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Antimicrobial Prescribing Guidelines for Primary Care 
The electronic versions of this full guideline, its appendices and the quick reference guide can be 
accessed via: www.nottsapc.nhs.uk 
 

 

Principles of Treatment 
 

1. This guidance has been adapted from national guidelines, including the Public Health England 
(PHE) guidelines, NICE clinical knowledge summaries (NICE CKS) and those produced by 
specialist associations. It is based on the best available evidence but its application must be 
modified by professional judgement and by involving patients in management decisions. 

 

2. A dose and duration of treatment is suggested, but may need modification for age, weight and 
renal function.  In severe or recurrent cases consider a larger dose or longer course. 

 

3. Children’s doses are quoted from the age of 1 month. For neonatal doses please consult the 
British National Formulary for children. 

 

4. Prescribe an antibiotic only when there is likely to be a clear clinical benefit. 
 

5. Consider a no, or back-up/delayed, antibiotic strategy for self-limiting upper respiratory tract 
infections and mild UTI symptoms.  

 

6. Limit prescribing over the telephone to exceptional cases.  
 

7. In severe, persistent, recurrent or unusual infections, have a high index of suspicion for 
immunosuppressive illness and consider investigation e.g. Full Blood Count, HIV testing. 

 

8. Use simple generic antibiotics first whenever possible. Avoid broad spectrum antibiotics 
particularly quinolones, co-amoxiclav and cephalosporins, when narrow spectrum 
antibiotics remain effective, as they increase risk of Clostridium difficile, MRSA and resistant 
UTIs from multiresistant coliforms. Empirical use of these agents may be warranted where 
recommended in the guideline below 

 

9. Avoid use (including empirical use) of quinolones in patients with previous MRSA or 
Clostridium difficile unless discussed with Microbiology 

  
10. Avoid widespread use of topical antibiotics especially those agents also available as systemic 

preparations e.g. topical fusidic acid.  
 

11. Prescribing in pregnancy and breastfeeding – see appendix 1. 
 

12. If a patient is unable to take amoxicillin capsules due to dietary or religious reasons, consider 
prescribing amoxicillin liquid as an alternative. If a patient is unable to take doxycycline capsules 
due to dietary or religious reasons, consider doxycycline dispersible tablets. In other cases or if 
in doubt, contact your community pharmacy or primary care pharmacist to discuss options.  

 

13. Patients’ reporting an adverse reaction to antibiotics is relatively common. It is important to 
record what reaction the patient has experienced in the drug sensitivities section of the 
electronic record. In some cases it will be a common adverse drug reaction e.g. gastric upset 
rather than true allergy e.g. rash, angio-oedema or anaphylaxis). Patients with a true allergy to 
penicillins will be allergic to all penicillins.  They may also have a cross over allergy to other ß-
lactams, risk is quoted as between 0.5 and 6.5% for cephalosporins. For further advice on 
antibiotic choice in allergy please contact a Medical Microbiologist. 

 

14. Where an empirical therapy has failed or special circumstances exist, microbiological advice can 
be obtained from either the Microbiology Department at Nottingham University Hospitals on 
0115 9249924 ext 61163 or Sherwood Forest Hospitals on 01623 622515 ext 3616/3635. 

 

15. Prescriber’s are encouraged to access the range of resources available in the TARGET 
antibiotics toolkit available here: http://www.rcgp.org.uk/clinical-and-research/target-antibiotics-
toolkit.aspx   

http://www.nottsapc.nhs.uk/
http://www.rcgp.org.uk/clinical-and-research/target-antibiotics-toolkit.aspx
http://www.rcgp.org.uk/clinical-and-research/target-antibiotics-toolkit.aspx
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 Summary of the main updates December 2014 
Title 

 changed to Antimicrobial Treatment Guidelines for Primary Care.  

Aims  

 removed 

Principles of treatment 

 general editing and updating.  

Quick Reference guide: 

 Addition of hyperlinks to PHE, CKS and NICE guidelines 

 Addition of sections on N.gonorrhoea, Acute diverticulitis, Multi-resistant UTI, urinary catheter in 

situ, Asymptomatic bacteriuria in >65yrs, Human and Animal Bites 

 Removal of headlice and acne section, remains in full guideline 

Main guide: 

 General editing and tidying up of all sections in the main guide. 

 Health Protection Agency now Public Health England, new phone number for local office.  

 Children’s dose of amoxicillin increased in line with BNF recommendation.  

Influenza 

 section shortened 

 addition of BMI >40 as a risk factor 

 post exposure prophylaxis, referred to PHE guidelines for most up to date advice.  

Otitis media  

 neonatal dose of amoxicillin added 

Dental abscess 

 clindamycin added as an option for penicillin allergy 

Community acquired pneumonia  

 Course length 7 days to 5 as per new NICE guidance.  

Tuberculosis  

 new contact details for North Notts  

Whooping cough 

 Section revised and shortened 

 Details of treatment and prophylaxis taken out, to refer to PHE guidance for up to date advice.  

Meningitis  

 Updated information about post exposure vaccination with Men C and quadrivalent vaccine.  

Endocarditis  

 Section removed as very short statement about referral with no guidance.  

Urine section 

 General updating and shortening.  

 Due to increasing resistance, trimethoprim is no longer recommended as empiric therapy.  

 Pivmecillinam now second choice for empiric therapy instead of trimethoprim. 

 If unable to take nitrofurantoin and pencillin allergic ciprofloxacin is second choice  

 Nitrofurantoin changed to avoid if CrCl <45ml/min, not <60 as previous.  

 Pyelonephritis first choice now ciprofloxacin, second line cefalexin.  
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 UTI in children, nitrofurantoin replaces trimethoprim and amoxicillin as first choice (revised Dec 

2015 to retain trimethoprim as an option). Second line is cefalexin not co-amoxiclav.  

 Complicated UTI guidance simplified  

 New details for obtaining fosfomycin 

 ESBL section taken out and information about multiresistant coliforms incorporated in lower UTI 

guidance. 

 Alternative dose added (50mg QDS) if MR capsules unavailable 

H. pylori 

 Update includes PHE guidance for penicillin allergy and previous antibiotic use.  

C. difficile 

 Fidaxomicin added as treatment for recurrence 

MRSA 

 New number for CityCare and County Infection Control Teams 

Acne 

 Removed formulary information and streamlined advice section to be antibiotic related 

Conjunctivitis 

 Neonatal conjunctivitis section updated, refer urgently to specialist ophthalmology 

Herpes virus infections 

 Advice made clearer for treatment of oral vs genital infection. 

 Neonates and pregnancy, to be referred to specialist services.  

 Children’s doses taken out.  

Splenectomy section 

 Antibiotic prophylaxis, doses of penicillin increased in line with BNF and NUH guidelines.  

 Vaccination details taken out, advice to get most up to date information from green book. 

Appendix 1 

 General warnings removed as all information and more is in the BNF. 

 Linezolid information moved to MRSA section.  

 Pregnancy and breastfeeding updated with a table of guidance. 

 Drug interactions removed. 

Appendix 2 

 Shortened to include urine resistance data only 

Appendix 3  

 Guidelines and webpages updated 

 All other references removed, they are available and regularly updated in the PHE guidance.  

Appendix 4 

 Updated  

Appendix 5  

 Shortened to include information only due to website resources no longer being available and 

changes to service 
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UPPER RESPIRATORY TRACT INFECTIONS 

 
Influenza A and B                                                                                                                                         



   Treatment for influenza with antiviral agents in the community should only be

 considered when the Department of Health issue a notification that influenza 

 is circulating in the community.  

    Symptoms of influenza appear abruptly 2-3 days after exposure: 

        Sore throat +/- dry unproductive cough 

        Myalgia and weakness 

         Headache  

         Fever, typically 38-40oC but may not be present at time of consultation 

        Pain on eye movement, photophobia (rarer)
 Annual vaccination is essential for all those at risk of influenza.  

 For otherwise healthy adults, antivirals are not recommended.  

    Treat ‘at risk’ patients only when influenza is circulating in the community,

 and the patient can start therapy within 48 hours of symptom onset. 

    At risk: 

  Pregnant women (including up to 2 weeks post-partum)

         65 years or over 

         Chronic respiratory disease (including COPD and asthma)  

         Significant cardiovascular disease (not hypertension) 

         Immunocompromised 

         Diabetes mellitus 

         Chronic renal, liver or neurological disease 

      Morbid obesity BMI≥40 

 

Influenza  Drug Dose  Duration  

 Only for at risk groups:  

   

 Oseltamivir      75mg BD 5 days 

    

 If resistant to       

 oseltamivir or severely   

 immunosuppressed, 10mg BD 5 days (up to 10 days 

 use Zanamavir  (2 inhalations BD by If suspected or 

 (diskhaler) diskhaler) confirmed oseltamivir 

   resistance) 

 Post exposure prophylaxis: 

 At risk groups and those not adequately protected by vaccination may be offered  

 Prophylaxis. For current guidelines see PHE website or contact the local PHE  

 office for guidance on 0344 225 4524. 

 
Pharyngitis / Sore  



   The majority of sore throats are viral but there is clinical overlap between  
Throat / Tonsillitis viral and streptococcal infections.   

    Organisms: Viral: Epstein Barr Virus, Enteroviruses, Adenoviruses,  

Cytomegalovirus.  
Bacterial: Group A streptococcus (Streptococcus pyogenes) (25-33% of  
cases), Group C and G streptococcus (role less clear). 
NB consider diphtheria if recent foreign travel e.g. former USSR/ Africa/  

 Middle East/ South Asia.    

    Sore throat is a disease that remits spontaneously and symptoms   
can be relieved with simple analgesics such as paracetamol and  

 ibuprofen.  

    Centor score predicts likelihood of Streptococcus pyogenes as the causative     
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Sore throat  organism. If the patient has a Centor score of at least 3 i.e. 1 point each for:  
continued                Absence of cough 
                Fever  
               Tonsillar exudate 
               Tender cervical lymphadenopathy 
 consider 3-5 day delayed or immediate prescription, depending on clinical 
 condition of the patient.  

   Studies have also shown that antibiotic treatment of a simple sore throat  

 is more likely to result in the patient returning for antibiotic treatment in the 

 future.    

   90% resolve within 7 days and antibiotics only shorten duration of  

 symptoms by 16 hours.  

  Evidence indicates that penicillin for 10 days is more effective than 3  

days.  Twice daily higher dose should be used. QDS dosing may be  

 more appropriate if severe. 

     

 Drug Dose Duration of TX 

 First line  Child:1mth-1yr: 62.5mg  10 days 

 Phenoxymethylpenicillin  QDS  

   1-6yrs: 125mg QDS  

    6-12 yrs: 250mg QDS  

    Adult and child >12yrs:   

   1g BD or 500mg – 1g  

   QDS when severe.  

     

 In penicillin allergy:    

 Clarithromycin  Adult and child >12yrs:  5 days 

   250 mg BD up to 500mg   

   BD if severe.  

     

 In children, consider   1mth-2yrs: 125mg QDS 5 days 

 Erythromycin syrup:  2-8yrs:250mg QDS  

   Adult and child > 8yrs:   

   500mg QDS 
 

 

 

Otitis Media   Organisms: Many are viral – Respiratory viruses in 50% of cases,   

 Streptococcus pneumoniae, Haemophilus influenzae, Streptococcus  

 pyogenes (group A strep), Moraxella catarrhalis and Staphylococcus  
aureus. 

   60% resolve in 24 hours without antibiotics.  

   Optimise analgesia using NSAID or paracetamol. 
    Antibiotics do not reduce pain in first 24 hours, subsequent attacks or  

 deafness.   

   In patients who are not acutely unwell, delayed prescription  
 approach could be used with the delay being 2-3 days. 

    Antibiotics should be used in an acutely ill child – fever, vomiting, pain for  
>48 hours and a discharging ear.   

    Consider a 2-3 day delayed or immediate prescription, if <2yrs with bilateral 

 AOM or any age with otorrhoea.  
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Otitis Media  Drug Dose Duration of TX 

continued First line:   Neonate 7 – 28 days  5 days 

 Amoxicillin  30mg/kg TDS  

   Child 1mth-1yr: 125mg  

   TDS  

    1-5yrs: 250mg TDS  

   5-18yrs: 500mg TDS  

   Adult: 500mg TDS  

     

 In penicillin allergy:    Adult and child >12yrs: 5 days  

 Clarithromycin  250mg BD up to 500mg  

   BD if severe  

 In children, consider   1mth-2yrs: 125mg QDS 5 days 

 Erythromycin syrup:  2-8yrs:250mg QDS  

    Adult and child > 8yrs:   

   500mg QDS  

     

 Second line if first line   Child 1mth-1yr:  5 days 

 treatment failure:  0.25mls/kg of 125/31mg   

 Co-amoxiclav  suspension TDS  

 (only if not allergic to  1-6 yrs: 5mls of   

 penicillins)  125/31mg suspension   

 If allergic to penicillin  TDS  

 consult microbiology   6-12 yrs: 5mls of   

   250/62mg suspension   

   TDS  

   Adult and child >12yrs:  

   625mg TDS     

 
Otitis Externa  



   Organisms (usually present as secondary colonisers): 
        Pseudomonas aeruginosa 

        Staphylococcus aureus

       Group A streptococcus (especially if inflamed) 

        Aspergillus spp. + other fungi  

  

 Treatment:   

    Local treatment of aural toilet (gentle dry mopping, gentle syringing  

 and suction where available) with or without topical applications, is  

 the treatment of choice.     

  Acetic acid 2% spray (EarCalm Spray®) is as effective as topical  

 antibiotics in mild otitis externa for the first 7 days.  

    In more severe cases, a topical antibiotic plus steroid ear drops may be  

 considered as first line.   

    The use of topical antibiotics is inappropriate, unless aural toilet has 

 already been performed. However, it is important not to try and clean  

 areas that cannot be visualised.  

    If infection is present a topical anti-infective may be used in conjunction  

 with a topical corticosteroid for a maximum of 7 days. Available options  

 include: Gentisone HC® (gentamicin and hydrocortisone), Locorten-Vioform® 

 (flumetasone and clioquinol), Sofradex® (dexamethasone, framycetin and   

 gramicidin),and Otomize® spray (dexamethasone, neomycin and acetic acid).  
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Otitis Externa    Topical application of a ribbon gauze dressing soaked with corticosteroid  

continued ear drops may be beneficial where swelling is to the extent that drops will  

 not readily penetrate.     

    Aminoglycoside ear drops are potentially toxic and should not be given in the  

 presence of a perforation with a discharge for more than 10 days without being  

 reassessed. An underlying perforation is likely, and should be excluded if  

 there is a mucoid discharge. In many cases of otitis externa there is no  

 underlying perforation and ear drops can be given for longer. If there is a  

 history of recurrent discharge an underlying cholesteatoma should be  

 excluded.    

