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•  Everything we discuss is 
QI, thus protected from 
legal discovery under WA 
State Code  

Paul	PoGnger	MD	



Question… 
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Do you have a standing 
protocol for converting IV to 
PO abx when appropriate? 
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A. Yep 
B. Nope 
C.  I’m not sure… 



IV or PO… 
That is the Question 

Abx administration considerations 
•  Timeliness of achieving levels in target body 

compartment or fluid? 
•  Delay in establishing IV access vs. swallowing a pill? 
•  Tolerability… vein sclerosis vs. nausea / vomiting? 
•  Certainty re: absorption? 
•  Medication cost, administration cost? 
•  Regulatory penalties for PO at time of admission? 
•  Options for outpatient completion? 



Concern: Obs vs Inpatient Status 

Perception 
To be “full” inpatient status, it’s got to be IV. 
 
Reality 
ü Severity of illness, not abx route, dictates status… 
ü BUT, IV route DOES support severity in mind of 

billing / coding team. 



Synthesis: Obs vs Inpatient Status 

Two Midnights Rule (as of January 2015) 
ü To be “full” inpatient status, admitting MD only 

needs to state anticipated LOS of at least 2 
midnights, with rationale. 

ü This trumps abx route. 
 
Never too late to convert 
ü Even if IV dose given in ER or on HD 1, 

conversion may be safe & appropriate, and should 
not affect obs vs inpatient status. 



Concern: MD Reluctance 

Perception 
ü IV is just plain better 
ü “E” in “ER” is for “Emergency” 
ü Soothes us doctors 
 

Reality 
ü PO may be equally efficacious 
ü Expedite discharge 
ü Less expensive 
ü Avoid IV complications 



Synthesis: PharmD Conversion Protocol 

Automatic IV to PO 
conversion by 
PharmD (no MD 
order needed) if 
criteria are met…. 



Synthesis: PharmD Conversion Protocol 

Eligible Meds: 
ü Cipro, Levo, Moxi 
ü Metronidazole 
ü Rifampin 
ü Fluconazole 
ü Linezolid 

  
ü Digoxin 
ü Pantoprazole 
ü Ranitidine 



Synthesis: PharmD Conversion Protocol 

Eligible Patients: 
1.  Functional GI 

ü Tolerating other PO 
meds 

ü > 1 liter / day PO or 
40 ml / hr Tube 
Feeds 

ü Can swallow, or has 
tube in place (some 
meds cannot go via 
tube) 

  
2.  Clinically Stable 

ü Afebrile x 24 hours 
ü WBC falling  
ü Digoxin: 

hemodynamically 
stable 



Synthesis: PharmD Conversion Protocol 

Exclusion Criteria: 
1.  Critically ill on 

pressors 
2.  Unreliable absorption 

ü Severe diarrhea 
ü Vomiting 
ü GI bleeding 
ü Short gut 
ü Severe mucositis 
ü IBD flare 

  
3.  FQ should not be 

given to pts getting 
divalent cations (Mg+
+, Ca++, Fe++, etc) or 
tube feeds.  



Concern: Stepping Down 

Perception 
ü No PO equivalent to this IV drug 
 
Reality 
ü PO stepdown endorsed for most infections 

•  SSTI 
•  UTI 
•  RTI 

ü Syndromic care pathways can help 



Discussion: Successes… Challenges? 

ü  What has helped? 
ü  What has NOT helped? 
ü  Next steps you are considering? 
ü  How can we help? 



Conclusions 

IV to PO: Opportunities for Antimicrobial Stewardship 

ü  Sometimes IV is the better way to start 

ü  PO abx have many advantages over IV 

ü Making the change is tough! 

ü  Same-drug auto switch may be easiest starting 
place 

ü  Incorporate step-down criteria into care plans 
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