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FEBRILE NEUTROPENIA
S\'NDRO}IE COMIlTON

ORGANISMS
PREFERREI)
REGIMEN/ FIRST LINE
TREATMENT

ft*H*h^'"''
DURATIOI\ REI\IARKS

Low Risk
(MASCC >2t,
No
comorbidities,
normal RFT,
LFT,
neutropenia <7
days)
Acrobic GNB,
Streptococcus
Viridians

Ciprotloxacin 750mg BD
PO + Amoxicillin -
clavulanate 875 mg BD PO

Clindamycin if
allergic to
penicillin

Moderate Risk
(MASCC >2I ,

IP at time of
fever)
-consider GNB
including
Pseudomonas

Pipemcillin
Tazobactam
4.5 g Q6H

-Cefepime 2g

Q8H

Neutropenia is
defined as an
absolute
neutrophil
count (ANC)
ofless than
500ipl, or
less than
1000/pL with
m anticipated
decline to less

than 500/pL
in the next 48-
hour period.
Neutropcnic
fever is a
single oral
temperaturc of
38.3'C (101"
F)ora
temperature of
greater than
38.0" C
(100.4" F)
sustained for
more than I
hour in a
patient wilh
neutrop en i a.

Febrile
Neutropenia

High Risk
(MASCC <21,
neutropenia >
7 days,
deranged LFT,
RFT altered
mental statu-s,

hypoxia)
Aerobic GNB
inc'luding
Pseudomonas,
GP including
MRSA and
Enterococcus
species

Meropcnem I gIVQSH
(can crrnsider high dose
Meropcnem 29 Q8H over 3
hours)
-Consider adding
Teicoplanin

Consider
o Teicoplanin

l0 mg/kg Ql2H x 3 days
follou,ed by Q24H in
-AML. on induction
-Hemodynamically
unstable patients
-Skinr soft tissue/
sitc iutcctions
-High risk

o lnitiate on
Meropenem

40 mg/kg Q8H
- Previous ESBL

infection/colonisation

r Polynixin B
/Colistin

- Hemodynamically
mstable patients
- patients with CRO
colinisation/ prev infection

cathetct

Vancomycin l5-
20 mg/kg/dose

QSH OR Qt2H
instead of
Teicoplanin

Amikacin

20 mg/kg q24lt

. Ifcultures are negative
for gram-positive
organisms stop
Teicoplanin after 48
hours.

. Review blood culhres
aller 48 hours.

For patients who were
commenced on initial
meropenem, step down to
piperacillin/tazobactam
or
Cefoperazone/Sulbactam
at 48 hours ifthere is no
specific indication to
continue cover for mult i-
resistant orgmisms.

. Discontinue empiric
antibiotics in patients u,ho
have negative blood
cultures at 48 hours, who
have been afebrile for at
least 24 hours and who
have evidence of marrow
recovery

IANC>500/microl-]

. Duration of treatment
with sensitive antibiotic
for BSI is 7-l 0 days.
provided adequate source
control is achicvcd

. Longer duration ifpatient
is symptomatic, organism
persisting or source
control is inadequate.

. Follow
Up Blood
cultures
to be
collected
at 24 lrs
if the
patient is
still
fcbrile
and again
at 48 hls
if
rcmaining
febrile.

. Febrile at
4-5 days:

Reassess and
consider further
investigations
and imaging

Consider
switching to
higher
antibiotics.

Access for
fungal/ viral
etiology

Aspergillus Voriconazole IV 6mg,&g
ql 2h for 2 doses then 4
mg/kg ql2h or Tab 400mg

Ql2H first 2 doses
followed by 200 mg BD if
weight >40kg.

Liposomal
Amphotericin B
IV 3.5
mg/kg in dextrose
50% over 2 hous
q24h

6-12 weeks -LFT
monitoring if on
Voriconazole
- Renal
modification for
IV
Voriconazole
-RFT
monitoring for
Amphotericin

Suspect
invmive
furgal
infection in
patients with
pereistent
fever after
4 days of
empirical
antibacterial
therapy

Patienls at
high risk of
invasive
fungal disease

Candida Caspofungin lV 70 mg on
day I followed by 50 mg
q24h. ifmore than 50 kg

-Liposomal
Amphotericin B
M-5

Continue till 2 weeks after
complete resolution ofsigns and

.RTT
monitoring for
AmphotericinsYmPtoms/---\

1.- aF ll4r^\
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mg^g in dextrose
5% over 2 hours
q24h

-Fluconazolc if
susceptible spp

Mucormycosis Liposomal Amphotericin B
IV 5-10 mgikg in dextrose
5% over 2 hours
q24h

Posaconzole if
susceptible
(preferred as step
down therapy
only)

(IFD) are
patients of
AML, high
risk ALL,
relapsed acute
leukemia,
prolonged
neutropenia,
patients on
high dose
corticosteroids

Diagnosis-
Based on
imaging,
culture, host
factom and
fungal
biomarkers

Antifungal
prophylaxis in
high risk

Posaconzole
Delaycd release tablcts 300
mg BD two doses followed
by 300 mg OD, for patients
> 40 kg.

Fluconazolc

4-12 weeks/ till neutropenia
resolves

Till neutropenia resolves in high
risk patients for fungal infection.

.RFT
monitoring for
Amphotericin

-Surgical
interumtion md
debridement
when needed

-TDM for
Posaconazolc
- caution in
patients wilh qtc

CNS INFECTIONS

iYNDROME COMMON
ORGANISMS

PREFERRED
REGIMEN/
FIRST LINE
TREATMF,NT

ALTERNATIV
E REGI}IEN

DURATION RE\,IARKS

\cute bacterial Meningitis
ABM)

itrfluenza,

Pneumococcus,

Meningococcus,

Hemophilus
Vancorrl cin l g
rv Ql2h

Cefuiaxone 29
rv Ql2H

+

itri[
E
E

&#

1 0-l 4days Antibiotics should be
started as soon as thc
possibility of bactcrial
meningitis becomes evident,
ideally within
30 rninutes. Do not
u ait for CT scan or LP
rcsults,

\cutebacterial
v{eningitis in
llderly (>55 yrs),
\lcoholics,
mmune compromised

Above + Listeria
monoc)rtogenes

Add
Inl.A,ont",,r,.
2gmIVQ4Hto
above regimen

Meropenem 2gm
IVQsH

+
Vancomycin
lgm IV BD

I 4 days Give inj dexamethasone
I 5- 20 minutes prior to giving
the firet dose ofantibiotic .

Continue in pneumococcal

meningitis in adults and
Hemophilus influeua
meningitis in children.The
dose is 0. I 5 mg/kg every 6
hours for 48 hours -96 hours
( l0 mg 6 hourly in adults)

\cute Encephalitis HSV, VZV, EBV
CMV, Nipah

Acyclovir l0-15
mg/kg IV Q8H

l4-21 days Acyclovir has activity against
HSV & VZV encephalitis
only. If altemative diagnosis
proved, stop acyclovir

-s it-J-

O)
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Methicillin
sensitive

Staphylococcus

Primary therapy:
Cloxacillin
2gmIVQ6H

Altemative
therapy:
Ccftriaxonc
2gmIVQ12
H / Cefazolin
29lVQ8H

resistant Staphylo
Methicillin

coccus

Primary therapy:
Vancomycin
l5 mg/kg (max
2gm)lVQ8H

Altemative
therapy:
Linezolid 600
mgIVBD/
Cotrirnoxazol
e 3-6 mg/kg
TID if
susceptible

Non ESBL graln
negative

Primary thcrapy:
Ceftzidime
2gmlVQSH

Altemative
therapy:
Cefepime 29
IVQ8H

Health Care Associated
Meningitis/ Ventriculitis

Acinetobacter.
Pseudomonas.
Klebsiella
Staphylococcus
aureus/ CONS

ESBL gram
ncgative

Em
*E H#r

Carbapenem
resistant gram

negativc

therapy:
Imepenem
cilastatin 500
mg IV Q6H/
Cefepime 29
IVQsH

Systemic Colistin/ Polymyxin B

susceptibility) high dose
tigecycl ine/minocycline/
fosfomycin,/
cotrimoxazole/quinolones/chlora
mphenicol With intraventriculu/
intrathecal colistin/ polymyxin /
aminoglycoside.

Primary

(depending upon

Meropcnem 2
gmIVQ8H

Empirical therapy depends on
local flora but usually includes

hig! dose meropenem with
vancomycin. Therapy should
be modified based on culture

reports.
Surgical drainage ofpus and
remolal ofhardware may be

needed. For carbapenem
resistant pathogens,

intraventricultr / intrathecal
therapy with colistin/

polymyxin B/
aminoglycosides is indicated.

Get ID consultation

Follov MDR protocol. Get ID
consulution

lrain Absccss Streptococci,
Bacteroides,
Enterobacteriacea
eStaphylococcus
aureus

Ceftriaxone 29
rv Qr2H

+
Metronidazole
500 mg IV Q6H

Meropenem 2gm
IVQ8H

Add
Vancomycin
Zgml day IV
Q12H if
MRSA
suspected

for at least 4-
6 weeks and
till radiologic
resolution/sta
bilization

Exclude TB, Nocardia,
Aspergillus, Mucor
(Ifl'ungal etiology
conlmned, Add

Ifabscess <2.5cm &
patient neurologically
stable, await response
to antibiotics.
Othenvise, consider
aspiration/surgical
drainage and
modify antibiotics
as per sensitivity of
aspirated,/ drained
secretions. ,6

Ampbotericin
Voriconazole)

BI

\
,*z'

ncningoancephalitis
A.cute Strep.

pneumoniae,

Neisseria
meningitides
HSV, VZV, EBV,
CMV, Nipah,
Naeglena

Cefuiaxone 29
rv Ql2H

+
Vancomycin lg
rvQ12H

+
Acyclovir 10-15
mg/kg [V over
l-hour Q8H

10-14 days.
Ifthe
diagnosis of
HSV is made
a lreat for 14-

2l days

cn

6F Lrt

IS

z
o

ISF Shut Inlections
Propionibactcrium
acnes,S. aureus,
Coagulase
negative
staphylococci

Ceftriaxone 29
rv Ql2H

+

Meropenem 29
lvQ8H+

Vancomycin lg
TV Q I2H

The total
duration of
antimicrobial
therapy varies
from 7-10

Shunt rcmoval &/or
replscement may be needed.
Get ID consultation

-\
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Vancomycin lg
IV Q 12H

days for
CONS to l0-
I 4 days for S.

aueus and

Sram
negative
bacilli.

