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SEXUALLY TRANSMITTED DISEASES & VAGINITIS*

Syphilis, primary,
secondary, or
early latent, ie,
duration less
than 1 year

Benzathine penicillin 2.4 million units IM single dose. Penicillin-
allergic: doxycycline 100 mg PO two times per day for 14 days if
primary or secondary syphilis and 28 days if early latent syphilis.
Use skin testing and penicillin desensitization protocol if
medication compliance or follow-up cannot be ensured.

Syphilis, late latent
or unknown
duration

Benzathine penicillin 2.4 million units IM q week for 3 doses.
Penicillin-allergic: doxycycline 100 mg PO two times per day for
4 weeks.

Sexual assault
prophylaxis

Ceftriaxone 250 mg IM single dose + metronidazole or tinidazole
2 g PO single dose + azithromycin 1 g PO single dose. Consider
HBV and HPV vaccination and HIV prophylaxis when appropriate.

Scabies (1) permethrin 5% cream applied to body from neck down and
washed off after 8 to 14 h; (2) ivermectin 200 mcg/kg PO taken
with food; repeat in 2 weeks. Use permethrin for infants and
children. Alternative: lindane 1% 1 oz of lotion or 30 g of cream
applied to body from neck down and thoroughly washed off after
8 h; not for age less than 10 yo. Crusted scabies: 5% benzyl
benzoate or 5% permethrin cream, full-body application daily for
7 days then twice weekly until discharge or cure + ivermectin
200 mcg/kg PO on days 1, 2, 8, 9, and 15. Consider additional
doses on days 22 and 29 if severe.

Pubic lice (1) permethrin 1% cream rinse (2) pyrethrins with piperonyl
butoxide. Apply to affected areas and wash off after 10
min. Alternatives: (1) malathion 0.5% lotion; apply to
affected areas and wash off after 8 to 12 h (can be used if
treatment failure may be due to resistance); (2) ivermectin
250 mcg/kg PO taken with food; repeat in 2 weeks.

Proctitis Ceftriaxone 250 mg IM single dose + doxycycline 100 mg
PO two times per day for 7 days.

Pelvic
inflammatory
disease (PID)

Parenteral: (1) cefotetan 2 g IV q 12 h + doxycycline 100 mg
IV/PO q 12 h OR cefoxitin 2 g IV q 6 h + doxycycline 100 mg
IV/PO q 12 h. After 24 to 48 h of improvement, switch to PO
doxycycline to complete 14 days. (2) clindamycin 900 mg IV q
8 h + gentamicin IM/IV 2 mg/kg loading dose, then 1.5 mg/kg
q 8 h (can substitute 3 to 5 mg/kg once-daily dosing). After 24 to
48 h of improvement, switch to clindamycin 450 mg PO four
times per day or doxycycline 100 mg PO two times per day to
complete 14 days. For tubo-ovarian abscess, add clindamycin
450 mg PO four times per day or metronidazole 500 mg PO two
times per day to doxycycline to provide anaerobic activity.
IM/oral regimen: ceftriaxone 250 mg IM single dose + doxycycline
100 mg PO two times per day ± metronidazole 500 mg PO two
times per day for 14 days. Metronidazole is added to provide
anaerobic coverage and treat bacterial vaginosis.

Non-gonococcal
urethritis (NGU)

(1) azithromycin 1 g PO single dose; (2) doxycycline 100 mg
PO two times per day for 7 days. Alternative:
(1) erythromycin base 500 mg PO four times per day for 7 days;
(2) levofloxacin 500 mg PO once per day for 7 days.
Persistant/recurrent: (1) azithromycin 1 g PO single dose for
men who initially received doxycycline; (2) moxifloxacin 400 mg
PO once daily for 7 days if azithromycin failed; (3) metronidazole
or tinidazole 2 g PO single dose for heterosexual men in areas of
high T. vaginalis prevalence.

Granuloma
inguinale

Azithromycin 1 g PO once weekly or 500 mg PO once daily for at
least 3 weeks and until lesions completely healed. See STD
guideline for alternative treatment regimens.

