increased if necessary in life-threatening infection to 4.8 g daily

imaximurn perdoze 1.2 g)*

Ceftriaxone [only for ambulatory 2 gonce a day Iv?

care”]

Antibiotics to be added if MRSA infection suspected or confirmed [combination therapy with an antibiotic listed above)®

Vancomycin®® 15 to 20 mg/kg two or three times a day IV (maximum 2 g per dose), adjusted according to serum vancomycin concentration®
Teicoplanin®2® Initially & mg/kg every 12 hours for three doses, then & mg/kg once a day Ve
Linezolid {if vancomycin or teicoplanin | 400 mg twice a day orally or 400 mg twice a day Iv*

cannot be used; specialist use anly

* See BNF for use and dosing in specific populations, for example, hepatic and renal impairment, pregnancy and breast-feeding, and administering intravenous (or intramuscular) antibiotics.

* Crral doses are for immediate release medicines.

1 Give oral antibiotics first-line if the person can take oral medicines, and the severity of their symptoms does not require intravenous antibiotics.

* The upper dose of 1 g four fimes a day would be off-label. Prescribers should fallow relevant professional guidance, taking full rezsponzibility for the decision, and abtaining and dacumenting
informed consent. See the GMC's Good practice in prescribing and managing medicines for more information.

* A longer course (up to 14 days in total) may be needad based on clinical assessment. However, skin does take time to return to normal, and full resolution at 5 to 7 days is not expected.

* If intravenous antibiotics are given, review by 48 hours and consider switching to oral antibiotics if possible for the appropriate course length.

7 Infaction around the eyes or the nose [the triangle from the bridge of the noze to the corners of the mouth, or immediately around the eyes including periorbital cellulitis) is of more concern
because of risk of a serious intracranial complication.

# Dther antibiotics may be appropriate based on microbiclogical results and specialist advice.

¥ See BNF forinformation on therapeutic drug manitoring.

# See ENF for information on monitoring of patient paramaters. £ MICE 2019, All right= res=rved. Subject to Mosios of rights.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Cellulitis and erysipelas: antimicrobial !Jrescribing
¥

Choice of antibiotic for treatment: children and young people under 1

Children under 1 monih - antibiotic choice based on specialist advice. For children and young people 1 month and owver, see below

ears

Section 18. Antimicrobial Prescribing

NICE Ha e e

First choice antibiotic (give oral unless person unable to take oral or severshy umeell)®

Flucloxacillin®

1 month to 1 year, $2.5 mg te 125 mg four times a day orally; 2 to 9 years, 123 mg to
250 mg four times a day orally; 10 to 17 years, 250 mg to 500 mg four times a day orally
- all for 5 to 7 days®

or 1 month to 17 years, 12.3 mg to 25 mg/kg four times a day IV
[maximum 1 g four times a dayl®

Alternative first choice antibiotics for penicillin allergy or if flucloxacillin unsuitable (give oral unless person unable to take oral or severely umsellP

Co-armoxiclav (mot in penicillin
allergy)™

1 to 11 months, 0.25 mifkg of 125/31 suspension three times a day orally
1t 5years, .25 mlfkg or 5 ml of 125731 suspension three times a day orally
& to 11 years, OL15 mil/kg or 5 mil of 250752 suspension three times a day orally

All for 5 to 7 days* [dose doubled in severe infection)
12 to 17 years, 2300125 or 300,125 mg three times a day orally for 5 to 7 days®

or 1 to 2 months, 30 mg/kg twice a day Ve
3 months to 17 years, 30 mg/kg three times a day IV (maximum 1.2 g
three times a day)®

Clarithromycin

1 menth te 11 years: Under 8 kg, 7.5 mg/kg twice a day orally for 5 to 7 days™

B to 11 kg 62.5 mg twice a day orally for 5 to 7 days* 12 to 19 kg, 125 mg twice a day
orally for 5 to 7 days®; 20 to 29 kg, 187.5 mg twice a day orally for 5 to 7 days®;

30 to 40 kg. 250 mg twice a day orally for 3 to 7 days®

12 to 17 years: 250 to 500 mg twice a day orally for 5 to 7 days*®

or 1 month te 11 years, 7.5 mg/kg twice a day [V (maxdmum 300 mg per
dose)®
12 to 17 years, 500 mg twice a day Ve

Erythromycim (in pregnancy)

8 to 17 years, 250 mg to 500 mg four times a day orally for 5 to 7 days®

First choice antibiotic if infection near the eyes or nose” (consider seeking specialist advice: give oral unless persen unable to take oral or severely unwell)*

Co-amoxiclav™

See gbove; for 7 days

See above

or severely unwell?

