PO Alternatives to Commonly Prescribed IV Antibiotics
(NOT automatic switches per IV to PO Policy)

The following alternatives are not automatic switches per the IV to PO policy due to either lower oral
bioavailability, difference in antimicrobial coverage compared to the IV alternative. It is therefore
important when recommending these alternatives to be sure that the patient is clinically improving,

and that the recommendation is appropriate. PO alternatives are sometimes indication- and

organism-dependent.

IV Antibiotic Indication Possible PO Alternative(s)*
(any indication, unless noted)

Ampicillin Amoxicillin

Ampicillin/sulbactam Amoxicillin/clavulanate

(Unasyn)

Aztreonam Pseudomonal infections Ciprofloxacin

Other infections

By susceptibility:
Trim-sulfa
Cefpodoxime
Ciprofloxacin

Cefazolin (Ancef, Kefzol)

Cellulitis Cephalexin

Cystitis By susceptibility:
Cephalexin®
Trim-sulfa

Nitrofurantoin

Pyelonephritis

By susceptibility:
Cephalexin
Trim-sulfa

Cefepime

Pseudomonal infections

Ciprofloxacin
Levofloxacin

Other infections

By susceptibility:
Trim-sulfa
Ciprofloxacin
Cefpodoxime

Ceftriaxone (Rocephin)

Community-acquired
pneumonia (CAP)

Cefuroxime (adjust dose if on
concurrent acid suppression
therapy)
Amoxicillin/clavulanate

uTl

By susceptibility:
Cephalexin
Trim-sulfa
Cefpodoxime
Ciprofloxacin




infection

IV Antibiotic Indication Possible PO Alternative(s)*
(any indication, unless noted)
Acute bacterial prostatitis By susceptibility:
Trim-sulfa
Ciprofloxacin
Meropenem Intra-abdominal/mixed Ciprofloxacin + metronidazole

Or by susceptibility

ESBL cystitis

By susceptibility:

Fosfomycin (ESBL E. coli cystitis
only, not for systemic
infections), Nitrofurantoin
Trim-sulfa

Ciprofloxacin

Levofloxacin

ESBL pyelonephritis or other
systemic infection

By susceptibility:
Trim-sulfa
Ciprofloxacin
Levofloxacin

Piperacillin/tazobactam
(Zosyn)

Amoxicillin/clavulanate +/-
Ciprofloxacin (if Pseudomonal
coverage needed)

Intra-abdominal/mixed
infection

Amoxicillin/clavulanate
Ciprofloxacin + metronidazole
Or by susceptibility

Vancomycin/Daptomycin/
Ceftaroline

MRSA infections
(non-bloodstream infections)

By susceptibility:
-Trim-sulfa

-Doxycycline

-Linezolid (prefer to limit
duration to two weeks)

Abbreviations: CAP, community-acquired pneumonia; ESBL, extended spectrum beta-lactamase; UTI,

urinary tract infection

*Be sure to know what infection/bug they are treating so you can check that the PO alternative is
covering the right thing and that susceptibilities match
AWe have an approved IV to PO substitution from cefazolin to cephalexin for cystitis




Automatic IV to PO Switches Approved per P&T Protocol

Medication Indication, any IV to Enteral Conversion
indications unless Intravenous (IV) Enteral (PO or Per Tube)
otherwise noted Dose | Frequency Dose | Frequency

Azithromycin® Ay Same as IV

Cefazolin to Cystitis only Ay lg glzh

Cephalexin**

Clindamycin®* 300mg gah 300 mg g&h
600mg 450 mg g8h
900mg 450 mg gsh

Ciprofloxacin®* Severe infection or 400 mg g8h 750 mg glZh

Pseydomonas systemic
infection
Non-severe systemic 400 mg gl2h 500 mg glzh
infections and
cystitis [including
Pseudomonas)

Doxycydline Ay Same as IV

Fluconazole " Ay Same as IV

Isavuconazole " Ay Same as IV

Levofloxacin Ay Same as IV

Linezolid Any Same as [V

Metronidazole Mon-C. difficile Ay Same as IV

infections

Posaconazole ™ 300 mg q2dh 300 mg (DR g24h

tablet only)

Rifampin Any Same as IV

Sulfamethoxazole/ Systemic infection 2.5-5 mg/fkg glzh Same as 1V with glzh

Trimethoprim max 320 mg/dose

(TMP/SMX)" (2 DS tabs)

Stenotrophomonas spp. 5 mg/ke gl2h Same as IV with glzh
max 320 mg/dose
(2 DS tabs)
PIP treatment 5 mglkg g8h Same as IV with gah
max 320 mg/dose
(2 D5 tabs)
Voriconazole " 4 mglkg gql2h Same as IV

*Reflective of standard dosing for patients with normal renal function
**Dosing dependent on indication. Note for severe infections caused by MRSA may consider PO clinda doses up to 600
mg g8hr * Beta-lactams and macrolides have more unpredictable absorption post-gastric bypass surgery.

ATMP/SMX dosing based on indication and generally should follow weight-based ranges as provided above.

* Note: Initiation of azole antifungals generally requires loading doses when used for treatment of fungal infections.



https://adsp.nm.org/uploads/1/4/3/0/143064172/iv_to_po_abx_table.pdf
https://adsp.nm.org/uploads/1/4/3/0/143064172/iv_to_po_abx_table.pdf

Criteria for IV | Exclusion Criteria

to l. Patientis< 18 years old
Enteral 2. Inability to take enteral medications:
Conversion a. NPO status and unable to take medications with sips of water

b. Severe nausea and vomiting

c. Active gastrointestinal (Gl) bleed, Gl obstruction, malabsarption syndrome,
short gut, or ileus
d. Inability to swallow or risk of aspiration in the absence of a feeding tube, due
to stroke or decreased level of consciousness
3. Patients not capable of taking enteral medications while on continuous tube feeds
that cannot be interrupted, total parenteral nutrition (TPN), or nasogastric suction
4. Hemodynamically unstable patients (e.g., requiring vasopressor support, systolic
blood pressure <90 mmHg or MAP <65 mmHg within the last 24 hours)

Additional Exclusion Criteria:

Criteria 1. Patients with a severe or deep-seated infection for which initial oral therapy likely
Applicable for not recommended (e.g., documented/suspected meningitis or CN5 infection, febrile
Antimicrobials neutropenia with concern for infection, severe sepsis/septic shock, cystic fibrosis
ONLY exacerbations, persistent bacteremia, endocarditis, acute osteomyelitis, septic

arthritis, undrained abscess/empyema)
a. Requires discussion and consensus between pharmacist and prescriber prior
to enteral conversion.