Gonorrhea,
disseminated

Arthritis/arthritis-dermatitis syndrome: ceftriaxone 1 g IM/IV q
24 h + azithromycin 1 g PO single dose. After substantial
improvement, can switch to PO drug based on antimicrobial
susceptibility to complete at least 7 days of treatment.
Alternative: cefotaxime 1 g IV q 8 h OR ceftizoxime 1 g IV q 8 h +
azithromycin 1 g PO single dose.
Meningitis, endocarditis: ceftriaxone 1 to 2 g IV q 12 to 24 h +
azithromycin 1 g PO single dose. Treat IM/IV for at least 10 to
14 days for meningitis, and at least 4 weeks for endocarditis.

Gonorrheaa Ceftriaxone 250 mg IM single dose + azithromycin 1 g PO single
dose. For cervix, urethra, and rectum if ceftriaxone is unavailable: 
cefixime 400 mg PO single dose + azithromycin 1 g PO single
dose.a Ceftriaxone-allergic: consult infectious disease expert and
consider (1) gemifloxacin 320 mg PO single dose + azithromycin
2 g PO single dose; (2) gentamicin 240 mg IM single dose +
azithromycin 2 g PO single dose.

Genital warts External anogenital, patient-applied: (1) imiquimod 3.75%
or 5% cream; (2) podofilox 0.5% soln or gel;
(3) sinecatechins 15% ointment.
External anogenital, provider-administered: (1) cryotherapy with
liquid nitrogen or cryoprobe; (2) surgical removal;
(3) trichloroacetic or bichloroacetic acid 80% to 90% soln.
Urethral meatus: (1) cryotherapy with liquid nitrogen;
(2) surgical removal.
Vaginal, cervical, or intra-anal: (1) cryotherapy with liquid
nitrogen; (2) surgical removal; (3) trichloroacetic or bichloroacetic
acid 80% to 90% soln.

Genital herpes,
suppressive
therapy in HIV
infection

(1) acyclovir 400 to 800 mg PO two or three times per day;
(2) famciclovir 500 mg PO two times per day;
(3) valacyclovir 500 mg PO two times per day.

Genital herpes,
recurrent in
HIV infection

(1) acyclovir 400 mg PO three times per day for 5 to 10 days;
(2) famciclovir 500 mg PO two times per day for 5 to 10 days;
(3) valacyclovir 1 g PO two times per day for 5 to 10 days.

Genital herpes,
suppressive
therapy

(1) acyclovir 400 mg PO two times per day; (2) famciclovir
250 mg PO two times per day; (3) valacyclovir 500 or 1000 mg
PO daily. Valacyclovir 500 mg PO daily reduces transmission in
patients with 9 or fewer recurrences per year, but other
valacyclovir/acyclovir regimens may be more effective for
suppression in patients who have 10 or more recurrences per
year. Pregnant women with recurrent genital herpes: Start at
36 weeks gestation with (1) acyclovir 400 mg PO three times
per day; (2) valacyclovir 500 mg PO two times per day.

Genital herpes,
recurrent

(1) acyclovir 400 mg PO three times per day for 5 days;
(2) acyclovir 800 mg PO three times per day for 2 days or two
times per day for 5 days; (3) famciclovir 125 mg PO two times
per day for 5 days; (4) famciclovir 1 g PO two times per day for
1 day; (5) famciclovir 500 mg PO 1st dose, then 250 mg PO two
times per day for 2 days; (6) valacyclovir 500 mg PO two times
per day for 3 days; (7) valacyclovir 1 g PO daily for 5 days.

Genital herpes,
first episode

(1) acyclovir 400 mg PO three times per day for 7 to 10 days;
(2) famciclovir 250 mg PO three times per day for 7 to 10 days;
(3) valacyclovir 1 g PO two times per day for 7 to 10 days.

Epididymitis,
acute

Chlamydia and gonorrhea likely: ceftriaxone 250 mg IM single
dose + doxycycline 100 mg PO two times per day for 10 days.
Chlamydia-gonorrhea and enteric organisms likely: ceftriaxone
250 mg IM single dose + levofloxacin 500 mg PO once daily for
10 days. Enteric organisms likely: levofloxacin 500 mg PO once
daily for 10 days.

