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Indications for Outpatient Parenteral
Antimicrobial Therapy (OPAT)

Parenteral antibiotics have long been the mainstay for serious infections, but contemporary data indicate
oral antimicrobial regimens are also effective and safer for most infections. Patients with normal
gastrointestinal absorption can receive oral antibiotics rather than parenteral if the causative organisms
are known or typically susceptible to oral agents. For severe infections in which initial intravenous (IV)
therapy may be warranted (e.g. infective endocarditis, osteomyelitis), subsequent transition to oral
therapy is now considered appropriate in many cases.

Prescribing OPAT requires thoughtful consideration because receiving 1V antibiotics outside the hospital
is burdensome to patients. Home-based OPAT requires the ability to perform self-administration of IV
antibiotics or have caregiver supervision, rather than assistance by an experienced healthcare provider.
OPAT may limit the patient’s ability to perform activities of daily living, often is expensive, and is
associated with complications. In one large study over 8% of patients receiving OPAT experienced
vascular thrombosis, occlusion, dislodgement, or central line associated bloodstream infection.! These
complications are a primary driver of hospital readmissions among patients in whom OPAT is used.
Monitoring laboratory values and conducting clinical follow-ups for OPAT patients can be difficult because
of logistical barriers and location constraints.? Every effort should be made to either discontinue 1V
antibiotics or transition to oral agents in hospitalized patients prior to discharge.

Patients deemed candidates for OPAT must be assessed for appropriateness to have a central catheter
for antimicrobial administration in the outpatient setting. Patients discharged on IV therapy should have
early outpatient ID follow-up scheduled, which has been shown to reduce 30-day readmission, due to
early assessment for transition to oral therapy after the initial period of IV therapy.3

The following are intended as guidance, and not policy, for use of OPAT at Nebraska Medicine, and are
not meant to supplant individual clinical judgement. However, hospital policy MP51 requires review of
patients being considered for OPAT by the antimicrobial stewardship program (ASP) and approval at
least one day in advance of discharge to ensure safe transition of care (Order: Consult for OPAT). The
recommendations below are based on Nebraska Medicine’s ASP guidance for antibiotic therapy, where
available, and capture the majority of appropriate use cases for OPAT. The OPAT team strongly
recommends inpatient Infectious Diseases consultation prior to requests for OPAT that fall
outside of the indications below.



Table 1: Outpatient Parenteral Antimicrobial Therapy guidelines

Infection: Antibiotic guidance:

OPAT is not always indicated. High-quality evidence supports the
equivalence of oral versus |V antibiotics for many bone and joint
infections.* Patients with bone and joint infections switched to oral
therapy have been found to have similar 90-day treatment failure as
L . patients maintained on IV therapy and benefit from shorter

B?“e and joint infections hospitalizations.® Patients on initial IV therapy can be transitioned to
with source control targeted PO therapy when the microbiologic etiology is known. In cases
where microbiologic etiology is unknown, PO therapy is still appropriate
when adequate source control is achieved. Consultation with Infectious
Diseases should be considered.

OPAT is often indicated. IV antibiotics are frequently employed as
initial therapy and may be continued for an extended period when
infected hardware is present. Patients with bone and joint infections
without source control are at higher risk for requiring additional surgical
Bone and joint infections procedures. The decision to use oral agents as definitive antibiotic
without source control therapy should be made in consultation with Infectious Diseases as
there is limited clinical trial data supporting oral only regimens. Patients
discharged on IV therapy should have early ID follow-up outpatient for
assessment to transition to oral therapy.

OPAT may be indicated. Data supports the use of PO therapy for
brain abscess after an initial period of IV therapy and clinical
improvement.®” Clinical data supporting PO therapy for other CNS
infections is limited, though transition from IV to PO may be
appropriate.

