
 

Please note the tables below relates to intravenous (IV) administration of commonly used 

antibiotics that require dose adjustments in renal impairment. 

 

Amikacin          
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Amikacin is an aminoglycoside therefore carries the same risk as gentamicin in renal impairment. 
Common side effects include nephrotoxicity and ototoxicity.  
 

 
 

Amoxicillin      
Standard dosing in normal renal function: 1-2g every 8 hours or 2g every 4 hours in endocarditis  
Indications as per Trust formulary: Severe CAP, aspiration pneumonia: hospital acquired, lung 
abscess community acquired and indolent presentation, intra-abdominal infection: non-healthcare 
associated, bacterial endocarditis: native valve and indolent presentation, meningitis: over 55 years 
of age or immunosuppressed. 
Dosing recommended is unlicensed but based on best practice as per UK renal drug database. 
 

 
Creatinine clearance (CrCl) Recommended dose 

>10 ml/min No dose adjustment required 

<10 ml/min Max 1g every 8 hours (Discuss with medical 
microbiology or antimicrobial pharmacist if high 
doses required for endocarditis, usually max 6g 
daily) 

Intermittent haemodialysis Max 1g every 8 hours  (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) Max 1g every 8 hours (Dialysed – give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

Max 1g every 8 hours (Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 
 
 
 

 Caution in AKI/CKD 

 Adjust dose in AKI/CKD 



 

Aztreonam     
Standard dosing in normal renal function:  1-2g every 8 or 12 hours 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Dose recommended is licensed by manufacturer. 
 

Creatinine clearance (CrCl) Recommended dose 

>30 ml/min 1g every 8 hours (up to 2g every 6 hours in 
severe infections) 

10-30 ml/min 1-2g STAT loading dose and then 50% of 
appropriate normal dose every 8 or 12 hours 
for maintenance  

<10 ml/min 1-2g STAT loading dose and then 25% of 
appropriate normal dose every 8 or 12 hours 
for maintenance  

Intermittent haemodialysis 1-2g STAT loading dose and then 25% of 
appropriate normal dose every 8 or 12 hours 
for maintenance (Dialysed – give after dialysis) 
For serious or life threatening infections an 
additional 1/8th of the initial dose should be 
given after each dialysis session. 

Intermittent haemodiafiltration (HDF) 1-2g STAT loading dose and then 25% of 
appropriate normal dose every 8 or 12 hours 
for maintenance (Dialysed – give after dialysis) 
For serious or life threatening infections an 
additional 1/8th of the initial dose should be 
given after each dialysis session. 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

1-2g STAT loading dose and then 25% of 
appropriate normal dose every 8 or 12 hours 
for maintenance.(Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Benzylpenicillin        
Standard dosing in normal renal function: 1.2g – 2.4g every 6 hours (2.4g every 4 hours for 
endocarditis) 
Indications as per Trust formulary: Hospital acquired pneumonia (HAP)(Onset >48 hours and <5 
days after admission), peritonsillar abscess, endocarditis 
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
Manufacturers recommend that the  dose in the below table should be further reduced to 300mg 
every 8 hours if advanced liver disease is associated with severe renal failure.  
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 2.4g every 6 hours 

20-50 ml/min 2.4g every 6 hours 

10-20 ml/min 600mg - 2.4g every 6 hours depending on 
severity of infection 

<10 ml/min 600mg - 1.2g every 6 hours depending on 
severity of infection 

Intermittent haemodialysis 600mg - 1.2g every 6 hours depending on 
severity of infection (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 600mg - 1.2g every 6 hours depending on 
severity of infection (Dialysed – give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

600mg - 1.2g every 6 hours (Dialysed – give 
after dialysis)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 

Ceftazidime            
Standard dosing in normal renal function: 1-2g every 8 hours 
Indications as per Trust Formulary: Infective exacerbation of bronchiectasis (minor penicillin allergy) 
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 1-2g every 8 hours (max 9g daily) 

