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Adjusted body weight = Ideal body weight + 0.4 x  
(Total body weight - Ideal body weight)

where

Ideal body weight (male) is 50 + 2.3 × (height in  
inches - 60)

Ideal body weight (female) is 45.5 + 2.3 × (height in 
inches - 60)

(1 inch = 2.54cm) 

• For vancomycin, it should be dosed at 15–20mg/kg
of actual body weight, with the first dose capped at
3g per dose.1,3,40-43

Patients with β-lactam allergy
β-lactams, including cephalosporins, are the mainstay  
of SAP and have the highest efficacy. Studies have  
shown that patients with reported β-lactam allergy 
have increased odds of SSI, attributed to the receipt of 
second-line antibiotics.44,45 Thus, patients with a history 
of β-lactam allergy should have a detailed antibiotic and 
allergy assessment to determine if a true allergy exists,  
and to exclude any non-immunological adverse reaction 
(for example diarrhoea, vomiting and non-specific  
rash). This can be done in advance for elective surgeries,  
so patients with no true allergy or a mild allergy to  
penicillin can be given the first-line SAP. 

Patients with severe penicillin allergy should not 
receive β-lactam for surgical prophylaxis. These  
include patients with severe immunoglobulin E  
(IgE)-mediated reactions (anaphylaxis, urticaria, 
bronchospasm and angioedema), or non-IgE-mediated 
reactions (Steven-Johnson syndrome, toxic epidermal 
necrolysis  and drug-induced hypersensit ivity  

syndrome). Alternatives to β-lactam antibiotics are 
provided in Table 3.

In patients with an uncomplicated non-IgE-mediated 
allergic reaction to penicillin (i.e. maculopapular 
rash), cephalosporins (i.e. cefazolin or 3rd generation 
cephalosporins) can be considered after discussion  
with the patient and the allergy team (if available). 
Cefazolin, in particular, has a unique R1 side chain that 
is distinct from other cephalosporins and β-lactams, 
and side chain cross-reactivity with penicillin and other  
beta-lactams is not expected.46,47

Patients receiving therapeutic antibiotics for an  
active infection before surgery
If the antibiotic used to treat the current infection is 
deemed appropriate for surgical prophylaxis, an extra 
dose should be administered within 60 minutes before  
the surgical incision. If the current antibiotic is  
insufficient for surgical prophylaxis, the recommended 
antibiotic prophylaxis for the procedure should be  
used. The need for re-dosing should be individualised  
and evaluated on a case-by-case basis. 

Patients with prior colonisation or infection with 
multidrug-resistant pathogens
The causative link between the carriage of multidrug-
resistant organisms and the resultant SSI caused by  
these pathogens has not been established. Whether 
prophylaxis should be expanded to cover these  
pathogens depends on many factors, including the  
host, the pathogen and its antimicrobial susceptibility 
profile, the procedure, and the proximity of the reservoir  
of the pathogen to the operative site.1 These patients  
should be evaluated on a case-by-case basis.

Table 4. Recommended doses and re-dosing interval

Antibiotic Adult dose Re-dosing interval

IV cefazolin 2g (3g if >120kg) Every 4 hoursa

IV ceftriaxone 2g Every 12 hours

IV metronidazole 500mg Every 8–12 hours

IV clindamycin 600–900mg Every 4–6 hours

IV vancomycin 15–20mg/kg Every 8–12 hoursa

IV/IM gentamicin 3–5mg/kg NA

IV amoxicillin-clavulanic acid 1.2g Every 4 hoursa

IV/PO ciprofloxacin 400mg (IV), 500mg (PO) Every 8–12 hoursa

IV aztreonam 2g Every 4 hoursa

IM: intramuscular; IV: intravenous; NA: not applicable; PO: per oral (oral administration)
a Recommended doses and re-dosing intervals are based on normal renal function. Renal dose adjustment may be required.
Source: Bratzler DW, Dellinger EP, Olsen KM, et al. Clinical practice guidelines for antimicrobial prophylaxis in surgery. Am J Health Syst Pharm 
2013;70:195-283. 
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