
 
ANTIBIOTICS THERAPEUTIC DRUG MONITORING 

THESE GUIDELINES ARE FOR USE WITHIN THE MAIDSTONE & TUNBRIDGE WELLS NHS TRUST ONLY 

Note: For ICU use only 

Continuous infusion of vancomycin in seriously ill adults 

Introduction 

Vancomycin is a glycopeptide antibiotic used on critical care to treat gram positive bacteraemia, in particular methicillin resistant staphylococcus aureus 

(MRSA). Vancomycin requires serum concentration monitoring and potential side effects include nephrotoxicity and ototoxicity. During therapy with 

intermittent infusion administration, serum monitoring involves measuring trough concentrations, aiming for a level of 10-15mg/L or for infections not 

responding, 15-20mg/L. Optimal therapy with vancomycin depends on maintaining trough concentrations above the minimum inhibitory concentration (MIC) 

as vancomycin activity is not enhanced as peak concentrations are increased. Effectiveness increases as the duration of time with serum concentrations 

above the MIC for the target pathogen increases. Traditional dosing (12 hourly dosing adjusted according to serum levels) is difficult in critically ill patients 

because of the sudden changes in the patient’s condition, timing and interpretation of levels and subsequent dosage adjustment. Administration of 

vancomycin as a continuous infusion is therefore an ideal method of administration for optimum efficacy. Once the infusion reaches steady state, the timing 

for serum level monitoring is not crucial, and samples can be taken at any time. Levels should be aimed for 20-25mg/L. This is widely practiced on other units 

across the UK and the US 

Loading dose 

 

<40kg 500mg in 100mls sodium chloride 0.9% or 5% glucose over 1hour  

<70kg 1g IV over 2 hours in sodium chloride 0.9% or glucose 5% 

>70kg 1.25g IV over 3 hours in sodium chloride 0.9% or glucose 5% 

If the patient has recently received vancomycin - send levels prior to commencing. 

Serum level: 

<10mg/L  Load as above 

10-20mg/L  Load 500mg in 100ml sodium chloride 0.9% or glucose 5% over 1 hour 

20-25mg/L DO NOT LOAD but go to continuous infusion 

>25mg/L Recheck level in 6 hours - do not start infusion until level <25mg/L 

 



 Maintenance infusion 

Start the maintenance IV infusion immediately after the loading dose. The starting dose depends on patient's renal function (see table below). Prescribe as a 

daily infusion on the ICU intravenous prescription chart, as well as on the regular side of the prescription chart to facilitate daily review. 

Renal function micromol/L  Starting vancomycin infusion dose g/24 hour 

Serum Creatinine <120 micromol/L  1.5g 

Serum Creatinine >120 micromol/L 1g 

CVVH 1g 

 CVVH = continuous veno-venous haemofiltration. 

 Infusions should be administered in 250ml sodium chloride 0.9% sodium chloride or 5% glucose over 12 hours, i.e. 1.5g daily = 750mg in 250ml 

sodium chloridge 0.9% over 12 hours and repeated immediately afterwards. 

Monitoring of vancomycin and concentrations and dosage adjustment 

 document vancomycin levels 

 target concentration range: 20-25mg/L 

 request 1st serum level after 12-24 hours of maintenance infusion and check 24-48 hours thereafter 

 blood should be sent in a gold top container 

 the time the level was taken must be written on the request form 

 monitor serum creatinine concentrations at least every 3 days 

 after each level, please adjust dosage as table below 

Vancomycin  
concentration  

Suggested dosage change 

<10mg/L  Reload with 1g then increase 12 hourly dose by 250mg 

10-<15mg/L Reload with 500mg then increase the 12 hourly dosage by 250mg  

15-<20mg/L Increase the 12 hourly dosage by 250mg 

20-25mg/L No change 

>25mg/L Decrease the 12 hourly dose by 250mg 

>30mg/L Stop until <25mg/L then restart at a lower dose 



Compatibility 

A separate lumen should be used for the vancomycin infusion. If this is not possible, please discuss with medical staff or pharmacist. 

 

Discharge from ICU 
On discharge from ICU, the continuous infusion of vancomycin should be stopped. The patient should revert to conventional intermittent dosing. The total 
daily dose of vancomycin received on ICU shoudl be split into 2 easy to measure twelve hourly doses commending 12 hours after the ICU continuous infusion 
has finished. Advice should be sought from the ward pharmacist. 
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