    Diabetic and immunocompromised patients are particularly susceptible  

 to aggressive destruction of cartilage caused by Pseudomonas  

 aeruginosa (“Malignant Otitis Externa”). If suspected, the patient should  

 be referred urgently to an ENT specialist.   

   Otitis externa not responding to treatment and with persistent pain after  

 5-7 days should be referred urgently to an ENT specialist. 

 

  Systemic antibiotics are only indicated when there is evidence of  

 spreading cellulitis. Choice of antibiotics depends on likely organisms:  

   Staphylococcus aureus (folliculitis or pustular lesions) or Group A  

 Streptococcus – flucloxacillin   

  Pseudomonas aeruginosa – use topical applications as suggested  

 above. If severe infection, discuss with an ENT specialist. 

  Candida – 1% clotrimazole ear drops. 

 Aspergillus – Discuss treatment with an ENT specialist. 

    

 Drug Dose (adult) Duration of TX 

 First line: Acetic acid 2%   1 spray at least TDS 7 days 

 spray  (maximum 2-3 hourly)  

    

 Second line choices:    

 Gentisone HC® drops  2-4 drops TDS – QDS 7 days 

 Locorten-Vioform® drops  2-3 drops BD 7 days 

Aural toilet should  Otomize® spray   1 spray TDS 7 days 

be carried out  Sofradex® drops  2-3 drops TDS – QDS  7 days 

before the use of      

topical agents or  Clotrimazole 1% ear   3 drops TDS-QDS For at least 14 days  

antibiotics. Drops   after resolution of  

    symptoms 

 Only if spreading     

 cellulitis:    

 Flucloxacillin  500mg QDS 5 days 

     

 In penicillin allergy use    

 Clarithromycin.  500 mg BD 5 days 
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Acute sinusitis 



   Organisms:  Respiratory viruses e.g. RSV, Streptococcus pneumoniae,  
 Haemophilus influenzae and Moraxella catarrhalis.  

    Many are viral – 90% of patients with colds have x-ray evidence of sinus  

disease which usually resolves spontaneously within 2 to 3 weeks.  

   Symptomatic benefit of antibiotics is small and may be offset by the  

 risk of adverse reaction. 80% resolve in 14 days without antibiotics. 

    Reserve antibiotics only for severe or symptoms >10 days. 

    Bacterial sinusitis is more likely in those patients presenting with  

 progressive facial pain with toxaemia and purulent discharge for more than 

 48 hours.     

     

 Drug Dose Duration of TX 

 First line:                   

     

 Phenoxymethylpenicillin          500mg QDS              7 days 

 or    

 Amoxicillin       500mg TDS, 1g TDS if           7 days 

   severe  

 or    

 Doxycycline   200mg stat / 100mg OD                                              7 days 

     

 Second line if first line     

 fails:    

     

 Co-amoxiclav  625mg TDS 
 

7 days 
 

 
Chronic bacterial  



   Chronic sinusitis is diagnosed by the presence of nasal blockage or  
sinusitis discharge (anterior/posterior nasal drip) with facial pain or pressure,  

 and/or reduction or loss of the sense of smell, lasting for longer than  

 12 weeks.    

    

 Treatment: 


   Chronic purulent rhinosinusitis may need additional activity against  

 anaerobes and ß-lactamase producing organisms with co-amoxiclav  

 625mg TDS for 14 days coupled with topical nasal steroids. 

    Patients should be warned about increased risk of Candida infection with  

 these broader spectrum agents and topical steroids.  

     

 Drug Dose Duration of TX 

     

 Co-amoxiclav   625mg TDS 14 days 

     

 In penicillin allergy:     

     

 Doxycycline   
 

 200mg OD  14 days of both 

 and  
 

   

 Metronidazole  400mg TDS  
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Dental abscess  



   Organisms 

   

        Viridans streptococci

        Anaerobes   

    

 Treatment:    

    NHS 111 may be contacted to find an emergency dentist, if the patient 

is not currently registered at a dental practice.  
    Surgical drainage is the most important treatment if there is a pointing  
 abscess. If there is obvious facial swelling referral to a maxillo-facial surgeon is    

 advised. 

  Antibiotics are not indicated in otherwise healthy patients when there are no    

 signs of spreading infection. Consider antibiotics when evidence of spreading 

 infection, or in those at high risk of complications e.g. immunocompromised. 

 Repeated courses of antibiotics are not appropriate. 

 Drug Dose Duration of TX 

     

 Amoxicillin   500mg – 1g in severe  5 days 

   infections TDS  

 Or    

     

 Metronidazole  200mg-400mg TDS 5 days 

Conjunctivitis    Organisms: 

        Staphylococcus aureus 

        Streptococcus pneumoniae

        Haemophilus influenzae 

        Neisseria gonorrhoeae (neonates) 

        Chlamydia trachomatis (neonates) 

        Viruses e.g. adenovirus 

    Most bacterial infections are self-limiting. Mild cases should not 

 need treating. They are usually unilateral with yellow-white mucopurulent 

 discharge. 65% resolve on placebo by day 5  

    Viral infections may be associated with other upper respiratory symptoms 

 such as pharyngitis and fever. Discharge may be more watery than bacterial. 

    Refer cases of severe contact lens conjunctivitis to an ophthalmologist to  

 exclude the possibility of acanthamoeba. 

    For more severe infections or if spontaneous resolution is not occurring  

 after 4-5 days, antimicrobials should be given until 48 hours after clinical  

 resolution.   

    Delayed or post-dated prescriptions should be considered. 

 Neonatal conjunctivitis: 

    Urgently refer all neonates with suspected ophthalmia for specialist   

      assessment.

    Simple sticky eye (no signs of conjunctival inflammation) does not need  

      referral.

 Antibiotics: 

    Chloramphenicol has broad spectrum antimicrobial activity, is well- 

 tolerated, and the recommendation that it should be avoided even in eye 

 drop/ointment form because of an increased risk of aplastic anaemia or Grey 

 Baby Syndrome is not well founded and should not stop use as a first line  

 agent. 

    Gentamicin drops should only be used for Pseudomonas. Refer if not  
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 responding.    

    Fusidic acid drops have inferior Gram negative cover to chloramphenicol and  

 thus should be reserved for second line use.  

    For dacryocystitis, systemic antimicrobials should be used. 

    If gonococcal infection or orbital cellulitis is suspected, arrange urgent  

 admission to hospital for intravenous therapy. 

 PHE recommends that it should not normally be necessary to stay  

 off work or school if suffering from acute bacterial conjunctivitis and that it  

 should not be necessary for a school or nursery to exclude a child until the  

 infection has cleared.  

 Drug Dose Duration 

 First line:                              

 Chloramphenicol 0.5%  2 hrly reducing to QDS For 48 hrs after  

 drops    resolution 

 Or   

 Chloramphenicol TDS-QDS For 48 hrs after 

 1% eye ointment  resolution 

 Second line:   

 Fusidic Acid 1% eye  Twice daily For 48 hrs after 

 drops    resolution 

 Chlamydial conjunctivitis: (if pregnant use Azithromycin 1g stat)                  

 Adults: Doxycycline  100mg BD 7 days 

LOWER RESPIRATORY TRACT INFECTIONS 

     

Acute cough,     In previously healthy patients most cases of acute bronchitis are associated  

bronchitis with viral infection. Additional bacterial pathogens to consider -  

 Streptococcus  pneumoniae, Mycoplasma pneumoniae and Chlamydophilia  

 pneumoniae. 

   Numerous randomised controlled trials have shown little or no benefit from 

the use of antibiotics for acute bronchitis in otherwise healthy adults in   

 primary care.    

    Advise patients that a cough may persist for up to 3 weeks even if treatment is  

 given.     

     Discoloured sputum does not necessarily indicate infection as it may be due  

 to non-infective inflammatory conditions. 

    Reassurance that it is not serious and patient information leaflets informing  

 previously well patients about the natural history of LRTI symptoms are an  

 effective strategy for reducing re-consultations and antibiotic use.  

    A delayed prescription approach could be used with the delay being    

 7 days as per NICE guidance. 

 Consider immediate antibiotics if >80 years old and one of: episode of  

      hospitalisation in the past year, oral steroids, diabetic, congestive heart

      failure.  

      OR >65 years with two of the above.  

 Drug Dose Duration of TX 

     

 Doxycycline   200mg stat /100mg OD 5 days 

 Or    

 Amoxicillin  500mg TDS 5 days 
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Acute  
exacerbation 
of COPD 



   Organisms: Respiratory viruses (30%), bacterial (30-50%) – Streptococcus  
pneumoniae, Haemophilus influenzae (amoxicillin sensitive and resistant  

strains), Moraxella catarrhalis, and atypical pathogens such as Mycoplasma  

 pneumoniae and Chlamydophilia pneumoniae. 
    Check results of previous sputum cultures and send sputum sample if  

possible, before prescribing antibiotics.

   Viral infections may cause acute exacerbations, but if purulent sputum is
being produced bacterial infection is possible.

      Antibiotics are most valuable in patients with purulent sputum and increased   
 shortness of breath and/or increased sputum volume.  

   NICE recommend as part of self-management that patients are given a  
course of antibiotics and oral corticosteroids to keep at home and commence  
if their sputum becomes purulent. 

    Risk factors for antibiotic resistant organisms include:  

    Severe COPD  

      Co-morbid disease  

      Frequent exacerbations and/or hospital admissions 

      Multiple courses of antibiotics, or antibiotics within last 3 months 

    Previous resistant organisms in sputum culture 


 Drug Dose Duration of TX 

  
Doxycycline                                   





 
200mg stat then 100mg 

 
5 days  

   OD  

 Or    

    

Amoxicillin  500mg TDS 5 days 

    

 Or if penicillin allergy    

 and where doxycycline    

contraindicated:    
    
Clarithromycin  500mg BD 5 days 

     

 If resistance factors     

 present, or failure of first    

 line:    

     

 Co-amoxiclav  625mg TDS 5 days 

     

     

Community- Bacterial causes:    

acquired       Streptococcus pneumoniae (very common in all age groups).

pneumonia      Haemophilus influenzae (uncommon). 

(CAP)       Mycoplasma pneumoniae (particularly in young adults, usually in 3-4 yearly  

 peaks that last for 12-15 months, rare in >65yr olds. 

    Chlamydophila pneumoniae (probably common). 

    Chlamydophila psittaci (uncommon, history of pet birds). 

   Legionella pneumophila (uncommon, may be a history of recent travel).



CAP is defined as the presence of the following symptoms and signs, which  
cannot otherwise be explained:  

   Acute lower respiratory tract symptoms i.e. cough and one or more  
 other symptoms. 
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Community- 
acquired  
pneumonia 
(CAP) continued 

     Focal chest signs of recent onset. 

   Systemic symptoms or signs: 

         Pyrexia >38oC. 

         Sweating. 

         Shivers (rigors).  

         Aches and pains. 
    Confirmation of diagnosis with a chest X-ray is helpful where available. 

    A 5 day course for low-severity pneumonia treated in the community  

 should be sufficient, longer courses may be necessary in hospitalised  

 patients or those with more severe pneumonia.  

    If symptoms do not improve as expected after 3 days, consider extending 

 the course for longer than 5 days.  

    Assessment of patients using the CRB-65 score helps to determine the  

 management of CAP for patients in the community. 
 

 CRB-65 score for mortality risk = score 1 point for each of the following features  

 present:

     Confusion (AMT <8 or new disorientation in person, place or time). 

     Respiratory rate > 30/min. 

     Blood pressure (SBP <90mmHg or DBP < 60mmHg). 

     > 65 years.   

     

 A score of 0 (low risk) indicates that the patient is likely to be suitable for home  

 treatment. A score of 1-2 (intermediate risk) indicates a need to consider hospital  

 referral and antibiotics should include cover for atypical organisms. 

 Patients with a score of 3 or 4 (high risk) require urgent hospital admission. 

 Consider immediate antibiotic administration for patients being referred to 

 hospital if CAP is thought to be life threatening or there is likely to be a delay  

 >2 hours to admission.  

 Also seek risk factors for Legionella and Staphylococcus aureus  

 infection.  For Legionella these may include: exposure to air conditioning  

 systems, recent travel, cooling towers, spa pools and other artificial water  

 systems. For S.aureus these may include: recent influenza, nursing home  

 residents, aspiration, and chronically ill or debilitated patients. 

     

 Drug Dose Duration of TX 

     

 If CRB-65=0:    

 Amoxicillin  500mg  5 days 

 Or Clarithromycin   500mg BD 5 days 

 Or Doxycycline  200mg stat / 100mg OD 5 days 

     

 If CRB-65=1 & at home:    

 Amoxicillin AND  500mg – 1g TDS 7-10 days 

 Clarithromycin  500mg BD  

     

 or Doxycycline alone  200mg stat/100mg OD 7-10 days 
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Tuberculosis (TB)    Incidence of tuberculosis has risen over the last decade and should be  

 considered as a cause of persistent productive cough (i.e. over 3 weeks) or  

 lack of response to usual antibiotics. Sputum samples are not routinely  

 examined for TB, and a specific request for TB microscopy and culture 

 needs to be included on the request card if this is a possible diagnosis.  

    If in North Nottinghamshire, the referral should be made to Dr Nabeel Ali at  

 King’s Mill Hospital on 01623 622515.  

      All other suspected or confirmed cases need to be referred directly to the TB  

 specialist nurses based at Nottingham City Hospital on 01159 628051, who  

 will arrange appointments with the most appropriate physician.  

  Notify Public Health England on 03442254524. 

 . 
 
 
 

  

Bronchiectasis Bronchiectasis patients may be on long-term or rotational courses of antibiotics 

 under the care of Respiratory Medicine. In cases of suspected bronchiectasis,   

 refer to a Respiratory Physician for investigation and management.  

  

  

Whooping Cough Organism: Bordetella pertussis. 

    Typical symptoms e.g paroxysmal cough, whooping and post-tussive  

 vomiting may not be present in older children and adults. Pertussis should 
 be considered as a cause of a chronic episodic cough in older age groups. 
Notifiable Disease. Treatment:  

Suspected and   Treatment aim is to eradicate carriage from cases and prevent secondary 

confirmed cases     transmission. Antibiotics have limited effect on symptoms and therefore      

should be      antibiotic treatment for the case is only recommended within 3 weeks of onset. 

notified to PHE. Prophylaxis:  

    Given the limited benefit of chemoprophylaxis, antibiotics should only be  

      offered to close contacts (e.g. household) when onset of illness in the index  

      case is within the preceding 3 weeks AND there is a close contact who   

      belongs to a priority group. 

  

 Full guidance for treatment, prophylaxis and vaccination is on the Public  

     Health England website.  
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MENINGITIS 

Meningitis Transfer all patients to hospital as an emergency by telephoning 999  

 For suspected meningococcal disease (meningitis with non-blanching rash  
 or meningococcal septicaemia)parenteral antibiotics (IM or IV benzylpenicillin)  

should be administered so long as this does not delay transfer to hospital. 

