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INTRODUCTION
All doses unless otherwise stated are for adults. For children’s doses, refer to the BNF for children.
Welcome to the 3rd edition of the Guidelines for Intravenous Antimicrobial Therapy in the Community Setting. They have been
developed by a multi-disciplinary team of hospital and primary care pharmacists, specialist and community nurses, microbiologists and
infectious disease physicians g iving guidance on the indications for, and management of patients receiving intravenous (IV)
antimicrobial therapy in their own home in the community setting.
They can be read in conjunction with;
 Primary Care Antimicrobial Prescribing Guidelines (5th edition August 2015)
 Worcestershire Hospitals Acute NHS Trust ‘Adult Antibiotic Prescribing Policy’ (WAHT-PHA-001) Antimicrobial Prescribing Guidelines
Version 7.1
 Vancomycin dosing and monitoring in adult patients (guideline WAHT-PHA-003)
 Gentamicin and tobramycin – use of “extended interval” aminoglycoside therapy (guideline WAHT-PHA-004)
Guidance for prescribing intravenous antibiotics in adults within the community is broadly consistent with that given for hospitalised
patients, occasionally choices of agent and doses may differ slightly to facilitate community administration.
When prescribing, or administering intravenous therapy, healthcare professionals should refer to the BNF, Summary of Product
Characteristics (if available) and package inserts for each antibiotic for reconstitution guidance, timing of infusions etc. Wherever
possible doses have been selected to enable agents to be given by bolus, but this is not possible in every case. Where necessary,
antibiotic levels should be monitored according to Acute Trust protocols (see Appendix B within these guidelines).

2.

SCOPE
This guidance is intended for Worcestershire GPs, Consultants in Acute Trust Hospitals who are referring patients out to the community
and Community Hospital Doctors. In addition to this they are designed to act as a resource for nurses who administer I.V. antimicrobial
therapy in patients’ homes or Health and Care Trust settings and other relevant and appropriate clinicians within Worcestershire
Acute Hospitals NHS Trust. NB. For the purposes of this guideline the ‘Community Setting’ may be a community hospital, a care home or
the patient’s own home.

3.

ROLE OF IV TEAM
The role of the Worcestershire Health & Care NHS Trust’s IV Team is to facilitate, and initiate where appropriate, home intravenous
administration of antimicrobial agents. The team reserves the right to take advice from the Acute Trust Microbiologists and
Infectious Diseases Consultants over any patient referred to them.

IV injection for adults in community settings
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PRINCIPLES OF INTRAVENOUS THERAPY IN THE COMMUNITY SETTING
Intravenous Therapy in the community setting may be indicated for the following reasons:
 continuation of therapy initiated within an acute hospital
 community treatment advised by an acute hospital specialist practitioner for a community based patient
 initiated by a general practitioner for a patient not requiring, or attempting to avoid, acute hospital admission
Clinicians should always consider whether intravenous therapy is clinically necessary. Many moderate to severe infections can be
successfully treated with oral antibiotics, and some agents (e.g. metronidazole, clindamycin or ciprofloxacin) have excellent
bioavailability, making oral dosing just as effective as intravenous therapy.
Intravenous therapy is appropriate whenever:






the patient is unable to tolerate oral therapy
the severity of infection requires intravenous therapy
the antibiotic susceptibility pattern of the organism means that oral agents would be inappropriate
oral antimicrobial therapy has failed
Gut absorption is unreliable or the agent is not available in oral form

4a. Suitable conditions for home intravenous therapy
These include;
 Urinary Tract Infection (UTIs) caused by organisms resistant to oral agents
 Cellulitis & other soft tissue infection
 Chest infections not amenable to oral therapy, or caused by organisms resistant to oral agents
 Patients receiving long-term follow-on therapy after initial hospital investigation & assessment (e.g. endocarditis,
osteomyelitis etc.)
This list is not exhaustive, and may also include patients receiving intravenous anti-fungal agents (e.g. haematology or oncology
patients) or antiviral agents.
A wide variety of agents may therefore be used in the community – administration information for all intravenous agents can be found
in the University College London NHS Trust (UCL) guide available within the Acute Trust, community hospital wards and home IV team.
This guidance does not seek to replicate that information, but more specifically to provide guidance to general practitioners and other
primary care professionals following hospital advice, or initiating intravenous therapy themselves for the more commonly encountered
conditions. In all situations, appropriate samples for culture (e.g. swabs, urine, stool, sputum, blood cultures) should be collected and
submitted with supporting clinical information detailing previous antibiotics and relevant clinical history. This is vital to establish the
antibiotic susceptibility pattern, particularly if a n y o f t h e m ic r o - o r g a n i s m s id e n t if i e d a r e r e si s t a n t t o c e r t a in
agents.
IV injection for adults in community settings
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4b. Conditions requiring hospital assessment, investigation or samples before starting antibiotics
Patients with;
 Suspected endocarditis must always be referred for full assessment, blood cultures and echocardiography. IV therapy is usually
commenced in the inpatient setting for initial 2 weeks.
 Suspected meningitis or brain infections must always be referred for full assessment, brain imaging as necessary, CSF examination
and blood cultures/PCR investigations.
 Peri-orbital cellulitis must be seen as an inpatient.
 Patients with suspected pneumonia (CRB65 score > 1) should be referred for hospital assessment or admission.
 Suspected discitis, osteomyelitis, septic arthritis and prosthetic joint infections must be discussed with Infectious Disease
Consultant/Consultant Orthopaedic Surgeon or admitted to hospital for assessment.
4c.

