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Co-amoxiclav prescribing

Background
AWMSG NPI: 4C items per 1,000 patients

Information from AWMSG Primary Care Antimicrobial Guidelines: 

	Condition
	Comments
	Medicine
	Adult dose
	Duration of treatment

	Acute rhinosinusitis
· NICE CKS (2021)
· NICE NG79 (2017)
	Avoid antibiotics as 80% resolve in 14 days without, and they only offer marginal benefit after 7 days.

Use adequate analgesia.  

Symptoms for 10 days or less: 
No antibiotic	

Symptoms with no improvement for >10 days: 
No antibiotic.
(Back-up delayed antibiotic prescription can be issued if appropriate – please see prescribing options alongside.)
Consider 7-day delayed or immediate antibiotic when purulent nasal discharge.
	
Systemically very unwell, symptoms and signs of a more serious illness or condition, or high risk of complications:
Immediate antibiotic
Refer to hospital if:
· Severe systemic infection
· Intraorbital or periorbital complications
· Intracranial complication
	No antibiotic
	When an antibiotic is not prescribed, please consider using the ‘TARGET Treating your Infection’ leaflet (RCGP), available in multiple languages.

	
	
	First line if symptoms for > 10 days and delayed or immediate antibiotics are indicated

	
	
	Amoxicillin
	500 mg TDS
1 g TDS if severe
	5 days

	
	
	Penicillin allergy:
	
	5 days

	
	
	Doxycycline
(if >12 years old)
	200 mg stat then 
100 mg OD
	

	
	
	OR
	
	

	
	
	Clarithromycin 
(children < 12 years old)
	500 mg BD
(See BNFc)
	

	
	
	OR
	
	

	
	
	Erythromycin (preferred if pregnant)
	250–500 mg QDS
	

	
	
	First line if systemically very unwell, symptoms and signs of a more serious illness or condition, or high risk of complications OR Second line (worsening symptoms on first choice taken for at least 2 to 3 days):

	
	
	Co-amoxiclav
	625 mg TDS
	5 days





	Condition
	Comments
	Medicine
	Adult dose
	Duration of treatment

	Acute infective exacerbation of COPD
· NICE NG114 (2018)
· GOLD (2020)
· RHIG (2020)
	Assessment
· Send Sputum for culture in cases of recurrent or severe exacerbation
· Consider chest radiograph in cases of severe exacerbation, or the patient is presenting with chest signs or they fail to improve.

Antibiotics are not required for exacerbation without increased sputum purulence

Consider the need for an antibiotic taking into account:
· Severity of symptoms (particularly increased breathlessness; sputum colour changes and increased volume or thickness beyond normal
· Risk of complications
· Previous sputum culture and susceptibility results
· Risk of antimicrobial resistance and current antibiotic prophylaxis (treatment should be with an antibiotic from a different class).
· If CRP testing available (see table below)
	CRP < 20
	Antibiotics unlikely to be helpful

	CRP 20–40
	Consider antibiotics

	CRP > 40
	Prescribe antibiotics



	Doxycycline
	200 mg stat/100 mg OD
	5 days total

	
	
	If doxycycline unsuitable:
	
	5 days

	
	
	Amoxicillin
	500 mg TDS
	

	
	
	OR
	
	

	
	
	Clarithromycin
	500 mg BD
	

	
	
	If patient exposed to antibiotics in the past 3 months or at higher risk of treatment failure:
	
	5 days

	
	
	Co-trimoxazole
	960 mg BD
	

	
	
	OR
	
	

	
	
	Co-amoxiclav
	625mg TDS
	

	Upper UTI in children
· NICE CG54 (2018)
	Refer all cases to a paediatrician for further investigation.

Send pre-treatment MSU for all children with suspected UTI.

Child < 3 months: refer urgently for assessment.

Child ≥ 3 months: use positive nitrite to guide antibiotic use.

Imaging: only refer if child < 6 months, recurrent or atypical UTI.
	Co-amoxiclav
(if susceptible)
	See BNFc
	7–10 days

	
	
	OR
	
	

	
	
	Cefalexin
	
	

	Acute pyelonephritis (upper UTI) 
· NICE CKS (2021)
	If admission not needed, send MSU for MC&S and start antibiotics.

If no response within 24 hours, admit.  

Refer pregnant women with pyelonephritis to secondary care for IV antibiotics.  

