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Neonatal Intensive Care Unit Antibiotic Policy 
 

 
1. Our antibiotic policy for early onset sepsis has been updated to comply with the latest NICE 

guideline CG195 published in April 2021. Minimising the use of antibiotics is important. 

2. Microbiology support for the Neonatal Unit at St. Peter’s is strong and cases of concern, or 
proposals to deviate from this guideline may warrant discussion with a consultant 
microbiologist. We have regular weekly meetings with our named microbiologist on Tuesday 
afternoons to discuss babies on antibiotics. 

3. This policy supercedes all previous policies. Doses should be checked with the neonatal 
formulary and BNFc. 

4. First Line/Early Onset sepsis antibiotics are used to cover primarily “maternally-acquired” 
type infections, such as Listeria, Group B Streptococcus and gram negative enteric bacteria 
such as E.Coli.  

5. For babies on the postnatal ward (Joan Booker Ward, JBW) and TCU who are generally well 
use Cefotaxime 50mg/kg bd. It can be given IM on occasions if venous access has not been 
achieved successfully at the time the antibiotic is due. 

6. For babies admitted to the Neonatal Unit, use Benzylpenicillin and Gentamicin is 
administered i.v. for suspected early onset sepsis. The first gentamicin level is taken about 30 
hours after the first dose, so the decision to continue antibiotics needs to have been made by 
that time.  Please refer to the formulary for the dose and frequency of these antibiotics as 
they may vary depending on the age of the baby, prematurity and risk factors. 

7. For preterm babies with suspected or known chorioamnionitis or significant maternal sepsis, a 
one off stat dose of Meropenam is not needed as the above combination of antibiotics works 
well. If the baby had already received Ben Pen (25 mg/kg) and a dose of gentamicin, and it was 
noted later that they are at high risk of severe sepsis/meningitis, then additionally, a dose of 
amoxicillin and cefotaxime can be given. 

8. If the baby is severely septic and possibility of meningitis is high consider IV Amoxicillin 
(meningitic dose) + Cefotaxime (meningitic dose) and STAT dose of Gentamicin. Please 
ensure mother has not been known to be colonised or infected previously with 
Cephalosporin/ Gentamicin resistant Gram negative bacteria (e.g. E.coli/ Klebsiella/ 
Enterobacter etc ESBL or AmpC). Consider de-escalation of Amoxicillin and Cefotaxime to IV 
Penicillin (standard dose for age) and Gentamicin if LP is not suggestive of meningitis.  

9. Herpes simplex infection in neonates is not uncommon, and therefore consider sending HSV 
PCR in blood and starting acyclovir in babies with significant sepsis/meningitis. The CSF 
samples are routinely sent for virology, but please chase the results from virology even if 
reported negative for bacterial cultures. 

10. If a baby moves between TCU/JBW and the Neonatal Unit, then the early onset antibiotic 
treatment should also change if appropriate to known culture results. 

11. Second Line/Late Onset sepsis antibiotics are used to cover primarily “nosocomial” type 
infections, such as CONS and enteric gram negative infections (E.Coli, Klebsiella, 
Enterobacter). Tazocin and vancomycin are administered for suspected nosocomial sepsis. 
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Vancomycin levels will need to be measured at regular intervals. Please see guidance on 
vancomycin doses based on the levels (Microsoft Word - Intravenous Vancomycin on NICU Oct 
2019.doc (asph.nhs.uk)). These antibiotics remain the same regardless of where the baby is 
located (neonatal unit or TCU/JBW). 

12. In babies with confirmed NEC, Tazocin does provide broad anaerobic cover. However, adding 
Metronidazole can be considered. Some CoNS isolates may be resistant to Teicoplanin but 
these isolates are generally sensitive to Vancomycin. Therefore, Teicoplanin should only be 
considered in babies with significant renal dysfunction, where vancomycin may be 
contraindicated.  

13. Trimethoprim 2mg/mg nocte orally is used as prophylaxis in renal tract obstruction. 

14. For skin and soft tissue infection in a baby with no systemic sings of sepsis, consider IV 
Flucloxacillin empirically pending culture result. If the baby has already been started on IV 
Tazocin, Cefotaxime, Augmentin or Meropenem due to systemic sign of sepsis, there is no 
need to add in IV Flucloxacillin to the above antibiotics. If the baby is well, the IV flucloxacillin 
can be changed to oral after 48 hrs following a discussion with NICU / microbiology 
consultant. 

