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	Ein cyf / Our ref: 496/21/FOI 


	Dyddiad / Date: 24th January 2022 

	


Further to your request for information received by the Health Board on 10th January 2022, I am pleased to provide the following response. 
Your request:
I would like to make a freedom of information request for the inpatient paediatric antibiotic guidelines currently in use in Betsi Cadwaladr University Health Board (BCUHB). 
Our response:
Please refer to the embedded documents below for the Paediatric Empiric antibiotic guidelines currently in use in BCUHB. We also have an Abx Paediatric guideline which is currently going through the approval process and will be finalised in the next month.

[image: image1.emf]BCUHB_empiric_ABs _peadiatrics 15th June 2017 v6 ASG approved_redacted.pdf

   

Please note that any information that is personal has been redacted under

Section 40 – Personal Information of the Freedom of Information Act.


We welcome correspondence through the medium of Welsh

Rydym yn croesawu gohebiaeth drwy gyfrwng y Gymraeg
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Approved by: Antimicrobial Steering Group 
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Date activated (live):  


 


Date EQIA 
completed: 


All policies must be Equality Impact Assessed – date here 


Documents to be 
read alongside this 
policy: 


NICE CG160 - Fever in under 5’s 
NICE CG54 - Urinary tract infection in under 16s 
NICE CG102 - Meningitis (bacterial) and meningococcal 
septicaemia in under 16s 
BCUHB Neonatal Infection Guideline. April 2015. Approved by 
neonatal subgroup. 
North West & North Wales transport service / Critical care 
network.  Guideline for management of sepsis in children 2014. 


Purpose of Issue/Description of current changes:  
This document outlines the management of suspected infection in infants & children, 
and the principles of empiric antimicrobial prescribing.  It recommends initial 
management of suspected infection whilst cultures are pending.  It is intended for use 
across all 3 BCUHB sites. 


 


First operational: June 2017 


Previously reviewed:      


Changes made yes/no:      


PROPRIETARY INFORMATION 
This document contains proprietary information belonging to the Betsi Cadwaladr 


University Health Board. Do not produce all or any part of this document without written 
permission from the BCUHB. 
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1. Introduction and Policy Statement  


Antibiotic resistance is a major clinical threat.  Changing antibiotic resistance patterns, 
rising antibiotic costs and the introduction of new antibiotics have made selecting 
optimal antibiotic regimes more difficult.  The aim of these guidelines is to ensure that 
patients receive optimal antimicrobial therapy where indicated. 
 
 


2. Purpose of the Document  


These guidelines will assist staff to manage infections in children by: 


 Ensuring antimicrobial management is consistent  


 Reducing risk of microbe resistance 


 Minimising the use of expensive broad-spectrum antibiotics.   
 
This is a guide. Individual patients may require different approaches depending on 
clinical presentation, antibiotic sensitivities or allergies and microbiological sample 
results. Advice is based on the most likely organisms.  
Discuss individual patient issues with the Microbiology team (contact details below) and 
discuss drug regimens with the Paediatric Pharmacist (contact details below). 
 
 


3. Scope 


This document is for use by medical & nursing staff looking after paediatric patients on 
the Children’s ward. It will enable them to identify which empiric management is 
appropriate for common paediatric infections. This document will aid clinical decision 
making with respect to antibiotic choice, alternatives in penicillin allergy and course 
duration. It also advocates early intravenous to oral switch of therapy by recommending 
step down treatment and outlines the principles of safe antimicrobial prescribing. 
These Guidelines DO NOT apply to the post-natal wards or Neonatal Units (follow their 
guidelines), nor does it cover patients with a history of resistant organisms – please 
discuss these patients with Microbiologist. 
 
See also separate guidelines for Cystic Fibrosis, Oncology and Tuberculosis patients.  
 


4. Procedure 
 
Consider the following when prescribing empirical antibiotics: 


 Does this patient have a bacterial infection? Consider the presence of a pyrexia, raised 
white count, CRP, immune competence. 


 Does the patient have a true penicillin allergy i.e. anaphylactic type reaction? If 
so, do not prescribe cephalosporins or penicillins but see guidelines below or 
seek advice from a Consultant Microbiologist.  If the nature of the allergic 
reaction is a flat, non-itchy rash, cephalosporins may be used with caution. 


 Every effort should be made to identify a source of infection and appropriate 
specimens should be collected for culture before commencing antibiotic 
treatment, however: 
DO NOT delay the 1st dose of antibiotic in septic patients 


 Modify treatment when the results of tests are known.  Since infections in 
children may be difficult to localise, empiric treatment involves the use of 
antimicrobials which have a broader spectrum.   
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 State indication & review date on prescription, antibiotic courses must be 
reviewed at 48 hours. 


