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Obstetric and gynaecological surgery, antibacterial

prophylaxis

Caesarean section

e Single dose of i/v cefuroxime (additional intra-operative or
postoperative doses may be given for prolonged
procedures or if there is major blood loss).

Intravenous antibacterial prophylaxis should be given up to

30 minutes before the procedure.

Substitute i/v clindamycin if history of allergy to
penicillins or cephalosporins. Add i/v teicoplanin (or
vancomycin) if high risk of meticillin-resistant
Staphylococcus aureus.

Hysterectomy
e Single dose of i/v cefuroxime + i/v metronidazole ori/v
gentamicin + i/v metronidazole or i/v co-amoxiclav alone

(additional intra-operative or postoperative doses may be

given for prolonged procedures or if there is major blood

loss).
Intravenous antibacterial prophylaxis should be given up to
30 minutes before the procedure.

Use single dose of i/v gentamicin + i/v metronidazole or
add i/v teicoplanin (or vancomycin) to other regimens if high
risk of meticillin-resistant Staphylococcus aureus (additional
intra-operative or postoperative doses may be given for
prolonged procedures or if there is major blood loss).

Where i/v metronidazole is suggested, it may alternatively
be given by suppository but to allow adequate absorption, it
should be given 2 hours before surgery.

Termination of pregnancy

o Single dose of oral metronidazole (additional intra-
operative or postoperative doses may be given for
prolonged procedures or if there is major blood loss).

If genital chlamydial infection cannot be ruled out, give

doxycycline p. 597 postoperatively.

Cardiology procedures, antibacterial prophylaxis
Cardiac pacemaker insertion
e Single dose of i/v cefuroxime alone ori/v flucloxacillin + i/v
gentamicin or i/v teicoplanin (or vancomycin) + i/v
gentamicin (additional intra-operative or postoperative
doses may be given for prolonged procedures or if there is
major blood loss).
Intravenous antibacterial prophylaxis should be given up to
30 minutes before the procedure.

Use single dose of i/v teicoplanin (or vancomycin) +i/v
cefuroxime or i/v teicoplanin (or vancomycin) +i/v
gentamicin if high risk of meticillin-resistant Staphylococcus
aureus (additional intra-operative or postoperative doses
may be given for prolonged procedures or if there is major
blood loss).

Vascular surgery, antibacterial prophylaxis

Reconstructive arterial surgery of abdomen, pelvis or legs

e Single dose of i/v cefuroxime p. 553 alone ori/v
flucloxacillin p. 586+ i/v gentamicin p. 545 (additional
intra-operative or postoperative doses may be given for
prolonged procedures or if there is major blood loss).

Intravenous antibacterial prophylaxis should be given up to

30 minutes before the procedure.

Add iy metronidazole p. 572 for patients at risk from
anaerobic infections including those with diabetes,
gangrene, or undergoing amputation. Use single dose of i/v
teicoplanin p. 561 (or vancomycin p. 562) + i/v gentamicin if
history of allergy to penicillins or cephalosporins, or if high
risk of meticillin-resistant Staphylococcus aureus (additional
intra-operative or postoperative doses may be given for
prolonged procedures or if there is major blood loss).
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Infective endocarditis, antibacterial prophylaxis

NICE guidance: Antimicrobial prophylaxis against infective
endocarditis in adults and children undergoing interventional
procedures (March 2008, updated 2016)

e Chlorhexidine mouthwash is not recommended for the
prevention of infective endocarditis in at risk patients
undergoing dental procedures.

Antibacterial prophylaxis is not routinely recommended for

the prevention of infective endocarditis in patients

undergoing the following procedures:

e dental;

e upper and lower respiratory tract (including ear, nose, and
throat procedures and bronchoscopy);

e genito-urinary tract (including urological, gynaecological,
and obstetric procedures);

e upper and lower gastro-intestinal tract.

Whilst these procedures can cause bacteraemia, there is no

clear association with the development of infective

endocarditis. Prophylaxis may expose patients to the adverse
effects of antimicrobials when the evidence of benefit has
not been proven.

Any infection in patients at risk of endocarditis should be
investigated promptly and treated appropriately to reduce
the risk of endocarditis.

If patients at risk of endocarditis are undergoing a gastro-
intestinal or genito-urinary tract procedure at a site where
infection is suspected, they should receive appropriate
antibacterial therapy that includes cover against organisms
that cause infective endocarditis.

Patients at risk of infective endocarditis should be:

e advised to maintain good oral hygiene;

e told how to recognise signs of infective endocarditis, and
advised when to seek expert advice.

Patients at risk of infective endocarditis include those with

valve replacement, acquired valvular heart disease with

stenosis or regurgitation, structural congenital heart disease

(including surgically corrected or palliated structural

conditions, but excluding isolated atrial septal defect, fully

repaired ventricular septal defect, fully repaired patent
ductus arteriosus, and closure devices considered to be

endothelialised), hypertrophic cardiomyopathy, or a

previous episode of infective endocarditis.

Dermatological procedures

Advice of a Working Party of the British Society for
Antimicrobial Chemotherapy is that patients who undergo
dermatological procedures do not require antibacterial
prophylaxis against endocarditis.

The British Association of Dermatologists Therapy
Guidelines and Audit Subcommittee advise that such
dermatological procedures include skin biopsies and
excision of moles or of malignant lesions.

Infection H

Joint prostheses and dental treatment,
antibacterial prophylaxis
Advice of a Working Party of the British Society for
Antimicrobial Chemotherapy is that patients with prosthetic
joint implants (including total hip replacements) do not
require antibiotic prophylaxis for dental treatment. The
Working Party considers that it is unacceptable to expose
patients to the adverse effects of antibiotics when there is no
evidence that such prophylaxis is of any benefit, but that
those who develop any intercurrent infection require prompt
treatment with antibiotics to which the infecting organisms
are sensitive.

The Working Party has commented that joint infections
have rarely been shown to follow dental procedures and are
even more rarely caused by oral streptococci.