Chlamydia (1) azithromycin 1 g PO single dose; (2) doxycycline 100 mg
PO two times per day for 7 days. Alternative:
(1) erythromycin base 500 mg PO four times per day for 7 days;
(2) levofloxacin 500 mg PO once daily for 7 days.
In pregnancy: azithromycin 1 g PO single dose. Alternative:
(1) amoxicillin 500 mg PO three times per day for 7 days.
(2) erythromycin base 500 mg PO four times per day for 7 days or
250 mg PO four times per day for 14 days. Repeat NAAT 3 to
4 weeks after treatment in pregnant women.

Chancroid (1) azithromycin 1 g PO single dose; (2) ceftriaxone 250 mg
IM single dose; (3) ciprofloxacin 500 mg PO two times per day for
3 days; (4) erythromycin base 500 mg PO three times per day
for 7 days.

Cervicitis Treat based on NAAT results for chlamydia and gonorrhea.
Presumptively treat at-risk women (age <25 yo; sex partner is
new, has other partners, or has STD), esp if follow-up not
ensured or NAAT not available. Presumptive regimen:
(1) azithromycin 1 g PO single dose; (2) doxycycline 100 mg PO
two times per day for 7 days. Presumptively treat for gonorrhea
if at-risk or high community prevalence.

Candidal
vaginitis

(1) Intravaginal butoconazole, clotrimazole, miconazole,
terconazole, or tioconazole; (2) fluconazole 150 mg PO single dose.

Bacterial
vaginosis

(1) metronidazole 5 g of 0.75% gel intravaginally daily for 5 days
OR 500 mg PO two times per day for 7 days; (2) clindamycin
5 g of 2% cream intravaginally at bedtime for 7 days.
Alternative: (1) tinidazole 2 g PO once daily for 2 days OR 1 g
PO once daily for 5 days; (2) clindamycin 300 mg PO two times
per day for 7 days. Treat all symptomatic pregnant women.

Syphilis,
tertiary

Benzathine penicillin 2.4 million units IM q week for 3 doses.
This regimen is for patients with normal CSF exam; use
neurosyphilis regimen if CSF abnormalities. Consult infectious
disease specialist for management of penicillin-allergic patients.

Syphilis, neuro
and ocular

(1) penicillin G 18 to 24 million units/day continuous IV
infusion or 3 to 4 million units IV q 4 h for 10 to 14 days;
(2) if compliance can be ensured, consider procaine penicillin
2.4 million units IM daily + probenecid 500 mg PO four times per
day, both for 10 to 14 days. Penicillin-allergic: (1) ceftriaxone
2 g IM/IV once daily for 10 to 14 days; (2) skin testing and
penicillin desensitization protocol.

Syphilis in
pregnancy

Treat with penicillin regimen for stage of syphilis as noted
above. For primary, secondary, or early latent syphilis, consider a
second dose of benzathine penicillin 2.4 million units IM one
week after initial dose. Use skin-testing and penicillin-
desensitization protocol if penicillin-allergic.

Trichomoniasis Metronidazole or tinidazole 2 g PO single dose. Use metronidazole
if pregnant. Persistent/recurrent: metronidazole 500 mg PO two
times per day for 7 days. Treatment-failure: metronidazole or
tinidazole 2 g PO two times per day for 7 days. HIV-infected
women: metronidazole 500 mg PO two times per day for 7 days.

*MMWR 2015;64(No. RR-3): 1-137 or www.cdc.gov/std/tg2015/default.htm. Treat sexual partners for all
except herpes, Candida, and bacterial vaginosis. Refer to the STD guideline for additional alternative regimens.