15. Mildly sticky eyes do not need antibiotics, and good eye care may be sufficient. For babies 
with purulent eye discharge associated with red conjunctiva, please take an eye swab for 
microbiology and culture, and start them on chloramphenicol eye ointment until culture 
results are available. Specific infections chlamydia and gonococcus will need to be discussed 
with NICU consultant and microbiologist for appropriate systemic antibiotics and the duration 
of treatment.  

16. The absorption of oral antibiotics in babies is unpredictable, which can result in sub-optimal 
treatment doses being used, which in turn may contribute to the emergence of bacterial 
resistance. However, in certain circumstances, after careful risk benefit consideration in a 
stable baby where there is no concern about oral absorption, this may be warranted under 
authorisation of Consultant Neonatologist. Complicated scenarios may require joint decision 
between Consultant Neonatologist and Consultant Microbiologist.   

17. The threshold for commencing antibiotic treatment is necessarily low in neonatal intensive 
care. However once commenced, the duration of treatment should be tailored to clinical 
circumstances with supporting laboratory evidence. Thus, a CRP should be performed at 
presentation and again at 18 hours after presentation to help the decision making about when 
to stop antibiotics. 

18. If concern regarding suspected sepsis is subsequently allayed (negative cultures by 36 hours, 
normal laboratory indices, absence of clinical signs), antibiotics should be promptly 
discontinued.  If there is no evidence for sepsis, there is no place for “a course” of 
antibiotics. 

19. If the baby fails to respond to these antibiotics, consider fungal infection or a multi-resistant 
organism, and investigate appropriately before changing treatment. Proposals for antibiotic 
therapy that do not follow this guideline should always be discussed with either the attending 
Neonatal Consultant or the Consultant Microbiologist. Meropenem (± vancomycin) is the 
usual third line antibiotic in these cases. 
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20. We should give routine antifungal prophylaxis to all babies <1500g or < 30 weeks in line with 
updated NICE guidelines. These should be started at birth and carried on till they are >30 
weeks and >1500 grams. Additionally, it should be considered for babies on prolonged course 
of 2nd line antibiotics >48 hrs or for babies with central lines in situ. These need to be 
continued till the babies are off antibiotics or till the central lines are removed.  

21. The choice of the antifungal will depend on baby’s feed tolerance. If the babies are on full 
feeds, oral nystatin is the preferred first line for fungal prophylaxis to avoid resistance to 
fluconazole. This will also eliminate the need for IV access. However, if the baby is not on full 
feeds, or <0.6 kg then IV fluconazole should be used at prophylaxis dose based on age and 
gestation of the baby. 

22. The dose for Nystatin will be 1 ml TDS, with 0.5 mls given in the mouth and remaining 0.5 mls 
by NGT/OGT. The product used in NICU for preterm babies will be Nystan (ready mixed). 

23. Treatment of confirmed fungal infection with i.v. AmBisome/ Capsofungin or Fluconazole is 
based on the discussion with the attending Neonatal Consultant. If the baby has been on 
fluconazole prophylaxis, consider empirical fungal therapy with AmBisome/Capsofungin until 
susceptibility of fungi isolate is known.  

24. All Blood cultures must be taken carefully, so that skin contaminants are not cultured which 
could result in a false-positive blood culture (and potentially unnecessary treatment being 
given). Provided that the skin is cleaned properly, a cannula can be inserted and a sterile 
needle/syringe used to extract the blood flowing back. At least 0.5ml should be taken for 
culture, and the needle must be changed before insertion into the blood culture bottle, using 
an aseptic, non-touch technique. Remember to clean the lid of the culture bottle with an 
alcohol swab and don’t touch it! A separate syringe should be used to collect blood for other 
tests. You must use gloves to protect yourself and the baby. 
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2. Supporting References 

1. Overview | Neonatal infection: antibiotics for prevention and treatment | Guidance | NICE: 
NICE guideline www.nice.org.uk 

  

2. Selective fluconazole prophylaxis in high-risk babies to reduce invasive fungal infection” 
Archives of Disease in Childhood - Fetal and Neonatal Edition 2007;92:F454-F458   