Treat according to sensitivities on recent MSU results if available, otherwise treat empirically.
	Cefalexin
	500 mg BD or TDS (up to 1 g TDS for severe infections)
	7–10 days

	
	
	OR
	
	

	
	
	Trimethoprim
(if susceptible)
	200 mg BD
	14 days

	
	
	OR
	
	

	
	
	Co-amoxiclav
(if susceptible)
	625 mg TDS
	7–10 days

	
	
	OR
	
	

	
	
	Ciprofloxacin
(consider safety issues – see MHRA advice).
	500 mg BD
	7 days

	Cellulitis & Erysipelas
· NICE CKS (2021)
· NICE NG141 (2019)

	· If patient afebrile and healthy other than cellulitis, use oral flucloxacillin.
· If river or sea water exposure, discuss with Consultant Microbiologist.
· If febrile and ill, admit for IV treatment.
· Erysipelas: often facial and unilateral. Use flucloxacillin for non-facial erysipelas.
· Infection around the eyes or the nose (the triangle from the bridge of the nose to the corners of the mouth, or immediately around the eyes including periorbital cellulitis) is of more concern because of risk of a serious intracranial complication

For active MRSA infection: use antibiotic sensitivities to guide treatment; if severe infection or no response to monotherapy after 24–48 hours, seek advice from Consultant Microbiologist on combination therapy
	Flucloxacillin
	500 mg–1 g QDS
Use higher doses in obesity (Body Mass Index > 30kg/m2) or severe infections.
	5-7 days

If slow response,
continue for a further 7 days

	
	
	Penicillin allergy:
	
	

	
	
	Clarithromycin
	500 mg BD
	

	
	
	OR
	
	

	
	
	Doxycycline
	200 mg stat,
then 100 mg OD
	

	
	
	OR
	
	

	
	
	Erythromycin
(if pregnant)
	500 mg QDS
	

	
	
	MRSA known or suspected (check recent cultures and adapt therapy as needed):
	
	5-7 days

If slow response,
continue for a further 7 days

	
	
	Doxycycline
	200 mg stat,
then 100 mg BD
	

	
	
	OR
	
	

	
	
	Co-trimoxazole
	960 mg BD
	

	
	
	Facial (inside the triangle treat as below – if outside of the triangle treat as above):
	
	7 days

	
	
	Co-amoxiclav
	625 mg TDS
	

	
	
	OR
(if penicillin allergic)
	
	

	
	
	Clarithromycin
	500 mg BD
	

	
	
	PLUS
	
	

	
	
	Metronidazole
	400 mg TDS
	



	Condition
	Comments
	Medicine
	Adult dose
	Duration of treatment

	Bites (human/cat/dog)
· NICE CKS (2020)
· NICE NG184 (2020)
		Type of bite 
	Bite has not broken the skin
	Bite has broken the skin but not drawn blood
	Bite has broken the skin and drawn blood

	Human bite
	Do not offer antibiotics.
	Consider antibiotics if it is in a high-risk area* or if the person is high risk**.
	Offer antibiotics.

	Cat bite
	Do not offer antibiotics.
	Consider antibiotics if the wound could be deep.
	Offer antibiotics.

	Dog or other traditional pet bites
	Do not offer antibiotics.
	Do not offer antibiotics.
	Offer antibiotics if it has caused considerable, deep tissue damage or is visibly contaminated. Consider antibiotics if it is in a high-risk area* or person at high risk**.

	* High-risk area = hands, feet, face, genitals, skin overlying cartilaginous structures or an area of poor circulation.
** High-risk Person = those at risk of serious wound infection (e.g immunosuppression, asplenia, decompensated liver disease, diabetes).




	
	Increased risk of wound becoming infected due to:
· Nature of the bite (deep, contaminated wounds; puncture or crush wounds; significant tissue destruction)
· Site of injury (e.g. hands, feet, face or genitals; areas of poor perfusion or lymphatic return; or near a prosthetic joint or implant)
· Wound penetrating bone, joints, tendons, or vascular structures
· Delayed presentation (> 8 hours)
· Associated medical conditions (e.g. diabetes mellitus, asplenia, immunocompromised status, chronic liver disease, prosthetic heart valve or joint)
· Patient age (neonates, infants and elderly patients are at higher risk of infection).  

Do not offer antibiotic prophylaxis to people with a human/cat/dog bite that has not broken the skin.
· Human:
· Thorough irrigation is important.
· Assess risk of tetanus, HIV and Hepatitis B and C.
· Cat / Dog:
–	Thorough irrigation is important.
–	Assess risk of tetanus and rabies.
–	Antibiotic prophylaxis is advised in the following circumstances: all cat bites; dog bite to hand / foot / face / joint / tendon / ligament; puncture wound; suspected fracture; wounds requiring surgical debridement; wounds that have undergone primary closure; immunocompromised / diabetic / asplenic / cirrhotic / prosthetic heart valve / prosthetic joint / patient at risk of serious wound infection.
· Bat: Urgent treatment required. All patients should be referred to A&E and Public Health Wales Health protection team or the duty virologist (University Hospital of Wales) contacted. Please see PHE guidance (for advice on Rabies) and refer to patients to PHE patient information leaflet.

When to offer antibiotics:
Offer an antibiotic (see the recommendations on choice of antibiotic) for people with a human or animal bite if there are symptoms or signs of infection, such as increased pain, inflammation, fever, discharge or an unpleasant smell.
	Prophylaxis or treatment:
	
	3 days (prophylaxis)

5 days (treatment)

Course length can be increased to 7 days (with review) based on clinical assessment of the wound, for example, if there is significant tissue destruction or it has penetrated bone, joint, tendon or vascular structures.