INFECTIVE ENDOCARDITIS

Empirical Treatment

SYNDRO]!IE COMMON
ORGANISMS

PREFERRED
/FIRST LINE
REGIME\'

ALTERNATIV
E REGIMEN

DURA
TION

REMARKS

Native Valve IE

(No h/o skin/soft tissue
infection or abscesses, IV
drug abuse, CVC line or
recent cardiac/prosthetic
valve replacement)

VGS,
Enterococci,
Nutritionally
Varimt Streptococci
(Nvs),
Streptococcus
gallolyticus

Ampicillin-
sulbactam 39
q6h lV

+
Gentamicin I
mg&g q8h Iv

Ampicillin 2 g IV
in q4h

+
Ceftriaxone 2 g
IV q24h

+
Gentamicin I
mg&g q8h

Vancomycin 25
mg&g loading
dose followed by
30 mglkgper 24
h IV in 2-3
equally divided
doses
+
Gentamicin I
ms,4(s o8h IV

OR

4 weeks Gentamicin used for synergy

Advmtage of Ampicitlin
sulbactam over CP/Ampicillin:
AS Covers Blactamasc producing
Enterococci & HACEK Group of
organisms

Combination of ceftriuone with
Gentmicin does not cover
Entetococcus

Native Valve [E
(Risk factors for S. aurzus)

MSSA, CA-MRSA,
HA MRSA

Vancomycin
25 mg/kg
loading dose
followed by 30
mg/kgper24h
IV in 2-3
equally
divided doses
+

Gentarnicin I
mg/kg q8h IV

High dose :i:

Teicoplanin (10-
l2 mgikg three
doses 12 h apart
f/b oDy
Daptomycin 10

mg/kg q24h (for
Rightsided IE)

Or
8-10 mg/kg q24h

(For left- sided
IE)
+
Gentamicin 1

mg&g q8h

weeks
If MSSA identified. chmge to
Cloxacillin or Cefazolin

Staphylococci
(including
methicillin-
resisant S. aureus),
Streptococci,
Enterococci,and
Gram-negative
organisms

Vancomycin
(25 mglkg
loading dose
followed by
30mg/kg per
24 h rv)

+

Gentmicin I
mg/kg ql2h

+
Rifampicin
300-600 mg
ol2H DoAV

6 weeksProsthetic valve

Definitive antimicrobial treatment for IE
COMMON
ORGANISMS

SYNDROME PREFERRED/FTRST
LINE REGIMEN

ALTERNATIVE
REGIMEN

DURATIO
N

RE}TARKS

Penicillin-
susceptible
(Mrc <0.12

[C/mL)

Penicillin G 12 to 18

million units per 24
hours IV either
continuously or in 4 or
6 divided doses

Altematives

Ampicillin 2 g IV
in q4h

4-wcck
BetaJactam-intolermt
patients:

Vancomycino 30 mg/kg
pcr 24 hours IV in 2
divided doses

44

z
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Ceftriaxone 2 g/day
i.v. in I dose

Or

Relatively
penicillin-
resistant strains
MIC >0.12

mcg/ml and
<0.5 mcgiml,

Penicillin G 24 million
units per 24 hours IV in
4 or 6 divided doses or
continuous infusion

+

Gentamicin 3 mg/kg per
24 hours IV or IM in I

dose for 2 weeks

Ampicillin l2 g per
24 hours (200

mg/kg per 24 hours)
in 6 divided doses
for 4 weeks

or
Ceftriaxoney 2 g per

24 hours IV or IM
in I dose for 4
weeks
plus
Gentamicin 3 mg/kg
per 24 hours IV or
IM in I dose for 2
weeks

4 week Vancomycin 30 mg/kg
per 24 hours IV in 2

divided doses for 4 weeks
plus

Gentamicin 3 mg/kg per
24 hours IV or IM in I

dose for first 2 wecks

Nativ

Valv
eIE

Resistant to
penicillin
MIC >0.5

mcg/mL

Penicillin G 24 million
U/day i.v. either in rt-6
doses or continuously
+
Gmtamicin 3

mgk{day i.v. or i.m. in
I dose

Amoxicillin 2 g/day
i.v. in 6 doses

OI

Ce{triaxone 2 g/day
i.v- in I dose

+
Gentamicil 3

mglkg/day i.v. or
i.m. in I dose

4 week Vancomycine 30
mg/kg/day i.v. in 2
dosese

plus
Gcntamicin 3 mg/kg per
24 hourc IV or IM in I

dose for first 2 weeks

Penicillin
Susceptible

MIC s0.12
mcg/ml-

penicillinG l2to l8
million units per 24
hours IV in four or six
divided doses or
continuously for six
weeks

Amoxicillin 100 to
200 mgkgper 24
hours IV in four or
six divided doses
for six weeks

or
Ceftriaxonel 2 g per
24 hours [V in one
dose for six weeks

6 week Vrncomycin 30
mg/kg/day i.v. in 2
do5s5s

Ora[ sueptococci
and Streptococcus
gallollicus
group, NVS

host
hetic
valve

Resistant ro

penicil [in

MIC >O 5

mcg/mL
(ientamicind -l

mg/kg/day i.v. or i.m. in
I dosed

+

+
Gentamicind 3

mg/kg/day i.v. or
i.m. in I dosed

glday
i.v. in I

6 week

i.r,. or i.m. in 1 dose

Enterococci Nativ
e&
Prost
hetrc
Valv

Beta-lactam
md
gentamicin-
susceptible
stmins Ceftriaxone 4 g/day i.v.

in 2 doses

+

Ampicillin l2 g/day
i.v. in 4-6 doses Ampicillin l2 g/day

i.v. in 4-6 doscs

+
Gentamicinc 3

mg/kg/day i.v. or
i.m. in I dose

6 weeks
(Gentamici
nfor2
weeks)

High-level
aminoglycosid
e resistance

Ampicillin 12 lday i.v.
in 4-6 doses
+

Cefuiaxone 4 g/day i.v.
or i.m. in 2 dose

Amoxicillin 200
mg/kg/day i.v. in ,t-
6 doses
+
Ceftriaxone 4 g/day

i.v. or i.m. in 2 dose

6 weeks

Beta-lacram
resistant
Enterococcus
spp. (E.

faeciuml

Vancomycin 30
mglkglday i.v.in2
doses
+

Gentamicin 3

mg/kg/day i.v. or i.m. in
1 dose

6 weeks
(Gentamici
nfor2
weeks)

tnFoe

q
e

Vancomycin-
resistmt
Enterococcus
spp.

Daptomycin l0-12
mg/kg/day i.v. in I dose
+
Ampicillin 300
mgkglday i.v. in.l--6
equally divided doses

Daptomycin lO-12
mg/kg/day i.v. in I
dose
+

Fosfomycin l2
g/day i.v. in 4
doses/Ceftaroline
1800 mg/day i.v. in
3 doses/Ertapenemg
2 g/day i,v. or i.m.
in I dose

6 weeks

Penicillin G 24 million
Ll/day i,v. either in 4-6
doses or continuously

Arnoxicillin 2 g/day
i.v. in 6 doses.
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Methicillin-
susceptible
staphylococci

Cloxacillin I 2 g/day i.v.
in 4-6 doses
Or
Cefazolin 6 g/day i.v. in

can

to

cloxacillin in patients
with non-imcdiate-8?c
hypersensitivity reactions

resistant

staphylococci

Vancomycin 30-60
mglkglday i.v. in 2-3
doses

Daptomycin l0
mg/kglday i.v. in I
dose
+
Cloxacillin l2 g/day
i.v. il 6 doses
Or
Ceftroline 1800
mg/day i.v. in 3

doses
Or
Fosfomycin 8-12

4-6 weeks

Nativ
e

Valv
e

methicillin-
susceptible
staphylococci

Cloxacillinc l2 g/day
i.v. in 4-{ doses
Or
Cefazolin 6 g/day i.v. in
3 doses
+
Gentamicin 3

mg/kglday i.v. or i.m. i::
I $refened) or 2 doses
+
Rifampir 9OO mglday
i.v. or orally in 3

drvidcd doses

6 weeks
(Gentamici
nfor2
weeks)

cloxacillin in patients
with non-immediate-type
hypersensitivity reactions
to perricillin

can

Vancomvcin
mgk-g/day i.v.in21
doses
+

Gentamicind 3

mg/kg/day i.v. or i.m. in
or

+

methicillin-
resistant
staphylococci

mg/kg/day i.v. in 2-
3 doses

i:

nfor2
(Gentamici

weeks)

host
hetic
valvc

HACEK

Valv
el
Prost
hetic
valve

mhours IV
4 weeksa divided doses

Gentamicinl 3

mg/kg per 24 hours
IV or IM in two or
three divided doses

g per
six

+

24 IV
t2
in

4 weeks

6 weeks

(r.[!E

(PVE)

oI
m
a

C)

ENT INFECTIONS
-..:-,

SYNDROME, COMMON
ORGANISM

PREFERRED / FIRST
LINE THERAPY

ALTERNATIVE
REGIMEN

DURATIO
N

REMARKS

Malignant otitis
extema

P. aeruginosa(in >90%
cases)

Piperacilin+Tazobactam
4.5gm IV Q 6h

Ciprofloxacin 500 mg IV

OR

BD

Ceftazidime 29 IV
Q8H

OR
Imipenem I gIVQ

TID OR
Meropenem I g IV
TID

6-8 Weeks

1brone

J
4
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Acute otitis media S.pneumoniae,
H.influenzae,
Morcxclla, catan ahalis.

Amoxicillin+clawlmate
I.2 G IV BD

Cefpodoxime 100 mg PO
BD / Cefiuoxime Axetil
250mg PO BD

OR

Cefuiaxone 2 g IV
OD for 3days
antibiotics

Duration
of
treatment:
If age<2
years: l0
days

If
age>2yean
: 5-7 days

a) Acute
Mmtoiditis

S.pneumoniae,
S.aureus,
H.infiuenzae,P.aerugin
osa,

. Cefotaxime I -2gm
IV 8 hrly

o Ceftriaxone 2gm IV
ODMastoiditis

Polymicrobial

b) ChronicMastoidi
tis

Piperacillin-tazobactam
4.5gIVQ8H

Meropenem lgm IV
Q8H

Exudative/ Diffuse
Erythema
Mostly viral Group
A,C,G
Streptococcus,Infectiou
s mononucleosis

Azithromycin 500 mg PO
ot)

Clindamycin 300-
450 mg PO Q 6-8 H

5 Days

Membranous
pharyngitis
C.diptheriae

Erytkomycin 500mg IV
QID

PcnicillinG 50,000units/kg

rfrreff ffim$

IV BD

OR

&
B
H

IBd*-

Dipthcria
antitoxin:
Horseserum<4
8hrs:20,000-
40,00Ounits,

Nasopharynge
al membranes:
40,000- 60,000
units >3days &

,bullneck::
80,000- l,

.20,000r{rits,

Acute
Pharyngitis/
tonsillitis

Epiglotitis
(Supraglotis)
H.influere,
S.pyogenes,
S.pneumoniae

,S.aureus.

Cefotuime lg IV TID

Ceftriaxone 29 IV OD

OR
Levofloxacin
l0mg/kg IV OD +
clindamycin
?.5mg/kgIVQ6H

RESPIRATORY INFECTIONS
SYNDROME COMMON

ORGANTSMS
PREFERRED REGIMf,N/
FIRST LINE TREATMENT

AI,TERNATI}'E
REGIMEN

DUR{]'IO
N

REMARKS

Community acquired pneumonia Azithromycin 500
mg p.o. OD
Doxycycline I 00 mg
.BID
Levofloxacin 750
mg p.o. OD

5-7days Beta lactam is
preferred over
macrolides due to
high prevalcnce

of macrolide
resistance in S.

pneumoniae in
India.CURB I or

ouqratients
without co-
morbidities

Respiratory viruses,
Strep pneumonia,
Mycoplasma,
Chlamydophila
pneumoniae

Co Amoxiclav 625mg TID (or
lgm PO BD)

Cefpodoxime +
Cefuroxime/ 5-7 days Add Cap \.