Pre-requisites for recommending patients for home I V therapy

It must be noted that the Home IV team, prior to confirming treatment commencement may require a risk assessment and the
referrer has an obligation to ensure the team are aware of any relevant risk factors.
Patients accepted by the community IV service must;
 be registered with a Worcestershire GP.
 be over 18 years old. NB. Patients between the ages of 16 and 18 years old may be considered for acceptance onto either the
paediatric or adult home IV service. This will be considered on a case by case basis.
 if discharged from Worcestershire Acute NHS Trust there must be agreement from the patient’s GP to accept general medical
responsibility for the patient (with cover provided for annual, study or sick leave). The clinical responsibility for the IV antibiotics
elements of care is retained by the Acute Trust clinician.
 be medically and psychologically suitable, and be able to understand the implications of the treatment at home.
 have access to a telephone at home to be able to access help if necessary.
 not have known substance misuse or alcohol issues that could contra-indicate treatment in the community setting. Therefore any
referrals of patients with these issues will be considered on a case by case basis.
 have no contraindications, allergies or history of anaphylaxis to the antimicrobials prescribed.
 have access to blood monitoring if required during treatment. The t r e a t m e n t regime and the assimilation of results must be
the responsibility of the referring clinician (see further guidance on page 14).
 have the drugs prescribed onto a medication administration form or electronic discharge prescription.
 if discharged from Worcestershire Acute Hospitals NHS Trust, have all the appropriate medication supplied by the Trust.
 have treatment prescribed that is appropriate and feasible for administration by the community team in terms of choice of drug,
dosage, frequency of administration and method of delivery e.g bolus or infusion and the length of the regime.
 not be pregnant unless prior hospital consultant assessment has taken place and the drug is licensed/safe in pregnancy. If breast
feeding drug to be used must be BNF approved for use in breastfeeding.
IV injection for adults in community settings
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Please Note: acceptance of any patient to the IV community service will be dependent upon the capacity within the IV team and district
nursing teams; and the required competencies of individual nurses.
5.

PROCESS FOR REFERRALS FOR IV THERAPY IN THE COMMUNITY SETTING
5a.

GP Referral for IV Therapy in the community setting

Any GP recommending patients for home IV therapy must;
1)

First make contact with the IV team to check the patient’s suitability for home IV therapy and that the patient meets the prerequisites for the service. The antibiotic regime should be discussed (unless following the condition specific protocols contained
within this guideline) with the Consultant for Infectious Diseases (Dr M Ling – see contact details on page 7), or in her absence with
a Consultant Microbiologist.

2)

The treatment must be prescribed on Trust approved drug administration charts. An FP10 will not be required provided the
antibiotic is held in stock by the IV team. Blood monitoring will be required if no recent results available – U&Es, FBC and glucose
(NB. Assessment of renal function is an important consideration). Cost of antibiotics is charged back to the GP prescribing budget
held by Worcestershire Clinical Commissioning Groups.

3)

The GP will need to review the patient during the course of treatment and liaise with members of the IV team.

4)

The GP should be aware that the IV service operates 7 days a week. The telephone number to ring is 01905 681818

5)

The GP can contact the Consultant in Infectious Diseases (Dr M Ling) at the Acute Trust. Availability is from Monday – Friday
between 09.00-17.30.



Contact number is 01905 763333 bleep 136 or 07876508611.
Out of hours – contact via 01905 763333 and ask for the on-call medical microbiologist.

See section 8 for further contact details on page 14.
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6.

SPECIFIC CLINICAL GUIDANCE
URINARY TRACT INFECTIONS (UTIs) not suitable for oral therapy
NB: Always send urine for culture before starting antibiotics

DEPENDENT ON
Urine Culture Results:
Please also refer to the
Pyelonephritis flowchart
in Appendix C

OPTIONS INCLUDE
Ertapenem*1 g IV once daily
(mild penicillin allergy rash or resistant organisms or lack
of capacity for TDS regime)
If anaphylaxis or severe reaction with penicillin call
Dr Ling or Co nsu ltant Microbiologist.
OR
Co-amoxiclav 1.2g IV three times daily
Review at 48-72 hours, change to oral therapy as
symptoms improve.
See help notes for duration of course.

See Appendix B and Appendix C for higher doses for
severe pyelonephritis.
Additional Notes for UTIs overleaf

IV injection for adults in community settings

HELP NOTES
a. Ertapenem may be advised if UTI caused by resistant
bacteria, particularly extended-spectrum Betalactamase (ESBL) producing coliforms. Length of
treatment will depend on whether the patient has
simple, uncomplicated UTI (3 days) or complicated,
higher UTI (7-10) days.
b. *Ertapenem is NOT active against Pseudomonas spp.
If this is the causative organism, use Tazocin® or
equivalent piperacillin/tazobactam (4.5g tds) - If mild
penicillin allergy (i.e. rash, non-anaphylactic) use
meropenem (500mg tds), otherwise call for advice.
Once daily 5mg/kg g e n t a m i c i n may be used
with monitoring of levels: see page 19.
c. If using IV agents keep under review and consider
changing to oral co-amoxiclav (625mg tds) if
sensitivities allow for this as symptoms improve.
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Additional Notes for UTIs
Common Pathogens: Esherichia coli Coliform organisms Staphylococcus saprophyticus

Proteus mirabilis

Clinical Details:
1. 70-80% of isolates are sensitive to trimethoprim. Trimethoprim attains higher concentrations for longer periods than beta-lactam antibiotics,
but should not be used for higher UTI (e.g. pyelonephritis). It can be used during pregnancy except in women who are folate deficient, or who
are taking folate antagonists (unless a folate supplement is taken). It should not be used if the woman has recently taken trimethoprim (some
clinicians recommend avoiding repeating trimethoprim within 3 months), or has a history of recurrent infections resistant to this drug
2. The presence of Proteus species may suggest the possibility of renal or bladder calculi. Discuss with urology if not responding to appropriate
treatment. Staphylococcus aureus may indicate infection in blood or higher in the urinary tract. Discuss with ID Team/Consultant or
Microbiologist in all cases. If patient appears to be clinically septic – consider taking a blood culture.
3. Quinolones e.g. ciprofloxacin are highly effective but should never be used routinely and discussion with a Microbiologist for complicated
infections is recommended. Quinolones and cephalosporins have been significantly associated with the development of Clostridium difficile
infection.
4. ESBL (Extended Spectrum Beta-lactamase) producing organisms are becoming increasingly prevalent in the community. These should be
treated according to sensitivity patterns. Nitrofurantoin is often effective, and some are susceptible to trimethoprim, co-amoxiclav or
ciprofloxacin or fosfomycin. Occasionally ertapenem, a once daily parenteral agent is advised. Avoid nitrofurantoin use in the elderly and in
those with renal impairment. NB. Recent MHRA drug safety update (September 2014): nitrofurantonin is contraindicated in patients with an
estimated glomerular filtration rate (eGFR) of less than 45ml/min/1.73m2. A short course of (3-7days) may be used with caution in certain
patients with an eGFR of 30-44ml/min/1.73m2. Only prescribe to such patients to treat lower urinary tract infections with suspected or
proven multidrug resistant pathogens when the benefits of nitrofurantoin are considered to outweigh the risks of side effects.
5. Sterile pyuria, consider urethritis (possibly chlamydia, vaginal candida, renal tuberculosis or calculi). Consider referral to ID if source unclear.
Precautions: If a patient is catheterised, treatment for an apparent UTI (i.e. the presence of bacteriuria) will often fail, and is rarely indicated
unless there are systemic signs of infection e.g. fever, rigors.
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MODERATE/SEVERE CELLULITIS
DEPENDENT ON

OPTIONS INCLUDE

1st line: Optimising oral
therapy

See cellulitis protocol (Appendix A): For most patients,
oral therapy should be optimised (flucloxacillin from
500mg to 1g qds orally) before escalating to IV therapy.