	
	
	Co-amoxiclav
	625 mg TDS
	

	
	
	Penicillin allergy
	
	

	
	
	Metronidazole
	400 mg TDS
	

	
	
	PLUS
	
	

	
	
	Doxycycline
(cat / dog / human) (N.B. Not suitable for children < 12 years)
	200 mg stat followed by 
100 mg OD–BD
	

	
	
	If child < 12 years
Co-trimoxazole
	See BNFc
	


	Condition
	Comments
	Medicine
	Adult dose
	Duration of treatment

	Acute diverticulitis
· NICE NG147 (2019)
	People with mild, uncomplicated diverticulitis can be managed at home with paracetamol, clear fluids and antibiotics. 

For people who are systemically well following clinical assessment consider a ‘no antibiotic’ prescribing strategy and advise the person to re-present if symptoms persist or worsen.
	Cefalexin
	500 mg TDS (up to 1.5 g TDS for severe infections)
	5 days

	
	
	PLUS
	
	

	
	
	Metronidazole
	400 mg TDS
	

	
	
	OR
	
	

	
	
	Co-amoxiclav
(Please note increasing resistance rates. Advise patient to re-present if symptoms persist or worsen).
	625 mg TDS
	

	
	
	OR
	
	

	
	
	Co-trimoxazole 
	960 mg BD
	

	
	
	PLUS
	
	

	
	
	Metronidazole
	400 mg TDS
	

	Biliary infection (cholecystitis/ cholangitis)
· NICE CKS (2017)

	Urgent referral to secondary care is recommended for all cases of cholecystitis to assess the need for cholecystectomy. 

Please note high mortality rate (up to 10%) associated with acute cholecystitis.

If you are unable to comply with this advice for any reason, a recommendation for antibiotic treatment for mild cases is outlined alongside.
 
Biliary colic with no associated infection does not require antibiotics.
	Cefalexin
	500 mg TDS (up to 1.5 g TDS for severe infections)
	5–7 days

	
	
	PLUS
	
	

	
	
	Metronidazole
	400 mg TDS
	

	
	
	OR
	
	

	
	
	Co-amoxiclav
(Please note increasing resistance rates. Advise patient to re-present if symptoms persist or worsen).
	625 mg TDS
	

	
	
	OR
	
	

	
	
	Co-trimoxazole 
	960 mg BD
	

	
	
	PLUS
	
	

	
	
	Metronidazole
	400 mg TDS
	

	Epididymo-orchitis
· BASHH (2020)
· NICE CKS (2021)
	Usually due to Gram-negative enteric bacteria in men over 35 years with low risk of STI.  

If under 35 years old or STI risk, refer to GUM for additional intramuscular (IM) ceftriaxone treatment. Use of an oral cephalosporin instead of IM preparations is not recommended due to increasing resistance.
	If over 35 years with low risk STI:
Levofloxacin
(consider safety issues – see MHRA advice).
	500 mg OD
	10 days

	
	
	OR
	
	

	
	
	Co-amoxiclav
(If quinolones are contra-indicated)
	625 mg TDS
	

	Condition
	Comments
	Medicine
	Adult dose
	Duration of treatment

	Non-lactational mastitis
· NICE CKS (2021)
	· Refer to NICE CKS for self-care advice to manage pain and discomfort.   
· Staphylococcus aureus is the most common infecting pathogen.  
· Suspect if woman has a painful breast, fever/general malaise, a tender/red breast.  
· Breastfeeding: oral antibiotics are appropriate where indicated; women should continue feeding, including from the affected breast.

In lactational mastitis - prescribe an oral antibiotic if the woman has a nipple fissure that is infected, symptoms have not improved (or are worsening) after 12–24 hours despite effective milk removal.
	Co-amoxiclav
	625mg TDS
	10–14 days



Method
Assess a reasonable sample of records per prescriber with prescription of co-amoxiclav against national guidelines (see section on Sample size). Start the searches using a 3-month window and extend it if necessary to reach the required number of cases. 

Following the audit, complete the Review Sheet.




Data collection sheet
An Excel version of this data collection sheet is available on the AWTTC website.

	Patient ID
	Systemically very unwell with rhinosinusitis, signs of a more serious illness, or high risk of complications? OR
worsening symptoms of rhinosinusitis on first line treatment?
· Yes [Y]
· No [N]
	COPD with resistance factors?
· Yes [Y]
· No [N]
	Upper UTI in children / Acute pyelonephritis?
· Yes [Y]
· [bookmark: _GoBack]No [N]
	Human/ cat/dog bite? 
· Yes [Y]
· No [N]
	Facial cellulitis? 
· Yes [Y]
· No [N]
	Acute diverticulitis? 
· Yes [Y]
· No [N]
	Biliary infection (cholecystitis/ cholangitis)? 
· Yes [Y]
· No [N]
	Epididymo-orchitis? 
· Yes [Y]
· No [N]
	Non-lactational mastitis? 
· Yes [Y]
· No [N]
	Laboratory sensitivity?
· Yes [Y]
· No [N]
	Other indication (Please list)
	Decision to prescribe is according to national/local guidance or lab sensitivity? 
· Yes [Y]
· No [N]
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	100%
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