Oseltamivir 75 \'
mg BD 5 days if \

OF lvla
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CI]RB I
outpatients with
co-morbidities
(CHD, liver,
rcnal or lung
disease, diabetes
mellitus,
malignancies,
alcoholism or use

of
imunosuppressi
ve drugs) or use

of mtimicrobial
in 3 months

Respiratory viruses,
Strep pneumonia,
Mycoplasma,
Chlamydophila
pneumoniae

Co-amoxiclav +
macrolide(azithromycin/clarith
romycin)/doxycycline

macrolide/doxycycli
ne suspected

influenza

CURB score 2

Respiratory viruses,
Strep pneumonia,
Mycoplasma
pneumonia,
Chlamydophila
pnzumonia,
Legionella

Ceftriaxone2gi.v.OD+
Azithromycin 500 mg i.v. OD/
doxycycline 100mg BD x 5 - 7
days
( +/- Oseltamivir 75 mg p.o.
BID x 5 days as indicated)

Cefotaxime 2gm [V
qSh i Amoxclav l.2
gmlVq8h +
macrolide/doxycycli
ne

5-7 days The empiric
addition of
oseltamivir in
patients with
CAP should be
considered in the
setting of an

influenza
outbreak

Discontinue
oseltamivir if
PCR negativc

Continue if
clinical suspicion
of influenza high

suspected thcn
Vancomycin or
Teicoplanin may
be added

Fo lvle

I Ss

o'o
fi
a

CURB 3 or more
or any severe
CAP in ICU
without any
comorbidities -

Pseudomonas
(Chronic
respiratory
disease (COPD,
bronchiectasis,
asthma, chronic
bronchitis),
neurologi c

disorders, enteral
tube feeding and
immunocomprom
ised states)
without severe
sepsis /septic
shock

Strep pneumonia,

Legionclla, Klebsiclla
pneumonia, H
.influenzae,
Respiratory
viruses, primarily
influenza

.influenzae,
Respiratory
viruscs, primarily
influenza

H

Ceftriaxone2gIVOD+
Azithromycin 500 mg IV/PO
OD/ Doxycycline l00mg BD x
5-7days
( +/- Oseltamivir 75 mg PO
BID x 5 days as indicated)

100mgBD xTdays (+/.
Oseltamivir 75 mg PO BID x 5
days)

OD

Cefotaxime 2 sm
thrice daily IV /
Piperacillin-
Tzobactam 4.5 g IV
QSH +
Azithromycin 500

ne

mg IV/PO

5-7 days

o,
+

J
4

Inpatient ICU
with risk for
GNBs including
Pseudomonm
with severe sepsis
/septic shock

Meropenem I gm
thrice daily IV

Azithrornyc
in 500 mg
i.v. OD /
Doxycyclin
e l00mg
BD x7
days
(+l-

Oseltamivir
75 mg p.o.
BIDx5
days)

Ventilator associated pncumonia 8-10 days
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Meropenem 2 g IV TID +/- Inj
Polymyxin B 15 lac units
followed by 7.5 lac units BD

Antimicrobials
(to be started
after obtaining
cultures)
If hemodynamic
instability-
(systolic BP <90

mm Hg)
rcquiring
inotropes

E. coli, Proteus,
Pseudomonas
aeruginosa,
Acinetobacter spp.

8-10 daysE. coli, Proteus,

Pseudomonas
aeruginosa,
Acineobacter spp.

Meropenem I g i.v. TID +
Amikacin 15 mg/kg i.v. OD
c. Modiff once culturc md
sensitivity reports available

If no
hemodynamic
instability:

mg p.o. OD x 5 days
500 5-7 days Limit antibiotic

prescriptions to
patients who are
most likely to
have GAS
infection
(identified by
Centor criteria -
fever, no cough,
tonsillar
exudates, &
tendcr anterior
cervical
lymphadenopathy
)

The large
majority of adults
with acute
pharyngiris have

a selfJimited
viral illness, for

streptococcus (GAS),
Respiratory viruses

Amoxicillin 500 mg
p.o.TIDxS-7 daysAcute bacterial

pharyngitis

Airway
managcment

H. influenzae Ceftriaxone I -2 g i.v. OD x 7
days

Acute epiglottitis

Viral Symptomatic treatment onlyAcute bronchitis

Amoxicillin- Clavulanate I g
p.o. BID

7 daysAcute bacterial
rhinosinusitis

Strep. pneumoniae H.
influenzae
M. catmhalis

7 days . Start oseltamivir
if clinical
suspicion of
influenza

Amoxicillin- Clavulanate I g
p.o BID/625 mg TID

Azithromycin 500
mg p.o. OD

Doxycyclinc 100
mg p.o. BID

Acute bacterial
exacerbation of
COPD (presence
of at least 2 ofthe
following 3

symptoms:
a. Increued
dyspnea,
b. Incremed
sputum volume,
and
c. Increased
sputum
Purulence)

Strep. pneumoniae, H.
influenzae, M.
catarrhal i s,

Respiratory vintsss

7-10 days \- \ -j*\EuH. influenzae, S

pneumoniae, P.

aeruginosa

Piperacillin- tazobactam 4.5 g

QSH rV
Bronchiectasis,
acutc
exacerbation
(increroed cough,
sputum volume
and purulence)

Piperacillin/Tazobac
tam4.5 g Q6H/Q8H

Till clinical
md
radiological
resolution;
(usually l-3
months)

Switch to oral on
improvement (C.

Amoxicillin-
clavulanate)

Anaerobes
(Peptostreptococcus,
Prevotella,
Bacteroides (usually
not B. fragilis),
And Fusobacterium
Soo.)

Amoxicillin-sulbaclam 3g Q6H
IV

Lung

Tilt
satisfactory
radiological
resolution

-Evaluate for
tubcrculosis
-Drain

Inj Piperacillin+azobactam 4.5

C Q6H
Suspected MRSA: add
vancomycin/ Teicoplanin)

Meropenem lg TDS
Iv

Empyema Streptococcus,
Klebsiella, .

H.influenza, anaerobes
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Modifu antibiotics once culture
reports available

(3-6 weeks
or more)

OBSTETRICS AND GYNECOLOGICAL INFECTIONS
DEFINITIVE THERAPY

SYNDROME COMMON
ORGANISM

PREFERRED/FI
RST LINE

ALTER\ATI\'E REGIMEN DURATI
ON

REMARKS

Puerperal
sepsis / Septic
abortion/
chorioamnioni
tis

Streptococci (A,
B, D),
S.aureus,E.coli,
Enterobacteriacea
e

includingKlebsiell
a,Enterobacter,Cit
robacter,
Pseudomonas
aerugilosa,Prcteus
mirabilis.Gardnere
llavaginalis,Bacter
oides,Clostridium
perfringens.

CefotaximlgQ8
hrly+metronidazol
e500mgQ8
hrly+
gentamicin 60mg
IV 8 hourly

Ifthe paticnt is in
septic shock, consider
meropenem with or
without mikacin
plus vancomycin, or
Teicoplanin to cover
MRSA. Get ID
consultation

Pelvic
Inflammatory
disease (mild
to moderate)

Pelvic
Inflammatory
disease(severe

) eg turbo-
ovarian
abscess, pelvic
abscess

N.gonorrhoeae, C.

trachomatis,
anaerobes, enteric
Gram negative
bacilli,
Bacteroides, GBS,
GAS,
S- Aureus

Tab. Cefxime400
mg orally STAT

+
Tab.
Metronidhzole 400
mg tds

+
Cap.
Doxycyclinel00
mg bd

Cefotaximl g Q 8
hrly/ Ceftriaxone.
'2givOD+ ' '
metronidazole 500
mg

Q8hrly+
Doxycycline 100

me BD

Levofloxacin 500 mg ODwith
Metronidazolc 400 mg Q 8 hrly

Ceftriuone 250 mg IM single dose
+

Doxycycline orally 100 mg BD
with or without Metronidazole500
mg BD

OR

Doxycycline

For l4
days

Rule out genitourinary
tuberculosis bcfore

levofloxacin

:trmsition to oral once
clinicatly stable and:
after culture '1,,.

sensitivity rcport. Get
ID consultation

prescribing

Bacterial
vaginosis

Gardnerella
vaginalis

Oral
Metronidazole400
mg BD,

OR
Intravaginal
clindarrycin Crea
mZVo x'7 days

Tinidzole2 g orally OD X 2 days/
lgorallyODX5days

For 5-7 days

Surgical Prophylaxis For Gynecological Procedures
SYNDROME COMMON

ORGANISMS
PREFERRED
REGIMEN/
FIRST LINE
TREATMENT

ALTERNATIVE
REGIMEN

DURATI
ON

REMARKS

Vaginal delivery Group B
Streptococci (GBS)

Ampicillin 2 gm
IV followed by
I g IV 4-6 hourly

Cefazolin 2 g IV followed
bylg8houly
Beta lactam

houly

till delivery For GBS prophylaxis in
women who do not know
their GBS status in rhe
following sinrations:

Preterm labour (<
37 wks)
Prolonged rupture
of membranes (>18
hrs)
Fever during labor
or
chorioamnionitis
History of the
previous baby with
GBS infection
Bladder or kidney
infection due to
GBS

4th Degree
Perineal Tear

S.

aureus,Enterobacter
iaceae, Anaerobes

Ampicillin 2 gm
IV

+

Cefazolin I g lV/Cefiuoxime
1.5g IV

+

Single dose Beta lactam allergy-
Clindamycin 600-900 mg
IV
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500 mg IV
metronidazole metronidazole 500 mg IV

OR
Amoxicillin-clawlanic acid
1.2 g lV

Enteric gram-
negative bacilli,
Ureaplasma,
mycoplasma

Ampicillin 2 g
IV followed by I
8m
4-6 hourly for 48
hours followed
by Oral
amoxycillin500
mg 8 hourly for
5 days+oral
erlthromycin333
mg 8hourly for 7
days

7 daysPretem Pre-
Labour Rupture
Of Membranes

Cefazolin 2gnr
IV+
Azithromycin
500 mg IV

Cefazolin (3gm
IV) if $e patient
is > I 00ks

Beta lactam allergy-
clindamycin600-900mg IV
+ gentamicin l.5mg/kg IV

Only
single dose
recomen
dcd

Caesarean
delivery

GBS,
Staphylococci,
Enterococci

Rescue cervioal
encerclage

Vaginal flora Inj
ampicillin2gm
IV single dose

Only
single dose
recommen
ded

stress urinaru
incontinencc

[Iysterectomy
(AH, VH,
laparoscopic) and
surgeries for
pelvic organ
prolapse and/or

Staphylococci,
Enterococci,
Bacteroid€s spp

Cefzolin2gm
IV

Cefuroxime 1.5 g IV+/
metronidazole 500 mg IV

single dosc If allergic to
cephalosporin, use

clindamycin600 mg IV +
gentamycin60 mg IV.

Hysteroscopy /
Ectopic
Dremancy

Laparoscopy
(uterus and/or
vagina not
entcred) /

S. Aureus Ceiazolin2 gm
IV dmffi$trw Only single

dose
recollrmen
dcd

Abortions
(medical md
surgical)

Chlamydia,
Neisseria
gonorrhoeae

Cefazolin2 gm
IV

Single dose No prophylaxis for
missed / incomplete
abortion

Hysterosalpingog
ram

Chlamydia,
Ncisscria
gonorrhoeae

Doxycycline I 00
mg orally beforc
the procedure

Single dose Doxycycline continued
twice daily for 5 days if
there is a history of
PID or fallopian tubes
are dilated at the
procedure.

OPTHALMIC INFECTIONS \
AI-TERNA
TIVE
REGIMEN

REMARKSSYNDROMT] COMMON
ORGANISMS

PREFERRED REGIMEN/
FIRST LINE TREATMENT

DURAT
ION

EYE LID INFECTIONS

7 Dnys o Hot
fomentatio
n 3-4 times
per day

o Systemic
NSAIDs &
antibiotics
indicated
depending
on severity

Hordeolum Extemum &
Internum

S. aureus Topical eye ointments 3-4
times per day Ofloxacin /
Moxifl oxacin, Azithromycin,
Chloramphemicol

0F lvt

z
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Hordeolum With
Preseptal Cellulitis

S. aureus o Tab Amoxicillin +
clawlanic acid 625 rng

TID
. Tab Azithromycin 500

mg oD
. Tab Ciprofloxacin 500

mg BD /Tab Ofloxacin
200 mg BD

5 days . Anti-
inflamnato

ry
T.