31-50 ml/min 1-2g every 12 hours  

16-30 ml/min 1-2g every 24 hours  

6-15  ml/min 500mg – 1g every 24 hours 

<5 ml/min 500mg – 1g every 48 hours 

Intermittent haemodialysis 500mg – 1g every 48 hours or post dialysis 
(Dialysed) 

Intermittent haemodiafiltration (HDF) 500mg-2g every 48 hours or post dialysis 
(Dialysed) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

500mg – 1g every 24 hours (Dialysed – give 
after dialysis) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 

 Adjust dose in AKI/CKD 

 Adjust dose in AKI/CKD 



 

Ceftazidime/avibactam       
Standard dosing in normal renal function: 2.5g every 8 hours 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Dose recommended is licensed by manufacturer. 
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 2.5g every 8 hours 

31-50 ml/min 1.25g every 8 hours 

16-30 ml/min 0.9g every 12 hours 

6-15  ml/min 0.9g every 24 hours 

<5 ml/min 0.9g every 48 hours 

Intermittent haemodialysis 0.9g every 48 hours (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 0.9g every 48 hours (Dialysed –give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

0.9g every 48 hours 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 

Ceftriaxone        
Standard dosing in normal renal function: 2g every 12-24 hours 

Indications as per Trust Formulary:  Acute orbital cellulitis, meningitis unknown aetiology, 
epiglottitis, on advice of OPAT service. 
Dose recommended is licensed by manufacturer. Close clinical monitoring for safety and efficacy is 
advised.   
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 2g every 12-24 hours  (max 4g daily) 

20-50 ml/min 2g every 12-24 hours  

10-20 ml/min  2g every 12-24 hours   

<10 ml/min 1g every 12-24 hours (max 2g daily)  

Intermittent haemodialysis 1g every 12-24 hours (Not dialysed) 

Intermittent haemodiafiltration (HDF) 1g every 12-24 hours (unknown dialysability) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

1g every 12-24 hours (Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 

 Adjust dose in AKI/CKD 



 

 

Cefuroxime      
Standard dosing in normal renal function: 1.5g every 8 hours. 
Indications as per Trust Formulary: Urosepsis, prophylaxis in orthopaedic and spine surgery, 
treatment escalation of severe CAP. See separate peritonitis protocol. 
Dose recommended is unlicensed but based on best practice as per UK renal drug database.  
 
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 1.5g every 8 hours  

20-50 ml/min 1.5g every 8 hours  

10-20 ml/min  750mg - 1.5g every 12 hours   

<10 ml/min 750mg - 1.5g every 24 hours  

Intermittent haemodialysis 750mg - 1.5g every 24 hours (Dialysed – give 
after dialysis) 

Intermittent haemodiafiltration (HDF) 750mg-1.5g every 24 hours (Dialysed – give 
after dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

750mg – 1.5g every 24 hours (Dialysed – give 
after dialysis)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 

Chloramphenicol        
Standard dosing in normal renal function: 25mg/kg every 6 hours 
Indications as per Trust Formulary: Meningitis unknown aetiology in severe penicillin allergy. 
Dose recommended is unlicensed but based on best practice as per UK renal drug database 
 
 

Creatinine clearance (CrCl) Recommended dose 

>10 ml/min 25mg/kg every 6 hours  

Intermittent haemodialysis 25mg/kg every 6 hours (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 25mg/kg every 6 hours (Dialysed – give after 
dialysis)  

Continuous ambulatory peritoneal dialysis 
(CAPD) 

25mg/kg every 6 hours (Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 



 

Ciprofloxacin        
Standard dosing in normal renal function: 400mg every 12 hours 
Indications as per Trust Formulary: HAP onset >48 hours and < 5 days, infective exacerbation of 
bronchiectasis (second line – severe penicillin allergy), catheter associated UTI, 
pyelonephritis/urinary sepsis, epididymo-orchitis (low suspicion of sexually transmitted pathogen) , 
second line – infected animal and human bites, diabetic foot ulcer – second line 
Dose recommended is unlicensed but based on best practice as per UK renal drug database.  
 
