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Intravenous Vancomycin 

Indications 
Vancomycin is effective in treating Gram positive bacteraemia, particularly following central venous line 
infections. Patients with reduced GFR (either due to acute kidney injury or chronic kidney disease) are 
at greater risk of side-effects because the drug is predominantly excreted by the kidneys. 

Scope of 
guideline 

Inclusion: All paediatric patients on Ward E17 or the Paediatric Dialysis Unit receiving intravenous 
vancomycin. 
 
Exclusion criteria;  

1. Patients not under the care of Nottingham Children’s Hospital services. 
2. Premature neonates <35 weeks corrected gestational age. 
3. This guidance has been written specifically for patients with kidney disease. Although the 

advice may be applicable to patients with other conditions, discuss with the responsible 
medical or surgical team first.  

Dose 

Level of renal 
function 

Dose Frequency Levels 

GFR > 90 
mL/min/1.73m

2
 

20mg/kg (max 
1.5g) loading dose 
then after 6 hours 
15mg/kg (max 
750mg) 

6 hourly 

Pre-dose level after 48 hours treatment: 
dose can be given before result is known. 
Levels should be done earlier and dose 
held until level known if unstable renal 
function 

GFR  50-90 
mL/min/1.73m

2
 

15mg/kg 

(max 750mg) 
8 hourly 

Pre-dose level after 24 hours of treatment 
and withhold further doses until result 
known.  If level is low, do not increase dose 
but re-check  level after a further 24 hours 
of treatment. If level is low at this point, then 
increase the dose. 

GFR 20 – 50 
mL/min/1.73m

2
 

7.5mg/kg 24 hourly 
Before second dose, dose held until level 
known. 

GFR < 20 
mL/min/1.73m

2 

and patients on 
dialysis 

7.5mg/kg 
ONE DOSE 
ONLY (after 
dialysis if on) 

Check level at 24 hours post dose or after 
next dialysis session. 

Do not give further dose until level known to 
have reduced to target trough level. 

**Levels are done pre-dose and the target level is 10-15mg/L, or 15-20mg/L if resistant strain of MRSA 
or deep-seated infection. In haemodialysis patients levels should be done post dialysis and repeat 
doses given post dialysis once trough level achieved.   
 
If GFR >90 mL/min/1.73m

2 
and level is in range, levels should continue to be checked every 3-4 days 

(the level need not be checked before the dose is given). 

Route of 
administration 

Peripheral or Central Intravenous Infusion. If treating infection of a multi-lumen central line consider 
dividing the dose between the lumens. 

Presentation 500mg or 1g vials of vancomycin hydrochloride powder for reconstitution. 

Directions for 
Administration

 
 

Administer by infusion over a minimum of 60 minutes to reduce side-effects. Doses over 600mg should 
be given at a maximum rate of 10mg/minute. Ensure pre-dose blood samples are obtained as 
requested. 

Cautions and 
Contraindications 

Ensure dose reduced as above if renal function reduced, Monitor for adverse reactions throughout 
infusion, particularly for “Red-man” syndrome: flushing of skin, severe hypotension, wheezing and 
dyspnoea.   

Common Side 
Effects:

 

 Nephrotoxicity, and renal failure 

 Ototoxicity 

 Blood disorders including neutropenia 

 Rashes  
If infusion too rapid 

 Red man syndrome, flushing of skin. 

 Severe hypotension 

 Wheezing, dyspnoea 
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NB This monograph has been written and is intended solely for use by healthcare professionals working at 
Nottingham University Hospitals. Information within the monographs reflects local policies and procedures and 
may not be appropriate for use in other organisations. The final responsibility of other organisations referring to 
the information in the monographs will remain the responsibility of the individual clinician. 

Compatibility 
Incompatible with most beta lactams/cephalosporins (flush before and after). 
Discuss with Pharmacist before y-site administration with any IV medicine/fluid.   

Additional 
Comments:

 

Further reading / information; 
BNFc 
Nottingham Children’s Hospital Intravenous Vancomycin guideline 
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