Central Nervous System

(CNS) infections The use of highly bioavailable oral therapy for CNS infections should be
determined on a case-by-case basis. Some patients who clinically
improve while on IV therapy may be transitioned to PO therapy. The
decision to use oral agents as definitive antibiotic therapy for a CNS
infection should be made in consultation with Infectious Diseases.
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Infection:

Antibiotic guidance:

Pneumonia, Community-
acquired (CAP)

OPAT is not routinely indicated. In patients who have clinically
improved on empiric IV therapy or have non-severe pneumonia and are
ready for discharge, give targeted therapy based on microbiologic data
or consider switch to oral agents with a similar spectrum in patients
who can tolerate other oral medications.®

e Ceftriaxone [1 amoxicillin-clavulanate or cefuroxime

e |V azithromycin, doxycycline, levofloxacin [J oral formulations,
or consider oral beta-lactam monotherapy in patients without
risk factors for or proven pneumonia due to atypical pathogens

Empiric antipseudomonal and anti-MRSA therapy are not routinely
indicated in CAP. In cases where patients at high risk for carriage of
nosocomial pathogens develop CAP and no high-quality sputum culture
data are available, consider completing an empiric antibiotic course
inpatient for 5 days or until an initially elevated procalcitonin is <0.25.
Durations as short as 3 days have been found to be non-inferior to
longer durations for treatment of CAP in patients who are clinically
stable (afebrile, normotensive, >90% SpOz2).° Infectious Diseases
consult can be considered for additional guidance.

Pneumonia, Hospital-
acquired and Ventilator-
associated (HAP/VAP)

OPAT is not routinely indicated. For patients showing clinical
improvement on empiric IV therapy who are ready for discharge,
targeted PO therapy guided by microbiology data is appropriate. A total
duration of 7 days is adequate for treatment of HAP/VAP and can be
safely shortened to less than 7 days when an initially elevated
procalcitonin is repeated and <0.25."" Durations of therapy longer than
7 days have not been found to reduce mortality or pneumonia
recurrence but have been associated with more antibiotic adverse
events, including for patients with HAP/VAP caused by Pseudomonas
and other non-lactose fermenting gram-negative rods.'? Infectious
Diseases consult can be considered for additional guidance.

Pulmonary Infections,
other (Empyema, Lung
abscess)

OPAT is not routinely indicated. Treatment of empyema and lung
abscess will usually include an initial period of IV therapy. For
empyema, once the patient has adequate drainage, is improving
clinically, and tolerating oral medications, the patient can transition to
PO therapy targeted to microbiology data, if known, for the remainder
of the treatment course.' Once clinical improvement is observed on IV
therapy, patients with lung abscess can be transitioned to PO therapy.
Infectious Diseases consult can be considered for additional guidance.
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Infection: Antibiotic guidance:

OPAT is often indicated. Recent data suggests some endocarditis
may be appropriately treated with oral antibiotic therapy.'® IV antibiotics
are often used as initial therapy, and some patients can be transitioned
E . . to an oral antibiotic after a period of IV therapy.

ndovascular infections
(Endocarditis, vascular The use of oral therapy for endovascular infections should be

graft infections) determined on a case-by-case basis. The decision to use oral agents
as definitive antibiotic therapy for a complicated endovascular infection
should be made in consultation with Infectious Diseases.

OPAT is not routinely indicated. Uncomplicated bacteremia is
defined as patients without osteomyelitis, endocarditis, unremoved
prosthetic-related infections or when source control is not achieved.

Recent data suggests that most gram-negative bacteremias, low-risk S.
aureus and Enterococcus bacteremias, and uncomplicated
Streptococcus bacteremia can be appropriately treated with oral
antibiotic therapy.'>-'8

. Patients with uncomplicated gram-negative bloodstream infection
Bacteremia, should be switched to highly bioavailable PO therapy following
uncomplicated institutional guidance prior to discharge. In a large clinical trial involving
patients with non-S. aureus bacteremia, including ICU patients, a 7-day
antibiotic regimen was shown to be as effective as a 14-day course,
with no difference in mortality between groups. These findings suggest
that shorter treatment durations are effective for uncomplicated
bacteremia.®

In cases of catheter-related bloodstream infections with line removal
and clinical response, oral antibiotic therapy is appropriate. Infectious
Diseases consult can be considered for additional guidance.

OPAT is not routinely indicated. Patients with uncomplicated 1Al who
receive adequate source control (e.g. washout and removal of
perforated appendix, percutaneous abscess drainage) can be treated
with short courses of antimicrobials. Patients with |Al treated with 4-5
days of antibiotics after source control had similar outcomes to patients
who received longer durations of antibiotics.'® IV therapy can be
transitioned to PO therapy if the patient is clinically stable or ready for
discharge. Treatment should be tailored to microbiology data when
available. Oral options can include amoxicillin/clavulanate
monotherapy, or metronidazole plus fluoroquinolone or cefuroxime. If
Intrabdominal infection there are no oral options, short-course IV therapy can often be

(1A1) completed while the patient is in the hospital. Infectious Diseases can
be consulted for additional guidance.