2nd line:

HELP NOTES

Oral clindamycin 4 5 0 m g Q D S m ay be added to
oral flucloxacillin if poor response

a. Clindamycin*** has been associated with antibioticassociated colitis and also Clostridium difficile
infection. Treatment should be discontinued
immediately if diarrhoea develops Clindamycin use is
recommended for or moderate/severe cellulitis as an
alternative to acute hospital admission.

If Penicillin allergy: Oral Clindamycin*** 450 mg qds as
above.

b. Peri-orbital cellulitis must be referred because of risk
of CNS invasion.

Teicoplanin 400mg once daily (twice daily on the first
day) for 7- 10 days. Prescribe 600mg BD on day 1 and
then 600mg daily if patient >70kgs.

c. If pain is marked feature, then consider necrotizing
fasciitis, and admit for inpatient treatment.

BNF (March 2015): >70kgs: 6mg/kg every 12 hours for
first three doses and then 6mg/kg daily thereafter.
Oral clindamycin (450mg four times daily) may be
added if poor response (but NB risk of C. difficile
disease). If patient is >70kgs prescribe clindamycin
600mg QDS.

d. Lymphoedema – refer to Primary Care Antibiotic
Guidelines and specialist Lymphoedema Service.
e. Post-surgical cellulitis – take wound swab to ensure
targeted treatment as long term option.
f. Review patient every 48 hours.
g. If febrile over 39oc consider in-patient assessment.

Additional Notes: Bacterial Skin Infections - Cellulitis



Common pathogens:
Staphylococcus aureus (including MRSA)
Less common pathogens: Coliforms (commensal - rarely pathogenic) Pyogenic Streptococci (A,C,G); Pseudomonas aeruginosa (can be a
commensal); Deep ulcers – anaerobes Klebsiella spp. Enterobacter spp.

IV injection for adults in community settings
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Key Points:


Cellulitis: (also refer to local dressings, leg ulcer policies and lymphoedema guidelines)

1. All cases of c ellulitis must be treated promptly, to reduce the risk of development of septicaemia. In most cases the causative agent is Group
A Beta-Haemolytic streptococcus. Secondary infection with Staphylococcus aureus is a l s o relatively common, especially in diabetic
patients. Cellulitis in special groups such as immuno-compromised patients and diabetics may be due to other less common pathogens as well.
2. Haemophilus influenzae cellulitis is occasionally seen in children, often orbital. Treatment here should be co-amoxiclav (IV c efotaxime may
be necessary).
3. Cellulitis can develop into necrotising infections e.g. anaerobic cellulitis and gas gangrene. Like rapidly spreading cellulitis, these are regarded as
medical emergencies, and need urgent admission.
4. Diabetic patients: Whilst staphylococcal skin infections are common in diabetics, other organisms can often be present. Coliforms
(including Escherichia coli & Klebsiella spp.) and group B streptococci can cause infection in diabetics in areas of ischaemia, trauma or abdominal
surgery. Pseudomonas is also an opportunistic pathogen in diabetic skin infections. For diabetic foot infection, start treatment with coamoxiclav 625mg tds for 7 days, with review to consider extension or modification of treatment (including possible escalation to IV therapy). Also
refer to podiatry and establish and manage the underlying cause. Refer to local and NICE guidance on diabetic foot problems.
5. Leg Ulcers – Bacteria always present, and antibiotics do not improve healing. Only take swabs if evidence of clinical infection (increased pain or
exudates, rapid deterioration). If surrounding cellulitis, consider oral co-amoxiclav 625mg tds for 7 days and review.
6. If necrotic tissue present may require early debridement and high dose intravenous antibiotics – close and frequent review is essential.
7. Lymphoedema – seek specialist advice from lymphoedema service.
8. Lack of improvement at 48-72 hours seek ID advice or contact the Consultant Microbiologist.
IV injection for adults in community settings
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LRTI – LOWER RESPIRATORY TRACT INFECTIONS/COMMUNITY ACQUIRED PNEUMONIA
If a patient requires IV antibiotics, they MUST be admitted immediately as an emergency. NB. Mortality is high in this patient group

COPD
Patients with severe COPD are usually known to the community COPD team. The team is able to obtain Respiratory Consultant Support. Where
there is an indication for IV antibiotics in the community, this should only be started where the patient is under the care of the COPD team and
following discussion with the Respiratory Consultant.

BRONCHIECTASIS/OTHER PSEUDOMONAS INFECTIONS
Bronchiectatic patients with pseudomonas infection should be under the care of the respiratory team. IV antibiotics for ciprofloxacin resistant
pseudomonas are not necessarily indicated on the basis of microbiological culture results alone and need to be considered in the context of
other pseudomonas management strategies, including prophylactic antibiotics, nebulised antibiotics, physiotherapy and mucolytics. IV antibiotics
should be commenced only after discussion with the Respiratory/ID or microbiology consultants or per the attached protocol (Appendix E) and with
a plan to refer to the respiratory team concurrently.

IV injection for adults in community settings

Page 12 of 28

3rd

7.

June 2016

THERAPEUTIC DRUG MONITORING (including renal function)

It is essential that patients receiving certain antibiotics such as aminoglycosides (gentamicin or tobramycin) or glycopeptides (vancomycin or
teicoplanin) are monitored and this will be carried out by the IV team/community nursing team. Full details can be found on Worcestershire Acute
Hospitals NHS Trust intranet site, a short tabulated summary of: drugs, presentation, method of administration, adverse reactions and monitoring
requirements is available in Appendix B and provides this information for key antimicrobial agents which may be used within community settings. This
section also recognizes a number of newer or emerging antimicrobial agents with following seeking of specialist advice may be considered.

NB:

All patients receiving IV therapy for longer than 2 weeks must have weekly monitoring of bloods ; FBC / U&E / CRP / LFT and a one off blood
glucose.