Meningitis or meningococcal septicaemia should be notified on suspicion to  
Public Health during daytime hours (03442254524) or on-call Public Health  

 Doctor out-of-hours (01159675099), who will advise which contacts need  

 prophylaxis and whether vaccination is required.  

 Prophylaxis: 

  Is given to household and kissing contacts of the index case. Household 

      and kissing contacts include those who have slept in the same house or   

      dormitory before the onset, boy/girlfriend, childminders, anybody who has 

      performed mouth to mouth resuscitation or intubation of the index case. 

 Choice of antibiotic should be made through discussion with the Public  

      Health Doctor and considering the patient/s requiring prophylaxis. 

 If the disease is due to confirmed serogroup C, and the contact was 

  immunised in infancy or >1year ago, an extra dose of Men C will be 

      offered.  

 If the disease is due to confirmed serogroups A, W or Y, vaccination

  of close contacts with quadrivalent vaccine may be advised.  

 Chemoprophylaxis agents:  

    Ciprofloxacin (unlicensed) is now recommended by PHE for use in all age  

  groups and in pregnancy, as a single prophylactic dose. 

    Rifampicin interacts with anticoagulants, hormonal contraceptives and 

  other drugs, and stains soft contact lenses and urine. It is licensed for use in 

  prophylaxis.  

 DRUG DOSE DURATION 

 
Treatment in suspected meningococcal disease: 

 If no history of anaphylaxis or angioedema with penicillins: 

Benzylpenicillin IV or IM   Child <1yr: 300mg IV: slow bolus over 3-5 

   1-9yrs: 600mg minutes 

   Adult and child 10yrs  If vein cannot be found 

     and over: 1200 mg give IM. 

    

 Prophylaxis: 

 Recommended for use in all age groups and in pregnancy: 

 Ciprofloxacin   Child <5yrs: 30mg/kg Single dose 

   (maximum of 125mg)  

    5-12yrs: 250mg  

    Adult and child >12yrs:  

      500mg  

 Or  

 Recommended for use in all age groups: 

 Rifampicin   <12 month: 5mg/kg BD  

    1-12yrs: 10mg/kg BD 2 days 

    Adult and child >12yrs:  

     600mg BD  
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Quick Reference Guide for the Diagnosis of UTI in Adults in Primary Care 
 

Urinary Symptoms in Adult Women <65 years: Do not culture routinely.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Urine Culture in Men and Women >65 years: 

 Do not send urine for culture in asymptomatic elderly patients with positive dipsticks 

 Do not treat asymptomatic bacteriuria as it does not reduce mortality, prevent symptomatic 
episodes, but does increase side-effects and antibiotic resistance. 

 Only send urine for culture if two or more signs of infection, especially dysuria, temperature >38ºc 
or new incontinence. 

 

Urine Culture in Men and Women with Catheters: 

 Dipstick tests are not useful in catheterised patients 

 Only send urine for culture in catheterised patients if there are features of systemic infection 

 Do not treat asymptomatic bacteriuria in asymptomatic catheterised patients 

 Do not routinely give antibiotic prophylaxis for catheter changes 
 

When else to send a urine for culture: 

 Suspected UTI in men (see notes below in lower UTI section) 

 Suspected pyelonephritis (see pyelonephritis section) 

 Failed antibiotic treatment or persistent symptoms 

 Suspected complicated UTI: recurrent UTIs, previous urogenital surgery, urinary tract 
abnormalities (see complicated UTI section) 

 Pregnancy (see UTI in pregnancy section) 

 Children (see UTI in children section) 

AND 
NO vaginal 
discharge 
or irritation

 

Give empirical 
antibiotic 
treatment

 

Severe or ≥ 3 symptoms of UTI 

 
 Urgency 
 Polyuria 
 Haematuria 

 Dysuria 
 Frequency 
 Suprapubic 

tenderness 

Mild or ≤ 2 symptoms of UTI 

(as listed above) 

Obtain 
urine 

specimen
 

Urine NOT 
cloudy 97% 

NPV
 

Consider 
other 

diagnosis
 

URINE CLOUDY 
Perform urine dipstick test with nitrite 

When reading test WAIT for the time recommended by the manufacturer 

Positive nitrite, and leucocytes 
and blood 92% PPV

 

or  

positive nitrite
 
alone

 

 
Probable UTI

 

Treat with first line agents if 
uncomplicated UTI 

 

Negative nitrite 

Positive leucocyte
 

UTI or other diagnosis  
equally likely

 

Review time of specimen 
(morning is most reliable) 

Treat if severe symptoms or consider 
delayed antibiotic prescription and  

send urine for culture
 

Negative nitrite, leucocytes and 
blood 76% NPV

 

or  
negative nitrite

 
and leucocyte 

positive blood or protein
 

Laboratory microscopy for red 
cells is less sensitive than 

dipstick = UTI Unlikely 

Consider other diagnosis 
Reassure and give advice on 
management of symptoms
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URINARY TRACT INFECTIONS 

 
Lower UTI /cystitis 



Organisms: 

   

i.e. no fever or     Escherichia coli, Coliforms, Proteus mirabilis Staphylococcus saprophyticus
flank pain, in men      Enterococcus spp.   

and women    In patients >65 years, do not treat asymptomatic bacteriuria  as it is not 
associated with increased morbidity. 

    In the presence of a catheter, antibiotics will not eradicate bacteriuria;   
 only treat if systemically unwell or pyelonephritis likely (see Complicated UTIs). 
    Women with severe or ≥3 symptoms: urinalysis is unlikely to be helpful 
 Treat empirically. This is because in people with characteristics, signs and 

 symptoms highly suggestive of a bacterial infection, dipstick tests are not 

 sufficiently accurate to assist diagnosis. If symptoms do not respond to 
 empirical antibiotics within 2-3 days, urine should be sent for culture and 

 sensitivity testing. Consider sexually transmitted infection if does not respond.  

    Women with mild or ≤2 symptoms: use urine dipstick to guide treatment. 

    Men with severe or highly suggestive symptoms: send pre-treatment  
 MSU and treat empirically. 
    Men with mild or non-specific symptoms: use negative nitrites and  
 leucocytes to exclude UTI, if negative consider alternative cause e.g.  
 sexually transmitted infection, prostatic symptoms.   
    Community multi-resistant E. coli are increasing so perform culture 

 in all treatment failures.  
 Risk factors for increased resistance include: 
  >65yrs 
             Care home resident 
             Recurrent UTI 
            Hospitalisation >7days in the last 6 months 
             Recent travel to country with increased antimicrobial resistance 
             Previously resistant organism in urine 
 Treatment failures 
    Multiresistant isolates are usually resistant to amoxicillin, co-amoxiclav,  
 cephalosporins, and may also be resistant to trimethoprim and quinolones.  
    Often susceptible to nitrofurantoin, pivmecillinam and fosfomycin.  
    Pivmecillinam (a penicillin antibiotic) has been introduced as a second line  
     option for lower UTI. The resistance rate is low and it is less likely to cause

     C difficile.  
    Amoxicillin resistance is common and there is also an increased risk of  
 Clostridium difficile compared to first line agents, therefore never use for  
 empirical treatment.  

 Trimethoprim resistance has increased locally such that it is no longer 
      recommended for empiric treatment.  
  

 Drug Dose Duration of TX 

  

 First line: (avoid if eGFR<45ml/min – ineffective) 

 Nitrofurantoin  100mg M/R BD Women: 3 days 

 (50mg QDS if MR caps unavailable) Men: 7 days 

 Second line: If <65yrs and no risk factors for resistance: 
 Trimethoprim  200mg BD  

 Second line: If ≥65yrs or risk factors for resistance: 

 Pivmecillinam  400mg stat then 200 mg   

   TDS  
 Third line (empirical use only if first and second line treatments are not suitable 

and no previous MRSA or C.difficile): 
 

Ciprofloxacin   500 mg BD  
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 If multiresistant strain, on Microbiology advice: 

 Fosfomycin  Women  
   3g one-off dose Single dose  
   Men  
   3g stat plus a further As described 
   3g three days later  

 Supplies 
 Fosfomycin is available via importing companies (e.g Mawdsleys 0161 7423482, 
 open 8.30 – 17.30 Mon – Fri) and is stocked at pharmacies at QMC and King’s 
 Mill Hospital.  If local community pharmacies are unable to obtain a supply within  
 24 hours, prescriptions should be presented at a hospital pharmacy or a supply 
 obtained from either of the hospital pharmacies. 
  
 Contact details for hospital pharmacies: 
 Trust Pharmacy, Queen’s Medical 

Centre, B floor 
Tel. 0115 9709472 
Opening hours:  
Monday to Friday: 9am – midnight 
Saturday and Sunday: 10am – midnight 

King’s Mill Hospital: 
Tel. 01623 622515 ext 3176 
Opening Hours:  
Mon- Fri: 9am- 6pm  
Saturday and Sunday: 9am-1pm 
 

     

  

Complicated UTI. Complicated UTIs are more likely in the following situations: 

See also specific       Recurrent infection 
patient groups 
and conditions 
below.  

     Treatment failures 

     Previous urogenital surgery 

     Urinary tract abnormalities 

     Urinary or suprapubic catheters 
      Symptoms of renal infection e.g. fever or flank pain (see Acute 
 Pyelonephritis in Adults)

        Infants and neonates (see UTI in Children) 
         Pregnancy (see UTI in Pregnancy) 

  

 Organisms:  

          Escherichia coli 
          Proteus sp. 
          Klebsiella sp.    

          Pseudomonas aeruginosa  (if recurrent infections) 
    
 Treatment:   
 Always send a pre-treatment urine sample to guide antibiotic choice. 
     Always review results of urine cultures if available before making choice of 
 antibiotic.     
     A positive catheter specimen urine does not necessarily mean there is a 
 UTI present, a clinical assessment should be made and antibiotics only  
 given if there are signs and symptoms of a UTI. 
     If a patient suffers a repeat infection but had responded to a first line  
 agent on the previous occasion, that same agent should be restarted  
 rather than assuming that an alternative agent will be necessary. 
    Consider a 7 day course of antibiotics.  
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UTI in pregnancy    Asymptomatic bacteriuria in pregnancy: isolation of the same organism in a  

 properly collected MSU sample on two separate occasions, with a colony count  

 of  >10,000 - 100,000 organisms/ml.  

 It should be treated in pregnancy because of the higher risk of pyelonephritis 
 and an association with pre-term labour and low birth weight. 

 Treat for 7 days with an antibiotic according to the culture and sensitivity 
results, treatment options as below.  

   Symptomatic cystitis: send a pre-treatment MSU. Review any previous 
microbiology results as a guide. Start empiric treatment as below, adjust when  

 the sensitivities of a pre-treatment  MSU are available.  
 Upper UTI/pyelonephritis. If symptoms suggest pyelonephritis, the  
 antibiotics below are not suitable and the patient should be referred for IV  
 antibiotics.  
    Short-term use of nitrofurantoin in pregnancy is unlikely to cause problems  

to the foetus however should be avoided at term or if delivery is imminent. 
    Avoid trimethoprim in the first trimester, or in women who have a low folate 
 status or on folate antagonists e.g. anti-epileptics or proguanil. 

    Quinolones should not be used in pregnancy or women who are trying to 
 become pregnant.    

    Cefalexin is safe in pregnancy but is recommended for third-line use due  
 to the increased risk of C.difficile, and recent reports of serious C.difficile 
 infection in pregnant women.   
     

 Drug Dose Duration of TX 

     

 First line: Nitrofurantoin  
 
Avoid at term or if 
delivery is imminent 

 100mg M/R BD   

   (50mg QDS if MR caps 
unavailable) 

 

 Or    

     

 Pivmecillinam  400mg stat then 200 mg  

   TDS  

    All for 7 days 

 Second line:     

 Trimethoprim (except in   200mg BD  
 first trimester)    
     
 Third line: Cefalexin   500mg BD  
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UTI in children  
 

UTI is associated with a higher risk of underlying congenital renal anomalies,  

pyelonephritis, acquired renal scarring and recurrent infection. This is particularly 

so in young children or if the UTI is associated with recurrence or atypical features 
     

 Diagnosis should be considered in all febrile children or if there are features  
suggestive of UTI. It requires a carefully collected urine sample (MSU, CSU or  

 Bag Urine) taken prior to antibiotic therapy. 

  
A clinical assessment should be made as to the likelihood of a: 

       Lower UTI (cystitis) – significant bacteriuria with no systemic features 
        Upper UTI (acute pyelonephritis) – significant bacteriuria with fever ≥38ºC 

      Or significant bacteriuria with fever ≤38ºC and loin pain/tenderness 
 Particular attention should be paid to the following features, which may warrant 
 paediatric follow-up or referral for further investigation:
      Poor urine flow, dysfunctional voiding, enlarged bladder or abdominal mass 
      History suggesting previous UTI or confirmed previous UTI 
 Recurrent fever of uncertain origin 
      Antenatally diagnosed renal abnormality 
      Family history of vesicoureteric reflux  or renal disease 
      Constipation    
      Evidence of spinal lesion or lower limb neurology
      Poor growth   
      High blood pressure. 

 
 Assessment should be made as per NICE CG160 Feverish Illness in  
 Children.  Some children will require referral during the acute illness for  
 treatment in hospital. Others can be treated at home but will need referral at  
 the time or afterwards for further investigations (see NICE CG54). 

 
 Admit to hospital for treatment during the acute illness if: 

    < 3 months of age   
    Severely ill as NICE guideline 
    Atypical feature (unless non-E.coli organism is the only atypical feature): 
          Failure to respond to a suitable antibiotic within 48 hours 
          Seriously ill, suspected or confirmed septicaemia or raised creatinine 
          Poor urine flow +/- palpable bladder or abdominal mass 
          Non-E.coli UTI 
 Refer for further investigation if: 
    <6 months of age   
    Non-E.coli UTI 
    Recurrent UTIs (see NICE CG54 for definition) 
    Children with:  
      Any antenatal urinary tract abnormality 
      Abnormal blood pressure 
      Evidence of spinal lesion and lower limb neurology 
      Abnormal growth / centiles 
  
 For full guidance on the referral, investigation and follow-up of children 
 with UTI  please refer to NICE CG54 Urinary Tract Infection in Children. 

  
 

  
  
 See below for first line treatments and dosing guidance 
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UTI in children continued 

Drug Dose Duration of Tx Comments 

Lower UTI (3 months -12 years) – Review at 48 hours to check response to treatment, noting 
trimethoprim resistance rates are over 30% 

If <15kg or unable to take tablets 

 
Trimethoprim 
Do not use if 
trimethoprim 
resistance or failed 
trimethoprim 
treatment 

 
3 - 6 months 

 
25mg BD 

 
3 days 

 
Liquid for doses < 100mg 

6 months – 6 
years 

50mg BD 

6 – 12 years 100mg BD 

12-18 years 200mg BD 

If >15kg and able to take tablets 

 

Pivmecillinam 
Avoid if penicillin 
allergy 

 
 

 
>15kg and <40kg 

 
200mg TDS 

 
3 days (9 
tablets) 

Unsuitable in carnitine 
deficiency or patients 
taking sodium valproate. 
Tablets should be 
swallowed whole with half 
a glass of water whilst 
sitting or standing. 

