
 

 
DOWNTIME Physician Order 

SURG Adult Antibiotic Prophylaxis Pre-Op 

Patient Label 

Drug Allergies: Review patient allergies in power chart or in the electronic medical 
record (EMR) prior to prescribing / administering medications. 

 Faxed to Pharmacy 
Date: _____ Init.: _____ 

Height 
__________cm 

Weight 
__________kg 

Select appropriate antibiotic as determined by procedure and initiate within 30-60 minutes of incision. 
Repeat dosing: For procedures lasting greater than 3 hours, or greater than 1000 mL blood loss, repeat pre-op dose of Cefazolin 

OR Clindamycin Q 4 hours intra-operatively. 

ABDOMINAL SURGERY ANTIBIOTIC PROPHYLAXIS - ABDOMINAL: colon, colectomy, hemicolectomy, appendectomy 
Drug of Choice 

 Cefazolin = Ancef 

 1g, IVPB, IV Piggyback, PREOP if weight less than 80 kg 

 2g, Injection, IV Piggyback, PREOP if weight over 80 kg 

AND 
 Metronidazole 500 mg, Injection, IV Piggyback, PREOP 

Antimicrobials 
Beta-lactam allergy 

 Ciprofloxacin 400 mg, IVPB, IV Piggyback, PREOP 

AND 

 Metronidazole 500 mg, Injection, IV Piggyback, PREOP 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 

    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

GYNECOLOGIC SURGERY ANTIBIOTIC PROPHYLAXIS 
Hysterectomy (Vaginal/Abdominal), Pubovaginal Sling, Anterior/Posterior Repair 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

AND 
 metronidazole 500 mg, Injection, IV Piggyback, PREOP 
If Penicillin Allergy 
 ciprofloxacin 400 mg, Injection, IV Piggyback, PREOP 

AND 
 metronidazole 500 mg, Injection, IV Piggyback, PREOP 
Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

GYNECOLOGIC SURGERY D & C ANTIBIOTIC PROPHYLAXIS 
Suction D& C 

 doxycycline 100 mg, Injection, IV Piggyback, PREOP 

PUBOVAGINAL SLING, ANTERIOR/POSTERIOR REPAIR 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 ciprofloxacin 400 mg, IVPB, IV Piggyback, PREOP 
Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

GENITOURINARY PROSTATE BIOPSY SURGERY ANTIBIOTIC PROPHYLAXIS  
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 ciprofloxacin 400 mg, IVPB, IV Piggyback, PREOP 
Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

Physician Signature: ID#: Date: Time:   
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DOWNTIME Physician Order 

SURG Adult Antibiotic Prophylaxis Pre-Op 

Patient Label 

Drug Allergies: Review patient allergies in power chart or in the electronic medical 
record (EMR) prior to prescribing / administering medications. 

 Faxed to Pharmacy 
Date: _____ Init.: _____ 

Height 
__________cm 

Weight 
__________kg 

Urology Surgery Antibiotic Prophylaxis SUBPHASE 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP: if wt less than 80 kg 
 2 g, IVPB, IV Piggyback, PREOP: if wt over 80 kg 

AND 
 gentamicin 80 mg, Injection, IV Piggyback, PREOP 
If Penicillin Allergy 
 clindamycin 600 mg, IVPB, IV Piggyback, PREOP 

AND 
 gentamicin 80 mg, IVPB, IV Piggyback, PREOP 
Antimicrobials – if multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 

RPh to dose, comment, NONE, PREOP per SCIP Guidelines; 

GENITOURINARY PENILE PROSTHESIS SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

AND 
 gentamicin 80 mg, Injection, IV Piggyback, PREOP 

If Penicillin Allergy 
 clindamycin 600 mg, Injection, IV Piggyback, PREOP 

AND 
 gentamicin 80 mg, Injection, IV Piggyback, PREOP 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

CARDIAC/THORACIC/VASCULAR SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g, IVPB, IV Piggyback, PREOP - per IV pump, if PCN allergy, infuse over 60 minutes 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

PACEMAKER / AICD ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g, IVPB, IV Piggyback, PREOP - per IV pump 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

Physician Signature: ID#: Date: Time:   
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DOWNTIME Physician Order 

SURG Adult Antibiotic Prophylaxis Pre-Op 

Patient Label 

Drug Allergies: Review patient allergies in power chart or in the electronic medical 
record (EMR) prior to prescribing / administering medications. 

