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The need for OPAT standards 

 1998 UK OPAT Consensus statement: 
 

‘treatment equal to inpatient care, if not superior’ 
 

 

 Proliferation of OPAT services across a range of sectors 

 Recognition of importance of ensuring quality 

 Aims: 
 Specify minimum acceptable level of care 

 Pragmatic guidance on the development and delivery of 
OPAT services 
 

 

‘to develop consistent, usable, UK-wide, good practice 
recommendations’ 



The development of the adult GPRs 

 Working group established 2010 

 Draft recommendations formulated, based on 

consensus and pre-existing standards 

 Systematic review of the literature (615 references) 

 Supporting evidence: mainly descriptive to illustrate 

that statements are reasonable and represent  a broad 

view of best practice 

 Further revisions and national consultation 

 GPRs published January 2012 





Adult GPR working group 

 Infectious Diseases 

 Acute Medicine 

 Microbiology 

 OPAT nurses 

 Pharmacist 

 Community 

 Patient organisation 

 Pharmaceutical industry 



Good Practice Recommendations 

5 key areas: 
 

  1. OPAT team and service structure 

  2. Patient selection 

  3. Antimicrobial management and drug 

 delivery 

  4. Monitoring of  the patient during OPAT 

  5. Outcome monitoring and clinical governance 



Challenges to implementation 

‘consistent, usable, UK-wide, good practice 
recommendations’ 

 

‘pragmatic guidance on the development and delivery 
of OPAT services’ 

 

 

 Informal ‘survey’ of 9 OPAT services 

 all based in acute hospital trusts 

 limited data from community-based services 



1. OPAT team and service structure 

 

 

 

1.1 Clear managerial and clinical 

governance lines of  responsibility 

not in 1 service 

1.2 Identifiable lead physician with 

time in job plan 

no time in job plan (1 service) 

1.3 Composition of  the OPAT MDT 

1.4 Management plan agreed between 

OPAT and referring teams 

1.5 Clinical responsibility shared 

between referring clinician and OPAT 

clinician unless otherwise agreed 

variable 

1.6 Communication between OPAT 

team, GP and referring clinician 

records not always available 

out of  hours 



2. Patient selection 

2.1 Responsibility of  the infection 

specialist to agree infection-related 

inclusion/exclusion criteria 

2.2 Agreed OPAT patient criteria 

2.3 Initial assessment performed by 

competent member of  team 

2.4 Patients should be fully informed 

and able to consent/decline OPAT  

2.5 Patients who have been on 

thromboprophylaxis as inpatient 

should continue this 

3 services no prophylaxis unless 

recommended by referring 

consultant; 2 inpatient guidelines 



3. Antimicrobial management/delivery 

 

 

Treatment plan agreed between 

OPAT team and referring clinician 

Pharmacy input minimum weekly at 

MDT meeting 

pathway design, mostly 

involved in MDT 

Compliance with RCN and local 

standards for antimicrobial use, IV 

line, drug delivery device, training 

patients or carers 

All administered doses should be 

documented 

not always enforced for self-

administration (1 service) 

Administration of  first dose in a 

supervised setting 

1 service reported home 

administration of  first dose 



4. Monitoring during OPAT  

4.1 Daily review of  patients with SSTI every 3 days (2 services) 

4.2 Weekly MDT meeting 1 service does not have this 

4.3 Weekly (or bimonthly if  stable) 

reviews by OPAT nurse/physician. 

4.4 Weekly blood tests (or bimonthly if  

OPAT >1 month) 

4.5 OPAT team responsible for 

monitoring clinical response, 

investigations and treatment plan 

4.6 Pathway for 24-hour access to 

advice/review/ admission 

all services have this but 

variable systems 



5. Outcome monitoring and 

clinical governance  

5.1 Patient data recorded prospectively not for 1 service (yet) 

5.2 Standard outcome criteria recorded 

5.3 Risk assessment and audit of  

individual processes 

5.4 Regular surveys of  patient experience most sporadic 

5.5 Responsibility for personal CPD 



Conclusions 

 OPAT GPRs generally reasonable and achievable 

 Main issues for future revisions: 

 Availability of notes out of hours 

 VTE prophylaxis 

 Administration of first dose 

 Need for daily reviews of patients with SSTI 

 Pathways for 24-hour access to advice/review/ admission 

 Future plans: 

 Formal survey across a larger group of services including 

community-based services 

 Accreditation package 



So where are we at with 

paediatric OPAT in 

2013? 
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The little brother of adult OPAT? 