If known trimethoprim resistance or failed trimethoprim treatment (and unable to take pivmecillinam) 

 
Nitrofurantoin 
 
 

 
3 months – 12yrs 

 
750 
micrograms/kg 
QDS 

 
3 days 

Not suitable in G6PD 
deficiency or acute 
porphyria. Liquid is very 
expensive, but may be 
clinically necessary 

Lower UTI (12 -18 years) 

First line 

 
Nitrofurantoin 
 
 

 
12 -18 years 

 
100mg MR BD 
 
(50mg QDS if 
supply problem 
with MR 
capsules) 

 
3 days 

Not suitable in G6PD 
deficiency or acute 
porphyria 
N.B. Liquid is very 
expensive therefore not 
recommended, use 
tablets or capsules or 
consider alternative agent 

Second line 

Pivmecillinam 
Avoid if penicillin 
allergy 

>15kg and <40kg 200mg TDS 3 days (9 
tablets) 

if >15kg and able to take 
tablets  
Avoid if penicillin allergy 
Unsuitable in carnitine 
deficiency or patients 
taking sodium valproate 

> 40kg 400mg stat 
then 200mg 
TDS 

3 days (10 
tablets) 

Upper UTI 

Cefalexin 

1month-1yr: 125mg BD 

7-10 days 
Review children at 48 
hours to check response 
to the chosen antibiotic 

1 - 5 years 125mg TDS 

5-12yrs 250mg TDS 

12-18 yrs 500mg TDS 

In severe penicillin allergy discuss with Paediatrics or Medical Microbiology 
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          Send MSU for culture and sensitivities, and start antibiotics.  
Upper UTI/Acute          If no response within 24 hours admit.

pyelonephritis Drug Dose Duration of TX 

in adults First line                                                                

 Ciprofloxacin  500mg BD 7 days 

 Second line    

 Trimethoprim (only if lab 
report shows sensitive) 

 200mg BD 
 

14 days 
 

 or Cefalexin  500mg BD 7 days 
 

  

    General hygiene, use of condoms, post coital voiding and good hydration are  
Recurrent UTI  all important non-pharmacological prophylactic measures to help prevent  

women ≥ 3 times/  recurrent UTIs. Antibiotics should be considered as well as rather than instead  

year of these measures. Post coital is equally as effective as nightly prophylaxis if  
 
 

taken in timely fashion. A standby antibiotic may also be considered. 

 Nitrofurantoin should be used with caution in those with anaemia, diabetes, 
and vitamin B or folate deficiencies. Long-term use requires monitoring of 
full blood count, liver function tests, for the development of any pulmonary  

 symptoms or symptoms of peripheral neuropathy, especially in the elderly. 

 Drug Dose Duration of TX 

     
 Nitrofurantoin   50mg    Single dose post coital  
    or at night 
 Or    

     

 Trimethoprim  100mg Single dose post coital  
    or at night 
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GASTRO-INTESTINAL TRACT INFECTIONS 

 

Eradication of    Helicobacter test and treat strategies will benefit patients with DU and GU  

Helicobacter disease and low-grade MALToma, and further reduce risk of ulcers,  

pylori gastric cancer and risks of long-term PPIs. Test and treat will only benefit  

 8% of patients with non-ulcer dyspepsia (NUD). Testing or treating is  

 not recommended for gastro-oesophageal reflux disease (GORD). 

    In patients aged ≥55yrs with new, unexplained and persistent (4-6wks) 
 
 

recent onset dyspepsia, or in any age with dyspepsia and ALARM  
symptoms/ signs, an urgent referral for endoscopy should be made. 

   ALARM symptoms are: GI bleeding (same day referral), dysphagia,  
persistent vomiting, weight loss, abdominal mass, and anaemia due to  

 possible GI blood loss. 
    Compliance with triple treatment attains >85% eradication. 
    Always use PPI 
    Do not offer eradication for GORD. 

 Do not use clarithromycin if used in the past year for any infection (go to 

 second line therapy)  

    In peptic ulcer disease if the patient remains symptomatic, retest for  

 Helicobacter, or consider referral for endoscopy for culture and sensitivity. 

    In treatment failures, particularly after failure of second line drugs, refer to  

 gastroenterology for consideration of endoscopy for culture and sensitivity  

 testing.    

 The use of Pepto Bismol® tablets in the eradication of H. pylori is off-label 

 Pepto Bismol® contains salicylates and therefore should not be given to  

 patients with aspirin or salicylate allergy or concomitantly with aspirin or  
      salicylatesCommon side effects include black tongue and stools 

 Drug Dose Duration of TX 

 First line:    

 Lansoprazole plus  30mg BD  All for 7 days* 

 Amoxicillin plus  1g BD  

 Clarithromycin # 
 500mg BD  

     

 First line in Penicillin allergy:      

 Lansoprazole plus  30mg BD All for 7 days* 

 Metronidazole plus  400mg BD 

 Clarithromycin # 
 500mg BD 

 # do not use clarithromycin if used in the last year for any infection. Go straight to  

 second line therapy below 

  

 Second line: 

 To be used after 1st line treatment failure or if patient has had clarithromycin 
prescribed in the last year 

  

 Lansoprazole plus  30mg BD All for 7 days* 

 Bismuthate salicylate (Pepto 
Bismol® 262.5mg tablets) plus 

 Two chewable tablets 
QDS  

 

 Tetracycline plus  500mg QDS  

 Metronidazole  400mg TDS  

  

 * MALToma treatment duration is 14 days 
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Infectious    Organisms: Bacterial e.g. Salmonella sp, Campylobacter sp, Shigella sp,  

diarrhoea E. coli 0157 or other enterotoxigenic E coli, Clostridium difficile (if recent   

 antibiotic therapy or therapy with Proton Pump Inhibitors). 

     Clostridium perfringens, Staphylococcus aureus and Bacillus cereus 

     responsible for some cases of food poisoning. 
  Viral infections are particularly common in young adults. If not resolving  

      after 4 days take a stool sample as unlikely to be viral
    Indicate if the patient has travelled abroad or is a known contact so that  

 other specific pathogens are looked for on a stool sample. Also indicate if the  

 patient has been on antibiotics within 4 weeks of onset so that C. difficile is  

      tested for. 
    Fluid replacement is essential. Most bacterial infections are self-limiting.

 Antibiotics only reduce the duration by 1-2 days, can select for resistance  

 and are contraindicated in patients with E.coli 0157 where they enhance  

 toxin release leading to haemolytic uraemic syndrome. 
    Antibiotics are not required routinely. They should only be considered  

 if the patient has persistent severe diarrhoea or if the patient is elderly or 

 immunocompromised and the case should be discussed with a medical  

 microbiologist as antibiotic sensitivity cannot be assumed. 
    Avoid anti-motility agents acutely, especially for bloody diarrhoea, until 

 an infectious cause has been excluded. 
    Please notify suspected cases of food poisoning to the CCDC via the  

 HPA on 03442254524.    

 Assess for severity of disease: 

Clostridium  If any evidence of severe disease, the patient should be referred for

difficile 
 

urgent admission and Gastroenterology review.

Severe disease if ANY of the following regardless of stool frequency:

    WCC>15 X 109 /L

   Temp >38.5oC

   Tachycardia >100 beats/min

   Acute increase in serum creatinine >50% from baseline

   Evidence of colitis (abdominal pain/distension, hypotension, ileus, radiology)

Treatment of non-severe suspected C.Difficile associated diarrhoea: 

   Do not prescribe anti-motility agents in possible or confirmed C.difficile 

 Patients should be considered for treatment of C.difficile infection before test  
results are available if there is a high likelihood of C.difficile infection from 

history and clinical assessment. See below for empirical first line treatment.  

non-responding disease, refer to Microbiology or Gastroenterology for advice. 

  Stop unnecessary antibiotics and any Proton Pump Inhibitors (PPIs) 
to re-establish normal flora.

  Diarrhoea should resolve over 1-2 weeks. If symptoms are not improving, this 
     should not normally be deemed as non-responsive to treatment until the patient 
     has received at least one week of treatment. 
 Treatment of recurrences: 

    Up to 20% of patients will have a recurrence. These are usually reinfections 
 rather than relapses, so it is recommended that recurrences should be 
 investigated and repeat samples sent. but treated initially with a second       
     empirical treatment if this is the patient’s first recurrence 
 not confirmed C.difficile toxin positive – consider an empirical course of 
     whichever antibiotic regimen the original infection responded to.
 confirmed C.difficile toxin positive - discuss with microbiology who may  
     recommend fidaxomicin if the patient is fidaxomicin naïve (see below) 
 If more than 1 recurrence or non-responding disease, refer to Microbiology 
 or Gastroenterology for advice. 
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 Out of hours medical practitioners should be made aware of patients 

Clostridium previously positive for C.difficile by the use of a Special Patient Note to ensure 

difficile continued that appropriate prescribing occurs out of hours. 

 Drug Dose Duration of TX 

 Non-severe disease:    

 Metronidazole  400mg oral TDS 10 days 

 Severe (observed in hospital) or non- responsive disease: 
 Vancomycin  125mg oral QDS 10 days 
 N.B. Patients discharged from hospital on C.difficile treatment may be on higher 

doses, longer courses, or tapering courses on the advice of Gastroenterology  

 First recurrence (NOT confirmed C.diff +ve): 

 Repeat same antibiotic regimen the original infection responded to 

 First recurrence (confirmed C.diff +ve): 

 If fidaxomicin naïve – discuss with microbiology, patient may be suitable for 
fidaxomicin (Amber 2 microbiologist recommendation only) 

 Fidaxomicin  200mg oral BD 10 days (cost ≈£1350) 

 Subsequent recurrences: 

 Discuss with microbiology / gastroenterology 

Fidaxomicin: 
 

If concomitant antibiotics are essential, or in recurrent disease microbiology may 
recommend fidaxomicin. Fidaxomicin is licensed in UK and available via 
standard wholesalers, but is unlikely to be stocked in community pharmacies. 
Supplies may be obtained from hospital pharmacy departments if undue delay in 
initiation is anticipated.   

Contact details for 
hospital 
pharmacies: 

Trust Pharmacy, Queen’s Medical 
Centre, B floor: 
Tel. 0115 9709472 
Opening hours:  
Monday to Friday: 9am – midnight 
Saturday and Sunday: 10am-midnight 

King’s Mill Hospital: 
Tel. 01623 622515 ext 3176 
Opening Hours:  
Mon- Fri: 9am- 6pm  
Saturday and Sunday: 9am-1pm 

 
 Infections are usually polymicrobial with the main organisms being: 

Acute  Bacteroides spp.and other anaerobes 

Diverticulitis  Escherichia coli 

  other coliforms eg Klebsiella 

    Patients with mild, uncomplicated acute diverticulitis can be managed at  

  home with paracetamol, clear fluids and antibiotics. 

    Admission should be considered for those patients with significant 

      co-morbidities, for example severe infection, diabetes mellitus, renal failure, 

      malignancy, cirrhosis, or the use of oral corticosteroids, chemotherapy, 

      or immunosuppressive drugs. 

    If symptoms persist despite 48 hours of appropriate antibiotic therapy, this  

     may indicate development of complications such as abscess formation, and  

     hospital admission should then be considered. 

   There is a risk of developing C.difficile infection with the use of these broad- 

     spectrum antibiotics, this should be considered as a cause of diarrhoea in 

     patients who are taking or have received these agents recently. 

 Drug Dose Duration of TX 

 Co-amoxiclav 625mg TDS 7 days 

 Review within 48 hours for clinical response 

 In penicillin allergy:   

 Ciprofloxacin 500mg BD 7 days 

 and Metronidazole 400mg TDS 7 days 
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Traveller’s    Antibiotics should not routinely be prescribed for the prevention or empirical 

diarrhoea      treatment of traveller’s diarrhoea.  

    Limit prescription of antibacterial to be carried abroad and taken if illness 

     develops (ciprofloxacin 500 mg BD for 3 days) to people travelling to remote 

     areas and for people in whom an episode of infective diarrhoea could be 

     dangerous. 

    In areas where quinolone resistance is high e.g. Asia consider 

     bismuth subsalicylate (Pepto Bismol©) 2 tablets QDS as prophylaxis 

     or for 2 days as treatment. 

 

Threadworms    Treat household contacts at the same time. 

(Enterobius    Advise morning shower/baths and hand hygiene (Wash hands and scrub  

vermicularis) nails before each meal and after visiting the toilet to prevent reinfection).  

    Use piperazine in children 3-6 months of age.  

    If under 3 months of age, advise to observe hygiene measures for 6 weeks.
    Advise to cut fingernails and to change bed linen. 
    Threadworms are self-limiting if the patient can avoid re-infection for 6 weeks. 

    Mebendazole is contraindicated in pregnancy and children <6 months. 

    Piperazine is contraindicated in the first trimester but may be used with 

 caution in the second and third trimesters.  

 Drug Dose Duration of TX 

     

 Mebendazole  (not in 
pregnancy) 

 Adult and child >6months: 
100mg  

Single dose 

 Or    

 Piperazine/senna sachet  Child 3-6mths: 2.5ml spoon  Single dose, then 

   stirred into a glass of  repeat after 2  

   water or milk and taken weeks 

   immediately  

 

Amoebiasis    If colitis or amoebic abscess is suspected consider referral to hospital for a  

      specialist opinion.

 
 

   Metronidazole is the drug of choice for acute invasive amoebic dysentery  
since it is very effective against vegetative forms of Entamoeba histolytica  
in ulcers. Tinidazole is also effective. Both are also effective against  
amoebae which may have migrated to the liver, and require a follow up 10  
day course of diloxanide furoate.  

   Diloxanide furoate is the drug of choice for asymptomatic patients with   
      Entamoeba histolytica cysts in the faeces.  

 Drug Dose Duration of TX 

Acute invasive Metronidazole  Child 1-3yrs: 200mg  5 days 

intestinal:   TDS  

   3-7yrs: 200mg QDS  

   7-10yrs: 400mg TDS  

 
 

 Adult and child >10yrs:   

 
 

 800mg TDS  

 Metronidazole  As above 5-10 days 

Extra-intestinal Followed by    

amoebiasis  Diloxanide furoate  Child over 25kg: 20mg/ kg 10 days 

including liver    in 3 divided doses daily  

abscess:     

   Adult: 500mg TDS  
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Giardiasis If the patient relapses consider another course of therapy and  investigation 

 of the family who may be asymptomatic excretors.  