 Switch from IV to oral as soon as patient’s condition warrants, and if clinically 
indicated (see table below). 


 Review antibiotic choice when culture results are available, there is no 
advantage in prolonging the use of a broad spectrum drug when a narrow 
spectrum alternative is appropriate.  Discuss with microbiology if unsure. 


 Stated course lengths are for guidance only.  It may be possible to stop early if 
bacterial infection is ruled out, or necessary to prolong a course in more difficult 
to treat infections. 


 The most recent edition of the BNF for Children (or local guidelines for 
aminoglycosides) should be used for dosing information. 


 It is recommended that you are familiar with the TARGET antibiotic toolkit: 


 http://www.rcgp.org.uk/clinical-and-research/toolkits/target-antibiotics-
toolkit.aspx 


 


The guideline is set out according to the scheme below: 


Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic Total Dose 
Duration 


Condition 
suspected or 
diagnosed for 
which antibiotic 
therapy 
indicated 


Common 
pathogens 


Route of 
administration 


Initial antibiotic choice with dose 
(including alternative if known 
allergy) 
ALWAYS CONFIRM PRESCRIBED 
DOSE WITH BNF FOR CHILDREN 
Note: Doses may need to be 
altered in hepatic or renal 
impairment. 


Recommended 
course duration 


Issues 


 Further useful information about clinical diagnosis, microbiological specimens and changing 
therapy depending on sensitivities. 


 


 
 


 


 
 


 


 


 


 


 


4.1 RESPIRATORY 


Clinical 
Diagnosis 


Possible 
organisms 


Route Empiric treatment  Total 
Dose 
Duration 
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Community 
acquired 
pneumonia 
(CAP) 


Streptococcus 
pneumoniae, 
Haemophilus 
influenzae, 
Moraxella 
catarrhalis, 
Mycoplasma 
pneumoniae, 
Chlamydia 
pneumoniae, 
Viruses 


Oral  
 
 
 
 
 
 
 
 
 
 


Amoxicillin  
 
Add Clarithromycin if: 
 no response to empiric 


treatment given by GP 


 no response after 24-48 
hours 


 suspected atypical 
pneumonia 


 
If penicillin allergic:  
Clarithromycin 
 


7 - 10 
days 


Intravenous 
only if not 
able to 
tolerate 
orally 


IV Ceftriaxone   
 
 
If anaphylaxis penicillin 
allergic: 
 
IV Vancomycin and IV 
ciprofloxacin 


Community 
acquired 
pneumonia 
(CAP) 
Secondary to 
an influenza 
infection  


See above Oral 
 
Intravenous 
only if not 
able to 
tolerate orally 


Co-amoxiclav 
 
If penicillin allergic (non-
anaphylaxis): 
 
Oral Cefalexin 
(IV Cefuroxime if unable to 
tolerate oral) 
 
If penicillin allergic 
(anaphylaxis): 
 
Oral Clarithromycin 
(IV Vancomycin and IV 
ciprofloxacin) 
 
 
 
 


7 - 10 
days 


Empyema See 
pneumonia 
above 


Intravenous / 
Oral  
 


IV Cefuroxime and oral 
clarithromycin and discuss 
with respiratory team in Alder 
Hey 
 
Can be changed to oral co-
amoxiclav and clarithromycin 
after 7 days if improved 
 
If penicillin allergic:  


Minimum 
14 days.  
Seek 
specialist 
advice.  
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Contact microbiologist 
 


Hospital 
Acquired 
Pneumonia 
(HAP) 
(>4 days of 
hospitalization) 


 Intravenous 
 
 
 
Intravenous/ 
oral 
 


Piperacillin/tazobactam 
 
Oral step down: co-amoxiclav 


  
Penicillin allergy: 
IV vancomycin and IV 
Metronidazole and Oral (IV if 
unable to tolerate oral) 
ciprofloxacin 


7 - 10 
days 


Aspiration 
pneumonia 


As above + 
anaerobes 


Intravenous  Co-amoxiclav 
 
If penicillin allergic:  
IV Metronidazole and 
Clarithromycin (oral if 
possible) 


7 - 10 
days 
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4.2 URINARY TRACT 


Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic Total Dose 
Duration 


Urinary Tract 
Infection 
age less than 3 
months  


All 
coliforms 


Intravenous 
 
 


Cefotaxime and Amoxicillin 
 
Consider changing to oral if 
clinically indicated. 
 