Differences between adult and 

paediatric OPAT 

 Lack of evidence to support practice 

 Different model of service delivery 

 Few centres manage ‘complex’ patients 

 Economy of scale 

 Practical considerations 

 IV access 

 Self administration  



The situation 12 months ago! 

 

 
 

UK hospitals offering 

p-OPAT? 

 

0 

 

Presence of  evidence 

based paediatric 

guidelines? 

 

No 

 

On the agenda for 

paediatric infectious 

diseases services? 

 

No 



Benefits of p-OPAT 

Child Parents NHS Trusts 

•Earlier 
discharge from 
hospital 

•Treatment at 
home / 
potentially 
back to school 

•Reduced risk 
of  hospital 
acquired 
infections 

 

•Getting back 
to work 

•Looking after 
other children 

 

•Reduction of  
occupied bed 
days / 
increased 
capacity for 
admissions 

•Patient / 
patient 
satisfaction 

•Hospital 
acquired 
infections 

 



The current situation in 2013 

 P-OPAT being offered in the UK 

 Good practice recommendations for p-OPAT 

being developed 

 BSAC patient management system has been 

adapted for paediatrics 

 BSAC registry has been adapted to allow 

benchmarking against other Children’s Hospitals 



The Southampton experience: 

demographics 

 Tertiary Children’s 

Hospital 

 Serves a population of 

about 2.8 million 

 124 in-patient beds 

 9000 admission per year 



Tertiary specialities 

 Tertiary paediatric services:- 
 Orthopaedics and surgery  

 Cardiology and cardiac surgery 

 Neurology and neurosurgery 

 Oncology 

 Haematology 

 Respiratory paediatrics 

 ENT 

 Nephrology 

 Gastroenterology 

 Rheumatology 

 Infectious diseases 



The Southampton experience: 

justifying the service 

 1 month prospective audit (May 2012):- 

 

 

 

 

 

 P-OPAT service could potentially save 1500 bed 

days per year 

Number of  patients Total bed days Possible OPAT days 

50 369 125 (34%) 



Admitting team (or 
OPAT team) identify 
a child potentially 
suitable for OPAT 

 

Child reviewed by 
OPAT team 

(consultant / nurse) 
 

If eligible, PICC line 
organised by 

referring team and 
OPAT nurse trains 

parents on line care 
 

Drugs prescribed by 
ID consultant and 

CIVAS team 
informed 

 

OPAT nurse 
communicates with 
community nurses 

and child 
discharged home 

Child reviewed and 
antibiotic 

administered daily 
at home by a 

community nurse. 
Blood tests 

performed once 
weekly 

Child attends 
outpatient clinic 

once per week for 
review  and 

discussed in virtual 
ward round once 

per week  
Stop IV antibiotics 

and discharge from 
OPAT service 

 

Decision to 
continue IV 
antibiotics 

 

The Southampton experience: 

p-OPAT pathway 
Referral document Acceptance document including suitability assessment 

Clinic letter 

Discharge summary 

Registry 

Patient 
management 

system 



Southampton 

Portsmouth 

Winchester Salisbury 

Poole 

Basingstoke 



The Southampton experience: 

bed days saved 



The Southampton experience: 

outcomes 

Patient outcomes 

Cure 34 

Improved 7 

Failure 2 

OPAT outcomes 

Success 36 

Partial success 4 

Failure 2 

Indeterminate 1 



The Southampton experience: 

challenges 

 Buy in from Trust 

 Buy in from colleagues 

 Buy in from community nurses 

 CIVAS input 

 IV access 

 Costing model 



Thank-you 