 
 

  

Drug Dose Duration of TX 

    

Metronidazole  Child 1-3yrs: 500 mg  3 days 

  OD  

  3-7yrs: 600-800 mg OD 3 days 

  7-10yrs: 1g OD 3 days 

  Adult and child > 10yrs:  

  400 mg TDS 5 days 

    
  Or  

   2g OD (less well  3 days 

   tolerated) 
 

 

 
Cryptosporidiosis 
 
 
 



   Infection is acquired from contact with infected humans or animals or  

after ingestion of contaminated water.  

   Produces watery diarrhoea which can last for up to 2 to 3 weeks (or  
longer in immunosuppressed patients).  

   No specific treatment is currently available. 

   This is a notifiable disease as clusters of cases warrant further  
investigation to exclude a common source. 

GENITAL TRACT INFECTIONS 

 
Note: Refer patients with risk factors for sexually transmitted infections (STIs) (<25yrs, no condom  
use, recent (<12mth) or frequent change of sexual partner, previous STI, symptomatic partner, or men 

who have sex with men) or a confirmed STI to Genitourinary Medicine (GUM) clinic. 

General practices with level 2 expertise in GUM are also appropriate referral sites for some forms of  

uncomplicated STI management. 

    All topical and oral azoles give 75% cure   

Vaginal     In pregnancy avoid oral azole, use intravaginal azole for 7 days. 

candidiasis      Latex condoms and diaphragms are damaged by the contents of  
 pessaries. Advice should be given on alternative methods of  
 contraception. 
    Only consider offering treatment to patient if symptomatic irrespective of  
 whether high vaginal swab is positive for Candida. 
    Undertake sampling to confirm diagnosis, especially if persistent or    

 
 

recurrent.  

   Only consider offering treatment to partners if symptomatic. If not  
registered at practice signpost to GUM clinic. 

   Candida vaginitis/vulvitis can be caused by fluconazole resistant strains.  
   With recurrent or difficult cases,  consider referral to GUM recurrent Candida 

infection clinic. 

 Drug Dose Duration of TX 

 Clotrimazole 10% 
 

 5 g vaginal cream  Single dose       

 Or Clotrimazole  500 mg pessary                           Single dose   

     

 Or Fluconazole  150 mg orally Single dose 

     

 Or Clotrimazole  100mg pessary  6 nights 
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    This condition is often characterised by a foul or fishy-smelling profuse  

Bacterial  discharge caused by an alteration in the vaginal bacterial flora. The  

Vaginosis presence of ‘Clue cells’ on microscopy, which are vaginal epithelial cells  
 
 

covered with multiple organisms, helps to confirm the diagnosis. Formal  
tests are done for this in GUM clinic. 

   Topical treatment gives similar cure rates but is more expensive. 

   A 5 day course of oral metronidazole is slightly more effective than 2g single  
 dose. 
 
 

   Avoid 2g dose in pregnancy & breast feeding. 

Drug Dose Duration of TX 

    

 
 

Metronidazole 




400mg BD       
Or 2g                           
 

7 days  
Single dose 
 

 
 

 Or    

 Metronidazole 0.75%   5g applicatorful at night 5 nights 

 vaginal gel     

     

 Or    

     

 Clindamycin 2% cream 
 5g applicatorful at night 7 nights 

  It is important to refer patients to Genito-Urinary Medicine Clinic to  

Neisseria ensure that screening for other sexually transmitted infections and  

gonorrhoeae contact tracing are performed. 

  If the patient is unwilling to attend after receiving appropriate information and 

 advice, or these service cannot be accessed within a reasonable time, then 

 treatment may be initiated for uncomplicated genital gonorrhoea on the  

 basis of a positive Microbiological result.  

  Two types of testing are currently available: culture and a nucleic acid 

 amplification test (NAAT). If result was obtained by NAAT, it is important to  

 confirm the result by sending swabs for culture and antimicrobial  

 sensitivity testing, due to the possibility of false positive NAAT result,  

 and to ensure that appropriate antibiotic therapy is given. 

  Due to rising resistance rates, the dose of ceftriaxone has been  

 increased to 500mg  to reflect the reduced sensitivity of Neisseria 

 gonorrhoeae to cephalosporins and the current UK treatment guidelines for

 uncomplicated gonorrhoea.

  Cefixime is no longer recommended due to rising resistance rates. 

  Azithromycin is recommended as co-treatment irrespective of the results of 

 Chlamydia testing, to delay the onset of widespread cephalosporin  

 resistance.  

  A test of cure is now recommended at 2-4 weeks to ensure clearance.
  Treatment regimen of uncomplicated gonococcal infection in pregnancy and 

 breastfeeding is the same as the standard regimen. 

  Patients with cephalosporin allergy should be referred to GUM for  

 management, as the agents used are not widely available.  

 Drug Dose Duration of TX 

   

 Ceftriaxone 500mg IM injection Single dose 

   

 Plus  

   

 Azithromycin 1g PO Single dose 



    30 

 
Chlamydia  



   Uncomplicated infection in females is defined as no cervical excitation,  
trachomatis abdominal pain or arthritis, presenting with intermenstrual bleeding,  

 cervicitis or asymptomatic carriage. In males uncomplicated chlamydia is  

 
 

those without joint, hepatic or dermatological complications, without  
epididymo-orchitis, and may include those with dysuria or a urethral  

discharge. 

   Opportunistic screening of those aged over 16 years and under 25 years is  
     available. 

 
 

   In pregnancy or breastfeeding tetracyclines are contra-indicated, so use  
azithromycin (unlicensed) or erythromycin and retest 6 weeks 

 after treatment to ensure clearance. 

 
 

   Amoxicillin is an option in pregnant women who are intolerant to 
azithromycin, but may only induce latency of the organism hence a test of  
cure for the woman and increased vigilance for symptoms in the neonate  

 
 

is advised. 

   Consider referring patient and partner to GUM before treatment for full STI  
screen and contact tracing. 

  

 Drug Dose Duration of TX 

 Doxycycline   100 mg BD 7 days 

     

 Or Azithromycin     1 g  Single dose 

                                

 In pregnancy or breastfeeding: 

     

 Azithromycin 
 1g Single dose 

     

 Or Erythromycin  500mg QDS 7 days 

     

 Or Amoxicillin  500mg TDS 7 days 

     

 
Trichomoniasis 



   Referral to GUM clinic is essential for follow up and contact tracing, before  
 antibiotics are given if possible.  

 
 

   Treat partners simultaneously.

   Full screening for STIs is highly recommended as up to 30% of patients
have a concomitant infection.

    In pregnancy or breastfeeding avoid 2g single dose metronidazole.  

 

 Drug Dose Duration of TX 

     

 Metronidazole  400 mg BD                               5 days 

     

   Or  

     

   2g as a single dose Single dose 
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Pelvic Pelvic examination will aid the diagnosis. 

Inflammatory    It is essential to send a cervical swab for N. gonorrhoeae culture, and to  
Disease (PID) send a cervical swab for NAATs for C. trachomatis +/- N. gonorrhoeae. 

    Negative cervical swabs do not exclude a diagnosis of PID. 

  Increasing resistance of N. gonorrhoeae to quinolones, locally >5%, 
means that they can no longer be used for empirical treatment. 

  Pregnant women with suspected PID require urgent hospital assessment. 
  Using doxycycline and metronidazole alone is not recommended due to  
      poor cure rates.  

    Ceftriaxone IM is recommended by BASHH on the basis of the evidence  

 available.  PHE no longer recommend oral cefixime due to increasing 
resistance rates. 

  The dose of ceftriaxone has been increased to 500mg stat to reflect the 
reduced sensitivity of Neisseria gonorrhoeae to cephalosporins and the current 
UK treatment guidelines for uncomplicated gonorrhoea. 

 In cases where gonorrhoea is identified, the specialty now recommends 
a test of cure, usually at about 2-4 weeks.  This is again due to the concern 
of resistance developing. 

    Consider referral to GUM for further screening and contact tracing. 

 

 Drug Dose Duration of TX 

     

 Ceftriaxone  500mg IM Single 

 (add 1ml lidocaine 1% to each 250mg vial and give by deep IM injection only) 

 PLUS    

 Metronidazole   400 mg BD 14 days 

 AND    

 Doxycycline  100 mg BD 14 days 

     

    

Vaginal discharge     Organisms:    

in a child          Streptococcus pyogenes (Group A streptococcus) 

(vulvovaginitis)         Haemophilus influenzae 

         Streptococcus pneumoniae 

      A vulval swab should be sent to confirm the diagnosis and the possibility  

 of an underlying cause considered e.g. foreign body. 

    Screening for STIs may be indicated, especially gonorrhoea. For legal  

 reasons, seek specialist Paediatrician advice if this is suspected. 

  

 Drug Dose Duration of TX 

     

 Amoxicillin  Child 1mth-1yr: 125mg 
TDS 

5 days 

     

   1-5yrs: 250 mg TDS  

     

   >5 yrs: 500 mg TDS  
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Acute prostatitis 


   Suspect acute prostatitis in a man presenting with: 
     Symptoms of a UTI: dysuria, frequency and urgency 

     Symptoms of prostatitis: lower back, perineal, penile or rectal pain 

    Symptoms of bacteraemia: fever or rigors 

    An exquisitely tender, swollen, and tense smooth prostate, which may be 
       warm to the touch. 
    Send a pre-treatment MSU before starting empirical antibiotics. 

   4 weeks treatment may prevent chronicity. 
    Quinolones are more effective, as they have greater penetration into the  

prostate, but there is a higher risk of adverse effects e.g. C.difficile. There is 
 poorer evidence for trimethoprim but it can be used in patients allergic to or 

 unable to take ciprofloxacin (e.g. seizures) 

  

 Drug Dose Duration of TX 

 First Line:     

 Ciprofloxacin 
 500 mg BD 28 days 

     
 Second Line:     

 Trimethoprim 
 200 mg BD 28 days 

 
Epididymitis +/-  

 
Organisms: 

orchitis        Sexually transmitted pathogens e.g. C.trachomatis, N.gonorrhoeae 
        Urinary tract pathogens e.g. E.coli.
        Mumps virus 

Practice points: 
 Ensure testicular torsion is excluded in any case of pain and/or swelling of the 

 epididymis or testis.  
Consider mumps orchitis if history of headache, fever or parotid swelling 7-10  
days prior to testicular swelling. Scrotal involvement can occur in the absence  
of any systemic symptoms of mumps. Mumps is a notifiable disease. 

 A detailed sexual history is required in all cases. Sexually transmitted  
 pathogens are more likely in <35yrs, and urinary pathogens are more likely in  
 >35yrs but there is overlap between these groups dependant on sexual history, 
 e.g. recent new partner, or recent procedure e.g. urological instrumentation. 

 Treatment is based on likely source of infection: 

 If sexually-transmitted infection is a more likely possibility, during daytime 
 hours do not start antibiotics and contact GUM services to discuss 
 management and make a same day appointment.  

 If out-of-hours, take the following specimens and treat empirically until results 
available. If an STI is suspected then all sexual contacts, male or female, will also 
require treatment and GUM follow-up. 

  If urethral discharge present, take a urethral swab for MC&S 
  First pass urine for C.trachomatis and N.gonorrhoeae NAATs 
  A mid-stream urine sample 

 If urinary tract pathogens more likely, send a pre-treatment MSU and start  

 empirical antibiotics.  

 Drug Dose Duration of TX 

 If sexually transmitted organisms a possibility: 

 Daytime: contact GUM for same day appointment 

 Out-of-hours take specimens as above and treat as below: 

 Ceftriaxone  500mg IM Single dose 

 (add 1ml lidocaine 1% to each 250mg vial and give by deep IM injection only) 

 Plus Doxycycline   100mg BD 14 days 

 If urinary pathogens more likely: 

 Ciprofloxacin  500mg BD 10 days 
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SKIN/SOFT TISSUE INFECTIONS 



   Panton-Valentine Leukocidin (PVL) is a toxin produced by 2% of Staphylococcus aureus  
and is associated with recurrent or persistent pustules and carbuncles or cellulitis.  On rare  
occasions it causes more severe invasive infections.  It has been known to cause a necrotising  
haemorrhagic pneumonia in otherwise healthy young people. There can be clusters of disease  
amongst household contacts and other groups including: close contact sports, sharing  
equipment e.g. gyms, military personnel, and prisons.  
Sometimes strains of MRSA produce PVL toxin.  

   Send swabs if PVL is a possibility, requesting PVL testing on the card. Perform drainage if necessary. 

Treat with antibiotics according to the site of infection and await sensitivities.  

   After treatment, and once the wound has healed, the patient will need to be offered a skin  

decolonisation treatment. This consists of Octenisan body wash or Chlorhexidine gluconate 4%  
cleansing solution used once a day for 5 days  (and used as a shampoo on days 1 and 3) with  
Mupirocin 2% nasal ointment used 3 times a day for 5 days. Close family contacts are only offered  
treatments if there is evidence of cross-transmission or if the patient has had multiple problems of  
re-infection.  Guidance on decolonisation and screening will be given by the CityCare Infection 
Prevention & Control Team (0115 8834902) or County Infection Prevention & Control Team (01623 
673477). 
 

Impetigo    Organisms:

    Staphylococcus aureus

    Group A Streptococci

   Systematic review indicates topical and oral treatment produces similar  
results 

  Topical therapy should be reserved for very minor infections and for short  
 courses only to minimise the development of resistance.  Due to fusidic acid  
 resistance rates in Nottinghamshire, oral therapy is warranted for 
 all but the most minor cases. In these cases Polyfax ointment should be used. 

    If Polyfax is unavailable, topical fusidic acid 2% may be considered as second 

 line; however resistance rates may result in treatment failures and oral  

 antibiotics may be preferred.  

    Mupirocin should be reserved for proven MRSA or PVL. 

 

 Drug Dose Duration of TX 

  
   

 First line:     

 Flucloxacillin                          Child 1mth-2yrs: 125mg  7 days 

   QDS  

   2-10yrs: 250mg QDS  

    Adult and child>10yrs:   

   500mg QDS  

 In penicillin allergy:    

 Clarithromycin  500mg BD 7 days 

 Or    

 In children consider   Child 1mth-2 yrs: 125mg  7 days 

 Erythromycin syrup  QDS  

   2-8yrs: 250mg QDS  

        Child>8yrs: 500mg QDS  

     

 Topical for very minor localised infections: 

 Polyfax ointment   Topically BD  5 days 

 (polymyxin B sulphate        

 10 000 units, bacitracin zinc 500 units/g)  
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Eczema 

 
There is a lack of evidence from controlled trials to support the use of topical 
antibiotics to treat infected atopic eczema. Data from trials that compared the use of 
topical antibiotic and corticosteroid combinations have not shown that addition of the 
antibiotic component provides benefit beyond that of a corticosteroid alone.  In 
infected eczema, use oral treatment (regardless of how localised the infection is) as 
for impetigo. Successful treatment of infected eczema requires concurrent use of 
antibiotics and sufficiently potent topical steroids.  
For eczema herpeticum see herpes simplex section  
 

 

  

Cellulitis    Organisms:

         Group A streptococci (C and G less commonly)

         Staphylococcus aureus

   If river or sea water exposure, discuss with microbiologist as more  
 unusual organisms may be responsible.