Alternative first choice antibiotics if infection near the eyves or nose” for penicillin allergy or if co-amoxiclay unsuitable (consider seeking specialist advice; give oral unless person unable to take oral

Clarithromyin

Metronidazole

See shaove

1 month, 7.5 mg/kg twice a day orally for 7 days® 2 months to 11 years, 7.5 mg/kg three
times a day oralby (maximum per dose 400 mg) for 7 days® 12 to 17 years, 400 mg three
times a day for 7 days*®

See above

or 1 manth, loading dese 15 mgkg, then [after & hours)

7.5 mg/kg three times a day V¥ 2 months to 17 years,
7.3 mg/kg three times a day IV [maximum per dose 500 mgl®

Alternative choice antibiotics for

severe infection®

Co-amoxiclav™

See gbave

See above

Cerfuroxime

1 month to 17 years, 20 mg/kg three times a day IV (maximum 750 mg per dosel, can be increased to 50 to &0 mg/kg three or four times a day IV {masdmum 1.5 g per

dosel

Clindamrycin

1 month to 17 years. 3 to & mglkg four times a day orally (maximum per dose 450 mg)
for 7 days*

or 1 month to 17 years, 375 to §.25mg/ kg four imes a day IV, increased
if necessary in life-threatening infection to 10 mg/kg four times a day IV
[mnaximumn per dose 1.2 gl total daily dose may alternatively be given in
three divided doses (maximum per dose 1.2 gi*

Antibiotics to be added if MRSA infection suspected or confirmed (combination therapy with an antibiotic isted abowe]®

Wancormycin™®

See BMFC for dosing information

Teicoplanin®©

See BNFC for dosing information

Linezolid (specialist use only)2**

See BNFC for dosing information

See adult table for footnotes 1 to 3 and 3 to 10, *If sclution not tolerated, consider capsules. “*MNot licensed for under 18z, so use off lsbel. “Consider 400/57 suspension for twice daily dosing.

Approved by Medicines Management Group May 2022
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Section 18. Antimicrobial Prescribing

Appendix 13 — NICE CG184 — Dose schedules for H.pylori eradication, and PPl doses

First-line treatment

For patients who test positive for H.pylori, prescribe 7-day, twice-daily course of treatment with a PPI and amoxicillin (1g BD) and either clarithromycin
(500mg BD) or metronidazole (400mg BD). Take into account previous exposure to clarithromycin or metronidazole.

If allergic to penicillin, prescribe 7-day, twice-daily course of a PPI, and clarithromycin and metronidazole.

If allergic to penicillin and has had previous exposure to clarithromycin, prescribe 7-day course of treatment with a PPI (appendix 13) and
bismuth subsalicylate (unlicensed) and metronidazole and tetracycline (unlicensed).

Second-line treatment

If symptoms remain after first-line eradication treatment, prescribe 7-day, twice-daily course of treatment with a PPI and amoxicillin and either
clarithromycin or metronidazole (whichever was not used first-line).

If has had previous exposure to clarithromycin and metronidazole, prescribe 7-day course of treatment with a PPl and amoxicillin and tetracycline (or,
if a tetracycline cannot be used, levofloxacin).

If allergic to penicillin (and has not had previous exposure to a fluoroguinolone antibiotic) prescribe 7-day, twice-daily course of treatment with a PPI
and metronidazole and levofloxacin (unlicensed).

If allergic to penicillin and has had previous exposure to a fluoroquinolone antibiotic, prescribe 7-day course of a PPl and bismuth subsalicylate
(unlicensed) and metronidazole and tetracycline (unlicensed).

PPl doses for H.pylori eradication therapy. NICE guideline CG184 update (2014)

Proton pump inhibitor Dose
Esomeprazole 20 mg
Lansoprazole 30 mg
Omeprazole 20-40 mg
Pantoprazole 40 mg
Rabeprazole 20 mg

55
Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated




Section 18. Antimicrobial Prescribing

Appendix 14 — NICE NG152 — Leg ulcer infection

Leg ulcer infection: antimicrobial prescribing

i Background

#  There are many causes of leg
ulcer; amy undertying conditions,
such as wenous insufficiency and
aedema, should be managed
to promote healing
[Fewr leg ulcers are clinically infected

= Most leg ulcers are
wnlonised by bacteria

+  Antibiotics don't promeote

ol fezed

Symptoms and signs of an
infected leg ulcer include:
L]
Repond Bticer © T Y
+  localised warmith
increased pain
»  fever

\ Prescribing considerations
When choosing an anfibiotic,

take acoownt of:

# the severity of symptoms or sgns
» the risk of complications

» previpus antibiotic uss

Give aral amtibiotics farst line if possibde

Review intravenous anfibiotics by 48 hours
and consider switching to oral antibiotics
if possible

