
 

Pre-intervention materials reviewed 

The reviewed intervention materials are presented in the following order:  

1. ?STOP chart: An IV to oral chart (?STOP) to guide practitioner’s decision-making, and 

associated lanyards of the decision-making chart  

2. Flow chart: A flow chart for identifying eligible children for IV to oral antibiotics conversion, 

along with a table for identifying suitable oral antibiotic agents when making the switch  

3. Patient chart labels  

4. Fact sheet: An IV to oral conversion fact sheet for healthcare workers  

5. Making the switch: Changing from intravenous to oral antibiotics.  
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Role of the Healthcare Team  
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Suitable Agents  

antibiotics considered equivalent and suitable for IV to oral switch are listed in Table 1. If no equivalent oral formulation available, the choice of 

antimicrobial should be based on advice from Paediatric ID. 

Table 1: 

 

Table 1: Suitable Agents for infants (>1 month of age) and children 

Empiric antibiotics considered equivalent and suitable for IV to oral switch are listed in Table 1. If no equivalent oral formulation available, the 

choice of antimicrobial should be based on advice from Paediatric ID specialist. 

Infection Intravenous (IV) Oral (PO) 

1st CHOICE ANTIMICROBIAL 
Alternative antibiotic in the 

event of immediate type (eg. 

anaphylaxis) or delayed type 

(eg. rash) hypersensitivity to 

penicillins and 

cephalosporins 

1st CHOICE ANTIMICROBIAL Alternative antibiotic in the event of 

immediate type (eg. anaphylaxis) or 

delayed type (eg. rash) 

hypersensitivity to penicillins and 

cephalosporins 

Community 

acquired 

pneumonia 

(CAP) 

Benzylpenicillin IV 
60mg/kg/dose every 6 hourly 
(Max 2.4gram/dose)  

If Mycoplasma suspected: 

Add Roxithromycin PO 

4mg/kg/dose every 12 hourly 

(Max 150mg/dose) 

Delayed type hypersensitivity, 

Cefotaxime IV 50mg/kg/dose 
every 6 hourly (Max 
2gram/dose) OR  

Ceftriaxone IV 50mg/kg/dose 
every 12 hourly (Max 2gram/ 
dose). 

Immediate type hypersensitivity, 

seek ID advice. 

Amoxycillin oral 25mg/kg every          
8 hourly (Max 1gram/dose) 

For immediate type hypersensitivity to 

penicillins, 

use oral Roxithromycin 4mg/kg/dose 

every 12 hourly (Max 150mg/dose). 
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If Staphylococcal Pneumonia 

suspected: 

Add Flucloxacillin IV 
50mg/kg/dose IV every 4 hours 
(Max 2gram/dose) and seek ID 
advice. 

Delayed or immediate type 
hypersensitivity, 

Lincomycin IV 15mg/kg/dose 
every 8 hourly (Max 
1.2gram/dose) and seek ID 
advice. 

 

Infection Intravenous (IV) Oral (PO) 

1st CHOICE ANTIMICROBIAL 
Alternative antibiotic in the 

event of immediate type (eg. 

anaphylaxis) or delayed type 

(eg. rash) hypersensitivity to 

penicillins and 

cephalosporins 

1st CHOICE ANTIMICROBIAL Alternative antibiotic in the event of 

immediate type (eg. anaphylaxis) or 

delayed type (eg. rash) 

hypersensitivity to penicillins and 

cephalosporins 

Moderate 

to severe 

cellulitis 

and 

periorbital 

cellulitis 

(Hib 

immune) 

Flucloxacillin IV 50mg/kg/dose 
IV every 6 hours (Max 
2gram/dose)  

 

If <5 years of age and not Hib 
immune, seek ID advice. 

 

Delayed type hypersensitivity, 

Cephazolin IV 50mg/kg/dose 
every 8 hourly (Max 
2gram/dose) 

Immediate type 
hypersensitivity, 

Lincomycin IV 15mg/kg/dose IV 
every 8 hours (Max 1.2 
gram/dose) and seek ID advice 

Cephalexin PO 25mg/kg/dose 
orally four times a day (Max 
1gram/dose) 

OR  

For children who can swallow 
capsules: 

Flucloxacillin PO 25mg/kg/dose 
orally four times a day (Max 
1gram/dose)  

Immediate type hypersensitivity, 

Trimethoprim/ Sulfamethoxazole PO 
4mg/kg/dose orally twice daily (Max 
160mg/dose Trimethoprim component) 

If at risk of nmMRSA or if 
family/personal history of boils 
(Previous nmMRSA, History of 
boils or Aboriginal or Pacific 
islander descent) 

Immediate type 
hypersensitivity, 

Lincomycin IV 15mg/kg/dose IV 
every 8 hours (Max 1.2 

If at risk of nmMRSA or if 
family/personal history of boils 
(Previous nmMRSA, History of 
boils or Aboriginal or Pacific 
islander descent) 