In patients with IAl and an uncontrolled source, oral therapy may be
appropriate targeting known pathogens, although data are limited.
Definitive antibiotic recommendations should be made in consultation
with Infectious Diseases, as the need for follow-up procedures,
imaging, and final antimicrobial duration will need to be individualized.
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https://www.unmc.edu/intmed/_documents/id/asp/gram_negative_bacteremia_guidance_8-2023.pdf

Infection:

Antibiotic guidance:

Skin and soft tissue
infection (SSTI)

OPAT is not routinely indicated. In patients with nonpurulent SSTI
who have had clinical improvement and are ready for discharge, give
an oral agent active against streptococci and MSSA (e.g. cephalexin,
cefadroxil; for severe PCN-allergic patients, trimethoprim-sulfa or
linezolid).

In patients with purulent SSTI or severe/recalcitrant nonpurulent SSTI
that improved only with 1V antibiotics active against MRSA who are
ready for discharge, give oral trimethoprim-sulfa, doxycycline, or
linezolid.

In patients with diabetes-related foot infection (DFI) without
osteomyelitis who have improved on IV therapy, give antibiotics
targeted to microbiologic data or consider a switch to oral agents with a
similar spectrum: amoxicillin-clavulanate (add trimethoprim-sulfa,
doxycycline, or linezolid if any history of MRSA); for severe PCN-
allergic patients, levofloxacin plus metronidazole.

In patients who are stable for discharge but are unable to take oral
medications or are not good candidates for IV therapy at home, the
long-acting lipoglycopeptide, dalbavancin, may be an option. Infectious
diseases consultation is recommended to assist with clinical and
practical assessment.

For patients with severe SSTI associated with human or animal bite
wounds, necrotizing SSTI, and SSTI due to unusual pathogens (V.
vulnificus, C. canimorsus), antibiotics should be managed in
consultation with Infectious Diseases.

Surgical site infection
(SSI)

OPAT is not routinely indicated. Patients with SSI who improved on
IV therapy targeting common skin flora including S. aureus should be
treated with an oral agent with a similar spectrum of activity (e.g.
cephalexin or cefadroxil for MSSA; trimethoprim-sulfa, doxycycline, or
linezolid for MRSA). Patients who have SSI involving the Gl tract,
female GU tract, or perineum should be switched to targeted oral
therapy based on culture data. Patients with undefined microbiology
who improve on broad-spectrum IV therapy can be switched to oral
therapy with a similar spectrum of activity (e.g. fluoroquinolone and
metronidazole, amoxicillin-clavulanate [add trimethoprim-sulfa,
doxycycline, or linezolid if MRSA risk factors exist]).

Urinary tract infection
(including complicated UTI
and pyelonephritis)

OPAT is not routinely indicated. Institutional guidance is available for
evaluation and treatment of UTI. First, confirm that the clinical
presentation reflects UTI rather than asymptomatic bacteriuria. For
uncomplicated cystitis, all first-line and second-line agents have oral
formulations and are preferred. For non-severe pyelonephritis and
complicated UTI, fluoroquinolones or trimethoprim-sulfa have oral
formulations and are preferred agents.
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https://www.unmc.edu/intmed/_documents/id/asp/cuti_guidance.pdf

Infection:

Antibiotic guidance:

For patients who initially required hospitalization for severe
pyelonephritis or complicated UT], IV therapy should be switched to
targeted oral therapy (e.g. fluoroquinolone, trimethoprim-sulfa, or a
cephalosporin) once the patient is stable. Patients should be switched

to oral therapy prior to or at discharge.

For UTls due to multidrug resistant organisms (e.g. ESBL-producing E.
coli with resistance to fluoroquinolones and trimethoprim-sulfa), if
pyelonephritis or bacteremia are not present, consider treatment with
nitrofurantoin or fosfomycin. Aminoglycosides (gentamicin, amikacin)
as a single dose should be considered for uncomplicated UTI and have
been associated with high cure rates and limited side effects when
used as a one-time dose.?° Intramuscular ertapenem can be
considered if the remaining course of therapy is 3 days or fewer.

The use of oral therapy for patients with perinephric abscess should be
made in consultation with Infectious Diseases.

For additional guidance in selecting antibiotic therapy based on infectious syndrome, see UNMC
Antimicrobial Stewardship Program institutional guidance documents.
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