    Treat until there has been a good clinical response, frequently 7 – 14 days.  

  Check for evidence of tinea pedis, as this is often the route of entry for bacteria.

     Elevation and rest of the affected limb is important. 

    If the patient has severe pain, rapid progression of cellulitis despite  

 antibiotic therapy, is febrile or systemically unwell, prompt hospital referral 

 should be arranged.  

    In facial cellulitis, use Co-amoxiclav to extend cover to anaerobic and 

 respiratory organisms. 

     Erysipelas is difficult to distinguish from cellulitis but as the causative  

 organisms are Group A streptococci, treat as for cellulitis. 

    In the South of Nottinghamshire, there is a community-based IV antibiotic  

 pathway for adults with uncomplicated cellulitis. Selected patients may be  

 able to be treated with a short course of IV Ceftriaxone/Teicoplanin as an  

 alternative to hospital admission. Contact Clinical Navigation service on 

 0115 846 2376. 

  

 Drug Dose Duration of TX 

     

 Flucloxacillin  Child 1mth-2yrs: 125mg QDS 7 days. If slow  

  2-10yrs: 250mg QDS response continue 

 Adult and child>10yrs: 500mg for a further 7 days 

 QDS  

In penicillin allergy: 

Clarithromycin  Adults: 500mg BD 7 days 

Or    

In children consider    

Erythromycin syrup  Child 1 mth-2 yrs:125mg QDS 7 days 

  2-8yrs: 250mg QDS  

  Child>8yrs: 500mg QDS  

Facial cellulitis    

Co-amoxiclav  Child 1mth-1yr: 0.25ml/ kg of 7 days 
  125/31 suspension TDS  

  1-6 yrs: 5ml of 125/31   

  suspension TDS  

  6-12 yrs: 5ml of 250/62   

  suspension TDS  

  Adult and child>12yrs: 625mg TDS 
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Leg ulcers and    Bacteria will always be present. Do not routinely swab ulcers.  

pressure ulcers   Swabs for culture are only indicated if there are new clinical signs  

 of infection i.e. spreading cellulitis,  purulent exudate, systemic  

illness, pyrexia, malodour or increasing pain.  

   Antibiotics do not improve healing, in the absence of new clinical signs of  

infection as described above. 

   Organisms that may be present:

    Group A Streptococcus (Streptococcus pyogenes) 

       Staphylococcus aureus  

       Group B, C + G Streptococcus 

       Anaerobes 

       Coliforms – common colonisers

       Pseudomonas aeruginosa – common coloniser

   Choice of antibiotics when needed for a clinical infection should, where possible,        

     be directed by the sensitivities of the organism

 Topical antiseptics such as silver sulphadiazine or povidone iodine for  

Pseudomonas aeruginosa or topical metronidazole for anaerobes may be  

necessary to control exudate and odour. Refer to the Wound Care Formulary for 
advice on using topical wound cleansers and antimicrobial products in 

chronically colonised wounds. 

   Refer to Tissue Viability team if there are difficulties in managing a wound with  

persistent infection/ colonisation or if antimicrobial products are not being 
effective after 2 weeks of use. 

 

Drug Dose Duration of TX 

Flucloxacillin  500 mg QDS 7 days 

    

In penicillin allergy:    

Clarithromycin  500mg BD 7 days 

     

 

Diabetic foot    Appropriate local care of the ulcer is essential.

ulcers    Antibiotics should be reserved for when spreading cellulitis is present.  

    Refer to diabetic foot clinic if the ulcer is rapidly deteriorating or the patient is  
systemically unwell. 

 

Drug Dose Duration of TX 

   

Co-amoxiclav  625mg TDS 7-14 days then review 

    

In penicillin allergy:    

 Clindamycin  300mg QDS 7-14 days then review 

    

  

Osteomyelitis Deep infection of the bone.  
 

 Will need specialist input to obtain samples for microbiology to target appropriate 
organisms. 
 

 Seek advice from Medical Microbiology. 
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Animal bite 



   Organisms
        Pasteurella multocida

        Anaerobes

   Wound toilet is important and assessment of tetanus and rabies (if bitten 

abroad) risk should be made. 

 Antibiotic prophylaxis is advised for: 

all cat bites 

animal bites to hand, foot or face 

if there is possible tendon, ligament or joint involvement 

in patients who are immunocompromised (including diabetics, asplenia and  

cirrhosis) 

puncture wounds 

those with a prosthetic valve or prosthetic joint near to the injury  

and those requiring surgical debridement 

   For animal bites if the patient has genuine penicillin allergy and 

doxycycline is contraindicated (e.g. pregnancy or children) discuss 
treatment with a medical microbiologist or infectious disease physician as 

erythromycin or clindamycin are not active against all the likely pathogens. 

    

Human bite    Organisms   

        Group A streptococci and viridans streptococci 
        S. aureus
        Haemophilus sp. 
        Anaerobes 
    For human bites assessment of HIV, hepatitis B and C risk is advised. 
    If there is severe infection, a rapidly spreading cellulitis or the patient is  
 systemically unwell refer the patient for IV therapy.

  

 Drug Dose Duration of TX 

  
 First line animal & human prophylaxis and treatment:  Review at 24 & 48 hrs 

 Co-amoxiclav 
 Child 1mth-1yr:           

   0.25ml/kg of 125/31   

   suspension TDS  

   1-6 yrs: 5ml of 125/31 7 days 

   suspension TDS  

   6-12 yrs: 5ml of 250/62   

   suspension TDS  

   Adult and child>12yrs:    

   625mg TDS                

     

 In penicillin allergy:     

 Metronidazole  Child 1mth-12yrs:              7 days 

   7.5mg/kg (max 400mg)   

   TDS  

    Adult and child>12yrs:   

 Plus  400 mg TDS  

     

 Doxycycline (not in   100 mg BD 7 days         

 children or pregnancy)    

 Or    

 Clarithromycin (human   500mg BD 7 days         

 but NOT animal bites)    
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Boils 

 
Organism:

    Staphylococcus aureus

   If boils are recurrent or necrotic, or occurring within groups of contacts  

e.g. households, consider PVL-producing S.aureus as a cause (see PVL 

section).  

   Do not give antibiotics to patients with small abscess <5cm and no cellulitis.  

     Incise and drain if necessary.  

   Antibiotics are indicated if: 

 There is also fever or extending cellulitis. 
  The lesion is large (e.g. carbuncle) or on the face. 

 There are other co-morbidities (e.g. diabetes).  

Consider MRSA if in risk group. 

Drug Dose Duration of TX 

Flucloxacillin   Child 1mth-2yrs: 125mg  5-7 days 

  QDS  

  2-10yrs: 250mg QDS  

  Adult and child >  

  10yrs: 500mg QDS  

In penicillin allergy:    

Clarithromycin  500mg BD 5-7 days 

    

Consider Erythromycin syrup in children 

 
Wound infection 

 
Organisms: 

    Commonly Staphylococcus aureus  (MRSA is a possibility particularly  

 in those patients who are elderly, have multiple conditions, reside in long 

 term care institutions, have a previous history of MRSA or who have long 

 term medical devices such as catheters, see MRSA section). Other  

 organisms may be found following animal or human bites (see section  

 above). 

    Anaerobes if abdominal wound.
 Practice points : 

 Culture all infected surgical wounds and give dates of the operation on the  

 laboratory request form. 

 Local drainage and toilet may be sufficient in many cases. 

 If post-operative treat according to swab results.   

 Drug Dose Duration of TX 

 Flucloxacillin (not if MRSA)  Child 1mth-2yrs: 125mg  5 days 

   QDS  

   2-10yrs: 250mg QDS  

   Adult and child >10yrs:   

   500mg QDS  

 In penicillin allergy:    

 Clarithromycin   500mg BD 
 

5 days 

If anaerobes or deep wound infection add in 

 Metronidazole  Child 1mth-12yrs:  5 days 

   7.5mg/kg (max 400mg) TDS  

   Adult and child >12yrs:   

   400mg TDS  

 An alternative to adding in metronidazole is to use co-amoxiclav as monotherapy: 
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Wound infection Alternative monotherapy in non-penicillin allergy for deep wounds or anaerobes 

continued Co-amoxiclav-
  Child 1mth-1yr: 5 days 

   0.25ml/kg of 125/31  

   suspension TDS  

   1-6 yrs: 5ml of 125/31  

   suspension TDS  

   6-12 yrs: 5ml of 250/62  

   suspension TDS  

   Adult and child>12yrs:     

   625mg TDS  

  

Meticillin   MRSA are strains of S. aureus that are resistant to the isoxazoyl penicillins  

resistant such as meticillin and flucloxacillin. MRSA are currently cross-resistant to all 

Staphylococcus  currently licensed beta-lactam antibiotics e.g. amoxicillin, cephalosporins and 

aureus (MRSA)  co-amoxiclav. In addition they can be resistant to other classes of antibiotics, 

 but this is less predictable. Presently in Nottingham we have both erythromycin 

 resistant and sensitive strains in the community and nearly all isolates are 

 resistant to the quinolone antibiotics e.g. ciprofloxacin, levofloxacin. 

 
 Some strains of MRSA also produce PVL toxin.  

  Patients most at risk are those who have frequent contact with healthcare,  

 have wounds or medical devices, are elderly or chronically ill, diabetic or live 
 with someone with a previous MRSA diagnosis.   

    Screening programmes are in place for admissions to secondary care. 

  MRSA, like sensitive S. aureus isolates, can colonise wounds, therefore  

 antibiotics are not indicated unless there are signs suggestive of infection e.g. 

 purulent discharge, cellulitis. If there is a severe infection or an infection that is

 not responding to appropriate oral antibiotics, the patient may need hospital 

 admission for intravenous treatment (usually vancomycin). 

  

  If the patient is admitted to hospital, inform the admitting team that the  

 patient has had MRSA isolated, so that appropriate antibiotics are given, the 

 patient is offered decolonisation and is admitted to a side room. 

  

  Out of hours medical practitioners should be made aware of patients with  

 an MRSA positive culture by the use of a Special Patient Note to ensure that

 appropriate prescribing occurs.

  

  MRSA infected/colonised numbers of patients has been reducing, as more are  

 being actively treated and screened in an effort to reduce the community      
reservoir. 

  The Infection Prevention and Control Teams within primary care will discuss  

 individual cases with practitioners to ensure the most appropriate screening and 

 treatment regimen occurs. CityCare Infection Prevention and Control Team 

 (0115 8834902), County Infection Prevention and Control Team (01623         
673477). 

  

    Skin and soft tissue infections (SSTIs): 

    Follow guidelines for wound infection/boils.If the patient is febrile, appears  

unwell or is toxic with a SSTI consider assessment in hospital. 

     Swab the lesion if purulent exudates or pus present
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     If MRSA or MRSA/PVL  is suspected because of previous results, or  

MRSA continued surgical or healthcare related, it is very important to collect a microbiology 

 sample. 

     Do not give antibiotics to patients with minor SSTIs or small abscesses 

 (<5cm). Incise and drain small abscesses without cellulitis 

     For larger abscesses after incision and drainage start empirical or culture-  

 guided systemic antibiotic therapy for larger abscesses or if there are  

 infections in other family members. 

     Serious and deep-seated MRSA infections, refer for urgent  

 assessment and treatment in hospital.  

  If fails to respond to treatment discuss with a Medical Microbiologist. 

  Linezolid may be advised by Microbiology for MRSA skin/soft tissue infection. 

It is classified as an Amber 2 agent.  It has important drug interactions and 

requires monitoring. 

 Drug Dose Duration of TX 

 Choice guided by results of sensitivity testing: 

     

 Doxycycline (not in  100mg BD 7 days 

 pregnancy or children)    

 Or    

 Clarithromycin  500mg BD 7 days 

     

 In children consider  Child 1mth-2 yrs: 125mg  7 days 

 Erythromycin syrup  QDS  

   2-8yrs: 250mg QDS  

   Child>8yrs: 500mg QDS  

     

  

 MRSA Decolonisation Therapy: 

     

 Octenisan body wash*  Once daily, also using 5 days 

   as a shampoo on days 1 
and 3. 

 

 Or (in accordance with local Infection Prevention and Control Guidelines) 
  

 Chlorhexidine gluconate 4% cleansing solution (advised by Sherwood Forest 

 Hospitals Trust and the County Infection Prevention and Control Team) 

     

 Plus    

 Mupirocin 2% nasal   TDS to both nostrils 5 days 

ointment**    

* on the advice of infection control – Octenisan wash mitts and shower caps may be used in 
community patients unable to use the standard wash 

**Naseptin cream applied QDS to both nostrils has been used as an alternative in the event 
of a supply problem with Mupirocin nasal ointment. Recommended course lengths have 
varied from 5 to 10 days depending on indication  

  

  

Mastitis and Organisms: 

Breast Abscess  Staphylococcus aureus 

  Beta-haemolytic Streptococci (e.g. Streptococcus pyogenes) 
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Mastitis and Mastitis: 

Breast Abscess Antibiotics are indicated if symptoms have not improved or are worsening after 

continued 12-24 hours of effective milk drainage, or there is clinical evidence of an infected 

 nipple fissure. In addition to antibiotics, advice regarding continuing to breastfeed 

 or express, use of hot compresses, not wearing a bra and simple analgesia may 

 relieve symptoms. Culturing breastmilk is not usually required; however in cases 

 where there has been no response to treatment within 48 hours, recurrent  

 mastitis, or in patients unable to take flucloxacillin, send breastmilk (expressed 

 into a sterile container) for MC&S. Erythromycin is safe in pregnancy and 

 breastfeeding.  

 Breast Abscess: 

 Refer the patient for an urgent General Surgical or Breast Clinic assessment, 

 to allow for appropriate investigations plus drainage if required.  

 See below for recommended empirical treatment 
 Drug Dose Duration of TX 

 Flucloxacillin  500mg QDS 14 days 

     

 Penicillin allergy:    

 Erythromycin  500mg QDS 14 days 

     

 If no improvement at 48 hours, consider 

 Co-amoxiclav  625mg TDS 14 days 

 Review with culture and sensitivity results. Discuss with microbiology if 
penicillin allergy. 

  

Acne Mild to moderate acne: -  

 First line therapies include topical retinoids (tretinoin, isotretinoin, or  

 adapalene) or benzoyl peroxide. Antibiotic containing therapies should be 

 reserved for use in combination with benzoyl peroxide or a topical retinoid in cases 

 of treatment failure. Combination therapy may limit the development of resistance. 