NAAT = nucleic acid amplification test.

a For suspected cephalosporin treatment failure, consult infectious disease specialist, an STD/HIV
Prevention Training Center clinical expert (www.nnptc.org), or local/state health department STD
program or CDC (phone 404-639-8659). Report suspected treatment failure to health department within
24 hours of diagnosis. When reinfection is likely, retreat with ceftriaxone 250 mg IM + azithromycin 1 g
PO. For suspected treatment failure after cefixime-azithromycin regimen: Treat with ceftriaxone 250 mg
IM single dose + azithromycin 2 g PO single dose. Obtain test-of-cure 7 to 14 days later, preferably with
culture (and susceptibility testing of N. gonorrhoeae if isolated) and simultaneous NAAT.

Lymphogranuloma
venereum
(Chlamydia
trachomatis)

(1) doxycycline 100 mg PO two times per day for 21 days.
Alternative: erythromycin base 500 mg PO four times per day for
21 days.

SEXUALLY TRANSMITTED DISEASES & VAGINITIS*

Syphilis, primary,
secondary, or
early latent, ie,
duration less
than 1 year

Benzathine penicillin 2.4 million units IM single dose. Penicillin-
allergic: doxycycline 100 mg PO two times per day for 14 days if
primary or secondary syphilis and 28 days if early latent syphilis.
Use skin testing and penicillin desensitization protocol if
medication compliance or follow-up cannot be ensured.

Syphilis, late latent
or unknown
duration

Benzathine penicillin 2.4 million units IM q week for 3 doses.
Penicillin-allergic: doxycycline 100 mg PO two times per day for
4 weeks.

Sexual assault
prophylaxis

Ceftriaxone 250 mg IM single dose + metronidazole or tinidazole
2 g PO single dose + azithromycin 1 g PO single dose. Consider
HBV and HPV vaccination and HIV prophylaxis when appropriate.

Scabies (1) permethrin 5% cream applied to body from neck down and
washed off after 8 to 14 h; (2) ivermectin 200 mcg/kg PO taken
with food; repeat in 2 weeks. Use permethrin for infants and
children. Alternative: lindane 1% 1 oz of lotion or 30 g of cream
applied to body from neck down and thoroughly washed off after
8 h; not for age less than 10 yo. Crusted scabies: 5% benzyl
benzoate or 5% permethrin cream, full-body application daily for
7 days then twice weekly until discharge or cure + ivermectin
200 mcg/kg PO on days 1, 2, 8, 9, and 15. Consider additional
doses on days 22 and 29 if severe.

Pubic lice (1) permethrin 1% cream rinse (2) pyrethrins with piperonyl
butoxide. Apply to affected areas and wash off after 10
min. Alternatives: (1) malathion 0.5% lotion; apply to
affected areas and wash off after 8 to 12 h (can be used if
treatment failure may be due to resistance); (2) ivermectin
250 mcg/kg PO taken with food; repeat in 2 weeks.

Proctitis Ceftriaxone 250 mg IM single dose + doxycycline 100 mg
PO two times per day for 7 days.

Pelvic
inflammatory
disease (PID)

Parenteral: (1) cefotetan 2 g IV q 12 h + doxycycline 100 mg
IV/PO q 12 h OR cefoxitin 2 g IV q 6 h + doxycycline 100 mg
IV/PO q 12 h. After 24 to 48 h of improvement, switch to PO
doxycycline to complete 14 days. (2) clindamycin 900 mg IV q
8 h + gentamicin IM/IV 2 mg/kg loading dose, then 1.5 mg/kg
q 8 h (can substitute 3 to 5 mg/kg once-daily dosing). After 24 to
48 h of improvement, switch to clindamycin 450 mg PO four
times per day or doxycycline 100 mg PO two times per day to
complete 14 days. For tubo-ovarian abscess, add clindamycin
450 mg PO four times per day or metronidazole 500 mg PO two
times per day to doxycycline to provide anaerobic activity.
IM/oral regimen: ceftriaxone 250 mg IM single dose + doxycycline
100 mg PO two times per day ± metronidazole 500 mg PO two
times per day for 14 days. Metronidazole is added to provide
anaerobic coverage and treat bacterial vaginosis.