Diclofenac
sodium 50 mg
bid for three or
four days.

o Mren pus
points
drained by
I&Dor

epilation in
cases of
hordeolum
extemum

Squamous Blepharitis S. aureus o Aatibiotic eye ointment:
Azithromycin,
Ofloxacin,
Moxifloxacin

o Steroid + antibiotic
combination
Chloramphenicol(l %) +
Hydrocortisonc (0.5%)
eye ointment

. Chloramphenicol
&polymyxin B sulphate
eye ointment

. Steroid eye oinment
Loteprednol eye
ointment Fluromethalone
eye ointment

7 Days Lid hygiene -
Clean eyelid
mrgin with eye
lid cleaner

Ulcerative Blephritis S. aureus T. Cephalexin 500 mg QID/
T. Amoxicillinclavulanic acid
625'f{Dt
T. Levofloxacin 500 mg OD /
T. Azithromycin 500 mg OD/
Cap. Doxycycline 100 rng BD i

$ 
pffi$$trv

5-7 Days o Lid margin
care with
baby
shampoo &
warn
compresses
24hourly.

Chalazion . Topical eye ointments'
Ofl oxacin, Moxifl oxacin,

Azithromycin TID
o T. Amoxicillin

clawlanic acid 625 mg
TDS, T. Azithromycin
500 mg OD

3-5 Days o Incision &
crrettage
under
infiltration
anaesthesia

Anti-
inflmlnato
ry:
T.
Diclofenac
sodium 50
mg BD for
3-4 days

CONJUCTIVAL INFECTIONS

7 Days Use darkBacterial Conjunctivitis S.aureus, S.
pneumoniae,H.influenz
ae

Ofloxacin or
Moxifloxacin EID 0.5%
I drop q2h(while awake.)

x 2 days followed by
q4h/q8h/ Gatifloxacin
0.3%/ MoxifloxacinO.5%
eye drops q2h

Chloramphenicol tulo eye
ointrnent at bed time
Crystalline penicillin eye

&ops (freshly prepared)
( l /l 0000)

Adcno Viral
Conjunctivitis

r Anificial tear eye drops
2 hrly

o Ofloxacin/Gatifloxacin/
Moxifloxacir drops TID

o Fluromethalone/
Loteprednol eye drops
TID to be tapered.

SevcrcadeN
viral
conjunctivitis
with pseudo

membrane,
uveitis and sub
epithelial keratitis

Vemal Kerato
Conjunctivitis

. Fluromethalone,/Lotepre
dnol drops to treat acute
phase Prophylaxis

o Tacrolimus eye ointment
at bed tim€

. Disodium
cromoglyc
ate drops /
Olopatidin
e O.lYo eye
drops,

e
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. Cyclosporin eye drops 2-
3 times per day

Duy

Ketorolac
drops 2-3
times pcr

Use dark
goggles

Artificial
tcar drops
4-6 times
dav

Ophthalmia
Neonatorum

o Within the lst 48 hrs

/ Inj ceftriaxone,
Gentamicin /
Moxifloxacin eye
drops I hrly (till
discharge
decreases),
followed by QID/ Bacitracin eye
oint. QID

o 48-72 hrs
/ Gentamicin/

Tobramycin eye
drops q 2 hrly

/ Neomycin -
Bacitracin eye
oint. QID

o 5-7 days Acyclovir eye
oint.5timesaday

o After I
weekErythomycin eye
oint./ Chloramphenicol
eye oint. QID

7 -t4
days

CORNEAL INFECTIONS

Acute Bacterial
Keratitis

S.aweus.
S.pneumoniae,
S.pyogenes,
Haemophilusspp

. Moxifloxacin eye drops
0.5%/ Gatifloxacin 0.5%
q1h x 48 hrs, then
tapcrcd as per response.

o Fonified Cefazolin 5%/
Vaocomyciu 5% eye
drops r '

r Fortifi cd Arrikacin eye
drops l3%: I

r Atropine sulphate l%o

eye ointment fwice a day
. Homtropine eye drops

2%o four times per day
. Systemic antibiotic

T.Ciprofloxacin 750 mg
BD

5 Days

Fungal Keratitis Aspergillus,
Fusarium,
candida

o Natamycin 5% eye drops
qlh i q2h tapered
depending on response

. Freshly prepared

Voriconazole eye drops
. Freshly prepared

Amphotricin (0.15 %)
eye drops

o Itraconazole l7o eye
ointment

. Systemic mtibiotic :

/ T.Ketoconazole
200 mg BD

r' T. Fluconazole
150 mg alt. days

y' Cap.Itraconazole
100 mg OD

14 Day; Homatropi
ne drops/
atropine
ointment
Empirical
therapy not

Herpetic Keratitis . Acyclovir eye ointrcnt
37n-5timesa
day/Ganciclovir 0. l5 %

o T. Acyclovir 800 mg - 5
times

. T. Valacyclovir I mg
TID

o Fluromethalone / Pred
Forte eye drops in
Disciform keratitis and
uveitis

l0- 15

Days
trH?ssslr)-...nEdEps-

2Y"-4
times a day

o Lubricant
eye drops

o Topical
antibiotics
to prevent
supef
added
bacterial
infection

ORBITAL INFECTIONS

a"-ffi
Z.#Md{

/,}1 *
d*$4ls

\ -=<*0""r/--a': rrff-,/-

$lz
o
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Orbital
Cellulitis

S.pneumoniae,H.infl uen
zae,
M. catarrhalis,S.aureus
Group A Streptococcus,
Occasionally Gram
Negative bacilli post
trauma.

o Inj.Cefotaximc- I gm
BD IV

r Inj.Amikacin 500 mg
BD or 250 mg 8th hrly
IV OR
Inj. Cloxacillin 2 gm IV
q4h

Inj.Ceftriaxone 2 gm IV
q24h(1g IV BD)
Inj.Merronidazole 500
mg IV q12h OR
Inj.Vancomycin I gmIV
ql2h
Inj.Levofloxacin 750 mg
OD
Inj.Metronidazole I gm

Q24hx I week
followed by oral
mtibiotics as per the
improvement

NSAIDs
If MRSA
suspected
substihrte
cloxacillin
with
vancomyci
n

Congenital
Dacryocystitis

Tobramycin or Ofloxacin eye
drops TID after massaging (if
pus is regurgitating on
massaging)

o Probing
under GA
if not cwed
after 9
months of
age

. Digital
massagmg
3 times per

day for 9
months
(Crigglen
massage)

Endophthalmitis

bacterial: (post-
occularsurgery)

S.epidemidis, S.aureus,
Streptococci,
enterococci, Gram
negative bacilli

r Intravitrealantibiotics
(InjVancomycin I g BD
+lnjceftazidim€29Q8
hr)

InjVancomy
cinlgBD+
InjMeropene
mlgTID

. Imrrcdiatc
vitrectomy

EnrJophthalmitis
Mycotic
(Fungal)

Candida sp

AspcrgillusSp

mg/kg + Flucytosine
mg&gQID

B0.

Liposomal
Amphoterici
nB
3-5 mg/kg

OR
Voriconazol

4-
6Wceks

Patierus with
chorioretinitis
ald ocular : .

involvemenr -i

other than
endophthalmitis
often respond to
systemically
administered

GASTROINTESTINAL & HEPATOBILIARY INFECTIONS
S}NDROME COMMON

ORG^{NISMS
PREFERRED
/FIRST I,INE
REGIMEN

ALTERN
ATIVE
REGIME
N

DURATIO\ RI,MARI(S

Acute gastroenteritis Viral (Noro,
Caliciviruses,
Rotaviruses),
Entero- toxigenic and
entero- pathogenic E.
coli, Staph aureus,
Bacillus cereus

Antibiotics not
indicated

.Rehydration

.Synptomatic treatment

J
d-

Acutc dysentcry Shigella spp,
Shigatoxigenic E coli,
Enteroinvasive E coli,
Campylobacter spp,
Ycrsenia spp

Tab
Ciprofloxacin
500 mg BD

Inj
Cefkiaxon
e2gIY
OD
Cefixime
2OO BD
Azithromy
cin 500 OD

3-5 days

Cholem V. Cholerae cap
Doxycycline
300mg

Tab
Azithromy
cinlg

Single dose RehvdratioNllggg

Amcbic dysentery E. histolytica Tab
Metronidazole
500 ms TID

5 days
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Giardiasis Giardia lamblia Tab
Meuonidazole
250 me TID

5 days

Campylobacter

1e OD

Tab
Azithromycin

3days

Non severe

(White blood
cell count
.'<15,000
cclls/ml- and
serum
creatinine < L5
rng/dl)

S"r"*

(White blood
cell count
>15,000

cells/ml and,/or
serum
creatinine 21.5
mC/dL)

Oral
vancomycin
l25l?50m9
Q6H

Metronidaz
ole 500 mg
orally tid

I 0- I 4days Metronidazole is given
only if Vancomycin is
not
available

Hospital acquired
diarrhoea Clos

tridi
um
diffi
cile

Fulminant
(Hypotension
or shock, ileus,
or megacolon)

Vancomycin 5

00 mg orally or
via nasogastric
tube QID
+

Metronidazole
500 mg
inffavenously
every TID

l0-14 days Ifileus is present,

additional considerations
include:
FMT (administcrcd
rectally)
OR
Ilectal vancomycin
(administered as a

retention enema 500 mg
in I00 mL normal saline
per rectum; retained for
as long a.s possible and
readministered evcry 6
hours)

C'holangitis. Acute
cholecystitis

Enterc bacteriaccae.
Anaerrbes

Piperacillin-
Ta:robactam
4.5 g i.v. Q8H

flefoperazo

Sulbactarn
3g i.v. BID

7 days Ilil ary drailage SOS

[)at ents undergoing
c hc lecystectomy should
liare antimicrobials
discondnued within 24 h
unless there is evidence
of infection outside the
wall ofthe eallbladder

\

E. Coli, klebsiella Ceftriaxone lg
bd
or
Cefotaxime 29
q8h

Piperacillin
tazobactam
4.5g iv tid
Or
Cefoperazo
ne
sulbactum
39 iv bd
(ifrisk
factors fbr
MDR

7 daysSpontmeous bacterial
peritonitis(community
acquired)

Piperacillin
tazobactam
4.5g iv tid

Cefoperozo
ne
sulbactum
3e iv bd

Comnrunity acquired mild
intra abdominal infections
(bowel perforation)

Enterobacteriaceae,
Anrerobes
(Bacteroides species)

Cefoperazonc-
Sulbactam 3 g
i.v. BID

Piperacillin
Tazobacta
m4.5giv
q.8h

5-7days;longcr
if source control
inadequate

Enrergency surgery to
eliminate source of
colltamination, reduce
bacterial load & prevent
recuncnce

Community-acquired
severe intra-abdominal
infection

Enterobacteriaceac,
Anaerobes
(Bacteroides species)

Meropenem lg
tid

Imipenem
500mg
6hrly
OI

7- l4 days

Healthcare associated
intra-abdominal infections

vancomycinl5
to 20

+

mglkg/dose

Imipenem
500mg 6hrly
/ Meropenem
lg tid

Based on the findings of
intra-operative cultures
cover for Enterococcus
mry either be stopped or
chmged.

If multi{rug resistant
organism is isolated,
based on smceptibility
pattems, colistin.