 For information about available topical therapies please see the Nottinghamshire 

 Joint Formulary 

 The decision to start oral antibiotics should be made when a fair trial of topical 

 agents has failed knowing that therapy is only suppressive and therefore needs 

 to be continued long-term (i.e. at least 6 months) and there is the possibility of 
emerging drug resistance

Key Points: 

Topical antibiotics are no more effective than benzoyl peroxide alone in mild  

   to moderate acne. 

   Topical and systemic antibiotics are equally effective and the choice  
      depends on the extent of disease, side effects and patient preference.  

 Topical and systemic antibacterials should not be given concomitantly

 because of the risk of bacterial resistance but a non-antibacterial

 containing topical preparation may be continued after a systemic 

 antibacterial has been added. Do not continue treatment with antibiotics 

 for longer than necessary (but give an adequate course to allow a response). 

    Indications for referral for consideration of oral isotretinoin include any  

      scarring acne, resistant disease, repeated recurrence on cessation of oral  

      antibiotics or marked psychosocial sequelae. 

  Topical antibiotic therapy – see Formulary for available preparations 

  Systemic antibiotic therapy: see table below. 

  

http://www.nottinghamshireformulary.nhs.uk/
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Acne continued Drug Dose Duration of TX 

 Topical therapy – see notes above: 

     

 Systemic therapy First line:    

 Lymecycline  Adult and child >12yrs:  At least 3 months 

   408mg OD  

 Second line:    

 Doxycycline   Adult and child >12yrs:  At least 3 months 

   100mg OD   
 

 

 
Head lice 

 
Pediculosis capitis (head lice) is one of the commonest conditions in childhood. 

 Check all household contacts but only treat if live lice found 

 There are 3 main treatment options: mechanical removal, physical 
insecticides, and traditional insecticides.  

     Regular “wet combing” (two times a week)  with a metal toothed comb 

       after using hair conditioner mechanically removes lice. Continue until no 

       full-grown lice are seen for three consecutive sessions. This ‘bug-busting’ 

       method has been advocated as an alternative to insecticides. 

    Dimethicone 4% lotion (Hedrin lotion®) is a physical insecticide. 

       It is rubbed into dry hair and scalp and left for a minimum of 8 hours  (or  

       overnight) before shampooing. A repeat application is necessary after 7 days. 

    Isopropryl myristate and cyclomethicone (Full Marks Solution®) is also a 

      physical insecticide that is another recommended option. Apply to dry hair,       

      leave for 10 minutes. Comb through hair with comb provided to remove the

      remains of lice and eggs. Retreat 7 days later.

 Traditional Insecticides: 

    Permethrin - available formulations and licensed applications of current 

 products make then unsuitable for the treatment of headlice 

 Therefore Malathion is the only traditional insecticide currently recommended: 

      Malathion 0.5% aqueous solution (Derbac-M) – apply to the dry hair and scalp 

  Allow to dry naturally and wash out after 12 hours. Repeat after one week.  

    In cases of unsuccessful treatment, check the following have been done: 

 correct application technique and time, sufficient volume of product, and two  

 treatments 7 days apart. If a course of treatment has failed to cure, a different 

 agent should be used for the next course. Potential sources of reinfestation 

 (household and close contacts) should be identified by detection combing, 

 and treated simultaneously if found to be affected. 

    In pregnancy and breastfeeding, wet combing may be preferred as there are 

 no chemicals involved. Dimeticone 4% has a well-established safety   

 profile and is licensed for use in pregnancy and breastfeeding. If a 

 traditional insecticide is necessary,  Malathion 0.5% is unlicensed but  

 considered safe in pregnancy and breastfeeding. 
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Scabies    Treat all household contacts simultaneously. Presently there is a widespread  

 increase in the number of cases of scabies, especially associated with 

 residential institutions. Resistance to insecticides, is increasing although 
many failures are due to inadequate treatment. 

    Other members of household should be examined and treated.   

    Early diagnosis is important and if in doubt, a referral to a dermatologist is  
recommended. If there is spread within an institution (i.e. more than 1 case), 
the Community Infection Control Team should be contacted as all residents 

 and staff may need to be treated simultaneously. 

    Permethrin 5% (Lyclear) is currently the treatment of choice for therapy  

 and prophylaxis and is safe in pregnancy and breast-feeding (unlicensed 

 use). Malathion 0.5% (Derbac-M) is an alternative treatment. Permethrin 5% 

 is licensed for use in babies over the age of 2 months. 

    All the body from the jaw line down should be adequately covered with 

 insecticide for 8-12 hours and reapplied if washed off. Particular attention 

 should be paid to hands and nails. In children 2mths-2yrs, immunosuppressed 

 and the elderly, it is recommended that the cream should also be applied to 

 the face, neck, scalp and ears as well (avoiding contact with eyes), as they 

 are at a greater risk of infestation of the face and scalp compared with other 

 children and adults. Treatment needs to be reapplied after 7 days  [BNF]. 

    Bedclothes and clothing should be changed and washed after treatment. 

    The itch and eczema of scabies persists for some weeks after the infestation 

 has been eliminated, consider symptomatic treatment. 

    Washing with an emollient after treatment may reduce the itching. 

  

 Drug Dose Duration of TX 

 First line – Permethrin 
 5% cream 2 applications one  

    week apart 

 Second line – Malathion  0.5% aqueous liquid  

 
Crab lice 



   Pediculosis pubis (crab lice) is often transmitted through sexual intercourse 
 and/or close and intimate contact.   
    Consideration should be given to the possibility that the patient may be at  

risk of other genital infections. Carry out appropriate screening or refer to  
Genitourinary Medicine. 

    Alcohol lotions are not recommended.  
    A second treatment is needed after 7 days to kill lice emerging from surviving 

eggs. [BNF recommendation].  

   A different insecticide should be used if a course of treatment fails.  
     Infestation of eyelashes can also occur and should be treated with yellow 

 soft paraffin or petroleum jelly. 
 Drug Dose Duration of TX 

     

 Adults and children aged 6 months and over: 
 Malathion 0.5% aqueous lotion (Derbac-M) - 

 Apply to whole body (pay particular attention to all hairy areas including beards 
 and moustaches; avoid any other areas above the neck), allow to dry naturally, 
 wash off after12 hours or overnight. Repeat after 7 days 

     
 Adults over 18yrs only    

 Permethrin 5% dermal cream (Lyclear) 
 Refer to summary of product characteristics or package insert for directions in 
 applying the product. Cream should be left in contact with the skin for 24 hours. 
 Treated areas should then be thoroughly washed. Repeat after 7 days 
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Dermatophyte  
infection of the  
proximal 
fingernail or 
toenail 

   Take nail clippings: Start therapy only if infection is confirmed by the  

laboratory. 

 Repeat sampling if mycology negative but significant clinical suspicion, due to the 

possibility of false negative results. 

   Nail infections are best treated systemically. 

 Idiosyncratic liver reactions occur rarely with terbinafine.  It is more effective 

  than the azoles.  

 There is no evidence of increased adverse effects from terbinafine in children  
(unlicensed) and it should be considered for onychomycosis, which is much less 

 likely to respond to griseofulvin. 

   

 Drug Dose Duration of TX 
 

   

First line: Terbinafine Children >1yr by body 6-12 weeks (fingers)   
 weight: or 3-6 months (toes) 

  10-20kg: 62.5mg OD  

   20-40kg: 125mg OD  

    >40kg: 200mg OD                   

  Adult: 250mg OD  

 Second line:    7 days per month for  

 Itraconazole  200 mg BD         2 courses (fingers) or  

    3 courses (toes) 

 For superficial infections topical treatment could be considered: 

 5% Amorolfine nail   once or twice weekly   6 months (fingers) or  

 lacquer    12 months (toes) 

     

 
Mould infections     The mould must be seen on microscopy of the nail and found in pure culture. 

of the nail An isolated culture with negative microscopy warrants a repeat sample for 

 microscopy and culture. If mould infection is extensive and confirmed both by 

 microscopy and culture, the treatment required is a combination of chemical 

 dissolution or surgical removal followed by topical terbinafine for 9-12 months 

 with mycological follow-up.  

    Other filamentous fungi other than dermatophytes e.g. Scopulariopsis  

 brevicaulis can cause chronic mould infections of the nails. As they are 

 ubiquitous in the environment and they do not respond to conventional  

 treatment, it is important to confirm that they are responsible for the infection 

 in the nail and not just a transient environmental contaminant, as treatment is 

 difficult and prolonged.  
    Less extensive disease may respond to topical amorolfine. 

  


  
Dermatophyte   Take skin scrapings for culture.  

infection of the   1 week topical terbinafine is as effective as 4 weeks topical azole  treatment.
skin  If intractable or disease extensive, in diffuse palmar or moccasin-type infections 

 consider oral terbinafine for 2-4 weeks.  
  

 Drug Dose Duration of TX 

     

 Topical 1% Terbinafine   apply OD - BD 1 week 

     

 Topical 1% Clotrimazole  apply OD - BD 4 – 6 weeks 
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Dermatophyte     Treatment of tinea capitis always requires an oral antifungal.  

infection of the  If oral antifungal treatment is being considered in children, seeking specialist 

scalp advice is usually advisable. Consider prescribing only if confident of the 

 diagnosis and experienced in treating scalp ringworm in children. 

    Send scrapings or brushings and plucked hairs for microscopy and culture.  
Treatment is for at least 2-4 weeks for terbinafine and at least 6-8 weeks
for griseofulvin, and should be continued until there is no clinical or laboratory 
evidence of infection. 

   Trichophyton tonsurans infections are more likely to respond to terbinafine. 
Microsporum spp. are more likely to respond to griseofulvin. 

    As t. tonsurans frequently spreads within families, it is important to ask  

 about symptoms in other family members and take scrapings or brushings  

 where appropriate.  

 Concurrent use of a topical antifungal e.g. ketoconazole shampoo during  

 first 2 weeks of treatment can reduce transmission.  

 Drug Dose Duration of TX 

 Griseofulvin   Child:10mg/kg/day   At least 6-8 weeks 

   Adult: 500 mg -1g/day  

     

 Terbinafine (unlicensed)  Child >1yr by body  At least 2-4 weeks 

   weight:  

   10-20kg: 62.5mg OD  

   20-40kg: 125mg OD  

   Adult and child >40kg:   

   250mg OD  

  

Cutaneous  Systemic therapy (fluconazole, itraconazole) may be indicated if the disease  

Candidiasis is severe or if there is no response to topical treatment  

 Drug Dose Duration of TX 

 1% Clotrimazole  BD-TDS 1 to 2 weeks after 
lesions  

    healed to prevent 
relapse 

     

 2% Miconazole cream  BD 1 to 2 weeks after 
lesions  

    healed to prevent 
relapse 

 Candidal angular cheilitis:     

 Nystatin 100 000 units/g    BD-QDS 7 days after lesions  

 Ointment   healed to prevent 
relapse 

     

  

Pityriasis Organism -    Malassezia species

versicolor  
 Systemic therapy (itraconazole 200mg OD for 7 days) may be indicated for 

 widespread disease or where topical treatment has failed.  
 Oral terbinafine is not effective. 
  
 See below for topical treatments 
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Pityriasis Drug Dose Duration of TX 

versicolor cont. Topical therapy:   Use as a lotion (diluted  Leave for 10 minutes  

 Selsun Shampoo  with water to reduce then rinse off. 

   irritation) Apply once daily for  7  

   [Unlicensed but days. Repeat if  

   established indication,   necessary 

   see BNF section 13.10.2]  

 Or 1% Clotrimazole   BD-TDS 10 days after lesions  

    healed 

  

Varicella zoster/ When to treat chicken pox:  

Chicken pox  In immunocompetent patients, the value of antivirals is minimal. If onset of rash 
is  <24 hours and patient is either: >14 years, severe pain / dense rash, smoker, 

 on  steroids, or a secondary household case AND treatment can start within 24 
 hours of onset of rash, consider aciclovir.  

 Regardless of immune function and use of any immunoglobulins, neonates with 

 chickenpox should be referred for parenteral antivirals 

 Chickenpox in Pregnancy: 

    Urgently seek specialist advice regarding the need for diagnostic tests,  
counselling on the risk of foetal varicella syndrome, antiviral treatment, and 

 follow up.  

    Only prescribe an antiviral drug in primary care (with the informed consent 

 of the woman) on the advice of a specialist. 

    All cases of chickenpox require close monitoring and admission to hospital 

 should be considered if there is any deterioration. (If in any doubt discuss 

 with the duty Infectious Diseases doctor via NUH City Campus switchboard 

 on 0115 9691169).   

    If a pregnant woman is exposed to chickenpox or zoster and does not have 

 a definite history of chickenpox, a serum sample should be taken  

 immediately to determine their VZ immune status. Please liaise with the  

 virology laboratory to ensure rapid testing. The case should be discussed  

 with a medical virologist/microbiologist who will give further advice as to  

 whether VZ immunoglobulin will need to be offered if they are found to be  

 non-immune.    

Herpes zoster/ 
Shingles 

When to treat shingles:  

Always treat ophthalmic shingles (with Valaciclovir and refer to Ophthalmology),  
     Ramsay Hunt syndrome, in eczema or the immunocompromised. 

 Patients >50 years who present within 72 hours of onset of rash.  
 Post herpetic neuralgia is rare in <50 years but occurs in 20% of >60 years. 

  Non-truncal distribution 

  Severe pain or severe rash 

 Immunocompromised patients:  

    Both varicella and zoster can be life threatening in the immunocompromised 

 (including those on oral steroids) and immediate treatment is indicated. 

 Recommended oral therapy for zoster in the immunocompromised is  

 Aciclovir 800mg five times daily for 10 days. Continue for 2 days after crusting 

 of lesions 

    Phone the duty Infectious Diseases doctor at NUH on 01159 9249924, for  

 advice if an immunocompromised patient develops either chickenpox or  

 zoster or has a significant exposure to other patients with these conditions. 

 All cases of zoster in an immunocompromised patient require close 

 monitoring and admission for IV aciclovir should there be any deterioration.  
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Varicella zoster/ Drug Dose Duration of TX 

Chicken pox Aciclovir  1mth-2 yrs: 200mg QDS 5 days 

and   2-6 yrs: 400mg QDS 5 days 

Herpes zoster/   6-12yrs: 800mg QDS 5 days 

Shingles    Adult and child>12yrs:  

   800 mg 5x/day          7 days 

     

 Second line, for use when compliance is likely to be a problem as it is 10 times  

 the cost: 

     

 Valaciclovir  Adult: 1g TDS 7 days 

   Not recommended in  

   children.   

 

Herpes Simplex  Cold Sores: 

Virus    Cold sores are generally self-limiting and do not need treatment.  

   Topical antivirals may reduce duration of lesions but only if applied in the first  

      24  –  48 hours. They do not prevent recurrences. 