IV injection for adults in community settings
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USEFUL CONTACTS
Further advice regarding antibiotic assays can be found on the Hospital Trust intranet, or from a consultant microbiologist or
ID physician.
Infectious Disease Physicians:



Dr M Ling, Worcestershire Royal Hospital 01905 763333 bleep 136 or 07876508611

Respiratory Consultants:




Dr C Hooper, WRH 01905 760240
Dr A Lal, Alexandra Hospital, Redditch 01527 503030 bleep via switchboard

Public Health England
(Previously Health Protection Unit)



0344 2253560 option 2 and then option 3 for local team









Dr M Ashcroft
Dr C Catchpole
Dr T Gee
Worcestershire Royal Hospital 01905 763333 ext. 39206
Dr H Morton
Dr E Yates
Dr E Yiannakis
For microbiology you can also ring Alexandra Hospital, Redditch 01527 503030 and ask for the
call to be put through to a consultant microbiologist.



For all referrals please ring 01905 681818 and enter the options as indicated for the relevant
locality .



Worcestershire Health & Care Trust: Community Infection Prevention & Control Team based at
Evesham Community Hospital. Carole Clive (Nurse Consultant) 01386 502552

Acute Trust Medicines Information



01905 760611 (direct line) or WRH Ext. 30235

Medicines Management Team
(Worcestershire Health & Care
Trust)




John Morrison, 01905 733397
Shelley Priest, 01905 681328

Consultant Microbiologists

Community IV Team:
(Worcestershire Health & Care
Trust)
Infection Prevention and Control

IV injection for adults in community settings
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CELLULITIS PROTOCOL

Patient with Cellulitis
seen by doctor/
advanced nurse
practitioner

Temp under 38
degrees.
Well and limb not
swollen

Yes

Temp over 38 degrees,
otherwise well but with
Cellulitis

Penicillin allergy?
No

Issue flucloxacillin 500mg qds orally for 7
days, before starting IV therapy consider
optimising oral option by increasing dose
to 1g qds

MILD CELLULITUS
Clarithromycin 500mg
bd OR

Worse/no better Day 3
or not tolerated

Improving at Day 3

MODERATE/SEVERE CELLULITIS
Clindamycin 450mg qds orally.

Bloods include U&E,
Glucose, FBC Urgent
BM if Diabetic

Continue existing
treatment to 7 days

If worsening cellulitis, no penicillin allergy use
with Flucloxacillin, otherwise alone.

Notes:
Home IV Team, Tel: 01905 681818
1. If weight over 70kg use Teicoplanin 600mg od
after day 1
2. If eGFR under 60, change to Teicoplanin 200400mg daily Day 4 onwards
3. No Clindamycin if prior Clostridium difficile
infection

Not improving or
worsening on oral

Exclusions:
1. Infection of hand or involving joints: urgent orthopaedic review/admission
2. Facial/Peri-Orbital Cellulitis: go to hospital = maxillofacial/ENT
3. Suspected Necrotising Fasciitis e.g. moderate/severe pain - admit
4. Rapidly progressive Cellulitis - admit
5. Patient constitutionally unwell e.g. vomiting/temp at/over 39 degrees
6. Major co-morbidity or BM glucose over 28
NB: for 2-6 – HOSPITAL ADMISSION ADVISED AS EMERGENCY

Home IV teicoplanin
Home
400mgIV
IV Teicoplanin
BD on day 1
400mg
BD on
Day 1
thenIV
400mg
daily
then 400mg Daily
(600mg BD on day 1 and
(600mg od if over
1,270kg) *
then daily
if over
70kg)*
1,2

No better day 7 or
worse at any time

Urgent Infectious
Diseases/Microbiology
advice bleep 136 at
WRH/admit –
(Ceftriaxone 1-2g IV
daily for Home IV may
be advised)

* Exclusions to Home IV apply – absence of telephone and under 16 years. Patients with
Alcoholism, IV Drug Users, unsupervised with dementia, Mental Health issues, pregnancy,
assessed on case by case basis.
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APPENDIX B
IV Antibiotics for Adults - For Administration in the Community / Community Hospitals
It is a medical responsibility to ensure that the prescribed dose is appropriate for the patient’s renal and liver function.
Nurses – For convenience, wherever possible the administration method shown here is IV bolus (except gentamicin, vancomycin, ertapenem, 2g ceftriaxone and high dose
teicoplanin). Please use this method unless an infusion is necessary, or as indicated in the method and administration.
If using a part vial, please contact Medicines Information for further advice on displacement values.
DRUG
AMIKACIN

PRESENTATION
50mg in 1ml or
250mg in 1ml vials

(Microbiologist
discussion required)

METHOD & ADMINISTRATION
For extended interval dosing via PICC
line, dilute the prescribed dose in
100ml 0.9% sodium chloride and give
over 30-60 minutes (max 1.5g).
(Without central access solution must
be diluted to 2.5mg/ml)

ADVERSE REACTIONS
Contains sulphites, which may cause
allergic-type reactions including
anaphylaxis and bronchospasmespecially in those with a history of
asthma. Administration related
adverse effects include tinnitus,
deafness, vertigo, paraesthesia,
nausea & vomiting.
Drug Class: Aminoglycoside.
Considered safe in penicillin allergy.

AMOXICILLIN

Powder for
reconstitution 250
or 500mg vials

BENZYLPENICILLIN

Powder for
reconstitution
600mg, 1.2g

IV injection for adults in community settings

Dissolve with water for injection, 5ml
for 250mg, 10ml for 500mg.
Administer immediately after
reconstitution as a bolus over 3-4
minutes. (1g doses will be 20ml over 35 minutes. 2g doses will be 40ml over
6-10 minutes, or if impractical, dilute
up to 100ml sodium chloride 0.9% over
30 minutes)
Dissolve with water for injection (10ml
per 600mg). Administer at a rate of at
least 1 minute per 300mg.