Non-gonococcal
urethritis (NGU)

(1) azithromycin 1 g PO single dose; (2) doxycycline 100 mg
PO two times per day for 7 days. Alternative:
(1) erythromycin base 500 mg PO four times per day for 7 days;
(2) levofloxacin 500 mg PO once per day for 7 days.
Persistant/recurrent: (1) azithromycin 1 g PO single dose for
men who initially received doxycycline; (2) moxifloxacin 400 mg
PO once daily for 7 days if azithromycin failed; (3) metronidazole
or tinidazole 2 g PO single dose for heterosexual men in areas of
high T. vaginalis prevalence.

Granuloma
inguinale

Azithromycin 1 g PO once weekly or 500 mg PO once daily for at
least 3 weeks and until lesions completely healed. See STD
guideline for alternative treatment regimens.

Gonorrhea,
disseminated

Arthritis/arthritis-dermatitis syndrome: ceftriaxone 1 g IM/IV q
24 h + azithromycin 1 g PO single dose. After substantial
improvement, can switch to PO drug based on antimicrobial
susceptibility to complete at least 7 days of treatment.
Alternative: cefotaxime 1 g IV q 8 h OR ceftizoxime 1 g IV q 8 h +
azithromycin 1 g PO single dose.
Meningitis, endocarditis: ceftriaxone 1 to 2 g IV q 12 to 24 h +
azithromycin 1 g PO single dose. Treat IM/IV for at least 10 to
14 days for meningitis, and at least 4 weeks for endocarditis.

Gonorrheaa Ceftriaxone 250 mg IM single dose + azithromycin 1 g PO single
dose. For cervix, urethra, and rectum if ceftriaxone is unavailable: 
cefixime 400 mg PO single dose + azithromycin 1 g PO single
dose.a Ceftriaxone-allergic: consult infectious disease expert and
consider (1) gemifloxacin 320 mg PO single dose + azithromycin
2 g PO single dose; (2) gentamicin 240 mg IM single dose +
azithromycin 2 g PO single dose.

Genital warts External anogenital, patient-applied: (1) imiquimod 3.75%
or 5% cream; (2) podofilox 0.5% soln or gel;
(3) sinecatechins 15% ointment.
External anogenital, provider-administered: (1) cryotherapy with
liquid nitrogen or cryoprobe; (2) surgical removal;
(3) trichloroacetic or bichloroacetic acid 80% to 90% soln.
Urethral meatus: (1) cryotherapy with liquid nitrogen;
(2) surgical removal.
Vaginal, cervical, or intra-anal: (1) cryotherapy with liquid
nitrogen; (2) surgical removal; (3) trichloroacetic or bichloroacetic
acid 80% to 90% soln.

Genital herpes,
suppressive
therapy in HIV
infection

(1) acyclovir 400 to 800 mg PO two or three times per day;
(2) famciclovir 500 mg PO two times per day;
(3) valacyclovir 500 mg PO two times per day.

Genital herpes,
recurrent in
HIV infection

(1) acyclovir 400 mg PO three times per day for 5 to 10 days;
(2) famciclovir 500 mg PO two times per day for 5 to 10 days;
(3) valacyclovir 1 g PO two times per day for 5 to 10 days.

Genital herpes,
suppressive
therapy

(1) acyclovir 400 mg PO two times per day; (2) famciclovir
250 mg PO two times per day; (3) valacyclovir 500 or 1000 mg
PO daily. Valacyclovir 500 mg PO daily reduces transmission in
patients with 9 or fewer recurrences per year, but other
valacyclovir/acyclovir regimens may be more effective for
suppression in patients who have 10 or more recurrences per
year. Pregnant women with recurrent genital herpes: Start at
36 weeks gestation with (1) acyclovir 400 mg PO three times
per day; (2) valacyclovir 500 mg PO two times per day.

Genital herpes,
recurrent

(1) acyclovir 400 mg PO three times per day for 5 days;
(2) acyclovir 800 mg PO three times per day for 2 days or two
times per day for 5 days; (3) famciclovir 125 mg PO two times
per day for 5 days; (4) famciclovir 1 g PO two times per day for
1 day; (5) famciclovir 500 mg PO 1st dose, then 250 mg PO two
times per day for 2 days; (6) valacyclovir 500 mg PO two times
per day for 3 days; (7) valacyclovir 1 g PO daily for 5 days.

