
IV to Oral Switch
Quick Reference Guide



Types of IV to oral switch2,3

Benefits of IV to oral switch1,2,4

Sequential
Replace IV medication with oral version of the same compound 
e.g. IV levofloxacin 500 mg q24h to oral levofloxacin 500 mg q24h

Switch
Replace IV medication with oral equivalent within the same class and  
level of potency, but of a different compound 
e.g. IV levofloxacin 500 mg q24h to oral ciprofloxacin 500 mg q12h

Step down
Replace IV medication with oral agent in a different class or another 
medication within the same class where the frequency, dose and spectrum of 
activity may not be exactly the same 
e.g. IV ampicillin-sulbactam 1.5 g q6h to oral amoxicillin-clavulanic acid  
875 mg/125 mg q12h 

For the patient:

	 Increased comfort and mobility

	 Reduced risk of adverse effects related to 
IV administration (eg, catheter-related 
infections and bacteremia; infiltration or 
extravasation, phlebitis)

 	 Earlier discharge from hospital

 	 Reduced risk of hospital-acquired infection

For the provider:

	 Lower drug acquisition costs 

	 Shorter preparation and 
administration time

	 Fewer ancillary costs of administration 
(cannulas, tubing, syringes,  
diluent, etc)

	 Reduced hospital length of stay 

IV to Oral Switch

AIM
Optimize antimicrobial therapy while limiting toxicity and resistance1

IV, intravenous



Patient on IV antibiotic therapy for ≥48 hours

Clinical improvement
4 Afebrile for >24 hours
4 Normalizing white blood cells
4 Stable vital signs

Clinical 
improvement?

Indications  
for IV?

Indications for IV therapy*
 ●	 Severe sepsis
 ●	 Febrile neutropenia
 ●	 Deep-seated infections

Tolerate oral 
medicines?

Able to tolerate oral 
medication
4 On oral diet or enteral nutrition
4 No vomiting/diarrhea
4 No malabsorption problem

Switch to oral antibiotics

Continue 
with IV 

antibiotics

Review 
after  

24 
hours

*List is not exhaustive 
Adapted from Nathwani et al. 20151 and Teo et al. 20125
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Evaluate the following throughout the course of IV therapy:

Timely IV to oral switch1

Review all antimicrobial therapy as soon as microbiology results  
become available

Consider switching to oral therapy 2 to 4 days after initiation of IV therapy 
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TEMPLATE7

[Patient name] has been on IV [antibiotic name, dose, frequency] for treatment of 
[infection syndrome] since [date]. 

This patient is clinically improving, hemodynamically stable, [on other oral medications 
and tolerating diet/enteral feed]. 

Because he/she is on an antibiotic with good bioavailability and his/her GI tract is 
functioning well, I would suggest changing his/her antibiotic regimen to oral [antibiotic 
name, dose, frequency] to complete the course of therapy. 

“Each physician prescribing antibiotics should be challenged 
for the quality of her/his prescription on a daily basis”6

Recommending IV to oral switch to prescribers
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