7 – 10 days 


Cystitis or 
lower UTI 
age over 3 
months 


All 
coliforms 


Oral Cefalexin  3 days 


Acute 
Pyelonephritis 
or upper UTI  
age over 3 
months 


 Intravenous 
 
 
 
Oral 


If unwell give Ceftriaxone 
for 2-4 days followed by oral 
cefalexin or co-amoxiclav  
 
If well give oral cefalexin or 
co-amoxiclav 
 
If penicillin allergic:  
Oral Ciprofloxacin (IV if 
unable to tolerate oral)   


10 days 
 
 
 
7-10 days 
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4.3 CNS – Sepsis / Meningitis / Meningococcal disease 


Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic Total Dose 
Duration 


Sepsis / 
Meningitis / 
Meningococcal 
disease in 
≤ 3 months of 
age 


Group B 
streptococcus 
E. coli, 
Listeria spp., 
Neisseria 
meningitides, 
Haemophilus 
influenzae, 
Streptococcus 
pneumoniae. 


Intravenous If penicillin allergic: 
contact Microbiologist 
 
Ceftriaxone* and 
Amoxicillin ** 
 
*use cefotaxime and 
amoxicillin if: 
 IV calcium may be 


required 


 <41 weeks corrected 
gestational age 


 Neonates with jaundice, 
hypoalbuminaemia or 
acidosis 


** This is separate from sepsis 


in neonates presenting within 
hospital- they should still be 
treated according to BCU 
neonatal guidelines, usually 
with benzylpenicillin and 
gentamicin. 


 


 


 
 
 
Sepsis: 
Minimum 7 
days 
 
Meningitis: 
see table 1 
below 


Sepsis / 
Meningitis / 
Meningococcal 
disease in 
>3 months of 
age 


Neisseria 
meningitides, 
Streptococcus 
pneumoniae, 
Haemophilus 
influenzae  


Intravenous Ceftriaxone  
 
 
If penicillin allergic: 
contact Microbiologist 


Sepsis:  
Minimum 7 
days  
 
Meningitis: 
see table 1 
below 


 Liaise with microbiology in all cases, amend management according to C&S. 


 Add aciclovir if signs of encephalitis or if focal seizures, focal neurological signs or 
known exposure to HSV infection. Continuation of aciclovir must be reviewed by 
consultant paediatrician at 24 hours. 


 Complete septic screen including: chest x-ray (if indicated), throat swab, lumbar 
puncture unless contraindicated, clean catch urine and blood culture, and 
meningococcal and pneumococcal PCR (EDTA sample). 


Meningitis /meningococcal disease: 


 These are notifiable diseases.  Liaise with Public Health and microbiologist 
regarding contact prophylaxis. 


 Ceftriaxone will eradicate nasal/throat carriage, therefore rifampicin is not 
required for index case. 


 Oral step down is NOT appropriate in meningitis or meningococcal disease. 
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Brain abscess 
Post Trauma  
 
 


 Intravenous  Ceftriaxone and 
metronidazole 
 
1st dose only prior to 
transfer  


Discuss with 
neurosurgical 
team as well 


Brain abscess 
post-
neurosurgery 


 Intravenous Vancomycin and 
Meropenem and 
Metronidazole 


Discuss with 
neurosurgical 
team as well 


 
 


Table 1.  Recommended course lengths for meningitis 


Organism isolated Treatment duration Comments 


Unconfirmed bacterial 
meningitis < 3 months old 


Minimum 14 days  IV cefotaxime /  
ceftriaxone+ IV amoxicillin 


 


Unconfirmed bacterial 
meningitis > 3 months old 


Minimum 10 days  IV ceftriaxone  


Group B streptococcal 
meningitis  


Minimum 14 days  IV cefotaxime / 
ceftriaxone 


Longer if the clinical 
course complicated 


L monocytogenes   IV amoxicillin for 21 days total + 
gentamicin for at least the 1st 7 days 


 


Gram negative bacilli  Minimum 21 days IV cefotaxime / 
ceftriaxone 
Unless sensitivities indicate otherwise 


Longer if the clinical 
course complicated 


N. Meningitides 7 days IV ceftriaxone   


H influenzae type B 10 days IV ceftriaxone  


S .pneumoniae 14 days IV ceftriaxone Discuss with 
microbiologist if resistant 
strain 
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4.4 SKIN AND SOFT TISSUE 


 


Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic  Total Dose 
Duration 


Cellulitis & 
Soft tissue 
infections 
 
 