\lza\ ---'6"-;\qw
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every E to 12

hours
tigecyline may be used.
Add Echinocmdins or
fluconazolc if risk
factors for Candida. Get
ID consultation

Intra-abdominal abscess Enterobacteriaceae,
Anaerobes
(Bacteroides species)

Cefoperazone-
Sulbactam 3 g
i.v. BID

Piperacillin
tazobactam
4.s g IV
OID

inadequate

5-7 days; longer if
source control

Emergency dminage

Liver Abscess (erlpiric) Ceftriaxone 2g
IV OD/
Cefoperazone -
sulbactam 3 g
i.v. BID/
piperacillin-
tazobactam 4.5
gm IV q6h
+
metronidazole
500 mg i.v.
TID

To cover for possible
bacterial md amoebic
etiology subsequently

The treatment should be
changed as per culture
repon and amoebic
serology

Amoebic liver abscess

(suspect in patients with
single abscess in right lobe
of liver with no IHBRD
and no primary intra-
abdominal source)

Metronidazole
750 mg i.v.
TID or 800 mg
p.o. TID
+
Diloxmidefuro
ate 500 mg
TID

I 0 days Thcrapeutic drainagc for:

(l ) High risk ofabscess
rupture;
(2) left lobe liver
abscess;
(3) Failure to respond

to medical therapy
within 5-7 days
(4) Cannot differentiate
from a pyogenic liver
abscess

Acute pancrcatitis Routine usc of
prophylactic
mtibiotics
NOT
recomended

Infected pancreatic
necrosis/abscess should
be considered in patients
who

pancreas

. ln these patienB,

.CT-guided FNA for
Gram stain and culture to
guide use of appropriate
antibiotics

.Empiric antibiotics may
be given

Infected Pancreatic
Necrosis

Enterobactuiaciae,
Anaerobes,
Enterococcus

Meropenem 1 g
TID

Imipenem-
cilastatin
500mg 6hrly
+

Or

Add
Vancomyci
n15to20
mgikgldose
every 8 to
I 2 hours if
no
response
after 48 -
72 hours or
ifin shock

l.Therapy to be adjusted
as per the culture and
sensitivity results from
pancr€atic aspirate or
necrosectomy.

2.Antifungal cover with
fluconazole, or
echinocandins may be
added ifrisk factors for
disseminated candidiasis.

3.For nosocomial
ini'ecrions, depending on
the culture and
sensitivity data, colistin/

\gecycline may be used.)\

r -\\
m

C)

OF?-



PaSe 20 of:15

SURGICAL PROPITYLAXIS
. A single preoperative dose of antibiotic is sufficient; there is no evidence for postoperative prophylactic antibiotics.
o Antibiotics are repeated ifthe duration ofoperation is > 4 hours or ifblood loss is > I liter (except varcomycin,

aminoglycoside, fl uoroquinolone).
. Prophylactic antibiotics should be administered within I hour prior ro incision.
. Prophylactic antibiotics should not be used in perianal procedures (lay open fistula, hemorrhoidectomy, lateral anal

sphincterotomy).

o No role for prophylactic antibiotic in routine catheterization

GENERAL SURGERY
SURGERY COMMON

ORGANISM
s

PREFERRE
D /FIRST
LINE
REGIMEN

ALTER
NATIV
E
REGIM
EN

DURAT
lOr\-

REMAI'KS

I a.Clean operation without use of
prosrhetic implant
(thlroglossal cyst excision,
thyroidectomy, parotidectomy, rudical
neck dissection, mastectomy,
adrenalectomy, hepatectomy, hydatid
cyst liver without biliary
communication. splenectomy, porto-
systemic shunt operation)
1b. Clean opemtion with use of
prosthetic implant(inguinal
hemioplasty, incisional hemia nresh

repair, aortic aneurysm repair, aorto
fernoral bypass).

aerobic gram-
positive
organisms,
aerobic
streptococci,st
aphylococci,
and
enterococci

la.Cefaperazo
ne
+Sulbactam
IV
Adults: 1.5-2
s

lb.
Celhperazonc

-Sulbaetam
IV: Adults:
1.5-2g

\d
E
#

2 hours
before
incision

2 hours
before
incision

2a. Clean contaminated operation
(cholecystectomy laparoscopic and
open, gastrojejunostomy, gastrectomy,
jejunal resection mastomosis, distal
pmcreatectomy,
pseudocystgastrostomy, pseudocyst
jejunostomy, low risk perforated peptic
ulcer)
2b. Clean contaminated operation (head
& neck operation where oral
/ uppcr aerodigestive tract is open,
including esophageal operations).

Cefaperazone
+Sulbactam
IV: Adults:
1.5-2 g

2b.
Cefaperazone
+Sulbactam
IV: Adults:
1.5-2 g

altemati

clindam
ve:

ycin

2 hours
beforc
incision

2 hours
before
incision

Evidence for prophylactic
antibiolic in low risk
laparoscopic cholecystectonry
is thin

3. Contaminated operation(colectomy,
obstructcd biliary tract).

aerobic gram-
positive
organisms,
aerobic
streptococci,st
aphylococci,
and
enterococci

Cefaperazone
+Sulbactam
IV: Adults:
1.5-2 g
(cefoperazone

)

Altemati
ve:
clindanr
ycin

2 hours
bcforc
incision

es on obstructed
system should also add

Inj. .{nikacin I 5mg /Kg.

Surgeri
Biliary

Fqc.
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4. Dirty (fecal peritonitis, anastomotic
leakage)

Antibiotics ale not
"prophylactic" here. Choice of
antibiotics will depend if
organ dysfirnction is present

or not. Specimens for culture
and sensitivity should be taken
at operation. Iforgan
dysfunction is present broad-
spectrum antibiotics will be
chosen inirially and de-
escalate once culfire /
sensitivity results are

available.

5.Colorectal Surgery
Colorectal surgery
Cefaperazone +Sulbactam IV: Adults:
l-2 e

Enteric gram-
negative
bacilli,
anaerobes,
enterococci

Cefaperzone
+Sulbactam
IV: Adults:
1.5-2 g

2 hours
before
incision

6.Hemia Surgery
Hemia

Aerobic gram-
positive
orgmisms

Cefaperazone
+Sulbactam
IV: Adults:
t{_)o

2 hours
befbre
incision

7. .Head & Neck surgery

Ta.Clean Including thlroidectomy

Tb.CIean- contaminated

Anaerobes,
enteric gram-
negative
bacilli, S.

aureus

Cefaperazone
+Sulbactam
IV: Adults:
1.5-2 g

None

2 hours
before
incision

8.Mastectomy
Clean

organisms

Aerobic gram-
positive

Cefaperazone
+Sulbactam
IV: Adults:
1.5-2 e

2 hous
before
rnclsron

VASCULAR SURGERY
PROCI]DT]RE COMMON

ORGANISMS
PREFERRED/FIRST
LINE REGIMEN

ALTERNATIVE
REGIMEN

DURATION REI\'IARKS

Foe

Pre-carotid
endanerectomy,
femoral reconstruction
AAA open repair or
EVAR

Cefazolin l-2g IV
30min before
procedure
Repeated dosing I

29 q8h for 24 h

Cefuroxime l.5g
Iv
Repeated dosing
I .5g IV ql 2h for
24h

Endovascular orocedure

r Prior access-site
prosthesis

. Repuncture ofa
recent access site

o Prosthetic/device
reintervention
(secondary
intervention)

Existing remote
peripheral arterial
device (e.g : prior
stents. srafts)

Cefazolin I -2g IV Cefuroxime 1.5g
IV

Single

dose

R ,S

Use ofLevolloxacin and Linezolid should be limitcd only it all other antibiotics are resistant. Kindly avoid empirical use
of them since both belongs to MDR TB drugs cateeory
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Befbre reoperation
involving an existing
prosthetic graft/ patch

Vancomycin lgIV30-
60 min before incision

Repeated dosing 19
IVql2h,24-48h

Known patient MRSA
colonization or
prolonged or recurrent
hospital stay (high
MRSA risk)

Vancomycin lg fV
bcfore
incision/proccdue

Altmatives for
pencillin,
Cephalosporin,
Vancomycin allergies

Levofloxacin 5O0mg
lV before procedure
and daily for 24-48h
or
Clindamycin 900mg
IV before procedwe
and &en 450-900mg
q8h for 2448h

Daptomycin
4mg/kg IV before
procedure md
daily for 24-481r

Varicose vein No preop antibiotics
except when
complicated by
lynphedema or ulcer

Peripheral Vascular
Disease

Cefuroxime l.5g IV,
redosing interval 4hrs

Ampic'illin
Sulbactam 39 IV,
redosing interval
2hrs

NEUROSURGERY

SYNDROME COMMON
ORGANISMS

PREFERRED/
FIRST LINE

ALTERNATIV
E REGIMEN

DURATION REMARKS

(. .{ hrs)
Clem cmes

r rus. S.epidernridi
s

Sraphylococcus au Amoxrcillin
&clawlanic acid

1.2 g IV BD

Single dose

I

IV prophylaxis <

60 nrinutes prior
to skin incision /
in teru c nti o n.

Clean contaminated
cases(4- 6 hrs or when
there is a breach in
sterility)

Staphylococms au
reus, S.epidemidi
s

Amoxicillin
&clavulanic acid

1.2 g IV BD

For 48 hrs

Contaminatcd cases(>6
hrs)

Staphylococcus au
reus, S.epidemidi
s"Anaerobes

Amoxicillin
&Clarulanic acid

IV1.29+
Metronidazole 500

mgIVQSH

For 48 hrs

Dirty cases(eg: Suspected
meningitis
Penetmting hcad injuries)

Staphylococcus au
rcus, S.epidermidi
s.

Anaerobes,Gram
Negative bacilli

Ceftazidime 2gm
w
TDS+Clindamycin
600mg IVTDS

For 72 hrs Further
Antibiotic
Therapy Based
On C/S Reports

g? fr,i ri 11v

c4
e

z

/44/

GASTROSURGERY
COMMO}I
SURGERY

COMMON
ORGA}IISM
S

PRETERRED
/FIRST LINE
REGIMEN

ALTERN
ATIVE
REGIME
N

DURATI
ON

RE\IAITKS

YX,,'\g-;,..
Esophago-
gastroduodenal

surgery

Procedurc involving
entry into lumen of
gastrointesti nal tract

*Enteric gram
negative
bacilli
*Grarn-

positive
cocci.

Cefazolin.
<120 Kg:lgIV
>l20Kg: 2gIV

e 29 TID
Cefotaxim 3 doses Redose interval

4hours

Esophago-
gastroduodenal
surgery

iEnteric gram
negative
bacilli

Cefazolin.
<120 Kg:lgIV
>l20Kg:2gIV

e 2gTID
Cefotaxim 3 doses Redose interual

4hours

:iT

a\
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Procedures not
involving entry into
lumen of
gastrointestinal tract
(sclective vagotomy,
antireflux)

tGram-
positive
cocci.