Genital herpes,
first episode

(1) acyclovir 400 mg PO three times per day for 7 to 10 days;
(2) famciclovir 250 mg PO three times per day for 7 to 10 days;
(3) valacyclovir 1 g PO two times per day for 7 to 10 days.

Epididymitis,
acute

Chlamydia and gonorrhea likely: ceftriaxone 250 mg IM single
dose + doxycycline 100 mg PO two times per day for 10 days.
Chlamydia-gonorrhea and enteric organisms likely: ceftriaxone
250 mg IM single dose + levofloxacin 500 mg PO once daily for
10 days. Enteric organisms likely: levofloxacin 500 mg PO once
daily for 10 days.

Chlamydia (1) azithromycin 1 g PO single dose; (2) doxycycline 100 mg
PO two times per day for 7 days. Alternative:
(1) erythromycin base 500 mg PO four times per day for 7 days;
(2) levofloxacin 500 mg PO once daily for 7 days.
In pregnancy: azithromycin 1 g PO single dose. Alternative:
(1) amoxicillin 500 mg PO three times per day for 7 days.
(2) erythromycin base 500 mg PO four times per day for 7 days or
250 mg PO four times per day for 14 days. Repeat NAAT 3 to
4 weeks after treatment in pregnant women.

Chancroid (1) azithromycin 1 g PO single dose; (2) ceftriaxone 250 mg
IM single dose; (3) ciprofloxacin 500 mg PO two times per day for
3 days; (4) erythromycin base 500 mg PO three times per day
for 7 days.

Cervicitis Treat based on NAAT results for chlamydia and gonorrhea.
Presumptively treat at-risk women (age <25 yo; sex partner is
new, has other partners, or has STD), esp if follow-up not
ensured or NAAT not available. Presumptive regimen:
(1) azithromycin 1 g PO single dose; (2) doxycycline 100 mg PO
two times per day for 7 days. Presumptively treat for gonorrhea
if at-risk or high community prevalence.

Candidal
vaginitis

(1) Intravaginal butoconazole, clotrimazole, miconazole,
terconazole, or tioconazole; (2) fluconazole 150 mg PO single dose.

Bacterial
vaginosis

(1) metronidazole 5 g of 0.75% gel intravaginally daily for 5 days
OR 500 mg PO two times per day for 7 days; (2) clindamycin
5 g of 2% cream intravaginally at bedtime for 7 days.
Alternative: (1) tinidazole 2 g PO once daily for 2 days OR 1 g
PO once daily for 5 days; (2) clindamycin 300 mg PO two times
per day for 7 days. Treat all symptomatic pregnant women.

Syphilis,
tertiary

Benzathine penicillin 2.4 million units IM q week for 3 doses.
This regimen is for patients with normal CSF exam; use
neurosyphilis regimen if CSF abnormalities. Consult infectious
disease specialist for management of penicillin-allergic patients.

Syphilis, neuro
and ocular

(1) penicillin G 18 to 24 million units/day continuous IV
infusion or 3 to 4 million units IV q 4 h for 10 to 14 days;
(2) if compliance can be ensured, consider procaine penicillin
2.4 million units IM daily + probenecid 500 mg PO four times per
day, both for 10 to 14 days. Penicillin-allergic: (1) ceftriaxone
2 g IM/IV once daily for 10 to 14 days; (2) skin testing and
penicillin desensitization protocol.

Syphilis in
pregnancy

Treat with penicillin regimen for stage of syphilis as noted
above. For primary, secondary, or early latent syphilis, consider a
second dose of benzathine penicillin 2.4 million units IM one
week after initial dose. Use skin-testing and penicillin-
desensitization protocol if penicillin-allergic.