 Faxed to Pharmacy 
Date: _____ Init.: _____ 

Height 
__________cm 

Weight 
__________kg 

GASTRIC / BILIARY / PEG (REPLACEMENTS/REVISIONS) SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g, IVPB, IV Piggyback, PREOP - per IV pump 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

HEAD / NECK SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 clindamycin 600 mg, IVPB, IV Piggyback, PREOP 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

NEURO SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g IVPB, IV Piggyback, PREOP - per IV pump 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines  

ORTHOPEDIC / PODIATRY SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g, IVPB, IV Piggyback, PREOP - per IV pump 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

PROSTHETIC/SALINE IMPLANT/MESH/TISSUE EXPANDER SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g, IVPB, IV Piggyback, PREOP - per IV pump 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

Physician Signature: ID#: Date: Time:   
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DOWNTIME Physician Order 

SURG Adult Antibiotic Prophylaxis Pre-Op 

Patient Label 

Drug Allergies: Review patient allergies in power chart or in the electronic medical 
record (EMR) prior to prescribing / administering medications. 

 Faxed to Pharmacy 
Date: _____ Init.: _____ 

Height 
__________cm 

Weight 
__________kg 

 MASTECTOMY / LAP CHOLECYSTECTOMY GENERAL SURGERY ANTIBIOTIC PROPHYLAXIS 
Drug of Choice 
 cefazolin = Ancef 

 1 g, IVPB, IV Piggyback, PREOP - if wt less than 80 kg 
 2 g, Injection, IV Piggyback, PREOP - if wt over 80 kg 

If Penicillin Allergy 
 vancomycin 1 g, IVPB, IV Piggyback, PREOP - per IV pump 

Antimicrobials If multiple allergies 
 PHARMACIST TO SELECT ANTIBIOTIC PER GUIDELINES & ALLERGIES 
    RPh to dose, comment, NONE, PREOP per SCIP Guidelines 

Physician Signature: ID#: Date: Time:   
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Penicillin Allergy Algorithm 
This form is to be completed for every patient and placed in the chart. Label 

 

 
 Have you ever had a reaction to 

Penicillin (Ampicillin, Amoxicillin) or 
other commonly prescribed 

antibiotics 

Refer to commonly used penicillins/ 
cephalosporins 

Were you nauseated?  Did you 
vomit?  Did you have Epigastric 

distress, stomach cramps or 
pain?  Did you have diarrhea?  
Did you have a sore mouth or 

tongue? 

YES 
 

Did you have skin eruptions 
or a rash?  Did you have 

hives or itching? 

Did you go into (Anaphylaxis) 
shock?  Were you wheezing?  

Did you have difficulty 
breathing?  Did you have 

Laryngeal Edema?  Did you 
have fever/chills, edema, 

arthralgia and/or prostration? 

NO 

NO 

TYPE II 
Hypersensitivity 

YES 

YES 

As a child 
less than 10 

years old 

As an adult 

TYPE I Hypersensitivity 

Patient states no reactions 

 
  
Patient or Responsible party Signature Date 
 

  
Relationship of Responsible party to patient 

Patient states he/she had the following reaction: 

 
  
Patient or Responsible party Signature Date 
 

  
Relationship of Responsible party to patient 

Patient states he/she had the following reaction: 

 
  
Patient or Responsible party Signature Date 
 

  
Relationship of Responsible party to patient 

Patient states he/she had the following reaction: 

 
  
Patient or Responsible party Signature Date 
 

  
Relationship of Responsible party to patient 

NO 

Select drug of choice 
for selected procedure 

Select drug of choice 
for selected procedure 

 
Use designated antibiotic 

for Penicillin allergy 

Select alternative drug 
for selected procedure 

 

Completed by:  , RN 
 

Date:   

YES 

Patient states he/she had the following reaction: 

 
  
Patient or Responsible party Signature Date 
 

  
Relationship of Responsible party to patient 

YES If reaction is unknown or if 
received a Cephalosporin 
like Keflex and didn’t have 

a rash or skin eruption 
reaction 
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