Please note ciprofloxacin has good oral bioavailability therefore use the oral route if no concerns 
regarding absorption. Oral dose: 500mg every 12 hours 
 
 

Creatinine clearance (CrCl) Recommended dose 

>60 ml/min 400mg every  12 hours 

30-60 ml/min 200- 400mg every  12 hours depending on 
severity of infection 

10-30 ml/min  200-400mg every 12 hours depending on 
severity of infection 

<10 ml/min 200mg every  12 hours (100% dose may be 
given for short periods of time under 
exceptional circumstances) 

Intermittent haemodialysis 200mg every 12 hours (Not dialysed) 

Intermittent haemodiafiltration (HDF) 200mg every 12 hours (unknown dialysability) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

200mg every 12 hours (Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 

Clarithromycin       
Standard dosing in normal renal function: 500mg every 12 hours 
Indications as per Trust Formulary: Severe CAP, acute bacterial parotitis, aspiration pneumonia – 
community/hospital acquired (penicillin allergy) 
Dose recommended is unlicensed but based on best practice as per UK renal drug database.  
 

 
Creatinine clearance (CrCl) Recommended dose 

>30 ml/min 500mg every  12 hours 

10-30 ml/min  500mg every 12 hours 

<10 ml/min 250 – 500mg every  12 hours 

Intermittent haemodialysis 250 – 500mg every 12 hours (Not dialysed) 

Intermittent haemodiafiltration (HDF) 250 - 500mg every 12 hours (unknown 
dialysability) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

250 - 500mg every 12 hours (Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 

 Adjust dose in AKI/CKD 

 Adjust dose in AKI/CKD 



 

Clindamycin           
Standard dosing in normal renal function: 450mg – 1.2g every 6-8 hours 
Indications as per Trust Formulary: Peritonsillar abscess (penicillin allergy), spreading cellulitis, 
necrotising fasciitis. 
Dose recommended is licensed by manufacturer. 
 
Please note clindamycin has good oral bioavailability therefore use the oral route if no concerns 
regarding absorption. Oral dose: 300mg-600mg every 8 hours 
 
 

Creatinine clearance (CrCl) Recommended dose 

>30ml/min 450mg - 1.2g every 6-8 hours 

10-30 ml/min 450mg – 1.2g every 6-8 hours (dosage may 
require reduction due to prolonged half-life) 

Intermittent haemodialysis 450mg – 1.2g every 6-8 hours (Not dialysed) 

Intermittent haemodiafiltration (HDF) 450mg – 1.2g every 6-8 hours (unknown 
dialysability) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

450mg – 1.2g every 6-8 hours (Not dialysed)  

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 

Co-amoxiclav           
Standard dosing in normal renal function: 1.2g every 8 hours 
Indications as per Trust Formulary: Escalation of treatment in severe CAP, prophylaxis in theatre. 
Dose recommended is unlicensed but based on best practice as per UK renal drug database.  
 

Creatinine clearance (CrCl) Recommended dose 

>30ml/min 1.2g every 8 hours 

10-30 ml/min 1.2g every 12 hours 

<10ml/min 1.2g every 12 hours 

Intermittent haemodialysis 1.2g every 12 hours (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 1.2g every 12 hours (Dialysed – give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

1.2g every 12 hours (Dialysed –give after 
dialysis) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 



 

 

Co-trimoxazole        
Standard dosing in normal renal function: 90-120mg/kg/day in 2-4 divided doses (treatment of PCP 
only) 
Indications as per Trust Formulary:  Treatment of Pneumocystis jirovecii pneumonia (PJP) formally 
(PCP). Dosing will differ if recommended by microbiology for other indications. 
Note: Use adjusted body weight in obese patients (Appendix 2). 
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 120mg/kg/day in 2-4 divided doses for 3 days 
If patient improved 90mg/kg/day in 2-4 divided 
doses if patient improved 

30-50 ml/min 120mg/kg/day in 2-4 divided doses for 3 days 
If patient improved 90mg/kg/day in 2-4 divided 
doses if patient improved 

15-30 ml/min  60mg/kg every 12 hours for 3 days 
If patient improved 30mg/kg every 12 hours 