2.Biliary rract surgery
(including pancreatic)

Laparoscopic
procedure (low risk)

Open procedure or
laparoscopic
procedure (high risk)

2a. N/A

Enteric gram-
negative
bacilli,
Enterococci,
Clostridia

No antibiotics
needed

Cefazolin
<l20kg:lgIV
>l20kg:2gIV

Piperacilli

Tzobactu
m 4.5g

QID

3 doses

High risk laparoscopic: -Age >70
years, acute cholecystitis, non-
functioning gall bladdcr, or
comon bile duct stones

2b.Redoseinterual : houm

Obstructed biliary
system

Enteric gram
negative
bacteria

Cefazolin
<l20kg:lgIV
>120 kg:2 g IV
+
Amikacinl5mg/
kg

Piperacilli
n
tazobactu
m 4.5g

QTD

3 doses Redose
interual :4 hours for Cefazolin

3.Small intestine
surgery

3a.Non
obstlxcted
Enteric gram-
negative
bacilli,
Gram-
positive cocci

3b.
Obstructed
Enteric gram-
negativc
bacilli.
Anaerobes,
Eenterococci

*Cefazolin

<l20kg: I gIV
>l20kg:2gIV

*Ceiurolin
<l20kg:lgIV
>l20kg:2gIV

Metronidazole
500 mg IV

Piperacilli
n
tazobactu
m ,{.5g

QID

3 doses

Redose interual: 4 hours for
Cefazolin

4.Colorectal Surgery Enteric gram-
negative
bacilli,
Anaerobes.
Enterococci

*Cefazolin
<l20kg:l gIV
>l20kg:2gIV

+
Metronidazole5
00 mg IV

e 29 TID
Cefotaxim 3 doses Redose iaterval: 4 hours for

Cefazolin

5.Hemia Surgery
Hernia

Aerobic
gram-
positive
organisms

Cefazolin
<l20kg:l gIV
>l2Okg:2gIV

e 2gTID
Cefotaxim 3 doses

Whipples operation
and CBD exploration

Piperacillin
tazobactum 4.5g
OID

3 doses /-ec/,/ *ry;i'&
l€l ,*l (r,

o
lm
E

&

CARDIAC SURGERY COMMON
ORGANIS
MS

PR.EFERR
ED /FIRST
LINE
REGIMEN

ALTERNA
TIVE
REGIMEN

DURATION RE}TARKS

Cardiac procedures:

coronary artery bypass,
cardiac device insertion
procedures (eg, pacemaker

Staphylococc
us
aueus, Staph
ylococcus epi
demidis

Cefazolin
<120 kg: 2

8lv

Cefuroxime
l.5gIV4
houre
Or

Cefazolin
single IV dose
begun within
60 minules

Cefzolin is preferred over
cefuroxime, given
increasing resistance to
second-generation
cephalosoorins

n

--ARDIAC
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implantation), placement of
ventricular assist devices

>120 kg: 3

gTV
vancomycin
I

l5 mg&g
IV (mu 2

c)

Or

Clindamyci
n
900 mg IV

before the
procedure

Vancomycin
should be

started within
60to 120

minutes before
the initial
incision

Ifvancomycin is used, the
infusion should be startcd
within 60 ro 120 minutes
before the initial incision
to have adequate tissue
levels at the time of
incision and to minimize
the possibility ofan
infusion reaction close to
the time ol induction of
anesthesia.

Clindamycin may be uscd
for patients unable to
toleratc thL' othcr agents
listed.

For
procedures in
which enteric
gram-
negative
bacilli are
common
pathogens

Gentmicin
5 mgikg IV

Or

Aztreonam
2gIV,ora
Or

Ciprofloxac
in 400 mg
IV
or
Lcvofloxaci
n 500 mg
IV

Fluoroquinolo
nc should
begin 120

minutes before
surgical
lnclslon

In obese patients who
weigh 20 !6 abovc their
ideal body weight, the
gentamicin dose should be
calculated using the idcal
body weight plus 40
percent of the difference
between the actual and
ideal weights

Gentamicin as a single 5

mglkg dose has been
observed to be more
effective firr SSI
prevention

GENITOURINARY & RENAL INFECTIONS
SYI{DROME COMMCIN

ORGA\IS}IS
PREFERRED/
} IRSI'LI\E
REGIMEN

ALTERNATIVE
REGIMEN

DURAT
toN

REMARKS

Asymptomatic
bacteriuria
(positivc urine
culture frorn an

individual widrout
symptoms or
signs ofUTI)

l.l. coli No
antirnicrobial
needed

Scrccninll for and
treatmcnt ol'
asymptonratic bacteriuria
is indicatcd for
I . Pregnant women
2. Patients undergoing
urologic proce&xm in
which mrrcosal bleeding
is anticipated

Acutc
uncomplicated
cystitis in women

( dysuria and
frequency in
healthy, adult,
non- pregnant
women with
nomal urinary
tract no structural
or functional
abnomalities)

E. coli, Klebsiella
pneumonia. other
enteric CNB,
Staph
saprophyticus,
Enterococcus spp

Nitrofurantoin
100 mg p.o.BID
5-7 days

Fosfomycin 3.0 gm
single dose
Or
Co-trimoxazole ds 1

tab BD for 3 days
or
Amikacin l5mg/
kgiday once daily
IVor IM for 3 days
(should monitor
kidncy function)

Fosfomycin and
nitrofurantoin should be
avoided when there is
suspicion of
pyelonephritis or
prostatitis / presence of
systemic fbatures of
infection.

Fosfomyc in susceptibi lity
to being requcsted for,
and used only for Gram-
negative MDR organism

Acute
Pyelonephritis
(no underlying
GU disease)

E. coli, Klebsiella
pneumoniae,

Pseudomonas
aeruginosa,
Proteus,
Staphylococcus,
Enterococcus spp

Piperacillin-
Tuobactm 4-5
g i.v. q6h

Cefoperazone
sulbactum 3g MD
or
Imipenem I gm 8
hourly IV
or
Meropenem I g IV
TID
or
Amikacin
I 5mg/kg/day once
daily IVIIM (should
monitor the kidney
function)

cases -
l4 days

Severe

Mild to
moderate
cases - 7

days

In case o{ amikacin,

In severe sepsis
shock carbapenems
preferred
Add
Vancolnycin/T
if in septic shock

Definitive therapy based
on culturc and
susceptibility report

monitor renal

UTI with
underlying GU
diseasc
(e.g., neurogenic
bladder, renal

E. coli, Proteus,
Pseudomonas

aeruginosa
Tazobactam 4.5
g i.v, q6h

Piperacillin Cefoperzone
sulbactum 39 IV BD
or
Meropenem I g i.v.
TID

I 4 days Definitive therapy based
on culture and
susceptibility report

lt4Fovi
o

fi
z
o

rr!
c,
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stones,
hydronephrosis
etc.)
Acute prostatitis Enterobacteriacea

e

(E.coli, Klebsiella
sp.)

Ciprofloxacin
200mg iv BD 5-
7 days followed
by Tab
ciprofloxacin
500mg bd
3weeks

Piperacillin
tazobactam 4.5 g IV
6 hrs
Or

Trimethoprim
Sulfmethoxazole
( I 60-800mg) BD
or
Cefoperazonesulbac
tum 3gm IV BD

4 weeks Change according to
culture and sensitivity

Pattem

Prolonged treatment upto
4-6 weeks needed for
prostatitis

Epididymoorchitis N. gononhoeae a

nd. C. trachomalis

500mg bd

by Tab
ciprofloxacin

3weeks

Ciprofloxacin
200mg iv BD 5-
7 days foltowed

Cefoperazone
sulbactum 3gm IV
BD
or
Piperacillin
tazobactam 4.5 g IV
6hrs

4 wccks

Catheter
associated UTI

ffi
B
E
E

&

E. coli, Proteus,
Pseudomonas
aeruginosa,
Acinetobactsr
spp.

Piperacillin
Tazobactam 4.5
g i.v. q6h

Em$ ffi

Cefoperazone
sulbactum 3g IV BD
or
Meropenern I g i.v.
TID

w

7-14
days

Do not send urine culture
fiom m asymptomatic
patient with indwelling
urinary catheter
Urinalysis for pyuria
NOT useful in diagnosing
CAUTI

Treat only when patient
has symptoms attributable
to UTI

Urine sample for culture
should be obtained either

tubing and Foley catheter

Do not send samplcs from
thc drainage bag

Remove urinary catheter

Replace urinary catheter
only if essential; consider
alternatives (e.g., condom
catheter, intermittent
catheterization etc.)

ffiffi

c,

R

a
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a
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Hemodialysis Catheter-Related Bloodstream Infections
ORGANISMS PREFERRED/FI

RST LINE
REGIMEN

ALTERNATIVE
REGIlllEN

CATHET[,R
LOCK

REMARKS

Staphylococcus, Gram Negative
Bacilli

Vancomycin 20
mg/kg loading
dose infused over
the last one to two
hours of
hemodialysis (HD)
md ceftazidime I

Daptomycin 9
mg/kg given over
the last 30 minutes
ofHD
IV once on A,{D
(thrice weekly)

Vancomycin/ceftazid
ime/heparin:
Vancomycin (1 mL
of 5 mg/ml in
normal saline
solution)
+

Gentamicin carries a

substantial risk of ototoxicity

Daptomycin may be used as

an alt€mative to vancomycin
in vancornycin-allergic
patients or in cases of
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gm IV once on
A/D (thrice
rveekly)
(immediately after
IJD on dialysis
days)

(lontinue
vancomycin I gm
ovcr the last hour
of each subsequent
l lD session md
r;eftazidime I gm
irnmediately aftcr
llD while awaiting
hlood culture
results and
antibiotic

(immediately after
HD on dialysis
days)

Gentamicin I

mg,/kg IV once on
A,/D (thrice
weekly)
(imediately after
HD on dialysis
days) may bc uscd
as m altemative to
ceftazidime

ceftzidime
(0.5 mL of l0
mg/ml in normal
saline solution)
+
heparin (0.5 mL of
1000 unitsiml
solution)

vancomycin-resistant
enterococci (VRE)

Gram Negative Bacilli Ceftazidime I gm
IV once on A,/D
(thrice weekly)
(immediately after
HD on dialysis
days)

Ceft azidime,/treparin:
Ceftazidime (1 mL of
l0 mg/ml
in normal saline
solution)
+
heparin (l mL of
l 000
units/ml solution)

Melhicillin sensitive
Staphylococcus aureus

Cefazolin 2 gm tV
once on A,/D
(immediately afler
HD on dialysis
days)

Cefazolin/heparin:
Cefazolin (l mL of
20mglmL
in normal saline
solution)
+
heparin (l mL of
I 000
mits/ml- solution)

Methicillin resistant
Staphylococcus aureus

Vancomycin I gm
tV once on A/D
(thdce weekly)
linrmediately alier
HD on dialysis
Llays)infused ovcr
thc last hour of
HD.

daptomycin 9
mg,&g over the last
30 minutes of HD

Vmcomycinflreparin:
Vancomycin (1 mL
of 5 mg/ml
in nomal saline
soluti on)
+
heparin(l mLof
1000
units/rnL solution)

MRSA infections
consislent with uncomplicated
CRBSI may be treated with

authors recommend using
clinical judgment based on
the patient's clinical status
and local antibiogram results
to determine appropriate

/li*'i*lZ-!P'- "
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SKIN AND SOFT-TISSUE INFECTIONS
SYNDROME COMMON

ORGANISM
PREFERRED/
FIRST LINE

ALTERNATIvE
REGIMEN

DURATION RE}IARKS

Cellulitis

S.pyogenes
S.aureus

Penicillin G 2-
24 million
units/day tV Q
4-6H

Clindamycin 600 mg IV
TID,CeftriaxonelgIV
BD

5-7 days o Obtain blood/ pus cultures
betbre staning antibiotics

o Considerpoly-microbial
pathogens in diabetics

o Consider risk factors for
MRSA md presence of TSS
before using clindamycin
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Diabetic Foot Ampicillin 500
mg PO Q6H i
Cloxacillin 500
mg PO TID +
Metronidazole
500 mg IV TID
+ Ciprofloxacin
500 ms PO BD

Gentamicin 60 mg IV BD
+ IV Metronidazole 500
mg IV TID + Linezolid
600 mg IV BD

I 4 Days

Carbuncle Clindamycin
600 mg IV TID
/Cefuirome 1g

IVBD

Linezolid 600 mg IV BD

Suspected
MRSA

S.aureus Clindamycin
600 mg IV TID i
Cefoirome lg IV
BD

Linezolid 600 mg IV BD

Recurrent
Furunculosis

S.aureus Clindamycin
600 mg IV TID /
Cefuirome lg IV
BD

Linezolid 600 mg IV BD

Nerotising
Fasciitis

S. pvogenes

S.aureus,

anaerobes,

Gram negative

orgmisms
(polymicrobial)