Seek specialist advice for immunocompromised patients, pregnant patients near    
    term and neonates.  
Eczema herpeticum: 

   Send a viral swab to confirm but start empirical treatment. If the patient is well  
     with only localised disease, prescribe oral aciclovir as below.  

  If patient is systemically unwell or there is extensive involvement, refer to the on- 
    call Dermatologist. 

 If eczema herpeticum involves the skin around the eye s, the patient should be 
   referred for same-day ophthalmological and dermatological advice 
Genital herpes: 

  Consider referral to GUM for diagnosis, treatment, contact tracing and STI   
 screening. 

    Seek specialist advice for pregnant women.   
   Oral aciclovir can be used if within 5 days of onset. 

    For treatment of recurrences, or for suppression, seek advice from GUM. 

 Drug Dose Duration of TX 

Genital Herpes Aciclovir  Adult 200 mg 5x/day 5 days 

   Child 1month – 2 
years100mg 5x/day 

 

   Child ≥2 yrs   
200mg 5x/day 

 

 If compliance is likely to be poor, as 10 times the cost of aciclovir: 

 Valaciclovir  500mg BD 5 days 

     

SPLENECTOMISED PATIENTS AND THOSE WITH  AN AFUNCTIONAL SPLEEN 

Splenectomised  Patients with no spleen or functional asplenia have a significantly increased  

patients and  risk of overwhelming infection, particularly with:  

those with an Encapsulated organisms – Streptococcus pneumoniae (60%), Haemophilus 

afunctional  influenzae type b and Neisseria meningitidis 

spleen    Less commonly with – Escherichia coli, malaria, babesiosis (rare tick-borne 

 infection) and Capnocytophaga canimorsus (dog bites). 
 Immunisation reduces but does not eliminate the risk of infection. 

 Antibiotic prophylaxis: 

 All adults should be offered lifelong antibiotic prophylaxis following splenectomy; 

     however if compliance is an issue this can be reduced. Adults must receive  

     prophylactic antibiotics for 2 years post splenectomy.  Children should receive 
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     antibiotic cover until 16 years of age (NB. Older children should still receive a 

     minimum 2 year course). 

   Lifelong antibiotic prophylaxis is always advised for all patients considered at 

     continued high-risk of pneumococcal disease, including:

 Patients under 16 or over 50 years of age 

 Patients who have an inadequate serological response to pneumococcal 

          vaccination.  

 Patients with a history of previous invasive pneumococcal disease 

 Patients undergoing splenectomy for an underlying haematological  

 malignancy, particularly in the context of on-going immunosuppression.  

    Education of the patient about their life-long increased risk of overwhelming   

 infection and the need for malarial prophylaxis when they travel is important. 

    They should be told to seek immediate medical attention if they have fevers,  

 shivers or feel unwell, are bitten or scratched by an animal, and should be  

 issued with an alert card.  They can also sign-up for ‘MedicAlert’ bracelets. 

  

 Emergency antibiotics: 
    If compliance is a problem, an emergency supply of amoxicillin should be  

 given to the patient.  This should be kept at home, taken on holiday and used  

 immediately should they develop any signs of infection. 

    If the patient becomes acutely unwell, and is not penicillin allergic, prompt  

 administration of benzylpenicillin as for meningococcal disease can be given,  

 and rapid referral is recommended. 

 For the most up to date information about vaccination schedules, please 
refer to Immunisation against Infectious Diseases – the “Green Book”: 

https://www.gov.uk/government/collections/immunisation-against-infectious-
disease-the-green-book 

Splenectomised  Drug Dose Duration of TX 

patients and  Phenoxymethylpenicillin   <1 year: 62.5mg BD Long term (at least 2  

those with  (Penicillin V)  1–5 yrs: 125 mg BD years post  

afunctional 
spleen 

  >5 yrs and adult: 250 
mg BD 

splenectomy) 

     

 If penicillin allergic:    

 Adults – Clarithromycin  Adults: 250mg BD Long term (at least 2  

    years post  

    splenectomy) 

     

 Children – Erythromycin  1month-2yrs: 125mg 
BD 

 

   2-8yrs:250mg BD  

   8-18yrs: 500mg BD  

     

 Pregnant – Erythromycin  500mg BD  

     

 Emergency supply of   Child 1mth-1yr: 125 mg  5 days 

 amoxicillin, sufficient for 5   TDS  

 days treatment, and seek   1-5yrs: 250mg TDS  

 urgent medical attention.  5-12yrs: 500mg TDS  

 If suspension, supply as   12-18 yrs and adults:   

 dry powder for   500 mg TDS  

 reconstitution    

https://www.gov.uk/government/collections/immunisation-against-infectious-disease-the-green-book
https://www.gov.uk/government/collections/immunisation-against-infectious-disease-the-green-book
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Appendix 1 - Antimicrobials in Pregnancy and Breastfeeding.  
 
General points: 

 It is important to adequately treat maternal infections during pregnancy to avoid adverse maternal 
and foetal effects as a consequence of uncontrolled fever or infection.  

 Where possible send samples to Microbiology and use the results of culture and sensitivity to 
guide choices.  

 
The following guidance is derived from the British National Formulary, see the relevant chapters for more 
information.  
Other information can be found on the UK Teratology Information Service (UKTIS) www.uktis.org  

Antimicrobial Pregnancy Breastfeeding 

Beta-lactams: 

 Penicillin 

 Amoxicillin /Ampicillin 

 Cephalosporins 

 Flucloxacillin 

 Co-amoxiclav 

Use at any stage 
Not known to be harmful 

Use at any stage 
Not known to be harmful 

Pivmecillinam (penicillin 
antibiotic) 

Short term use not known to be harmful 
Avoid long courses 

Trace amounts in milk, but 
appropriate to use 

Tetracyclines: 

 Doxycycline 

 Lymecycline  

Avoid 
1st trimester – potential effects on 
skeletal development 
2nd and 3rd trimester – staining of teeth 
in foetus 

Avoid 
Discolouration of infants teeth 

Gentamicin 

Avoid unless essential 
Very small risk of auditory or vestibular 
nerve damage in the foetus in 2nd and 
3rd trimester 

Not known to be harmful 
 

Macrolides: 

 Erythromycin  
Not known to be harmful Not known to be harmful 

Macrolides: 

 Clarithromycin  

 Azithromycin  

 
Avoid unless benefit outweighs risk and 
no suitable alternatives 

 
Avoid unless benefit outweighs 
risk and no suitable alternatives 

Clindamycin Not known to be harmful 
Amount probably too small to be 
harmful. Bloody diarrhoea 
reported in one infant 

Trimethoprim 
Risk of teratogenicity in 1st trimester 
and in folate deficiency or if taking 
folate antagonists e.g. anti-epileptics 

Short term use not known to be 
harmful  

Quinolones: 

 Ciprofloxacin 

 Levofloxacin 

 Ofloxacin 

Avoid Avoid 

Vancomycin Only use if benefit outweighs risk 

Present in breast milk; however 
significant levels after oral 
administration (e.g. for C difficile) 
unlikely. 

Linezolid Use only if benefit outweighs risk Avoid 

Nitrofurantoin 
Avoid at term – may potentiate neonatal 
haemolysis 

Caution – has been associated 
with haemolysis in G6PD deficient 
infants. 

Metronidazole Avoid high dose regimens 
Significant amount in milk, avoid 
large single doses. 

Fluconazole Avoid 
Amount probably too small to be 
harmful 

Aciclovir 
Not known to be harmful but use only if 
benefit outweighs risk 

Caution – significant amounts in 
breast milk but not known to be 
harmful 

http://www.uktis.org/
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Appendix 2  

 

Local resistance data: Urinary organism sensitivity and changes to UTI guidance 

 
Local and national resistance to trimethoprim in urinary isolates has steadily increased. This has led to 
consideration of alternative agents, both nationally by Public Health England and locally by the authors 
of the Nottinghamshire Primary Care Antibiotic Guideline draft 2015 
 
Analysis of data from Nottingham University Hospitals microbiology laboratory showed the trimethoprim 
resistance rate in community urinary isolates in 2014 was 33%. However a difference in resistance 
across age ranges was demonstrated, similar to previously published national data, with a rising rate of 
infection with age and the >80years having a rate of 38%. The Infectious Diseases Society of America 
guideline recommends against using an antimicrobial for empirical treatment when local resistance rates 
are above 20%. 
 

 
 
 

 
 
Public Health England now recommends using trimethoprim as a second line agent (after nitrofurantoin) 
for patients at low risk of resistance, and advises to consider pivmecillinam in the elderly and in those 
with risk factors for resistance.  
 
Pivmecillinam is a narrow-spectrum penicillin, extensively used in other European countries with many 
attractive properties for use as a treatment for lower urinary tract infection. The cost is similar to the first 
line antimicrobial nitrofurantoin. Pivmecillinam has been used throughout Scandinavian countries for 
decades, with no evidence of increasing resistance rates despite its extensive use. A recent international 
study of isolates of E.coli from episodes of acute uncomplicated cystitis showed 95.8% of isolates were 
sensitive to pivmecillinam, with only fosfomycin having a higher rate at 98.1% 
 



    50 

Appendix 3 References and Guidelines 
 
These Nottinghamshire guidelines are based on the Public Health England (PHE) Primary Care 
guidance on Diagnosing and Managing Infections, with local adaptation.  They replace the previous 
edition published in 2012.  
 
The PHE guidelines are fully referenced with the evidence for the recommendations:  
 
https://www.gov.uk/government/publications/managing-common-infections-guidance-for-primary-care  
 
Other PHE guidelines for Primary Care are found here: 
 
https://www.gov.uk/government/collections/primary-care-guidance-diagnosing-and-managing-infections  
  
General references  
 
British National Formulary 68th edition September 2014 
 
Immunisation against Infectious Diseases – the “Green Book”: 
https://www.gov.uk/government/collections/immunisation-against-infectious-disease-the-green-book   
 
British Association for Sexual Health and HIV guidelines (BASHH) 
http://www.bashh.org/BASHH/Guidelines/Guidelines/BASHH/Guidelines/Guidelines.aspx 
 
Nottingham University Hospitals NHS Trust Antibiotic guidelines  http://www.nuh.nhs.uk/healthcare-
professionals/antibiotics/  
 
Public Health England, Infectious Disease topics:  https://www.gov.uk/health-protection/infectious-
diseases  
 
COPD  http://www.goldcopd.org/Guidelines/guidelines-resources.html  
 
Community acquired pneumonia  https://www.brit-thoracic.org.uk/guidelines-and-quality-
standards/community-acquired-pneumonia-in-adults-guideline/ 
 
UTI  http://www.sign.ac.uk/guidelines/fulltext/88/index.html  
 
 NICE clinical guidelines http://www.nice.org.uk/guidance/published  
 
CG12 COPD  
CG69 Acute cough/bronchitis  
CG54 Urinary Tract Infection in children 
CG184 Dyspepsia  
 
NICE Clinical Knowledge summaries (CKS) http://cks.nice.org.uk/#?char=A 
 
A reliable source of evidence based information with an A to Z index for easy reference. Most of the 
topics covered in these guidelines are found here.  
 
 
 

 
 
 
 
 
 

 
 
 
 

https://www.gov.uk/government/publications/managing-common-infections-guidance-for-primary-care
https://www.gov.uk/government/collections/primary-care-guidance-diagnosing-and-managing-infections
https://www.gov.uk/government/collections/immunisation-against-infectious-disease-the-green-book
http://www.bashh.org/BASHH/Guidelines/Guidelines/BASHH/Guidelines/Guidelines.aspx
http://www.nuh.nhs.uk/healthcare-professionals/antibiotics/
http://www.nuh.nhs.uk/healthcare-professionals/antibiotics/
https://www.gov.uk/health-protection/infectious-diseases
https://www.gov.uk/health-protection/infectious-diseases
http://www.goldcopd.org/Guidelines/guidelines-resources.html
https://www.brit-thoracic.org.uk/guidelines-and-quality-standards/community-acquired-pneumonia-in-adults-guideline/
https://www.brit-thoracic.org.uk/guidelines-and-quality-standards/community-acquired-pneumonia-in-adults-guideline/
http://www.sign.ac.uk/guidelines/fulltext/88/index.html
http://www.nice.org.uk/guidance/published
http://cks.nice.org.uk/#?char=A
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Appendix 4 – Consultees  
 

The following were included in the consultation process for these guidelines: 

Nottinghamshire Area 
Prescribing Committee 

Members of the Area Prescribing Committee 

Dr Andrew Lunn Consultant Paediatric Nephrology, Nottingham 

Dr Immy Ahmed Consultant GUM, Nottingham 

Dr Manjula Pammi Consultant GUM, Nottingham 

Sarah Pankhurst Head of Tissue Viability, Nottingham CityCare 

Conor McLaughlin Non-medical prescriber, NEMS 

Dr Fouzia Jabeen Consultant Virologist, Nottingham 

Fiona Branton Head of Infection Prevention and Control, Nottingham CityCare 

Dr Stuart Cohen Consultant Dermatologist, Nottingham 

Sandra Lawton Nurse Consultant, Paediatric Dermatology 

Dr Abhinav Kumar Consultant Microbiologist, Sherwood Forest Hospitals 

Dr David Turner Associate Professor, Microbiology, Nottingham University 

Alyson Anderton Respiratory Nurse Specialist, TB services, Nottingham 

Dr Vivienne Weston Consultant Microbiologist Nottingham 

Dr Stephen Holden Consultant Microbiologist and Antimicrobial Lead, Nottingham 

Annie Clarke Head of IPC, Local services, Nottingham Health Care NHS Trust 

Dr Jane Coleman GP Fairfields Practice 

Dr Ashini Fox Consultant GUM, Nottingham 

 

 

Appendix 5 – Delayed Prescriptions for Antibiotics  

Delayed prescription is recommended in international guidance, and the National Institute for Health and 
Care Excellence currently recommends using a strategy of either no antibiotic prescriptions or a delayed 
antibiotic prescription for dealing with uncomplicated acute sore throats and other respiratory infections. 

A delayed prescription service may be delivered by either issuing the prescription to the patient with 
advice on when to use it or post-dating it, or by leaving the prescription at the practice reception with 
instructions to the patient on when it is necessary to return for it. If clear advice is given to patients, there 
is probably little to choose between the different strategies of delayed prescription. In most studies, 40-
60% of prescriptions were not collected for use by the patient. 

If any further information or resources for use with patient please contact your Medicines Management 
team. 

 
 

Appendix 6 – Antimicrobial Quick Reference Guide see here or go to the APC website 

http://guidance.nice.org.uk/CG69
http://guidance.nice.org.uk/CG69
http://www.bmj.com/content/348/bmj.g1606
http://www.bmj.com/content/348/bmj.g1606
http://www.nottsapc.nhs.uk/attachments/article/3/Antimicrobial%20quick%20reference%20guide.pdf
http://www.nottsapc.nhs.uk/