*— Microbiological sampling

Do ot take a sample for microbiclogical

testing at initizl presentation, even

if the ulcer might be infected
February 2020

Leg ulcer infection

= Oinly offer an
antibiotic when there
are sympboms or
signs of infectbon

Yhen choosing

an antib take
account of prescribing
considerations

Give advice to seek medical
help if symptoms or signs of
infection:
® WoOrsen ra idl'{

5|gn|ﬁcar| fy at any time,

. dn not start to improve
within 2 to 3 days of
starting treatment

0 A

-

Mational |nefilule

NIC

s

If the infection is worsening

for

Health orvd Care Excellance

or not improving as expected,
consider microbiclogical testing

When microbiclogical
results are available:

» review the choice of
antbiotic. and

change the antibiotic
according to the results if
infection iz not improving,
USing a Narmow 5
antibiotic, if po

Reassess if

ms WOrsen ra
do not start to pte

o improve within

infection.
resistant bacteria.

resaolve

||:|I§ ar ﬂgnlhmnﬂ}r at any time,
days, or the person becomes
systemically unwell or has severe pain out of proportion to the

# Take account of previous antibiotic use, which may have led to
# Be aware that it will take some time for the infection to

th full resalution not expected until after the
antlblntlg?::uurse is completed).

sepsis, necrotizing fascitis or osteomyelitis

Consider referring or =eeking spedalist advice if the person:
has a higher rizsk of complications becauze of comorbidities such a= diabetes or
immunNosuppression

has hymphangitis
has spreading infection not responding to cral antibiotics

cannot take oral antibiotics (to explore possible options for intravenous or intramuscular
antibiotics at home or in the community)

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated

Refer to hospital if there are symptoms or signs of a more serious illness or condition such as

When exeercising ther judpement. professicnals and pracifoners are =xpected to ke this zuidslie= fulty to sccount, alonzside the ndvidusl needs,
preferences ard values of their patierts or the people using their service. |t = not mandatory to apohy the recommendsdons, and the puidefne does not overrde
the respansibdity to make deczions sppropriste o the ciroumstances of the individual, in consuliston with themn and their famdies and carers or puardian.

56




Section 18. Antimicrobial Prescribing

Hesalth ard Care Excellance

Leg ulcer mfectlun antlmlcrnblal prescribing N ICE [tratirstiuteso

Dl:laa;gﬂ and course langth®

First-choice oral antibictic

Flucloacillin 500 mg to 1 g™ four times a dayfor 7 days

Alternative first-choice oral antibiotics for penicillin allergy or if fucleacilin unsuitable

Dagycycline 200 g on first day, then 100 mg once a day can be increased ta 200 mg daily) for 7 days in total
Clarithromycin 300 mg twice a day for 7 days

Erythromycin (in pregnancy) 500 g fouwr times a day for 7 days

Second-choice oral antibiotics (guided by microbiokogical results when available)

Cao-amoxiclay 300,125 myg three times a day for 7 days

Co-trimorxazole®** (in genicillin allergy) 280 mg twice a day for 7 days

First-choice antibiotics if severely unwell (guided by microbiological rezults if availablel”

Fluclmacillin with or without 1gto 2 g four times a day IV

Gentamicin®® and/ar | Inftially 5 to 7 mglkg IV, subsequent doses if reguired adjusted acconding to serum gentamicin concentration

Pdetronidazole | 400 mg three times a day orally or 300 mg three Gimes a day [V

Co-amowiclay with or withowt 1.2 g three times a day IV

Gantamicin®® | Initially 5 to 7 mgikg IV, subsequent dases if required adjusted according to serum gentamicin concentration

Co-trimoxazole®** (in penicillin allergy) with or without | 250 rg twice 2 day IV (increased to 1.44 g twice a day in severs infection)

Gentamicin®* andsar | Initizlhy 5 to 7 mg/kg IV, subsequent dozes if required adjusted according to serum gentamicin concentration
Petronidazole | 400 mg three times a day orally or 300 mg three times a day [V

Second-choice antibiotics if severaly urwvell (guided by microbiclogical results when available or following specialist advice)

Piperacillin with tazobactam 4.5 g three times a day IV (increased to 4.5 g four times a day if severe infection)

Caftrigxone with or without 2 gonce a day IV

Petronidazole | 400 mg three times a day orally or 300 mg three times a day [V

Antibiotics to be added if MRSA infection is suspected or confirmed (combination therapy with antibiotics listed abowel

ancomycin®® 15 to 20 mg/kg two or three times a day IV (maxdmum 2 g per dosel, adjusted according to serum vancormytin concentration

Teicoplanin®? Initialhy & meg.kg every 12 hours for three doses, then & mg/kg once a3 day [V

Linezolid {if vancomycin or teicoplanin cannot be used; | G300 mg twice a day orally or IV
specialist advice anly®

15ee ENF for appropriste use and dosing in hepatic impairment, renal impairment, pregnancy and breastfeeding, and administering intravenous (or, whers appropriate, intremuscular] antibiotics.