Penicillin G 2-
24 million
units/day IV Q
4-6H
/Cefrirome lg
IVBD/
Dicloxacillin
500mgIVQ6
H
Metronidazole
500 mg IV TID

Ee

o Penicillin G 2-24
million units/day
rvQ4-6H /
Ceftriaxone I g IV
BD+
Metronidazole 500
mg IV TID

o VancomycinlglV
BD / Linezolid 600
mgIVBD+
Piperacillin-
sulbactam 4.5 g IV
Q6H +
Metronidzole

500 mg IV TID

14 days

Early surgical debridemenl essential
send blood & intraoperative
specimens for bacterial cultures.
Consider ue of IVIG for
streptococcal NF/TSS

BONE AND JOINT INFECTIONS
SNiDRON,IE COMMON

ORGAIIISMS
PREFERRED/FIRST LINE REGII{EN ALTERNATIVE

Rf,GIMEN
DURATION REVARKS

Empirical

therapy

Vancomycin 20mg/kg loading followed by
I 5 to 2Omg/kg q8-l2h

+

cefo iaxone/ceft azidime/cefazo lin/cefepime

For optimal

microbial etiology

modiff empirical

regimen based on

culture report

treatmenl,

should be

confimed

MSSA. Cefazolin2gi.v.TID
Or
Cloxacillin 2gm IV q6h

or
Ceftriaxone 2gm IV OD

MRSA - Vancomycin 20mg/kg loading followed
by 15 to 20mglkg q8-l 2h

Or
Teichoplanin l2mglkg IV 12 th hrly for 3

doses followed by l2mglkg OD

Linezotid 600mg
IV BD o

,o
m
a()

osteomyelitis

Acute

GNBs- Ciprofloxacin 750mg PO BD/ 400mg IV
BD(if pseudomonas 400mg qSh)

Or
ceftriaxone 2gm iv OD/ Ceftazidime 2gm

IVq8h/Meropenem lgmiv
q8h/Ertapenem lgmlVod

6 weeks from
last

debridement

Fd



Page 2t of 36

Enterococci- Ampicillin 2 gm q4h or l2gm as

continuous infusion

Or
crystalline penicillin G 20 to 24 MIU in 6

divided doses

Or

Vancomycin 20mg/kg loading followed by

I 5 to 20mg/kg q8- t2h

Or

Teichoplanin l2mgAg IV 12 th hrly for 2

to 3 doses followed by l2mglkg OD

osteomyelitis

Chronic Staphylococci,

Aerobic, GNB,

Streptococci

Anaerobes

,\void empiric treatment

l*fuEm$ ffi*$ErrY tr{}tr%

Secondary to a

contiguous focus
of infection (e.g.,
decubitus ulcer),

Osteomyelitis that

develops a-s a result
of contaminated

open ftactures or
surgical treatment

ofclosed fractures

For optimal

treatment,microbial

etiology should be

confirmed

Onhopedic refenal

for bone biopsy

and debridement of
necrotic material

Obtain

cultures(bone and

blood) bcforc

antimicrobials

Avoid scnding

swab cultures form

chronic

discharging sinuscs

and ulccrs

Chronic
osteomyelitis
with
orthopedic
implants

Avoid empiric antjmicrobials unless

patient seriously ill

For Optimal
Treatment,
microbial etiology
should be
confimed

Orthopedic
Referral

Obtain
Cultures(bone
blood) before

Modify
empiric r

based on
report

Empirical

therapy

Vancomycin 20mg/kg loading followed by

I 5 to 2Omg/kg q8-l 2h

'+

ceftriaxone/ceft azidimelcefazolir/cefepi me

Scptic arthritis

Staph arueus Cloxacillin2gi.vQ6H Cefazolin 2 g i.v.

TID

4 weeks
change to
p.o. after 2
weeks i.v.
therapy

Obtain joint f\il .,,

for culture beforX
startrng
antimicrobials

Modiff initial
cmpiric regimen
based on culture
report

<-o F

m

C2
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Cefazolin

<120kg:l gIV

>l20kg:2 gIV

Redose interval:4 hours

OR

Inj Cefuroxime l.5g as initial dose

followed by inj cefiroxime 750mg iv qSh

OR

Inj Cefoperazone lg iv as initial dose

followed by 19 iv ql2h

Clean surgeries
including fracture
repair, anhroplasty,
implantation of
foreign material
and joint
replacement. Initial
dose is given 30
minutes before the
surgical incision
and continued for
72 hours in the
absence of clinical
signs of infection

Use of
Levofloxacin and
Linezolid should
be limired only if 

]

all other antibiotics I

arc resistmt. 
1

Kindly avoid
empirical use of
them since both
belongs to MDR
TB drugs category

Local application
ofvancomycin
powder in the
surgical site which
are prone for
infection or as a

part oftreatment
for infection
For prophylaxis -
not more thm 29
For treatment - not
more than 49

Orthopedic
Surgery

Aerobic gram-
positive
organisms

a
o
i;
e

J
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Standard Treatment Guidelines For
Drug Sensitive-TB as Per NTEP

. Thisregimen is forH &Rsensitivc'fB casesmd caseswhere thesensitivity paftem cmt beatablishcd

. Tr@tment is given in rro phm:
l. Irtcnsivc phrie @Gists of 8 weks(56 doses) of isoniuid (H), rifmpicin @), prainmide(Zlmdethmbutol (E) gilen udr direct

obswation in daily dosages o per weight bud categories
2. Cotrtl,nurtlon phrse consisa ol l6 weeks ( l l2 doses) of isonizid rifmpicin md ethmbutol in daily dougc. Only pyruimide will

be stopped in the contiruation phase. The CP needs to bc extendcd upto 24 wccks in certain foms ofTB like CNS TB, Skeletal TB. In
dissemitrated TB or slow response teating physicim may extend on cree to cascbasis.

SYNDROME PREFERRED /
FIRST LINE
THER.APY

DURATION REil!ARKS

Adult TB
Meningitis

. Iutensive Phue:
2 months of
RHZE oT RHZS

I Continuationphase:
3 drugs-RHE

at lemt l0 months*
Eeatnflt dwtion
maybc incrcd in
some cascs m per dre
clinicim deision

> Preferably Dexmethasone 0.4 mg&g/day intravmously in 3-4 divided

doses dwing hospial stay

r If not fesible, give oral Dexmethmone 0.4 mg/kg day in divided doses

or oral Prednisolone I mglkg/day ia a siogle moming dose

> Dischagc on oral steroids on tapering doses for total duation of 8- I 2 weeks

r Regulrfollow up is essenrial wery month forat lcmr fimt 3 months & cm
be increased therqfter till treatment is stopped.

) Monitor liver fuoctiotr tests

Adult
Abdominal
TB

.Intensive Phffi:
2 months of
RHZE oT RHZS

. Conlinution
phase:3 drugs-
RHE

for at le6t l0
months*

Exteod duatios of
l.reatment in c6es of
inadequate response

. Refer for sugical mmagement for complications [inrestioal obstruction

(due to strictures), perforation]

. Considq endoscopic dilal.ation for tratment for accessible strictues

. Refer for biliary drainage in BSe ofJaundice due to biliary obstrucrion

(hepatobiliary obstruction/pmcreatic TB)

intra-cula
TB

Afi: 2 months of RHEZ + 7 months of RH
depending on clinical resFpnse & side effects
to treatment

.Add pFidoxine 1 0 mg/day

'Corticost€roids: Topical srsoids cye drops for severe/anterior chmber
inflmation

tFor aearment in childre! referto pediatricie
,Systemic corticosteroids for seycre inJlmmatim in consultation with

Uveitits expen

TB

Isoniuid (ll) 5

l0 to 12

Pltazinamide (Z) to 3025

Ethambutol (E) I5 l2 to l8

Streptomycin (S)* l5 (l5to20

administcred only in cerlain situations. like TB meningitis or if oy {irst line drug need to be replaced duc to ADR as per
ofthe patient

ata of l0

Numberoftablets

Weight
mtegory

Intensive Phasc H: 75mg R: 150
nrg; Z:400mg; E: 2?5 mg)

Continuation Phasc
IJ: ?5mg; R: 150 mg; E: 275 mg)

25 to 34 kg 2 2

35 ro49kg 3 3

50 to 64 kg 4 .1

65 to 75 kg 5 5

t?5kc 6 6

. Fixed Dose Combinations (FDCs) rcfer ro producrc containing No or more active ingrcdimts in lued doses, ued ibr a particulr
irdication(s)

. In NTEP, for Adults: ,!FDC (given in IP) cotrisrs of HRZE ed 3-FDC (give n in CP) comists of HRE

, During trahnent ifweight ofthe paticnt incrcuo by > 5 kg od crosses the next weight bmd
thm parient should be givm the ncxt higher wcight bmd FDC drugs

* ADR: Adverce drug reaction
.:. ATT: Anti-Tubcrcular troatment
* CNS: Cental Nenous system
.i. CP: Continutior phae
{. DR-TB: Drug resistant Tuberculosis
+ DS-TB: Drug sensitive Tuberculosis
.E E: Ethambutol
* FDC: Fixed dose combination
.i. H: Isoniuid
{. [P: htensive phae
.t MRI: Magnetic Resonancc imaging TI): Tuberculusis
.!. NTEP: National TB Elimination Progrrmme
i R: Rifampicin
.i S: Streptomycil
.:. SAM: Severc acute maldutritio!
.i. Z: Pywinmide
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VIRAL INFECTIONS

SYNDROME COMMON
ORGANISMS

PREFERRED REGIMEN/
FINST UNE TREATMENT

ALTERNATIV E

REGIMEN

OURATION REMARrc

Seasonal
lnfluenza

Human

influenza A
and B viruses

Oseltamivir 75 mg
BD PO

5 days . Antiviral treatment indicated
forCategoryB&C

Varizella Varicella-
20ster virus
(vzv)

Acyclovir- 800m8 5
times a day PO

Or

if complicated

Acyclovir lV

10mg/kg/dose 8

hourly

Valacyclovir 1g

TDS PO

5-7 days . lV therapy indicated in

Systemic complications,
Hemorrhagic varicella,
lmmunosuppressed patient

lnfants, children >12 years of
age, adults, pregnant women
and immunosuppressed
patients should be treated
with specific anti-viral
medication because of risk of
severe varicella

. Maximum benefit if acyclovir
initiated 24 hours of onset of
rash

Herpes Zoster Varicella-
zoster virus
(vzv)

Acyclovir 800m8 5
times a day Po

or

Valacyclovir 1g 3

times a day PO

7 days . Start <72 hours of onset for
maximum benefit, can

consider if new lesions are

still appearing aft et 72 houts/
Herpes Zoster
ophthalmicus/Ramsay Hunt
syndrome

. lntravenous Acyclovir if multi-
segmental involvement or
disseminated zoster or
systemic complications

ffiY ffiffiffi%-ffffixffi
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PARASITIC INFECTIONS

PRE,FE,RRF,I)
REGIMEN/FIRST LINE
TREATMENT

AI :TFRN ATIVF, RF,GIMFN DIJRAT'ION RF,MARKSSYNDROMF- COMMON
ORGANISM

AMEBIASIS Entamoeba

histolytica
a)Amebic liver abscess
metronidazolc (500 to 750
mg orally lhrec times daily
or tiDidazolc (2 I once
daily for 5 days)

b) Iotralunrinal infection
i)pssgqslqysh (25 to 30
mg&g per day onlly in
thrce dividcd doses
ii)diiodohydroxyquin (650

mg orally three times daily
for 20 days or diloxmide
furcatc (500 mg orally
thm times daily for I 0
days for adults

Chloroouine (600 mg base daily
for rwo days, followed by 300 mg
base daily for three weeks) is m
acceptable alternative aggnt
to metronidzole for treatment of
smebic livcr absccss in pregnant
wom@

a)7 to 10 days

ii) 20 days

b-i)7days

ASCARIASIS A. lumbricoides albenduole -400 mg
orally once on empty
stomeh) or !qebq4@h -
adults: 500 mg orally once

Ivemectin should
not be administered
b preg@t or
Iactating
individuals

F,I,FPHAN'fIASI
S/FILARIASIS

Wuchereria
bmcrofti, Brugi
a malayi,
md Brugia
timori.