Anaphylactic reactions have been
reported rarely. Discontinue if an
itch, facial swelling, or wheezing
develops, a rash appears, or if there
are any signs of collapse.
Drug Class: Penicillin

Occasionally hypersensitivity to
penicillin in the form of a rash.
Anaphylactic reactions have been
reported rarely - see amoxicillin.
Drug Class: Penicillin
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MONITORING
For extended interval dosing, check trough level (clotted
nd
blood sample to microbiology) immediately before 2
dose is due on day 2 (to ensure target level <5mg/L is
maintained) and twice a week thereafter, provided renal
function remains stable. Check U & Es at same time. Do
not omit doses while results awaited (unless side effects
apparent – seek advice). More frequent monitoring is
needed where renal function is unstable.** Microbiology
advice should be obtained for courses longer than 7 days.
If patients have a Creatinine clearance less than
40ml/min, extended interval dosing is contra-indicated.
Maximum cumulative dose is 15g
NB Samples are referred to the Bristol Reference
Laboratory and same day results may not be available.
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PRESENTATION
Powder for
reconstitution
250mg, 500mg, 1g
and 2g vials

CEFTRIAXONE

Powder for
reconstitution
250mg, 1g & 2g

CO-AMOXICLAV

Powder for reconstitution
600mg and 1.2g

DAPTOMYCIN
(Cubicin)

Lyophilized powder for
reconstitution 500mg/vial

(Consultant
approval required in
addition to cold
chain management)

IV injection for adults in community settings

METHOD & ADMINISTRATION
Dissolve with water for injection or
sodium chloride 0.9% (250mg in 2.5ml,
500mg in 5ml and 1 and 2g in 10ml).
Administer slowly over 3-5 minutes.
Doses over 2g should be further
diluted with 50-100ml sodium chloride
0.9% or glucose 5% and given over 2030 minutes. NB. As the antibiotic
dissolves, carbon dioxide is released
causing frothing which clears quickly.
Any small bubbles remaining in syringe
are carbon dioxide and can be injected
without ill effects.
Reconstitute with water for injection,
5ml for 250mg, 10ml for 1g;. For 2g
vial, reconstitute with 40ml sodium
chloride 0.9% or 5% glucose. Give
doses up to 1g by slow intravenous
bolus over 2-4 minutes, or via drip
tubing. Doses of 1-4g should be
infused over at least 30 minutes. Doses
of 4g and above reconstitute each 2g
with 40mls sodium chloride 0.9% or
5% glucose and give doses of 2g over
at least 30 minutes.
Reconstitute with water for injection,
10ml for 600mg, 20ml for 1.2g. Give as
bolus over 3-4 minutes

This drug is not routinely administered
within Primary Care by the Community
IV Team due to the need for
compliance with cold chain
requirements and stability of the
agent.

ADVERSE REACTIONS
Phlebitis, thrombophlebitis and
hypersensitivity reactions are rare.
Anaphylactic reactions have been
reported rarely - see amoxicillin.
Reduced dose in renal impairment.

MONITORING
With high doses (greater than 4g daily) and concurrent
aminoglycosides (gentamicin or tobramycin) or potent
diuretics such as frusemide, renal function may be
adversely affected: check U & Es 2-3 days after discharge.

Drug Class: Cephalosporin. Use with
caution in penicillin allergic patients.
10% cross sensitivity. Seek urgent
advice before giving if allergy history
suggests anaphylaxis to penicillin or
meropenem.
Care required in patients who have
previously shown hypersensitivity
(especially anaphylactic reaction) to
penicillins or other noncephalosporin beta-lactam
antibiotics.
Drug Class: Cephalosporin. Use with
caution in penicillin allergic patients.
10% cross sensitivity. Seek urgent
advice before giving if allergy history
suggests anaphylaxis to penicillin or
meropenem.
Occasionally hypersensitivity to
penicillin in the form of a rash.
Anaphylactic reactions have been
reported rarely - see amoxicillin.
Drug Class: Penicillin.
In the event of use staff must be
aware of the monitoring which is
required.
Dosage modifications are required
in renal impairment.
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Seek urgent advice before giving if allergy history
suggests anaphylaxis to penicillin or meropenem.
Avoid if both renal AND liver impairment, or in patients
with cholestatic jaundice.

Dose reduce in renal impairment.

Take bloods for CK levels twice a week. Patients should
be having oxygen saturations daily and report any
deterioration in respiratory status.
If use of this agent is considered essential, checks linked
to maintenance of the cold chain must be completed
prior to treatment in the community.

3rd

June 2016

DRUG
ERTAPENEM

PRESENTATION
Powder for
reconstitution
1g vial

METHOD & ADMINISTRATION
Reconstitute 1g with 10ml water for
injection or sodium chloride 0.9%
Shake well to dissolve.
Add to 50ml sodium chloride 0.9%
and give over 30 minutes.

FLUCLOXACILLIN

Powder for
reconstitution
250/500mg/1g vials

Dissolve with water for injection, 5ml
for 250mg, 10ml for 500mg, 1520mls for 1g Give as an intravenous
bolus over 3-4 minutes within 30
minutes of reconstituting.
Doses over 1g doses will be diluted
with 50-100ml sodium chloride 0.9%
and given over 30-60 minutes.

IV injection for adults in community settings

ADVERSE REACTIONS
Most common side effects are:
Headache, diarrhoea, nausea,
vomiting, rash, itching, inflammation,
formation of a lump, swelling at the
injection site.
Rarely: allergic reactions
Very rarely: Anaphylaxis.
Hallucinations.
Reduce dose in renal impairment.
Drug Class: Carbapenem. Use with
caution in penicillin allergic patients.
Seek urgent advice before
administering if allergy history
suggests anaphylaxis to penicillin.
Anaphylactic reactions have been
reported rarely - see amoxicillin.
Avoid in liver impairment. CSM
advise that cholestatic jaundice may
occur up to several weeks after
stopping treatment. Courses longer
than two weeks and elderly patients
at most risk.
Drug Class: Penicillin.
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MONITORING

3rd

DRUG
GENTAMICIN

June 2016

PRESENTATION
Multi dose vials
80mg in 2mls

METHOD & ADMINISTRATION
For extended interval dosing, dilute
the prescribed dose in 100ml 0.9%
sodium chloride and give over 60
minutes.
Multiple dosing, up to 120mg a dose,
these doses may be given as a slow
bolus over 3-5 minutes.

ADVERSE REACTIONS
Ototoxicity and nephrotoxicity can
occur so serum levels should be
monitored, especially in renal
impairment. Nausea, vomiting and
urticaria can be seen.
longer than 7 days.
Drug Class: Aminoglycoside.
Considered safe in penicillin allergy.

Once daily dosing (normal regime).

MEROPENEM

Powder for
reconstitution 500mg &
1g

TAZOCIN equivalent
(piperacillin/
tazobactam

Powder for
reconstitution
2.25g (2g/0.25g) & 4.5g
(4g/ 0.5g)

IV injection for adults in community settings

Doses up to and including 1g – dilute
each 500mg with 10ml WFI then
infuse over 5 mins.
For doses >1g reconstitiute each
500mg with 10ml of sodium chloride
0.9% or glucose 5% then dilute
further in 100ml sodium chloride
0.9% or glucose 5% and give over 1
hour.
Reconstitute with either water for
injection or saline (10ml for 2.25g or
20ml for 4.5g). Swirl (DO NOT SHAKE)
until dissolved. Given by slow
intravenous bolus over 3-5 minutes.