%03l doses are for immediate-release medicines.

“The upper dose of 1 g four times & day would be off-labsl.

“The prescriber should follow relevant professional guidance, taking full responsibility for the decizion, and obfaining and documenting informed consent. See the GMC's Good practice in prescribing
and manzging medicines and devices for mare information.

*Mot licensed for leg ulcer infection so use would be off-label.

*See BWF for information on monitoring of patient psrameters.

TReview intravengus antibiotics by 48 hours and consider switching to oral antibictics if possible.

#See BNF for information on therapewtic drug monitoring. S MICE 2030, All righés raseraed. Subject to Matics of rights.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Appendix 15 - NICE NG153 - Impetigo

Impetigo: antimicrobial prescribing

i Background

* |Impesizo is 2 contagious bact=rial
infaction of the skin, usually caused
bry Staphvlococcus aureus infection

» Good hygiens measwres help prevent
spraad of impetigo to other areas
of the body and to ather people

\ Prescribing considerations

Take irto account:

» that topical and oral antibiotics are
both effectve at treating impetiza

» the person's preferences, including
practicalities of administration
and possible adverse effects

= that antimicrobial resistance can
develop repidhy with extendead or
repeated use of topical amtibiotics

* local antimicrohial resistance data

.I*‘ Microbiological testing

If a skin swab has been zent for
microbislogical testing, review and
chanpge antbiotic according to rasults
if symnptoms are not improving, using
narmow-spectrum antibsotic if possible,
For impetzo that recurs frequenths
*= zend a skin zwab for
microbiological tastng and
# consider taking 2 nazal swab and
starting treatmeant for decolonisation

February 2020

Localized
non-bullous
impetigo

Widespread
non-bullous
impetigo

Bullous

impetigo

or systemically
urnerell

or at high risk of

complications

(H

Refer to hospital:

Initial treatment:
= Consider hydrogen peroxide 1% cream

= Other topical antiseptics are available
for superficial skin infectons, but no
evidence was found

# |f hydrogen peroxide is unsuitable,
offer a short course of a topical antibiotic

Initial treatment:

Offer a short course of a topical or oral
antibiotic, taking account of
prescribing considerations

Initial treatment:
Offer a short course of an oral antibiotic

= people with symptoms or signs of a more serious illness or

condition, such a= cell

ulitis

= people with widespread impetigo who are immunocompromised

Consider referral or specializt advice for:

= people with bullous impetigo, particularty babies, or with
impetige that recurs frequently
= people who are systemically umwell OF at high risk of complications

NICE 50 Con txcsterce

Advise onc
* good hygiene measures (see MICE's
ini cnowledge summany on impetigo)
4 medical help if symptoms worsen
W ficantly at any time, or
have not improved after treatment

Reazzess if symptoms worsen rapidly or

significantly, or have not improved after

treatment, taling account of:

» alternative diagnoses, such as herpes
simplex

* any symptoms or signs suggesting a more
serious iliness or condition, such as a
cellulitis

* previous antibiotic use, which may have led
to resistant bacteria

If a course of hydrogen peroxide

is unsuccessful, offer:

# a short course of a topical antibiotic
if impetigo remains localised or

# a short course of a topical
or oral antibiotic if impetigo
becomes widespread

If a course of topical antibiotic
is unsuccessful:

» offer a short course of
an oral antibiotic
consider sending a skin swab
for micrebiological testing

If an oral antibiotic is unzuccessful
consider sending a skin swab for
micrebiclogical testing

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Impetigo: antimicrobial prescribing

Choice of antimicrobial: adults aged 18 years and over

Antimicrobial® Dosage and course length? Antimicrobial Dosage and course length?

Topical antizeptic

Section 18. Antimicrobial Prescribing

NICE St Sostence

Choice of antimicrobial: children and young people under 18 years

Topical antiseptic

Hydrogen peroxide 13£° | Apply two or three times a day for 5 days*

First-choice topical antibiotic? if hydrogen peroxide unsuitable (for example, if impetigo
is around eyes) or ineffective

Fusidic acid 2% | Apply three times a day for 5 days*
Alternative topical antibiotic? if fusidic acid resistance suspected or confirmed
Mupirocin 2% | Apply three times a day for 5 days*
First-choice oral anfibictic

Fluckoeacillin | 500 mg four times a day for 3 days*
Alternative oral antibictics if penicillin allergy or fluckmacillin unsuitable
Clarithromycin 250 mg twice a day for 5 days*#

Erythromyin (in pregnancy] 250 mg to 500 mg fowr times a day for 5 days®

If MRSA suspected or confirmed - consult local microbiclogist

1>ee BNF for appropriate use and dosing in specific populations, for example, hepatic
impairment, renal impairment, pregnancy and breastfeeding.