Diethylcarbmzine
6 mg/kg for I 2 days

Ivemectin (200 mcg/kg) +
Albendzole (400 mg)

Ivcmectin(2oo mcg/kg) +
DEC(Dielhylcarbmazine )6
mc.&c)

Albmdzole (200 mg twice
daily ibr 2l days)

Doxycycline (200 mg daily for six
weeks)

Altemative regima:
2ldays.

In case ofdoxy its 6

I 2 days

weeks

ONCHOCERCIA

SIS

Onchocerca
volwlus

Ivemectil(lVM)
150 mcg/kg

Ivemectin ( I 50 mcg/kg) +
Doxycycline

regimen:6wccks

M-6 to l2 morrths

Altemative

IJEC can cause

scverc post-
treatnrent ractions
md cxacerbate
ocular disecsi

combination
of Albenduole 400mg
ud lvemectin 20Bmg
sinslciosc can be ucd

'[ricburis

trichi ura
Retreatnent at 6- or :

'12-month interyats is
appropriate ,. i,

TAPEWORM
INFECTION

Trenia spccies Preiowtel
+ taeniasis and
diphyllobothriasis is 10

mgAg onlly (single dosc
il empty stomach.

*T.uginata infectiom 2.5

mdkg

*Hymenolepiasis is 25
mg,&g orally (single dosc).
followed by repeat

Albmdzole is as a altemate
agmt (400 mg orally once daily
for three days).

Niclosmide
500 mg tablets that need to be
chewed. Dosing consists offou
tabl€ts (500 mg) in a single dose
(2 c)

Single dosc Administration of
praziqumtel cm
prccipitate
synptoms ofoccult
neurocysticercosis;
for this rruon. it
should be avoided
in patients with
prior ncuologic
synPtoms

HOOKWORM Intestinal
pomitcs

Alb$bzqls400 mg
orally once on empty
stomach

Mebcnduolc 500 mg orally oncc Once dosing

In patients with a

sultbnamide
allcrgy, atovaouorc
alonc (750 mg lbur

timcs daily) should
bc initiated

oF 
'148

(

D

TOXOPLASMA Toxoplcma
gondii

Pyrimethmine
(50 to 75 mg daily) plus
sulfadiuine
(2 to 4 grms daily ir four
divided doses) plu
leucovorin calcim (10 to
25 mg daily)

Pyrimethamine
(50 to 75 mg daily)

plus clindamycin
(l0O mg four rimes daily)

plus lzucovorin calcium
(10 to 25 mg daily)

trimethoprim-sulfmethoxmle;
e altemative agmt for the
treaftnmt of toxoplasmosis) o!
placebo for one month.

Other altemative regimcrs include
a Mo- to four-week course of:

Plrimethamine (50 to 75 mg
daily) plu atovaquone (750 mg
fou times daily)
plus leucovorin calcim (10 to 25
mg daily) or
Pyrimethamine (50 to 75 mg
daily) plus azithromycin (500 mg
daily) plus leucovorin calcium (10
to 25 mg daily)

two to four \\'eeks
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1.A. Threeday
couse:
Day I : Initial dose od
sccord dose 8 hos
later
Days 2 md 3: I dose
BID

A.Threeday couroe:
Day I : hitial dose md
wonddose8hlater
Days 2 and 3: I dose
BID

1.B.3 days

B.3days

':.-'
$uc'

eo

UncoEplicated
mal{ia:

Uncomplicatcd
malaria:

Uocomplicated
mqlaria:

l.Plromodim
falcipmm or
u*nom
species

Plmodium
falcipmm or
unknom
species

2.Plsmodium
or P.o!a[e

P. vivu or P
ovale

Chloroquine resistant or
uknom resistmce

LA. Artemcther-
lmefutrine
(1 tab: 20 mg artemclh€r
md 120 mg
lmefotrioe)
4 tabs onl pcr dose

l.B. Atovaquone-
progwil
(250 mg atovaquooe ud
100 mg
Proguuil)
4 tabs po QD

Chloroquine sensitive

Chloroquine phosphatc
Dose I : 600 mg base
( I 000 mg salt) po
Doses 2 to 4 (3 additional
doses) at 6,24 ild 48 h:
300 mg b6e (500 mg slt)
po pcr dose

doses) at 6, 24 md 48 h:
300 mg b6e (500 mg Blt)
po pq dose

Antirelapse treatmcnt:
Primaquine phosphate

30mg b6e po qd x l4days
or Tafenoquine 300mg po
x I dose

Chloroouine rcistant

Aste trahentl
A. Artemcth€r-
lmefutrine
(l tab: 20 mg artemeth{

and 120 mg lumefutrine)

Adults: 4 tabs po per dose

B. Atovaquonc-prcgumil

(l tab: 250 mg atovaquone
and 100 mg proguanil)

4 tabs po QD x 3 days

C. Quinilo sulfatc plus
doxycycline, tetracycline,
or clindmycin

Quininc sulfate: 542 mg
base (650 mg sslt) po TID
x 3 days Doxycycline: 100
mg prc BID x 7 days

Tetracycline: 250 mg po

QID x 7 days

Clindamycin:20
mg/kg/day po divided TID
x 7 days

D.Mefloquine

l.C.Quinire sulfate plu
doxycycline tetrscyclioe or
clindmycin

Quinine sulfate: 542 mg bree
(650m9 salt) po TID x 3 or 7 days
Doxycyclire: 100 mg po BID x 7
days
Taracycline: 250 mg po QID x 7
days Clindamycin: 20 mglkglday
po divided TID x 7 days

l.D.Mcfloquinc
Dosel:684mg bree(750 mg salt)
PO
Dose 2 ar 6 to 12 h: 456 mg bde
(500 mg salt) PO

Hydroxychloroquine Dme 1: 620
mg base (80O mg salr) po Doses 2
to 4 (3 additional doses) at 6, 24
and 48 h: 310 mg basc (400 mg
slt) po per dose.

620'

sal0

l

I

#o4A

MAI,ARIA

Uncornplieted
maleia:
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oF i4

a4

Uncomplicatcd
nrdlaia

3.Uncomplicated
malaria
(pregnmt
women)

4.Uncomplicated
malria
(prcgtrut
women)

P.maluiae or
P.knowlesi

P. falcipm

P.vivax or
P.ovale

P.falcipmm
P.vivax or
P.ovale
P.malriae or
P.knowlesi

Dose l: 684 mg b6e (750
mg sal$ po
Dore 2 at 6 to [2 b: 456
mg b6e (500 mg salt) po

Chloroquine sensitive
A. Chloroquino phosphatc

Dose l: 600 mg base
(1,000 mg salt) po

Doses 2 to 4 (l additional
doses) at 6, 24 and 48 h:
100 mg b6e (500 mg salt)
po per dose

B. Artemcther-
lumefutriuc
(1 tab:20 mg artemether
md 120 mg lumefutrinc)
4 tabs po pcr dose

C. Atovaquone-proguanil
(tab: 250 mg arovaquone

and 100 mg progumil) 4
adult tabs po QD x 3 days

lmefmtrinc
(l tab:20 mg artemether
and 120 mg lumefantrinc)

Adults: 4 tabs po per dose
Three{ay come: Day l:
Initial dose ard second
dose 8 h laler
Days 2 and 3: I dose BII)

All trimestcrs: Quininc
suli'ate plus clindamycin

Quinine sult'ate: 542 mg
bde (650 mg salt) po TtD
x3orTdays

Clindmycin: 20
mg/kg/day po dividcd TID
x 7 days

Chloroquinc smsitive

A,Chloroquinc phosphate

Dose l: 600 mg base
(1,000 mg salt) po Doses 2

to 4 (3 additional doses) at
6, 24 ud 48 h: 300 mg
bNe (500 mg salt) po per
dose: or

Options above for
chloroquineresisrant
malaia pureites
AND ifP. vivu or

500P.ovalei

Aatilelapse tle atmmt: Primaquiue
phosphatelT,l8,l9 30 mg base po
qd x 14 days

Hydroxychloroquine
Dose I : 620 mg base (800 mg
salt) po Doscs 2 to 4 (3 additional
doscs) at 6, 24 md 48 h: 310 m8
base (400 mg salt) po per dose

D. Quininc sulfate plus
doxycycline, tetracycline, or
Clindamycin

Quinine sulfate: 542 mg b6e (650
mg salt) po TID x 3 days
Doxycycline: 100 mg po BID x 7
days Tetracyclire: 250 mg po

QID x 7 days Clindmycin: 20
mg/kg/day po dividcd TID x 7
days

E. Mefloquine
Dose l: 684 mg base (750 Dg
salQ po Dose 2 at 6 to 12 h: 456

Mefloquine Dose l: 684 mg b6e
(750 mg salt) po Dosc 2 at 6 to 12

h: 456 mg bme (500 mg salt) po
AND

ifP. vivax or P.ovale:
Chloroquine 500 mg sah (300 mg
bme) weekly until de livery, then
consider mtirelapse aeatnmt

Hydroxychloroquinc Dose l: 620
mg base (800 mg salt) po Doses 2

to 4 (3 additional doses) at 6, 24
and 48 h: 310 mg base (400 mg
salt) po per dose

lf no

B.Three{ay course:
Day 1: tnitial dose ud
semnddoscShlater
Days 2 ed 3; I dose
BID

C.3days
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wcekly util delivery, then

consider &tirclapse
teamcnt

lumefutrinc or

Atovaquone-proguanil or

Quinine sulfirte;
or Melloquine

Antirelapse
treatmetrl wilh
either primaquine
ortafenoquine
containdicated
duing prcgnacy

5.Scvere malaria
( All species,drug susceptibility not relevilt for acute Eeatment ofsevere malaria)

lV artesuatc:
I dose2.4 mg&g IV doss(3 in totEl) at 0, 12 ud 24 hom

*If fV afleswte trot rodily available, give onl mtimaluials while obtaining [V anesuatc.
Whm IV artGunate mivs, discontinu€ oBl antimalrial and initiat€ Iv reammt

t If oral thcmpy not tolmtcd, consids administration via Basog6tric (NG) tubc or after fi otimctic.

rReusss pmite dmsity at least 4 hous alterthe third dose: Pcuite dmsity <l % md patient able to toltrate onl medications: Give a complete
followon oral regimen.: . Aremedrs-lmefotrine. Atovaquonearcgwil, or . Quinine plus doxycycline or, in children l%: Continue IV
arteswate, sme dos€, QD up to 6 more days (fora total of 7 days of [V desunate) util ptrdite density=t%. When puasite dmsity<1%. give
complcte follow-o onl rcgima .Paroitc dmsity <l% but patifit unablc to takc oral mcdication: Continue IV artesnate, same dose, QD up !o 6
Borc da)E (for a total of 7 days of fV artcswtc) util patimt able to takc oral thaapy

&mt$mEcr*fuEm ffim&Ecy X#ffi%-ffmffffi

lF- OFr)



Page 36 ol 35

THANKYOU
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