MONITORING
Take blood sample 20-24 hours after first dose of 5mg/kg.
The sample should be labeled as ‘Pre-dose’. Post dose
samples are not required. A satisfactory trough level is
under 1mg/l. Levels should be monitored every 3 days
and U&Es should also be monitored at the same time.
For patients >65 years or those with renal impairment
WAIT for result before giving next dose. For other
nd
patients the 2 dose can be given without waiting for the
rd
results but the result must be reviewed before the 3
dose. Target range for ‘Pre-dose/trough’ is <1.0mg/L.
Pre-dose/Trough level <1.0mg/L – regimen of 5mg/kg once
daily can be continued. A further ‘pre-dose’ level should be
performed following 3-4 more doses, as long as renal
function is stable.
Pre-dose level between 1-2mg/L and renal function
unchanged – increase the dosing interval to every 36 hours
and re-check level prior to the next dose
Pre-dose level >2mg/L – withhold further doses until
urgently discussed with Consultant Microbiologist or ID
Physician.

Not a penicillin but cross sensitivity
may occur so monitor carefully.
Reduce dose in renal impairment.
Drug Class: Carbapenem - Use with
caution in penicillin allergic patients.
Seek advice if allergy history suggests
anaphylaxis.

Serious and occasional fatal
anaphylactic reactions have been
reported in patients receiving
therapy with penicillins.
Reduced dose in renal impairment.
Drug Class; Penicillin

Bolus dosing explored and accepted based on risk assessment
findings. Within secondary care used as an infusion.
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3rd

DRUG
TEICOPLANIN

TIGECYCLINE

(Consultant
approval required)

VANCOMYCIN

This drug is not
normally
administered
within the home IV
service but will be
considered on a
case by case basis.

June 2016

PRESENTATION
Powder for
reconstitution
200mg & 400mg

METHOD & ADMINISTRATION
Reconstitute each 200mg vial with
3ml water for injection supplied.
Give 3ml.
Reconstitute each 400mg vial with
3ml water for injection supplied.
Give 3ml. DO NOT SHAKE. Give by
slow intravenous bolus over 3-5
minutes.
Doses between 400mg-800mg – 6mls WFI give by slow IV bolus
over 3-5mins.
Doses above 800mg –6mls WFI given in 100ml sodium chloride
0.9% over 60mins
Powder for
reconstitution 50mg/vial

ADVERSE REACTIONS
Caution in patients known to be
hypersensitive to vancomycin, since
cross hypersensitivity may occur.
Reduced dose in renal impairment.
Check U & Es 2-3 days after
discharge if patient has pre-existing
renal impairment.
Drug Class: Glycopeptide.
Considered safe in penicillin allergy

Powder for
reconstitution1g vial

Anaphylaxis, ototoxicity,
nephrotoxicity. Monitor drug levels
and renal function. Reduce dose in
renal impairment.
Drug Class: Glycopeptide.
Considered safe in penicillin allergy

Reconstitute 1g vial with 20ml water
for injections.
Add resulting solution to 250ml of
sodium chloride 0.9% or glucose 5%
Maximum infusion rate = 10mg per
minute (approx 2 hours for 1g dose)
to avoid rapid infusion-related
reactions
Twice daily administration - check
rd
the pre-infusion level prior to the 3
th
or 4 dose and twice a week
thereafter.

MONITORING
Take trough level (clotted blood sample gold top bottle to
microbiology) on day 6 or 7 immediately before dose due. No
need to delay giving next dose or take peak level. Target level
20-60mg/L unless simple cellulitis when 10-60mg/L adequate.
The teicoplanin level doesn’t need to be repeated during the
course of treatment unless requested by ID physician or
consultant microbiologist e.g. if a change in dosing is made.
NB Samples are referred to the Bristol Reference Laboratory
and same day results may not be available.

Drug Class: Gkycylcycline
A significant number of patients on
this medication experience multiple
side effects (30% nausea; 17%
vomiting, 13% diarrhoea.

Take trough level (clotted blood sample) immediately before
dose due, usually done before third dose. No need to delay
giving next dose, but, if necessary, further doses will be adjusted
according to level.
Target trough level does vary according to condition being
treated and target organism, but a level of 10-20mg/l is generally
regarded as acceptable. No peak level is required.
Vancomycin levels should be checked twice weekly for the
duration of therapy as well as U&Es. Seek microbiology advice if
treatment is planned to continue beyond 7 days.

If giving more than one antibiotic, do not mix together. Flush with saline before and after each drug given.
Ensure if giving by infusion as opposed to bolus that line is fully flushed with further normal saline infusion to ensure correct dose
received.
IV injection for adults in community settings
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APPENDIX C
PYELONEPHRITIS HOME IV THERAPY PROTOCOL FOR FAILED ORAL TREATMENT
Home IV/Primary Care/Medical Assessment Unit
Home IV team
telephone No. 01905
681818

Failed Oral
therapy for
pyelonephritis*

Please send UE, FBC,
BM glucose if diabetic,
MSU and if possible
blood culture, before IV
therapy

No oral option or
vomiting, Patient
has pyelonephritis

Home IV therapy for
pyelonephritis

Non
pseudomonas
UTI or UTI
sensitive to
coamoxiclav

Pseudomonas
UTI

No penicillin
allergy

Use tazocin 4.5g
tds IV via home
team

Mild penicillin
allergy (rash)

Meropenem
500mg-1g tds IV
via home team

No better day 7 or worse at any time or
severe penicillin allergy or difficult sensitivity
Urgent Infectious Diseases/Microbiology
advice bleep 136 at WRH or ring micro or
admit

Severe penicillin
allergy (wheeze/
anaphylaxis)

Urgent Infectious
Diseases/
Microbiology
advice bleep 136
at WRH or ring
micro

Mild penicillin
allergy (rash)

No penicillin
allergy

Ertapenem 1g IV
od 7 days

Ertapenem 1g IV
od 7 days

Improving at 72
hours or later,
step down to oral
coamoxiclav
625mg tds to
complete 14 days
total

No better day 7 or
worse at any time
or severe
penicillin allergy
or difficult
sensitivity