Trichomoniasis Metronidazole or tinidazole 2 g PO single dose. Use metronidazole
if pregnant. Persistent/recurrent: metronidazole 500 mg PO two
times per day for 7 days. Treatment-failure: metronidazole or
tinidazole 2 g PO two times per day for 7 days. HIV-infected
women: metronidazole 500 mg PO two times per day for 7 days.

*MMWR 2015;64(No. RR-3): 1-137 or www.cdc.gov/std/tg2015/default.htm. Treat sexual partners for all
except herpes, Candida, and bacterial vaginosis. Refer to the STD guideline for additional alternative regimens.

NAAT = nucleic acid amplification test.

a For suspected cephalosporin treatment failure, consult infectious disease specialist, an STD/HIV
Prevention Training Center clinical expert (www.nnptc.org), or local/state health department STD
program or CDC (phone 404-639-8659). Report suspected treatment failure to health department within
24 hours of diagnosis. When reinfection is likely, retreat with ceftriaxone 250 mg IM + azithromycin 1 g
PO. For suspected treatment failure after cefixime-azithromycin regimen: Treat with ceftriaxone 250 mg
IM single dose + azithromycin 2 g PO single dose. Obtain test-of-cure 7 to 14 days later, preferably with
culture (and susceptibility testing of N. gonorrhoeae if isolated) and simultaneous NAAT.

Lymphogranuloma
venereum
(Chlamydia
trachomatis)

(1) doxycycline 100 mg PO two times per day for 21 days.
Alternative: erythromycin base 500 mg PO four times per day for
21 days.

(continued )

Aminoglycosides
NOTE:  See also Dermatology and Ophthalmology. Can cause nephrotoxicity, 
ototoxicity.

AMIKACIN Adults: 15 mg/kg/day (up to 1500 mg/day) IM/IV divided q 8 to 12 h 
or 15 mg/kg IV q 24 h. Peds, age 1 mo and older: 15 to 22.5 mg/kg/day divided  
q 8 to 12 h or 15 to 20 mg/kg IV q 24 h. Multiple-daily dosing: Peak 20 to 35 mcg/
mL, trough less than 5 mcg/mL. Once daily dosing: Peak 35 to 60 mcg/mL (if 
obtained), trough less than 4 mcg/mL.   K K  D +  $$$$ 

GENTAMICIN Adults: 3 to 5 mg/kg/day IM/IV divided q 8 h or 5 to 7 mg/kg IV q 
24 h. Peds, age 1 mo and older: 2 to 2.5 mg/kg IM/IV q 8 h or 5 to 7.5 mg/kg IV  
q 24 h. Multiple-daily dosing: Peak 5 to 10 mcg/mL, trough less than 2 mcg/mL. 
Once daily dosing: Peak 15 to 20 mcg/mL (if obtained), trough less than 1 mcg/
mL. K K  D + $$ 

PLAZOMICIN (Zemdri)  Drug-resistant complicated UTI including pyelonephritis:  
Infuse IV over 30 min at dose of 15 mg/kg q 24 h for CrCl ≥60 mL/min; 10 mg/
kg q 24 h for CrCl 30 to <60 mL/min; 10 mg/kg q 48 h for CrCl 15 to <30 mL/
min. Base dose on total body weight (TBW); use adjusted body weight if TBW 
exceeds ideal body weight (IBW) by 25% or more. Adjusted body weight = ideal 
body weight + 0.4 × [TBW – IBW]. Treat for up to 7 days. Get trough level within  
30 min before 2nd dose if CrCl <90 mL/min. If trough >3 mcg/mL, increase 
dosing interval by 1.5-fold (ie, from 24 h to 36 h or from 48 h to 72 h) to maintain 
trough <3 mcg/mL.    X/X/X; risk of congenital deafness ? $$$$$ 

STREPTOMYCIN Combination therapy for TB: 15 mg/kg (up to 1 g) IM daily; 10 mg/
kg (up to 750 mg) for age 60 yo or older. Peds: 20 to 40 mg/kg (up to 1 g) IM daily; 
ATS recommends 15 to 20 mg/kg IM once daily.  K K  D + $$$$$ 

ANTIM
ICROBIALS
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