Immediate type hypersensitivity, 

Trimethoprim/ Sulfamethoxazole PO 
4mg/kg/dose orally twice daily (Max 
160mg/dose Trimethoprim component) 
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Add Lincomycin IV 15mg/kg/dose 
IV every 8 hours (Max 1.2 
gram/dose) 

gram/dose) and seek ID advice Clindamycin PO 7.5mg/kg/dose 
orally four times a day (Max 
450mg/dose) 

OR 

Trimethoprim/ Sulfamethoxazole 
PO 4mg/kg/dose orally twice daily 
(Max 160mg/dose Trimethoprim 
component) 

 

Infection IV Oral 

 
1st CHOICE 
ANTIMICROBIAL 

Alternative antibiotic in the event of 

immediate type (eg. anaphylaxis) or 

delayed type (eg. rash) 

hypersensitivity to penicillins and 

cephalosporins 

1st CHOICE 

ANTIMICROBIAL 

Alternative antibiotic in the event 

of immediate type (eg. 

anaphylaxis) or delayed type (eg. 

rash) hypersensitivity to 

penicillins and cephalosporins 

CAP Benzylpenicillin IV 
60mg/kg/dose 
every 6 hours 
(Max 
2.4gram/dose)  

If Mycoplasma 

suspected: 

Add Roxithromycin 

PO 4mg/kg/dose 

every 12 hours (Max 

150mg/dose) 

If Staphylococcal 

Pneumonia 

Delayed type hypersensitivity, 

Cefotaxime IV. 

Immediate type hypersensitivity, 

seek ID advice. 

 

 

 

 

 

Delayed or immediate type hypersensitivity, 

Amoxycillin oral 25mg/kg (Max 
1gram) every 8 hourly 

For immediate type hypersensitivity to 

penicillins, use oral Roxithromycin. 
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suspected: 

Add Flucloxacillin IV 

50mg/kg/dose IV 

every 4 hours (Max 

2gram/dose) 

Lincomycin IV 

 

 Flucloxacillin IV 
50mg/kg/dose IV 
every 6 hours 
(Max 2gram/dose)  

If at risk of nmMRSA 
or if family/personal 
history of boils 
(Previous nmMRSA, 
History of boils or 
Aboriginal or Pacific 
islander descent) 

Add Lincomycin IV 
15mg/kg/dose IV 
every 8 hours ( Max 
1.2 gram/dose) 

Delayed type hypersensitivity, 

Cephazolin IV 

Immediate type hypersensitivity, 

Lincomycin IV and seek ID advice 

Cephalexin PO 25mg/kg/dose 
orally four times a day (Max 
1000mg/dose) 

OR Flucloxacillin PO 
25mg/kg/dose orally four times a 
day (Max 1000mg/dose) (For 
children who can swallow 
capsules) 

If at risk of nmMRSA or if 
family/personal history of boils 
(Previous nmMRSA, History of 
boils or Aboriginal or Pacific 
islander descent) 

Clindamycin PO 7.5mg/kg/dose 
orally four times a day (Max 
450mg/dose) 

OR 

Trimethoprim/ Sulfamethoxazole 
PO 

4mg/kg/dose orally twice daily 
(Max 160mg/dose Trimethoprim 
component) 

Immediate type hypersensitivity, 

Trimethoprim/ Sulfamethoxazole PO 
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The successful implementation of the IV to Oral Switch campaign will rely on proactive 

discussion between the medical staff, nursing staff and ward pharmacist.  

Steps to follow:  

On a daily basis assess all patients with Community Acquired Pneumonia and Skin and soft 

tissue infections IV antibiotic orders for appropriateness of switching to oral therapy 

(during daily medication chart review) – refer to flow chart.  

If appropriate to switch: Place switch sticker on medication chart (place in section ensuring 

that you do not obscure or obstruct nursing administration signatures).  

 

  

 

It is intended that these stickers would be placed in the medical chart by the pharmacist / 

nurse to alert the treating clinician / team that their patient meets the criteria to convert from 

IV to oral antimicrobials. The stickers will be removable and therefore if intravenous therapy 

needs to continue, this could be documented and the sticker removed.  

Use communication sticker on Medication Action Plan (MAP form) and suggest appropriate 

oral antimicrobial therapy.  

 

   

 

It is intended that this sticker will be placed on the MAP form by the pharmacist / nurse to 

provide the treating clinician / team with more information relating to the recommendation 

place in the medication chart that the patient should be converted from IV to oral 

antimicrobials. The pharmacist / nurse will complete the details and tick which criteria the 
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patient meets. The stickers have been designed to fit within the ‘issues identified’ and 
‘proposed action’ boxes on the MAP form. It is intended that the sticker will be a permanent 

sticker that cannot be removed from the patient’s record.  

Communicate this information with the Treating Consultant/ Medical officer (e.g. page, 

verbally).  
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