<15 ml/min 30mg/kg every 12 hours (this should only be 
given if haemodialysis facilities are available) 

Intermittent haemodialysis 30mg/kg every 12 hours (Dialysed) 

Intermittent haemodiafiltration (HDF) 30mg/kg every 12 hours (Dialysed) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

30mg/kg every 12 hours (Not dialysed)   

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 

Daptomycin          
Standard dosing in normal renal function: 4-6mg/kg once daily  
Indications as per Trust Formulary:  On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Dose using total body weight.  
Note: Monitor creatinine kinase at baseline and at least weekly throughout the duration of 
treatment. 
Higher (unlicensed) doses may be used if recommended by medical microbiology or infectious 
diseases. 
Dose recommended is licensed by manufacturer. 
 

Creatinine clearance (CrCl) Recommended dose 

>30 ml/min 4-6mg/kg once daily 

<30 ml/min 4-6mg/kg every 48 hours 

Intermittent haemodialysis 4-6mg/kg every 48 hours (Not dialysed) 

Intermittent haemodiafiltration (HDF) 4-6mg/kg every 48 hours (Dialysed – give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

4-6mg/kg every 48 hours (Not dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 Caution in AKI/CKD 

 Caution in AKI/CKD 



 

 

Ertapenem            
Standard dosing in normal renal function: 1g once daily 
Indications as per Trust Formulary:  On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
 
 

Creatinine clearance (CrCl) Recommended dose 

>30 ml/min 1g once daily 

10-30 ml/min Use 50-100% of appropriate normal dose  

<10ml/min Use 50% of appropriate normal dose  

Intermittent haemodialysis Use 50% of appropriate normal dose (Dialysed 
– give after dialysis) 

Intermittent haemodiafiltration (HDF) Use 50% of appropriate normal dose (Dialysed 
– give after dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

Use 50% of appropriate normal dose (Dialysed 
– give after dialysis) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 

 

Flucloxacillin          
Standard dosing in normal renal function: 1-2g every 6 hours 
Indications as per Trust Formulary:  Acute bacterial parotitis, malignant otitis externa, cellulitis, 
animal and human bites. 
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
Each 1g vial contains approximately 2.26 mmol (52mg) sodium. 

 
Creatinine clearance (CrCl) Recommended dose 

>10 ml/min 1g-2g every 6 hours 

<10 ml/min 1g every 6 hours (Max 4g daily) 

Intermittent haemodialysis 1g every 6 hours (Not dialysed) (Max 4g daily) 

Intermittent haemodiafiltration (HDF) 1g every 6 hours (Not dialysed) (Max 4g daily) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

1g every 6 hours (Not dialysed) (Max 4g daily) 
 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 

 Adjust dose in AKI/CKD 



 

Gentamicin           
Indications as per Trust Formulary:  Sepsis, catheter associated UTI, abdominal collection. 
Please refer to Trust gentamicin calculator and monitor using the nomogram.  
 
For patients where the gentamicin calculator is not appropriate, e.g CrCl <20ml/min, an initial STAT 
dose of 5mg/kg should be prescribed based on adjusted body weight. No further doses of 
gentamicin should be prescribed until levels are reported as <1mg/ml. 
Note: for further advice please contact pharmacy or medical microbiology. 
 
 
 
 

Linezolid           
Standard dosing in normal renal function: 600mg every 12 hours 
Indications as per Trust Formulary:  On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
Dose recommended is licensed by manufacturer. 
 

Creatinine clearance (CrCl) Recommended dose 

>10 ml/min 600mg every 12 hours 

<10 ml/min 600mg every 12 hours (if platelets drop on this 
dose consider reduction to 600mg daily) 

Intermittent haemodialysis 600mg every 12 hours (if platelets drop on this 
dose consider reduction to 600mg daily) 
(Dialysed –give after dialysis) 

Intermittent haemodiafiltration (HDF) 600mg every 12 hours (if platelets drop on this 
dose consider reduction to 600mg daily) 
(Dialysed – give after dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

600mg every 12 hours (if platelets drop on this 
dose consider reduction to 600mg daily) 
(Likely to be dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Caution in AKI/CKD 

http://rlbuhtapps/gdc/


 

Meropenem            
Standard dosing in normal renal function: 1-2g every 8 hours 
Indications as per Trust Formulary:  Bacterial endocarditis: native valve and severe sepsis, 
necrotising fasciitis,  hospital acquired pneumonia (HAP) onset >5 days (second line in minor 
penicillin allergy), neutropenic sepsis (second line) 
Dose recommended is unlicensed but based on best practice as per UK renal drug database. 
 