When improving
move to oral
Ciprofloxacin 750mg
bd to complete 7
days

Exclusions:
1. Pregnancy/Breast feeding – dw Consultant ID/Microbiologist
2. Immunosuppressed
3. Patient constitutionally unwell e.g. hypotensive/tachycardic/tachypnoeic or needs IV fluids
4. Major co-morbidity or BM glucose over 28
N.B for 2 - 4 - HOSPITAL ADMISSION ADVISED AS EMERGENCY
Exclusions to Home IV apply - absence of telephone. Patients with Alcoholism, Dementia, Mental
Health issues or IV Drug Users assessed on case by case basis.
* Note refer toIVHPA
UTI Guidance
for primary
care re treatment
injection
for adults
in community
settingsof– simple UTIS
http://www.hpa.org.uk/Topics/InfectiousDiseases/InfectionsAZ/PrimaryCareGuidance/#UTI

Urgent Infectious
Diseases/
Microbiology
advice bleep 136
at WRH or ring
micro or admit
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NON-CYSTIC FYBROSIS
BRONCHIECTASIS GUIDELINE –
Primary Care/MAU

Patient with infective exacerbation bronchiectasis as evidenced by increased
wheeze/dyspnoea/systemic upset AND increased sputum production AND
Increased sputum volume/viscosity

NB: Additional Notes including exclusions to home
IV and gentamicin dosing table on next page

Patient with infective exacerbation bronchiectasis seen by GP/Infectious
disease or respiratory doctor SPR or above
SEND SPUTUM

ADMIT
Treat according to
sensitivity. (If MRSA isolated
in sputum: treat with 2 oral
agents or an IV antibiotic as
per Microbiology advice)

Patient well – Temperature <38C, Sats >=93% on room air, RR & BP stable

Other organisms

No recent growth, no history of pseudomonas

REVIEW LAST SPUTUM

SEND SPUTUM

Pseudomonas sensitive to ciprofloxacin?
Do they have a penicillin
allergy ?

IV Tazocin 4.5g TDS for 2 weeks
unless resistance on sputum

Better by day 5?

Continue

Getting
worse?
ADMIT

NO
YES

NO

therapy

Severe penicillin allergy with failed
ciprofloxacin or non-susceptible to
ciprofloxacin, or any patient with prior
Clostridium difficile infection- Call
Infectious diseases/microbiology for
advice

Unwell/Obs unstable

Pseudomonas

YES

APPENDIX D

NO
Treatment not
tolerated

Speak to Microbiology/ID urgently or
admit. Consider IV meropenem 2g TDS 14
days or 3g OD IV (3g od only if
pseudomonas MIC <=0.5mg/L)
OR once discussed with ID/Microbiologist
and APPROVAL GIVEN:
Ceftazidime 2g BD with Gentamicin IV
(dosed by body weight – see table) NB: The
patient MUST have gentamicin monitoring
(see below)

Start Amoxicillin 500mg
TDS for 14days

YES
Getting
worse?
ADMIT

Ciprofloxacin 750mg bd
orally for 2 weeks

If failing to improve
2 weeks IV anti pseudomonal e.e.
Tazocin 4.5g TDS if no Penicillin allergy,
or per ID/microbiology advice if
penicillin allergy or Tazocin resistant
AND refer concurrently to respiratory
team

(seek micro advice if Penicillin
allergic or if patient received
antibiotics in the past month)

If failing to improve,
increase amoxicillin to 1g
TDS

No improvement –
transition to IV
Tazocin4.5g TDS for 2
weeks

NON-CYSTIC FYBROSIS BRONCHIECTASIS
GUIDELINE – Primary Care/MAU
 Additional Notes and Tables

Home IV TEAM telephone number
APPENDIX D

01905 681818

EXCLUSIONS to Home IV Therapy
1) Hypoxia: 02 Saturations under 93% or below normal for patient, Respiratory Rate over
20
2) Patient constitutionally unwell e.g. vomiting/temp over 38 degrees, low BP
3) Major co-morbidity or BM glucose over 28
4) Immunosuppressed
NB. For1) -> 4) – HOSPITAL ADMISSION ADVISED AS EMERGENCY
*Exclusions to Home IV –Absence of Telephone. IV Drug User, Alcoholism, Unsupervised Patient with

NB. Once Home IV treatment has been given please refer to the Respiratory
team.



Consider referral of all patients with possible bronchiectasis to confirm
diagnosis
Continue annual sputum culture

If patient has already had 3 courses of ciprofloxacin in previous 12 months seek urgent respiratory advice

Ideal Body Weight Chart
Female
Height (ft)

5´

5´1”

5´2”

5´3”

5´4”

5´5”

5´6”

5´7”

5´8”

5´9”

5´10”

5´11”

6´

6´1”

6´2”

6´3”

6´4”

Height(cm)

152

155

157

160

163

165

168

170

173

175

178

180

183

185

188

190

193

IBW (kg)

45.5

47.8

50.1

52.4

54.7

57

59.3

61.6

63.9

66.2

68.5

70.8

73.1

75.4

77.7

80

82.3

Height (ft)

5´

5´1”

5´2”

5´3”

5´4”

5´5”

5´6”

5´7”

5´8”

5´9”

5´10”

5´11”

6´

6´1”

6´2”

6´3”

6´4”

Height(cm)

152

155

157

160

163

165

168

170

173

175

178

180

183

185

188

190

193

IBW (Kg)

50

52.3

54.6

56.9

59.2

61.5

63.8

66.1

68.4

70.7

73

75.3

77.6

79.9

82.2

84.5

86.8

Male

Gentamicin Dosing is according to Ideal Body Weight-if low creatinine clearance: discuss with ID or microbiology first & try to avoid
 If creatinine clearance is LESS than 60mls/min using the Cockcroft and Gault formula, discuss with Infectious Diseases (ID) or Microbiology. If patient has a creatinine clearance LESS
than 30mls/min –OPAT may not be appropriate: discuss with ID.
 Dosing for GENTAMICIN is according to IDEAL BODY WEIGHT – and at 5mg/Kg once daily (Maximum dose allowed 560mg)
 Gentamicin monitoring is twice a week (minimum) and as a trough (directly before next dose). Trough levels must be <1mg/L.
nd
rd
 First trough level to be taken just prior to the 2 dose (which is given). The level must be checked and acted upon prior to 3 dose.
 Urea and electrolytes must also be taken at least twice a week. Take sample at the same time as the trough. Aim to use for one week only.
Target range and results interpretation for single daily dosing – target range for ‘pre-dose/trough’ is <1.0mg/L.
Pre-dose/trough level <1.0mg/L – regimen of 5mg/Kg once daily can be continued. Further ‘pre-dose’ level must be performed following 3-4 more doses, renal function must be stable.
Pre-dose level between 1-2mg/L and renal function unchanged – increase dosing interval to 36 hrly. Re-check level prior to next dose
Pre-dose level >2mg/L – further gentamicin doses must be withheld until level drops to <1mg/L.