Staph aureus 
Streptococcus 
pyogenes 
(GpA beta 
haemolytic 
streptococci) & GpC 
& GpG streptococci 


Oral 
 
 
 
 
 
 
 
 


Flucloxacillin capsules or 
Cefalexin if liquid required 
 
In severe infections 
commence IV Flucloxacillin 
and convert to oral once 
improving 
 
If penicillin allergic:   
Oral Clarithromycin 
 
In severe infections 
commence IV clindamycin 
and convert to oral 
clarithromycin once 
improving 
 


5 - 7 days 


Necrotising 
fasciitis 


Mixed infection with 
coliforms and 
anaerobes or group 
A ß-haemolytic 
stretococcus 


Intravenous Meropenem & Clindamycin  
 
URGENT SURGICAL REVIEW 
including Alder Hey input 


On tertiary 
centre advice 
and contact 
microbiologist 


Gastrostomy 
site 
infection 


  Swab the area 
 
If well and no cellulitis –  
1st line - topical mupirocin 
2nd line – oral flucloxacillin 
or cefalexin  
If cellulitic - follow 
management guidelines as 
above 


 


Infected 
eczema 


Staph aureus Oral 1st line: Flucloxacillin 
 
2nd line: Clarithromycin 


Duration 
dependant on 
severity and 
C&S 


 
 
 
 
 
 


4.5 EYE 
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Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic Total Dose 
Duration 


Peri-orbital 
Cellulitis 


Streptococcus. 
Pneumoniae, 
Streptococcus 
pyogenes, 
Staphylococcus  
aureus, 
Haemophilus 
influenzae, 
Moraxella 
catarrhalis, 
Anaerobes 


Mild – Oral  
 
 
 


Co-amoxiclav 
  
If penicillin allergic: 
Contact Microbiologist 


5-7 days 
 
 


Severe - 
Intravenous 
 


Co-amoxiclav 
  
Oral step down: 
Co-amoxiclav 
 
If penicillin allergic: 
Contact Microbiologist 


7-10 days 


 Liaise with ophthalmologist and ENT within 24 hours 


Orbital 
Cellulitis 


IV Ceftriaxone+ IV metronidazole  7-10 days 


 Use cefotaxime if: IV calcium may be required,  <41 weeks corrected gestational age, 
patient jaundiced, hypoalbuminaemia or acidosis 


 Blood cultures and eye swab should be sent. 


 Always use intravenous therapy initially but convert to oral therapy when condition 
settling and clinically appropriate. 


 Consider CT scan and immediate referral to ENT and ophthalmology if worrying signs: 
proptosis, ophthalmoplegia, painful or reduced eye movement decreased visual acuity or 
defect in colour vision. 


Conjunctivitis  Haemophilus 
influenzae, 
Streptocococcus 
pneumoniae, 
Staphylococcus  
aureus, 
Moraxella 
cattarhalis, 
Viruses 


Topical  
 


Consider NO antibiotics as 
first line treatment. 
If considered appropriate: 
chloramphenicol eye drops 
0.5% 1 drop into affected 
eye(s) QDS.  
For severe infection: 
1 drop every 2 hours, 
reduce frequency as 
infection is controlled. 


treat until 2 
days after 
symptoms 
resolve 


 Mostly caused by viruses 


 Take a swab if considering treatment. 


 Sticky eyes are common in the neonatal period – may be due to delayed canalisation of 
nasolacrimal ducts – they open up over the first few weeks. This does not require 
antibiotic therapy. 


 If patient is <72 hours old and chlamydia or gonococcus is suspected, liaise with GU 
medicine and take appropriate swab and institute treatment if Chlamydia ophthalmia 
with Erythromycin orally for 14 days and if congenital gonococcus conjunctivitis – IM stat 
dose of ceftriaxone.  


4.6 ENT 


Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic Total Dose 
Duration 
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Pharyngitis and 
Tonsillitis 


Viruses, 
Streptococcus 
pyogenes 


Oral 
 
 
Intravenous 
 
 
 
 
 
 
 


Penicillin V 
(phenoxymethylpenicillin) 
 
Benzylpenicillin  
 
Oral step down: 
Penicillin V 
(Phenoxymethylpenicillin) 
 
If penicillin allergic:  
Oral Clarithromycin 


10 days 


 The Centor Score gives one point each for: 
- exudate on tonsils 
- tender cervical lymph nodes 


- fever (temp >38oC) 
- absence of cough 


 Bacterial infection is more likely with a score of 3 or above. Use antibiotics if 
systemically unwell, at high risk of serious complications due to pre-existing 
morbidity (significant heart, lung, renal, liver or neuromuscular disease, diabetes, 
immunosuppression) 


 If considering treatment send a throat swab 


 ‘Pus’ or exudate on tonsils does not always indicate bacterial infection. 