Creatinine clearance (CrCl) Recommended dose 

>50 ml/min 1g-2g every 8 hours 

26-50 ml/min 500mg-2g every 12 hours 

10-25 ml/min  500mg-1g every 12 hours or 500mg every 8 
hours 

<10 ml/min 500mg-1g every 24 hours 

Intermittent haemodialysis 500mg-1g every 24 hours (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 500mg-1g every 24 hours (Dialysed – give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

500mg-1g every 24 hours (Dialysed – give after 
dialysis) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 

Metronidazole          
Standard dosing in normal renal function: 500mg every 8 hours 
Indications as per Trust Formulary: Aspiration pneumonia community/hospital acquired, acute 
bacterial parotitis, intra-abdominal infections (non-healthcare associated), acute orbital cellulitis, 
peritonsillar abscess. 
Dose recommended is licensed by manufacturer. 
Each 100ml of solution for infusion contains 13.84 mmol (326.02 mg) sodium. 
 
Please note metronidazole has good oral bioavailability therefore use the oral route if no concerns 
regarding absorption. Oral dose: 400mg every 8 hours 
 

Creatinine clearance (CrCl) Recommended dose 

>10 ml/min 500mg every 8 hours 

<10 ml/min 500mg every 8  hours 

Intermittent haemodialysis 500mg every 8 hours (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 500mg every 8 hours (Dialysed –give after 
dialysis) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

500mg every 8 hours (Not dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 

 Adjust dose in AKI/CKD 



 

Piperacillin and tazobactam (Tazocin)           

Standard dosing in normal renal function: 4.5g every 8 hours/4.5g every 6 hours for neutropenic 
sepsis 
Indications as per Trust Formulary:  Decompensated chronic liver disease, spontaneous bacterial 
peritonitis, hospital acquired pneumonia (HAP) – onset > 5days, acute severe diabetic foot infection, 
neutropenic sepsis, infective exacerbations of bronchiectasis  
Dose recommended is licensed by manufacturer. 
Each 4.5g vial contains 261 mg of sodium 
 

Creatinine clearance (CrCl) Recommended dose 

>40 ml/min 4.5g every 6-8 hours 

20-40 ml/min 4.5g every 6-8 hours 

<20 ml/min  4.5g every 12 hours (discuss with pharmacy for 
neutropenic sepsis) 

Intermittent haemodialysis 4.5g every 12 hours (Dialysed – give after 
dialysis) 

Intermittent haemodiafiltration (HDF) 4.5g every 12 hours (Dialysed –give after 
dialysis)  

Continuous ambulatory peritoneal dialysis 
(CAPD) 

4.5g every 12 hours (Not dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 



 

Teicoplanin         
Indications as per Trust Formulary:  Sepsis, Severe community acquired pneumonia – second line, 
hospital acquired pneumonia >5 days – second line, intra-abdominal infections (non-healthcare 
associated)  - second line 

Dose using actual body weight, max 2g per single dose 
Dose recommended is unlicensed but based on best practice 
 

Dose  Recommended dose 

Loading dose 
 
(loading dose to be given to all patients 
regardless of renal function) 

12mg/kg TWICE daily for 2 days followed by 
maintenance dose 
 
Minimum of 4 doses required for loading 
 
(round to the nearest 200mg vial) 

Maintenance dose based on renal function  12mg/kg ONCE daily 
 
Renal dosing (not according to SPC): 
eGFR >60ml/min :  12mg/kg ONCE daily 
 
eGFR 30-60ml/min: 6mg/kg ONCE daily 
 
eGFR <30ml/min: 4mg/kg ONCE daily 
 
Peritoneal dialysis: dose as in eGFR <30ml/min 
 
Haemodialysis : 12mg/kg THREE times a WEEK. 
To be given after dialysis. 
 