3. Supporting  relevant trust guidelines 

Management of sepsis in term infants 

Blood culture guideline 

Bobble hat pathway 

TCU guideline 
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4. Guideline Governance 

a. Scope 

This guideline in relevant to all staff caring for babies across neonatal intensive care, 
transitional care and maternity. 

b. Purpose 

i. This guidelines aims to facilitate a common approach to the management of babies 
admitted under neonatal care.  At times deviation from the guideline may be 
necessary, this should be documented and is the responsibility of the attending 
consultant. 

ii. This guideline is subject to regular review to ensure ongoing evidence based 
practice. 

c. Duties and Responsibilities 

All health care professionals involved in prescribing or administering antibiotics to neonatal 
patients have a duty to be aware of and follow the guidance in this document. 

d. Approval and Ratification 

This guideline will be approved and ratified by the Neonatal Guidelines Group. 

e. Dissemination and Implementation 

i.      This guideline will be uploaded to the trust intranet ‘Neonatal Guidelines’ 
page and thus available for common use. 

ii.       This guideline will be shared as part of ongoing education within the 
Neonatal Unit for both medical and nursing staff. 

iii.       All members of staff are invited to attend and give comments on the 
guideline as part of the ratification process. 
 

f. Review and Revision Arrangements 

a. This policy will be reviewed on a 5 yearly basis. 
b. If new information comes to light prior to the review date, an earlier review 

will be   prompted. 
c. Amendments to the document shall be clearly marked on the document 

control sheet and the updated version uploaded to the intranet. Minor 
amendments will be ratified through the Neonatal Guidelines Group. A minor 
amendment would consist of no major change in process, and includes but is 
not limited to, amendments to documents within the appendices. 
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g. Equality Impact Assessment 

 

Background 
 Who was involved in the Equality Impact Assessment 

 
Neonatal Guidelines Group 
Methodology 

 A brief account of how the likely effects of the policy was assessed (to include race and 
ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 

 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 

  
All staff and patient groups were considered 
Key Findings 

 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equalities groups 

 
No evidence of discrimination 
Conclusion 

 Provide a summary of the overall conclusions 
 
No evidence of discrimination 
Recommendations 

 State recommended changes to the proposed policy as a result of the impact assessment 
 Where it has not been possible to amend the policy, provide the detail of any actions that 

have been identified 
 Describe the plans for reviewing the assessment 

 
Guideline approved for ratification, subject to 3 yearly review 
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h. Document Checklist 

To be completed (electronically) and attached to any document which guides practice when 
submitted to the appropriate committee for approval or ratification. 

Title of the document:  

Policy (document) Author:    

Executive Director: 

  
Yes/No/ 
Unsure/NA 

Comments 

1. Title   
 Is the title clear and unambiguous? y  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

y  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

y  

 Is the purpose of the document clear? y  
 Are the intended outcomes described? y  
 Are the statements clear and unambiguous? y  
3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

y  

 
Who was engaged in a review of the 
document (list committees/ individuals)? 

 Neonatal guidelines group 

 
Has the policy template been followed (i.e. is 
the format correct)? 

y  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

y  

 
Are local/organisational supporting 
documents referenced? 

y  

5. Approval   

 
Does the document identify which 
committee/group will approve/ratify it? 
 

y  

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

n/a  

6. Dissemination and Implementation   
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Yes/No/ 
Unsure/NA 

Comments 

 
Is there an outline/plan to identify how this 
will be done? 

y  

 
Does the plan include the necessary 
training/support to ensure compliance? 

y  

7. Process for Monitoring Compliance    

 
Are there measurable standards or KPIs to 
support monitoring compliance of the 
document? 

y Nice guidance on neonatal sepsis 

8. Review Date   

 
Is the review date identified and is this 
acceptable? 

y  

9. Overall Responsibility for the Document   

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

y  

10. Equality Impact Assessment (EIA)   
 Has a suitable EIA been completed? y  

 

Committee Approval (Neonatal Guidelines Committee) 
If the committee is happy to approve this document, please complete the section below, date it and return it to 
the Policy (document) Owner 
Name of Chair M. S. Edwards Date 24 Aug 2022 
 
Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date of ratification below 
and advise the Policy (document) Owner 
Date: n/a 
 

 