“Oral doses are for immediate-release medicines.

"Other topical antizeptics are available for superficial skin infections, but no evidence
was found.

*A 3-day course is appropriate for most people with impetigo but can be increased to
7 days based on clinical judgement, depending on the severity and number of lesions.
*As wiith all antibiotics, extended or recurrent use of topical fusidic acid or mupirocin
may increase the risk of developing antimicrobial resistance. 5ee ENF for more
information.

“Drosage can be increased to 500 mg twice a day, if needed for severe infections.

Combination treatment
Dwo niot offer combination treatment with a topical and oral antibiotic to treat impetigo

Whian sxearcising their judpemant, professionals and practiticners are expacied to take this guideline
fully inta account. Slangsade the individual neads, preferances and values of their patients or the
p=ogle using their service. |t iz mot mandstory o apply the recommendations, and the zuidsline does
nat owearride the responsioility to maks deczions approgriate to the ciroumstances of the individwal, in
consultation with them and thair famibes and carers or guardian.

£ NICE 2020. All rights reserved. Subject to Motice of rights.

Hydrogen peroxide 1%® | Apply two or three times a day for 5 days®

First-choice topical antibiotic? if hydrogen peroade unsuitable (for eample, if impetigo is around eyes)
or inaffective

Fusidic acid 2% | Apply three imes a day for 5 days*

Alternative topical antibiotic® if fusidic acid resistance suspected or confirmed

Mupirecin 2%6* | Apply three times a day for 5 days*

First-choice oral antibiotic

Flucloxacillin (oral solution | 1 month to 1 year, §2.5 mg to 125 mg four times a day for 5 days*
or capsulesT] 2 to 9 years, 125 mg to 250 mg four times a day for 5 days*
10to 17 years, 250 mg to 500 mg four times a day for 5 day=*

Alternative oral antibiotics if penicillin allergy or flecloxacilin unsuitable (for example, if oral solution
unpalatable or unable to swallow capsules)

Clarithromycin 1 month to 11 years:

under & kg, 7.5 mg/kg twice a day for 5 days*
8to 11 kg, 52.5 mg twice a day for 5 days*
12 to 17 kg, 125 mg twice a day for 5 days*
20 to 29 kg, 187.5 mg twice a day for 5 days*
30 to 40 kg, 250 mg twice a day for 5 days*

12 to 17 years, 250 mg twice a day for 5 days""

Erythromycin (in pregnancy] | 8 to 17 years. 250 mg to 300 mg four times a day for 5 days*

If MR5A suspected or confirmed - consult local microbiologist

*See BMF fior Children for appropriate use and dosing in specific populations, for example, hepatic
impairment, renal impairment, pregnancy and breastfeeding. Dosing in some age groups may be off-label.
*Oral doses are for immediate- relesse medicines. Ags bands apply to children of average size and are used
in conjunction with factors such as severity of the condition and the child’s actual size.

*(ther topical antiseptics are available for superficial skin infections, but no evidence was found.

“#, S-day course is appropriate for most people with impetige but can be increased to 7 days based on
clinical judgement, depending on the severity and number of lesions.

*#z with all antibiotics, extended or recurrent use of topical fusidic acid or mupirocin may increase the
risk of developing antimicrobial resistance. See BNF for Children for more information.

*Licenses for use in infants vary between products. See individual summaries of product characteristics
for details.

"See Medicines for Children, Helping your child to swallow tablets.

*Diozage can be increased to 500 mg twice a day. if needed for severe infectons.

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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Appendix 16 — NICE NG173 — Pneumonia during COVID-19 pandemic

COVID-19 rapid guideline: antibiotics for pneumonia in adults in hospital

To guide decision making about antibiotics, use

o antibiotic prescribing table 1 for patients with suspected
community-acquired pneumonia (that is, pneumonia that has
developed before or within 48 hours of admission).

o antibiotic prescribing table 2 for patients with suspected hospital
acquired pneurnonia (that is, pneumonia that develops 48 hours or
more after admission and that was not incubating at admission).

When choosing antibiotics, also take account of local antimicrobial
resistance data and other factors such as their availability.

Give oral antibiotics if the patient can take oral medicines and their
condition is not severe enough to need intravenous antibiotics.

Review all antibiotics at 24 to 48 hours or as soon as test results are
available.

Stop antibiotics if the pneumonia is due to COVID-19 and there is no
evidence of bacterial infection (see section 4 in the COVID-19 rapid
guideline on antibiotics for pneumonia in adults in hospital for more
information).