(rounded to the nearest 200mg vial) 
 
Continue to administer teicoplanin whilst 
waiting for level results  

 
 
N.B. In patients who are >100kg, discuss dosing with Pharmacy during working hours ( doses should 
be capped at 2g per single dose) 
 

Refer to antimicrobial formulary for therapeutic drug monitoring guidance.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 Adjust dose in AKI/CKD 



 

Temocillin          
Standard dosing in normal renal function: 2g every 8 hours 
Indications as per Trust Formulary:  Urinary sepsis 
Dose recommended is unlicensed but based on best practice. 
 
When treating for urosepsis or treating an organism with recorded ‘I’ sensitivity to temocillin, the 
following doses may be used in renal impairment (note: these dose recommendations are 
unlicensed). Patient should be reviewed daily whilst on these doses and monitored closely for 
adverse reactions. Temocillin dose should be reduced as per table 2 if treatment duration over 7 
days. Please seek advice from renal pharmacy team or antimicrobial pharmacists if required. 
 
Table 1 
 

Creatinine clearance (CrCl) Recommended dose 

>60 ml/min 2g every 8 hours 

40-60 ml/min 2g every 12 hours 

20-40 ml/min  2g stat then 1g every 12 hours 

<20 ml/min 2g stat then 1g every 24 hours 

Intermittent haemodialysis 1g every 24 hours or 2g every 48 hours or 3g 
every 72 hours depending on dialysis frequency 
(Dialysed)  

Intermittent haemodiafiltration (HDF) 1g every 24 hours or 2g every 48 hours or 3g 
every 72 hours depending on dialysis frequency 
(Dialysed) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

1g every 24 hours (Dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

In patients suffering from renal failure, neurological disorders with convulsions have been reported 
following the I.V. injection of high doses of penicillin. 
 
 
Table 2 
 

Creatinine clearance (CrCl) Recommended dose 

>60 ml/min 2g every 8 hours 

30-60 ml/min 1g every 12 hours 

10-30 ml/min  1g every 24 hours 

<10 ml/min 1g every 48 hours or 500mg every 24 hours 

Intermittent haemodialysis 1g every 24 hours or 2g every 48 hours or 3g 
every 72 hours depending on dialysis frequency 
(Dialysed)  

Intermittent haemodiafiltration (HDF) 1g every 24 hours or 2g every 48 hours or 3g 
every 72 hours depending on dialysis frequency 
(Dialysed) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

1g every 24 hours (Dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 

 Adjust dose in AKI/CKD 



 

 

Tigecycline            
Standard dosing in normal renal function: 100mg STAT, then 50mg every 12 hours 
Indications as per Trust Formulary:  Intra-abdominal collection, Intra-abdominal infection (hospital 
acquired) 
Dose recommended is licensed by the manufacturer.  
 

Creatinine clearance (CrCl) Recommended dose 

>10 ml/min 100mg STAT, then 50mg every 12 hours 

<10 ml/min 100mg STAT, then 50mg every 12 hours 

Intermittent haemodialysis 100mg STAT, then 50mg every 12 hours (Not 
dialysed)  

Intermittent haemodiafiltration (HDF) 100mg STAT, then 50mg every 12 hours 
(unknown dialysability) 

Continuous ambulatory peritoneal dialysis 
(CAPD) 

100mg STAT, then 50mg every 12 hours (Not 
dialysed) 

Continuous renal replacement therapy (CRRT) Seek specialist advice from critical care 
pharmacist 

 
 

Vancomycin        
Standard dosing in normal renal function: Based on renal function and weight. 
Indications as per Trust formulary: On advice of medical microbiology or infectious diseases only. 
Please seek specialist advice from antimicrobial pharmacist or medical microbiology.  
 

 Caution in AKI/CKD 


