
 

UNMC Criteria for Appropriate Use of 
OPAT in Bone and Joint Infections  
Early use of oral antibiotics for bone and joint infections, including complex orthopedic device-
related infections, is well-grounded in clinical trial data demonstrating equivalent efficacy with 
improved safety1-7, as well as in society guidances8-12, and peer institutional policies13-14. To 
promote both patient safety and high-value care, the UNMC Outpatient Parenteral Antimicrobial 
Therapy (OPAT) team has chosen to institute basic appropriate use criteria for orthopedic 
infections. ID clinicians who want to use IV antibiotics outside of these criteria will need 
to independently coordinate and oversee this care.  

Please note that the following criteria are intended as a floor for appropriate use and include 
several patient subpopulations who available evidence indicates are at elevated risk of 
treatment failure, but for which there is little to no evidence indicating that said risk is mitigated 
with parenteral versus oral therapy. These criteria are intended as a generous definition of 
patients in whom prolonged parenteral therapy may be reasonable. For many patients meeting 
these criteria, however, oral antimicrobial therapy under ID specialist supervision 
often remains an appropriate and evidence-based strategy.  

As of July 1, 2026, OPAT team coordination for bone and 
joint infections at UNMC will be limited to patients with:  

• Orthopedic device infections that are either recurrent or being managed with DAIR 
(implant retention)  

• Vertebral osteomyelitis  

• Concurrent infective endocarditis  

• Concurrent S. aureus bacteremia (within the first two weeks of culture clearance)  

• Unhoused status or active/prohibitive substance use disorder (when dalbavancin is 
requested to ensure treatment adherence)  

• Early postoperative discharge, when operative culture results are still pending 
(i.e. operative culture results at 48hr are not yet reported)  

• Enteral malabsorption requiring TPN/PPN or intractable nausea/vomiting  

• Infection due to a pathogen for which all highly bioavailable oral options (see list at the 
end of this document) are strictly contraindicated, defined as:  

o Organism resistant to candidate oral antibiotic  
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o Severe allergy to candidate oral antibiotic (history of non-severe PCN allergy should 
be interrogated during hospitalization)   

o Documented prior intolerance of the candidate oral antibiotic  

o Prohibitive interaction between candidate oral antibiotic and patient-specific factors, 
including:  

 (for TMP/SMX) CrCl <30 mL/min  

 (for linezolid) Concurrent serotonergic therapy with either >2 other agents, or with 
(es)citalopram [Celexa/Lexapro], or intended treatment duration >4 weeks  

 (for levofloxacin and moxifloxacin) Pretreatment QTc >500 or co-administration of 
other QT-prolonging agents  

 (for all fluoroquinolones) History of collagen-vascular disease, including prior 
tendon rupture, retinal detachment, or vascular aneurysm  

Implementation guidance:  
• For patients with a bone and joint infection who receive an OPAT consult but do not 

meet these criteria, the OPAT team will communicate that to the ID team's 
attending physician via PerfectServe along with a specific oral antibiotic 
recommendation  

• An attending who wants to prescribe IV antibiotics outside of these criteria will be 
responsible for coordinating all aspects of OPAT with the patient's RN/care transition 
nurse/case manager, and will also be responsible for subsequent OPAT oversight. 
Responsibilities include (but are not limited to) ensuring central line is placed, ensuring 
infusion pharmacies receive appropriate orders for antimicrobials and associated safety 
labs, obtaining and reviewing lab results, being the point of contact to triage 
potential adverse events, ensuring central lines are removed or line care is handed-off 
if it is to be retained for non-ID indications, and contacting patients who do not attend 
their ID clinic follow-up appointment.  

• When an attending prescribes IV antibiotics outside of these criteria and takes 
responsibility for safety monitoring of the patient during OPAT, this 
responsibility remains with the prescribing attending until the patient is seen in ID clinic 
by another provider. Attendings who would like their patients to switch to oral 
antibiotics earlier but do not have ID clinic availability are encouraged to schedule an off-
template appointment either in person or via telehealth, through the ID nursing team.   

Regimens recommended for oral therapy conversion 
when encountering culture-negative bone and joint infections  
Note: Regimens not necessarily listed in order of preference/recommendation – patient-specific 
factors will likely most inform the preferable choices  
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Infections associated with orthopedic hardware (e.g. prosthetic joint or fracture-related 
infections)  
Rationale: Orthopedic device-related infections are most commonly related to coagulase-
negative staphylococci and particularly MRSE (for which tetracyclines and linezolid are the most 
reliable oral therapies at our institution), followed by S. aureus, non-pseudomonal GNRs, and 
streptococci.15-16 Minocycline is generally preferred over doxycycline due to modestly higher 
susceptibilities among S. epidermidis, but doxycycline is an acceptable alternative.  

• Minocycline/doxycycline + fluoroquinolone  

• Linezolid + fluoroquinolone (can be considered to complete treatment when only a few 
weeks of therapy remain)  

• Minocycline/doxycycline + amoxicillin-clavulanate (can be considered, but with a lower 
body of evidence specifically in device-related infection)  

  

Infections not associated with orthopedic hardware (e.g. diabetes-related foot 
osteomyelitis (DFO) and native joint septic arthritis)  
Rationale: S. aureus (primarily MSSA), streptococci, non-pseudomonal GNRs, and anaerobes 
predominate in diabetes-related foot infections in our region. For other forms of native 
osteoarticular infection, anaerobes are less prevalent but the microbiology is otherwise similar.  

• Regimens Specifically for DFO  

o Doxycycline/minocycline + amoxicillin-clavulanate  

o Trimethoprim-sulfamethoxazole + amoxicillin-clavulanate  

o Linezolid + fluoroquinolone +/- metronidazole (Can be considered to complete 
treatment when only a few weeks of therapy remain. Metronidazole may be 
superfluous, particularly when source control has been adequate and the patient has 
had substantial lead-in with anti-anaerobic therapy.)  

• Doxycycline/minocycline + cefadroxil  

• Doxycycline/minocycline + fluoroquinolone  

• Trimethoprim-sulfamethoxazole  

  

Oral antibiotic dosing recommended for most cases of bone/joint infections (assuming 
no dose adjustments necessary for organ dysfunction)  

• Amoxicillin 1g q8h  

• Amoxicillin-clavulanate 875/125mg q8-12hr  

• Cefadroxil 1g q12h  

• Cephalexin 1g q8h  

• Ciprofloxacin 750mg q12h  

• Doxycycline 100mg q12h  
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• Fluconazole (isolates with MIC ≤4)  

o TBW 60-89kg: 400mg daily  

o TBW 90-120kg: 600mg daily  

• Levofloxacin 750mg daily  

• Linezolid 600mg q12h (for courses >2wks, consult COpAT and utilize TDM)  

• Minocycline 100mg q12h  

• Rifampin 600mg daily  

• Trimethoprim-sulfamethoxazole (for courses >2-3wks, consider COpAT consult)  

o AdjBW 40-69kg: 1 DS tab q12h  

o AdjBW 70-100kg: 2 DS tab q12h  

 

  

Developed by Nicolas Cortes-Penfield, MD; Bryan Alexander, PharmD; Molly Miller, PharmD; 
Sara Azimi, PharmD 

Reviewed and Approved by Antimicrobial Stewardship Committee: August 2026 
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