Review antibiotic choice based on microbiological results and switch to a
narrower spectrum antibiotic when appropriate.

If antibiotics are continued, give them for a total of & days, then stop them
unless there is a clear indication to continue.

Review intravenous antibiotic use within 48 hours and think about
switching to oral antibiotics.

See the BMF for appropriate use and dosing in specific populations, for
example, for hepatic impairment, renal impairment, pregnancy and breast-
feeding, and when administering intravenous antibiotics.

National iInstitute for
Health and Core Excellence

NIC

die = NG Or EORe :--lll" Gl e Cl i d il cd phne 0
Empirical treatment Antibiotics and dosage (oral doses are for immediate-release medicines)
Oral antibiotics for Options include:
moderate or severe
pneumonia Doxycycline: 200 mg on first day, then 100 mg once a day
Co-amoxiclav: 500 mg/125 mg three times a day with
Clarithromycin: 500 mg twice a day
In severe pneumonia, and if the other options are unsuitable:
Levofloxadin: 500 mg once or twice a day (consider the safety issues with
fluoroguinolones)

Intravenous antibiotics for | Options include:

maoderate or severe . . .

pneumonia Co-amoxiclav: 1.2 g three times 2 day with

Clarithromycin: 500 mg twice a day

Cefuroxime: 750 mg three times a day increased to 750 mg four times a day
or 1.5 g three or four times a day if infection is severe) with
Clarithromycin: 500 mg twice a day

In severe pneumonia, and if the other options are unsuitable:

Levofloxacin: 500 mg once or twice a day [consider the safety issues with
fluoroguinolones)

When exercising their judgement, professionals and practiioners are expected to take this guideline fully into account, slongside the indhidusl needs, preferences and values of their patents or the people using their service. It s not
mandatony to apply the recommendations, and the guideline does not override the responsibility to make decisions appropriate to the droumstances of the individual, in consulistion with them and their families and carers or guardian.

There are no validated tools to assess the severity of community-soguired pneumonis in the conted of the COVID-19 pendemic; severity should

be based on dinical |

Corsult 3 local microbiologist for sltemative options, induding for pregrant women.

If there is & penicillin sllergy, svoid using co-amovdday and use cefurmdme with cution

For safety issues with fluoroquinolones, s== the Medicdnes and Heslthcare products Reguistony Agency advice. This covers restrictions and
precautions for using fluoroguinclone antibiotics becawse of very rere reports of disabling and potentislly long-lasiing or imeversible side effects
affecting musculoskeletal and nervous systems. Wamings indhude: stopping trestment =t the first Signs of 3 s=rious adverse rescion (suchas
tendonitiz), prescribing with special caution for people over 40 years and awoiding coadministration with a corticosteroid (Mandh 20171

May 2020

Approved by Medicines Management Group May 2022
Doses are for patients with normal renal and hepatic function unless otherwise indicated
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COVID-19 rapid guideline: antibiotics for pneumonia in adults in hospital NICE 5o .
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Oral antibiotics for non-severe pneumonia when there is not a higher risk of
resistance

Options include:
Daoxycydine: 200 mg on first day, then 100 mg once a day

Co-amoxiclav: 500 mg/125 mg three times a day

Co-trimmazole: 760 mg twice a day (see the BMF for information on monitoring of patient parameters)

If the other options are unsuitable:
Levofloacin: 500 mg once or twice a day (consider the safety issues with fluoroguinolones)
Intravenous antibiotics for severe pneumonia (for example, symptoms or | | Options incude:
signs of sepsis or ventilator-associated pneumonia) or when there i
higher risk ufr;islnm or =2 Piperacillin with tazobactam: 4.5 g three times a day, increased to 4.5 g four times 3 day If infection is severs
Ceftazidime: 2 g three times a day
If the other options are unsuitable:

Levoflosacin: 500 mg once or twice a day (use a higher dosage if infection is severe; consider the safety issues with fluoroquinolones)

[ Antibiotic to be added it metcllin-resstant Staphylocooous aureds infection
is suspected or confirmed (dual therapy with an intravenous antibiotic listed
abowe)

Vancomyare 15 mg/kg to 20 mg/kg two or three tmes a day intravenoushy, adjusted according to serum vancomyon concentration
Maamum 2 g per dose (see the BMF for information on patient parameter and therapewtic drug monitorng)

Teicoplanin: Initialty & mg/kg every 12 hours for 3 doses intravenoushy, then & mg/kg once a day (see the BNF for information on
patient parameter and therapeutic drug monitoring)

Linezolid: 500 mg twice a day orally or intravenoushy (with specialist advice only; see the BNF for information on monitonng of pabent
parameters)

There are no validated tools to azsess the severity of hospital-acquired preumaonia in the contest of the COVID-19 pandemic; severity should be based on clinical judgsment.

