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Learner Assessment Answer Key: 
 

1. The following are potential harms of IV antibiotics compared to oral 

a. Increased cost and resource utilization 

b. Deep vein thrombosis / superficial thrombophlebitis 

c. Central line-associated bloodstream infections 

d. All of the above 

 

The answer is d. All of the above. In addition to the cost of prolonging hospitalization, maintaining IV 

access is associated with a risk of thrombosis and infection. The risk of bacteremia in peripheral 

intravenous, peripherally inserted central, and central venous catheters can be as high as 0.1%, 2.4%, 

and 4.4%, respectively. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4437896/ 

 

2. A 73 y/o male admitted to the ICU with urosepsis secondary to an obstructing ureter stone. 

They are POD 3 lithotripsy and ureter stent placement. They have been off vasopressors for 48 

hrs, are afebrile and seem to be clinically improving on ceftriaxone 2g IV daily. Blood cultures 

from admission grew E. coli susceptible to amoxicillin, cephalosporins, TMP/SMX, 

nitrofurantoin, fosfomycin; but resistant to ciprofloxacin. The patient is 120kg. You are 

reviewing their antibiotics prior to transfer to the ward. The following is a reasonable treatment 

plan for this patient: 

 

a. You contact the home IV service as this patient will require at least 14 days of IV 

ceftriaxone for gram negative bacteremia. A referral is put in for a PICC line.  

b.  You discontinue ceftriaxone and start nitrofurantoin 100 mg PO BID to complete 7 days 

of therapy 

c. You discontinue ceftriaxone and start TMP/SMX 2 DS tabs BID to complete 7 days of 

therapy 

 

The answer is C. This patient has urosepsis with source control, their sepsis has resolved and they have 

been afebrile x48 hrs. They can be switched to oral therapy as long as they are tolerating PO 

medications. Nitrofurantoin does not achieve adequate blood or tissue levels to treat bacteremia. 

TMP/SMX has good oral bioavailability with high blood and urine concentrations making it the best 

option here. 

 

 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4437896/


 
 

 

     3.       A 57 y/o diabetic pt is admitted with osteomyelitis arising from a wound on their right big   

               toe. The wound probes to bone. The pt wishes to avoid amputation. A debridement was done 

               in the OR and a deep swab has grown MRSA.  Post op, the pt was started on IV vancomycin 

               with rapid clinical  improvement. Which of the following would be a reasonable oral regimen 

               for this pt assuming susceptibility?                      

 

a. Rifampin monotherapy 

b. Doxycycline 100 mg PO BID  

c. Moxifloxacin 400 mg PO daily 

 

Answer: C. moxifloxacin. Rifampin penetrates bone well but should not be used as monotherapy as 

resistance develops quickly on therapy. Doxycycline does not achieve high bone concentrations (see 

table from slides). Moxifloxacin would be the best choice here: bone concentrations are 40-45% of 

serum concentrations. 

 


