
Patients scheduled for surgery should have the following antibiotics administered prior to their procedure:

● Clindamycin 10 mg/kg (max 900 mg) IV or

● Vancomycin 15 mg/kg (max 2,000 mg) IV 

No Penicillin Allergy Patients with Penicillin Allergy

● Clindamycin 10 mg/kg (max 900 mg) IV or

● Vancomycin 15 mg/kg (max 2,000 mg) IV 

Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV

● Cefoxitin 40 mg/kg (maximum 2,000 mg) IV or

● Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV plus 

   metronidazole 15 mg/kg (maximum 500 mg) IV

Disease Site

● Vancomycin and ciprofloxacin are to be initiated 60 to 120 minutes prior to incision and all other antibiotics are to be initiated within 60 minutes of incision
● Please carefully evaluate allergy histories before using alternative agents-the majority of patients with listed penicillin allergies can safely be given cephalosporins or carbapenems

● If the patient has multiple known antibiotic drug allergies, is colonized with or has a history of a recent multi-drug resistant infection, please administer antibiotics as indicated or consider an Infectious Diseases consultation

● Vancomycin prophylaxis 15 mg/kg IV (maximum 2,000 mg/dose) should be considered for patients with known MRSA colonization or at high risk for MRSA colonization in the absence of survei llance data (e.g., patients with
recent hospitalization, hemodialysis patients) 

● Discontinue all antibiotics within 24 hours of first dose except for: 1) Treatment of established infection, 2) Prophylaxis of prosthesis in the setting of postoperative co-located percutaneous drains, 3) Intraoperative findings that
raise the wound classification above 2 (e.g., spillage of enteric contents, purulent fluid, etc.). All of these require appropriate documentation.

● See Appendix A for intraoperative re-dosing recommendations

● Doses listed are based on actual body weight

Vancomycin 15 mg/kg (max 2,000 mg) IV 

● Clindamycin 10 mg/kg (max 900 mg) IV plus 

   gentamicin 2.5 mg/kg (max 80 mg) IV or

● Clindamycin 10 mg/kg (max 900 mg) IV plus 

   ciprofloxacin 10 mg/kg (max 500 mg) IV

● Clindamycin 10 mg/kg (max 900 mg) IV or

● Vancomycin 15 mg/kg (max 2,000 mg) IV

1 
Upper gastrointestinal disease site is defined as esophagus through duodenum

2
 Lower gastrointestinal disease site is defined as jejunum through colon

● Pelvic Surgery: Cefoxitin 40 mg/kg (maximum 2,000 mg) IV

● Implanted Orthopedic Prosthesis: Cefazolin 30 mg/kg (maximum 3,000 mg/dose) IV plus 

   gentamicin 2.5 mg/kg (maximum 80 mg) IV

● All others: Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV

● Clean: Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV 

● Clean Contaminated: Ampicillin/Sulbactam 50 mg/kg (maximum 2,000 mg) IV (dose based on ampicillin component)

● Clindamycin 10 mg/kg (max 900 mg) IV or

● Vancomycin 15 mg/kg (max 2,000 mg) IV
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Surgical Antibiotic Prophylaxis - Pediatric

Orthopedics

Cardiac and Vascular

Thoracic

Head & Neck (ENT)

Neurosurgery

Upper Gastrointestinal1

Lower Gastrointestinal2

Clindamycin 10 mg/kg (max 900 mg) IV ● Clean: no preoperative antibiotics 

● Clean Contaminated (through oral cavity): 

  Ampicillin/Sulbactam 50 mg/kg (maximum 2,000 mg) IV (dose based on ampicillin component)

● Orthopedic: Refer to Orthopedic doses

Plastic Surgery

Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV

Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV

● Clindamycin 10 mg/kg (max 900 mg) IV or

● Vancomycin 15 mg/kg (max 2,000 mg) IV 

Ophthalmology ● Clean: Cefazolin 30 mg/kg (maximum 2,000 mg for patients < 120 kg, and 3,000 mg for patients ≥ 120 kg) IV 

● Clean Contaminated: Ampicillin/Sulbactam 50 mg/kg (maximum 2,000 mg) IV (dose based on ampicillin component)
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N/A

N/A

6

4

Clindamycin

Cefoxitin

Gentamicin4

Ciprofloxacin3

Cefazolin

Metronidazole

Ampicillin-sulbactam

Vancomycin5

Antimicrobial

N/A

2

Recommended Redosing Interval 

(From initiation of Preoperative Dose), hour2

APPENDIX A: Recommended IntraOp Redosing Intervals for Commonly Used Antimicrobials for Surgical  
                           Prophylaxis for Patients with Normal Renal Function1

2

N/A

    

1 
Patients with impaired renal function need individualized initial and secondary antibiotic dosing based on glomerular filtration rate (GFR) and case type

2 
For antimicrobials with a short half-life (e.g., ampicillin-sulbactam, cefoxitin) used before long procedures, redosing in the operating room is recommended at an interval of approximately two times the half-life of the 

  agent in patients with normal renal function and is at the discretion of the surgeon based on the clinical scenario. Recommended redosing intervals marked as “not applicable” (NA) are based on typical case length; for 

  unusually long procedures, redosing may be needed.
3 
While fluoroquinolones have been associated with an increased risk of tendinitis/tendon rupture in all ages, use of these agents for single-dose prophylaxis is generally safe

4 
In general, gentamicin for surgical antibiotic prophylaxis should be limited to a single dose given preoperatively . Dosing is based on the patient’s actual body weight.

5 
Vancomycin prophylaxis should be considered for patients with known MRSA colonization or at high risk for MRSA colonization in the absence of surveillance data (e.g., patients with recent hospitalization, hemodialysis patients)
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