Consult  local microbiclogist for atbernative options, including for pregnant women.

If there ks 3 penicillin allergy, woid using co-armawdiclsy and piperacillin with tazobsctam, and use cefurmdme and cefiamidime with cution.
Higher rizk of resistance indudes symptoms or signs starting more than 3 days after hospital admission, relevant comorbidity such as severe lung dizease or immunosuppression, recent wse of brosd-spectrum antibiotics, colonizzton with multidnug-resisiant

bacteris, and recent contact with 3 health or socizl care s=tting before curment adrmizsion.

For antibiotics not licensed for hospital-acguired pneumonia (co-trimoeazole, levoficeading, use would be off-lsbel. See NICE's prescribing medicines for more information.

For safety issues with fluoroguinolones, ses the Medicines and Healthcare products

¢ advice. This covers restrictions and precautions for using fluoroguinclione antibiotics because of very rere reports of dissbling and potentislly long-

lasting or irmeversible side effects affecting musculoskelstal and nenvous systems. Warnings include: stopping trestment at the first signs of 3 serious adverse resction [such as tendonitiz), presoribing with specisl csution for peocle over 80 yesrs and

woiding coadministration with a corticostercid (March 2019).

© NICE 2020. Al nghits reserved. Subject to Notice of nghis.

Approved by Medicines Management Group May 2022
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Appendix 17 — NICE NG182 — Insect bites and stings: antimicrobial prescribing

Insect bites and stings: antimicrobial prescribing

Mational Instilule lor
Health ord Care Excellance

NIC

-
Aﬁnﬁ t 1 0!11’ le to hospital if they h t i st ious il dition
th d ity of efer pecple to hospita ey have symptoms or signs suggesting a more serious illmess or condition,
the bite n? EE ﬂmwl';l'f such as a systemic allergic reaction (see the NICE guideline on ana.is]
* g local inflammatory or allergic ) : __ . .
ckin reaction Consider referral or seeking spedialist advice for pecople if:
» enythema migrans (bullseye rash), they are systemically unmwell
a sign of Lyme disease they are severely immunocompromized, and have symptoms or signs of an infection
»  symptoms or signs of an infection they have had a previcus sy=temic allergic reaction to the same type of bite or sting
* @& systemic reaction the bite or =ting iz in the mouth or throat, or arcund the eyes
it has been caused by an unuzual or exctic insect
For people with a known or suspected they have fever or persisting lesions aszociated with a bite or sting that coourred while travelling
tick bite, follow the NICE guidedine on outside the UK
disease
Be aware that:

Advice i

Advize people that: become systemically
& acommuniy phamaciet can their effectiveness. Some antihistamines unwell
advise about salf-cana treatments: cause sedation, which may help at night. ' Tp";?ﬂp:ﬂ: E:;P‘SE$; to
*  skin redness and itching are the wound, which may
common and may last for up to indicate the presence of
10 day= towin-producing bacteria
* it unlikely that the skin will
e If there are symptoms or signs of Take account of other
e infection. see the recommendstions e e
inflammation 3 ] int v h i 4
infectan erythema migrans
& they should sesk medical help
if symptoms develop or worsen
rapidhy or significanthy at any

a rapid-onset skin reaction is likehy
to ke an inflammatory or allergic
reaction rather than an infection

mast insect bites or stings will not
need antibiotics

Do not offer an antibiotic if there are Reaszess i
no symptoms or signs of mfection » symptoms or signs of an
infection develop

the person's condition
wiorsens rapidly or
significantly or they

Be aware that people may wish to
consider oral antihistamines [in people .
aged over 1 year] to help relieve itching,
even though there is uncertainty abowt

Insect bites and shings

When exercising their judzement, profeszicnals and prectdoners are =xpected to take this zuidsline fulky ints account, alonzside the individuzal nzeds,
preferences and valuwes of their patients or the people using their service. it is not mandatory to apphy the recommendations, and the zuideline does not gweside
the responsikility o make decisions sppropriste to the circumstances of the individual, in consultstion with them and their families and carers or puardiar.

timie, or they becoms systemically
urnaell

September 2020 ' MICE 2020, A1 rightz resarved Subject & Motics of righiz.
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Section 18. Antimicrobial Prescribing

Appendix 18 — NICE NG199 — Clostridioides difficile infection

Clostridioides difficile infection: antimicrobial prescribing NICE ctioral nsfitutefor

1 Assessment

For suspected or confirmed C. difficile
infection, see Public Health England's
guidance on diagnosis and reporting

Assess:

= whether it is a first or further episode

+ severity of infection

« individual risk factors for complications
or recurrence (such as age, frailty or
comorbidities)

