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•  Current	status	of	paed	OPAT	in	Scotland	
•  Changing	epidemiology	of	paediatric	sepsis	
and	current	service	provision	

•  Paed	patient	selection	
•  Barriers	and	commissioning	



Paed	OPAT	in	Scotland	

•  3	children’s	hospitals	in	Scotland	
	-	Aberdeen		
	-	Glasgow/Edinburgh	–	small	numbers	of	children	attending	
ambulatory	wards	to	complete	courses	of	iv	antibiotics	
	

•  8	other	children’s	wards		



UK	under	5	
mortality	rate	

	
Best	rate	
Singapore	(2.6),	Slovenia	
(2.8),	Sweden	(2.8)	
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Figure	2	.	A,	Change	in	overall	prevalence	and	mortality	rates	
of	children	with	pediatric	severe	sepsis	(PSS).	Data	are	from	
33	hospitals	for	which	continuous	data	were	available	for	
the	time	period.	Prevalence	rates	significantly	increased	(p	p	
B,	Hospital-specific	prevalence	and	mortality	for	pediatric	
patients	with	severe	sepsis.	Diamonds	represent	prevalence,	
triangles	represent	95%	CIs,	and	circles	represent	mortality	
rates.	There	is	significant	negative	correlation	between	
prevalence	and	mortality	(rs	=	-0.48;	95%	CI,	-0.70	to	-0.15;	p	
=	0.005).	
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  10 Meningococcal	ACWY	immunisation	programme	for	
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Changes	in	paediatric	service	provision	
•  Rate	of	admission	for	children	<15ys		

	-	increased	25%	between	1999	and	
2010	
	
	

•  Average	length	of	stay	has	fallen	from	
3.8	days	to	1.9	days	
	-	71%	of	admissions	<	1	day	
	

•  Large	majority	of	IV	courses	of	
antibiotics	are	short		



Osteo-articular		
infections	in	
children	

Unifocal	disease	 Complex	disease*	 PVL	positive	

Child	≥	3	months	

Consider	intravenous	
to	oral	switch	after	48	
h	if:	afebrile+pain	free	
for	at	least	24	h	and	
CRP	<20	or	CRP	
decreased	by	≥2/3	of	
highest	value	

Consider	intravenous	
to	oral	switch	after	14	
days	if:	afebrile+pain	
free	for	at	least	48	h	
and	CRP	<20;	
significant	bone	
destruction	often	
requires	≥6	weeks	
intravenous	

Consider	intravenous	
to	oral	switch	after	21	
days	if:	afebrile+pain	
free	for	at	least	48	h	
and	CRP	<20	until	
inflammatory	
markers	return	to	
normal	and	infection	
is	controlled	

Minimum	48	h	
intravenous	

Minimum	48	h	
intravenous	

Minimum	48	h	
intravenous	

OM	total	length	of	
therapy	

≤3	Months	of	age:	
treat	for	6	weeks	

All	age	groups:	treat	
for	≥6	weeks	to	many	
months,	tailor	to	
individual	response	

All	age	groups:	treat	
for	≥6	weeks	

≥3	Months	of	age:	
treat	for	4–6	weeks	

CRP	(±ESR)	returned	
to	normal	

Arch	Dis	Child	2012	





What	are	suitable	paediatric	patients?	
Good	practice	recommendations	for	paediatric	outpatient	parenteral	

antibiotic	therapy	(p-OPAT)	in	the	UK:	a	consensus	statement	J	Antimicrob	Chemother	2015;	70:	360–373	

Febrile	infants	3-12	month		
	-	rate	of	serious	bacterial	
infection	<3%	
?	better	risk	stratification		

?better	IVOST	

?co-morbidities	&	complex	antibiotic	
regimens	



Patients	

•  Children	directly	discharged	from	
A&E	
	-	clinically	stable	
	-	immediate	access	back	
e.g.	Pyelonephritis,	cellulitis,	
lymphadenitis,	petichiae,	
periorbital	cellulitis	
	
	

•  Endocarditis	
	
	

•  Meningitis	
	
	

•  Neurosurgical	and	ENT	patients	



Delivery	and	organisation	in	paediatrics	

IV	devices	

•  Peripheral	cannula	
•  PICC/midline	catheter	
•  Tunnelled	line	

	
	

Model	of	delivery	
	

•  Home	infusion	by	carer/
parent	

•  Home	administration	by	
paed	nurse	

•  Infusion	centre	
administration	

Paed	OPAT	team	

• 	Paediatrician/specialist	
• 	Pharmacist		
• 	Nurse	
• 	Microbiology	
	
	
	
	



Drugs	
(once	daily,	stable,	safe	and	bolus)	

•  Ceftriaxone	
	

•  Teicoplanin	
	

•  Other	once	daily	G-ve	agents	
	-	ertapenem	
	-	aminoglycosides	
	
	

•  Other	once	daily	G+ve		
agents	
	-	daptomycin	
	

•  Once	daily	antifungals	
	-	ambisome,	caspofungin	
	
	

•  Intermittent	infusion	
	
	-	stability	
	-	suitability	for	elastomeric	
device	



Clinical	Governance	
•  Who	is	responsible	for	the	patient?	

	-	who	is	directing	care	
	-	who	decides	on	frequency	of	review	
	-	who	caries	out	reviews	
	-	who	makes	decisions	re	duration	of	
therapy	
	

•  Clinical/biochemical	monitoring	
	

•  Communication/documentation	
	

•  Pathway	for	review	&	emergency	access	

•  Risks	
	
26%	of	paediatric	OPAT	patients	received	
an	incorrect	dose,	route	or	duration	of	
antibiotics	and	an	inappropriate	indication	
for	treatment	was	cited	in	6%.	
		Arch	Dis	Child	2016;101:886–93.	
	
drug-related	and	line-related	
complications	are	reported	to	occur	in	
20%	to	30%	of	paediatric	

	 	OPAT	patients,	correlating	with	increasing	
intravenous	
	therapy	durations	
J	Antimicrob	Chemother	2015;70:360–73.	



	
	
1%	of	inpatients	discharged	on	OPAT	
	
2016		-	prospective	pre-port	
observational	cohort	study	of	OPAT		
	-	intervention:	dedicated	OPAT	team		
	-	reviewed	prescriptions,	monitoring	
and	review	

•  502	episodes	over	2	years	(4416	
hospital	bed	days)	
	
	-	med	length	5	days	
	-	44%	once	daily	
	
	-	improved	adherence	to	best	
practice	guidelines	
	-	high	rates	of	biochemical/haem	
abnms	in	patients	on	OPAT	>	7	days	
(21%)	
	-	proportion	of	OPAT	>	7	days	
reduced	significantly	(10%)	
	-	line	complications	common	(20%)	
	-	50%	reduction	in	unplanned	re-
admission	whilst	receiving	OPAT	
	



Commissioning	

•  By	board	
	

•  Numbers??	

•  Cost	savings/bed	occupancy	
	

BSAC	e-OPAT	web	site	(http://	e-opat.com/toolkit/)	



Conclusions	
•  Currently	low	rates	of	OPAT	and	no	dedicated	paediatric	services	

•  Increasing	admissions	but	falling	rates	of	community	acquired	sepsis	

•  Paediatrics	needs	better	severity	scoring	&	IVOST	for	targeting	

•  Specific	subgroups	of	patients	likely	to	benefit	

•  Commissioning	of	home	based	service	problematic	but	hospital	based....	
	
•  Improve	clinical	governance	with	a	dedicated	OPAT	team	