 Treat for 10 days with penicillin V if S. pyogenes 


 Poor oral intake/vomiting/ill are indications for IV treatment. 


 AVOID amoxicillin because of risk of rash if EBV is present 


Mastoiditis Streptococcus sp 
Haemophilus 
influenzae, 
Moraxella 
catarrhalis, 
Staphylococcus 
spp. 
Anaerobes 


Intravenous Cefuroxime and 
metronidazole 
 
Use IV therapy initially but 
convert to oral co-amoxiclav 
therapy when condition 
settling. 
 
If penicillin allergic: 
Ciprofloxacin (oral if 
possible) and IV clindamycin  
 


14 days 
 
 


 Always get ENT input within 24 hours of admission. 


 Duration of IV therapy depends on tenderness, pain, swelling and CRP. 
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Otitis Media 
  


Viruses 
Streptococcus 
pneumoniae, 
Haemophilus 
influenzae, 
Moraxella 


catarrhalis, 


 
 
 
 
Oral 
 
 
Oral 


Not routinely 
recommended, but if 
indicated (see below): 
 
Amoxicillin 
 
If penicillin allergic: 
Clarithromycin 


 
 
 
 
5 days 


 Red ears are usually caused by viral infections.  If antibiotics not indicated, offer 
the following leaflet: http://www.whenshouldiworry.com/ 


 *Antibiotics are indicated if: 
- bilateral in <2year old 
- acute otitis media with otorrhoea   
- immunocompromised or high risk of complications with pre-existing illness 


Suppurative 
Lymphadenitis 


Staphylococcus 
aureus,  
Beta 
haemolytic 
streptococci, 
Anaerobes 


Intravenous 
 
 
Oral – if 
systemically 
well 


IV co-amoxiclav 
 
Oral step-down: 
Co-amoxiclav 
 
 
If penicillin allergic: 
Oral Clarithromycin.  
In severe infections 
commence IV 
clindamycin and 
convert to oral 
clarithromycin once 
improving 


7days 


 


 


 


 


 


 


 


 


 


 


 


 


 


4.7 TRAUMA 
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Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic  Total Dose 
Duration 


Bites 
(human or 
animal) 
 
 
 


Anaerobes, 
Staphylococcus 
aureus, 
Staph spp., 
Streptococci, 


Pasteurella spp, 
 
 
Staphylococcus 
aureus, 
Streptococci 


Oral Co-amoxiclav 
 
If penicillin allergic: 
Clarithromycin and 
ciprofloxacin  
 


5-7 days 


 Use antibiotics for both prophylaxis and treatment 


 Remember to consider tetanus status 


 Consider mechanism of injury 


Compound 
Fractures 


 Oral Co-amoxiclav 
 
If penicillin allergic: 
Clarithromycin  


 


 Oral treatment only if clinically not infected 


 If clinically infected then follow guidelines for osteomyelitis and treat with intravenous 
antibiotics. 


Osteomyelitis 
& 
Septic Arthritis 
 


Group A 
Streptococci, 
Staph aureus 
 
Haemophilus 
influenzae, if 
under 5 years. 


IV <3 
months  


Use sepsis 
recommendation 


Minimum 2 
weeks of IV 
treatment  


3 
months 
to 6 
years 
 


Ceftriaxone and 
flucloxacillin 
 
If penicillin allergic: 
IV Clindamycin 


6 years 
and 
over 


Flucloxacillin 
 
If penicillin allergic: 
IV Clindamycin 


 Step down management and course length as indicated by orthopaedics. 


 Confirm sensitivities once microbes isolated. 


 Consider Salmonella infection in sickle cell patients. 


 
 
4.8 GASTROINTESTINAL TRACT 
 


Clinical 
Diagnosis 


Possible 
organisms 


Route Antibiotic  Total Dose 
Duration 







Version: 0.1                                                                                                                                  Page 15 of 16 
Paper copies of this document should be kept to a minimum and checks made with the electronic version to 


ensure the version to hand is the most recent. 
 
   


Intra-
abdominal 
sepsis or 
peritonitis 


Bowel flora: 
coliforms, 
anaerobes, 
Enterococcus spp.  


Intravenous 
 
 
 
 
Intravenous  


Piperacillin/tazobactam 
 
Oral step down:  
Co-amoxiclav 
 
If penicillin allergic: 
Clindamycin and 
gentamicin 
 
 


5 days 
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