.‘ Prescribing considerations

Review existing antibiotics and stop unless
essential

If still essential, consider changing to one with
a lower risk of C. difficile infection

Review the need to continue:

+ proton pump inhibitors

+ other medicines with gastrointestinal
activity or adverse effects, such as laxatives

+ medicines that may cause problems if
people are dehydrated, such as NSAIDs

Do not offer antimotility medicines such as
loperamide

Do not offer bezlotoxurab to prevent
recurrence of infection because it is not cost
effective

Consider a faecal microbiota transplant for a
recurrent episode of infection after 2 or more
previous episodes

July 2021

Clostridioides difficile

Treating Offer an oral antibiotic
suspected or

In the community, consider seeking prompt specialist advice

‘é:m:ﬁf?.n?d before starting treatment
. aifficie a "
infection in If oral medicines cannot be taken, seek specialist rapidly or significantly at any time

adults about other enteral routes for antibiotics (nasogas
or rectal catheter)

Reassess if symptoms or signs do not improve
as expected, or worsen rapidly or significantly
at any time; daily review may be needed, for
example, in hospitals

Treating
suspected or

confirmed Treatment should be started by, or after advice from, a

C. difficile specialist If antibiotics have been started for suspected
infection in C. difficile infection, and subsequent stool
children and sample tests do not confirm infection, consider
stopping these antibiotics

Offer an oral antibiotic

Base choice on what is recommended for C. difficile
I infection in adults; take into account licensed indications for
young people children and young people, and what products are available

Refer people in the community to hospital if
they are severely unwell, or symptoms or signs
worsen rapidly or significantly at any time; refer
urgently if the infection is life threatening

See Public Health England's guidance on C. difficile infection,
and NICE's guidance on healthcare-associated infections

Preventing and antimicrobial stewardship

C. difficile Ensure a diagnosis is recorded (particularly when a person
infection transfers from one care setting to another)

In the community, consider referral if the risk of
complications or recurrence is high because of
individual factors such as age, frailty or
comorbidities

Do not offer antibiotics

Do not advise people taking antibiotics to take prebiotics or
probiotics to prevent C. difficile infection

When exercising their judgement, professionals and practitioners are expected to take this guideline fully inte aceount, alongside the individual needs, preferences and values of
their patients or the people using their service. It is not mandatory to apply the recommendations, and the guideline does not override the responsibility to make decisions
appropriate to the circumstances of the individual, in consultation with them and their families and carers or guardian.
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Clostridioides difficile infection: antimicrobial prescribing
Choice of antibiotic for adults aged 18 years and over

Treatment

First-line antibiotic for a first episode of mild, moderate or severe C. difficile
infection

Antibiotic, dosage and course length

Vancomycin:
125 mg orally four times a day for 10 days

Section 18. Antimicrobial Prescribing

N I c E Hggﬁhmgggségfgéellence

Second-line antibiotic for a first episode of mild, moderate or severe C. difficile
infection if vancomycin is ineffective

Fidaxomicin:
200 mg orally twice a day for 10 days

Antibiotics for C. difficile infection if first- and second-line antibiotics are
ineffective

Seek specialist advice. Specialists may initially offer:
Vancomycin:

Up to 500 mg orally four times a day for 10 days
With our without

Metronidazole:

500 mg intravenously three times a day for 10 days

Antibiotic for a further episode of C. difficile infection within 12 weeks of
symptom resolution (relapse)

Fidaxomicin:
200 mg orally twice a day for 10 days

Antibiotics for a further episode of C. difficile infection more than 12 weeks after
symptom resolution (recurrence)

Vancomycin:

125 mg orally four times a day for 10 days
OR

Fidaxomicin:

200 mg orally twice a day for 10 days

Antibiotics for life-threatening C. difficile infection

Seek urgent specialist advice, which may include surgery. Antibiotics that specialists may initially offer are:

Vancomycin:

500 mg orally four times a day for 10 days

With

Metronidazole:

500 mg intravenously three times a day for 10 days

See the BNF for appropriate use and dosing in specific populations, for example, hepatic impairment, renal impairment, pregnancy and breastfeeding.
See Specialist Pharmacy Service guidance on choosing between oral vancomyein options. If ileus is present, specialists may use vancomycin rectally.

Use clinical judgement to determine whether antibiotic treatment for C. difficile infection is ineffective. This is not usually possible to determine until day 7 because diarrhoea may take 1 to 2 weeks to resolve.
There is no agreement on the definition of relapse or recurrence in C. difficile infection. For this guideline, 12 weeks was agreed as the cut-off point between relapse and recurrence.

Approved by Medicines Management Group May 2022

Doses are for patients with normal renal and hepatic function unless otherwise indicated
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