APPENDIX E

ANTIMICROBIAL STEWARDSHIP
“No action today means no cure tomorrow” - Dr Margaret Chan, WHO Director General, 2011
“Antimicrobial resistance poses a catastrophic threat. If we don't act now, any one of us could go into hospital in 20 years for minor surgery
and die because of an ordinary infection that can't be treated by antibiotics”. - Professor Dame Sally Davies, Chief Medical Officer, March
2013
1. In the UK, 80% of antibiotic prescribing occurs in primary care, with over half for respiratory tract infections. The inappropriate use
of antibiotics is related to bacterial resistance, so using antimicrobials responsibly should help control it. There are many resources
available to promote stewardship and the following resources relate directly to primary care.
2. Start Smart then Focus is the national guidance for secondary care to support evidence-based antimicrobial stewardship published
in 2011 and updated in 2015 to promote antimicrobial stewardship within acute care settings. There are many similar points within
the primary care guidance to promote the concept of stewardship with antimicrobial agents. Specific points for colleagues within
secondary care relate to:.
3. Not starting antibiotics in the absence of clinical evidence of infection and where necessary obtaining a culture first.
 Documenting indications, durations, routes and dose appropriately (prescribing single dose antibiotics for surgical prophylaxis:
where antibiotics have been shown to be effective).
 Review the clinical diagnosis and the continuing need for antibiotics by 48 hours and make a clear plan of action and take
account of the 5 Antimicrobial Prescribing Decision options:
Stop

Switch IV to Oral

Change

Continue

Outpatient Parenteral Antibiotic Therapy (OPAT)

4. TARGET stands for: Treat Antibiotics Responsibly, Guidance, Education, Tools and sets out to help influence primary care prescribers’
and patients’ personal attitudes, social norms and perceived barriers to optimal antibiotic prescribing. It includes a range of
resources that can each be used to support prescribers’ and patients’ responsible antibiotic use, helping to fulfill CPD and
revalidation requirements. The TARGET Antibiotics Toolkit is designed to be used by the whole primary care team within the GP
practice or out of hours setting. The resources can be used flexibly, either as standalone materials or as part of an integrated
package.
Information
can
be accessed
on
the Royal
College of
General
Practitioners website.
http://www.rcgp.org.uk/targetantibiotics/ and sets out to promote stewardship within primary care.
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APPENDIX E

The British Society for Antimicrobial Chemoprophylaxis (BSAC) have also launched the NICHE campaign offering all prescribers within the
community “5 moments to make a difference and prevent antibiotic resistance”. NICHE is an electronic poster campaign with its acronym
inviting prescribers to consider the following:
NICHE
Need
(for antibiotic)

Investigation
(cultures for prescribing)

Choice
(spectrum of antibiotic)

How Long
(is your prescription for)

Evaluate
(your patient and prescription)

WHEN
Before you prescribe and at any review; consider not
prescribing or delayed prescription if patient is well,
self-limiting infection (e.g. upper respiratory tract) or no
clinical benefit – address patient concerns.
When first-line therapy has failed, the patient has been
in hospital recently, had recurrent infections, pregnant
or known resistant organisms also in severe/serious
infection,
immuno-compromised or
concerned
regarding co-morbidity.
Before you prescribe and at any review – consult local
or national guidelines – if a positive microbiology test is
available, use the narrowest-spectrum effective
antibiotic.
Before you prescribe and at any review consult local or
national guidelines; document planned length of
therapy – if no serious infection (e.g. septic arthritis),
can you stop if patient is better?

WHY
Patients exposed to antibiotics are more likely to develop
resistant bacteria making subsequent infections more
difficult to treat. Patients who understand about their
infection are less likely to re-present.
Cultures are necessary to confirm antibiotic susceptibility
and guide you in choosing the most appropriate therapy they
also help us to understand the epidemiology of antibiotic
resistance.

At any review – is your patient clinically improving? Are
any microbiology tests positive? Modify antibiotic
therapy according to local or national guidelines and
the principles of NICHE.

It may be appropriate to change the antibiotic for patients
with positive tests. Patients not improving may require more
tests, a different antibiotic or hospital referral. Can you stop
if patient is better?

Use of broad-spectrum antibiotics (e.g. cephalosporins, coamoxiclav and fluoroquinolones) leads to the emergence of
highly resistant bacteria.
The longer you expose bacteria to an antibiotic, particularly
at low concentrations, the more likely bacteria are to
become resistant – dosing correctly is important to achieve
adequate concentrations.

Posters are available in various formats in addition to further information on antibiotic action an independent initiative funded by BSAC,
which seeks to inform and educate all about the need for discovery, research and development of new treatments for bacterial infections
on http://bsac.org.uk/news/bsac-launch-of-niche-antibiotic-prescribing-campaign/
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SEPSIS 6 GUIDANCE
1.

Sepsis is a time-critical medical emergency, which can occur as part of the body’s response to infection. Unless treated quickly,
sepsis can progress to severe sepsis, multi-organ failure, septic shock and ultimately death.

2.

Septic shock has a 50% mortality rate. Sepsis is almost unique among acute conditions in that it affects all age groups and can
present in any clinical area and health sector. Over 70% of cases arise in the community however, sepsis can be easily treated
through timely intervention and basic, cost-effective therapies.

3.

Recent epidemiological studies and data from the Intensive Care National Audit and Research Centre (ICNARC) estimate that
35,000 people die from sepsis in England each year. We are lacking in recent data, especially in the UK but the mortality rate for
sepsis in children is estimated to be 10 – 15%. Recognitions which are key to reducing these figures include:
 Timely recognition and diagnosis of sepsis
 Fast administration of intravenous antibiotics
 Quick involvement of experts including intensive care specialists
4.

NHS England Patient Safety Alerts from 2014 was issued to continue to raise awareness of sepsis and to signpost clinicians in the
ambulance service, primary and community services and secondary care to a set of resources developed by the UK Sepsis Trust,
and others, to support them to promptly recognise and initiate treatments for all patients suspected of having sepsis. Alert can be
accessed on https://www.cas.dh.gov.uk/ViewAndAcknowledgment/viewAlert.aspx?AlertID=102217

5.

Clinical Toolkits for different specialties can be accessed on http://sepsistrust.org/info-for-professionals/clinical-toolkits/ and the
screening tool for General Practice and Primary Care is shown on the following page.
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