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Quelgues définitions...

* Antibiothérapie ambulatoire

Consumption of antibiotics in the community, packages per 1 000
inhabitants per day

In 2015, the ELYEEA population-weighted mean consumption of antibiotics for systemic use in the community (i.e.
outside hospitals) was 3.13 packages per 1 000 inhabitants and per day, ranging from 0.99 in Sweden to 4.7 in France
(Figure 2.

Differences in the ranking of countries according to antibiotic consumption in the community expressed as 'DDD
per 1 000 inhabitants per day’ and as 'packages per 1 000 inhabitants per day’ probably reflect differences in the
number of items or the dose per item of antibiotics in antibiotic packages.

Figure 2. Consumption of antibiotics for systemic use in the community by antibiotic group, EUJEEA
countries, 2015 (expressed as packages per 1 000 inhabitants and per day)
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Quelgues définitions...

* Antibiothérapie parentérale ambulatoire: APA
* OPAT ‘outpatient parenteral antimicrobial therapy’
* Au moins 2 injections d’ATB
e Sur 2 jours différents
e Sans passer la nuit en structure hospitaliere

Practice Guidelines for OPAT. IDSA. CID 2004; 38:1651-72

* Avec ou sans hospitalisation préalable
* Englobe aussi ATB parentérale en 1 injection/j



Quelgues chiffres.....

Début de 'APA, USA, 1974, notamment mucoviscidose et pas de PEC financiere
1/1000 américains/ an en 2004

Jusqu’a 25% des consultations d’Infectiologie

APA en Europe en 2006: 0,75% [6,75-0,001%] des ATB en ambulatoire
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Gordon SM, et al., ) Hosp Med 2011;6(Suppl. 1):524-30.
Coenen S. et al., JAC 2009: 64, 200-205



Outpatient parenteral antibiotic treatment in Europe (ESAC)

{a) 0.8

. . B Other antibacterials (JOIX)
* cephalosporines (JO1D; 44,58%): ceftriaxone 50% FR 07 B Aminoglycosides (10IG)
B Amphenicols (JO1B)
. . TMP and sulphonamides (JOIE
» aminosides (JO1G; 25,27%): gentamicine o T bty
0.5 B Quinolones (101M)
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International Journal of Antimicrobial Agents 46 {2015) 307-312

Contents lists available at ScienceDirsct

International Journal of Antimicrobial Agents

USA

EIL SEVIER journal homepage: http://www.elsevier.com/locate/ijantimicag

Revieu ) ) ) o Comparison of outpatient parenteral antibiotic therapy (OPAT) patients treated in
The history and evolution of outpatient parenteral antibiotic therapy @mw.‘ Periods 1 and 2.
OPAT
( ) Period 1 (1978-1990) Period 2 (2014)
David N. Williams =", Cristina A. Baker<, Allan C. Kind®, Mark R. Sannes "=+
A Hennepin County Medical Center, 700 Park Avenue, Minneapolis, MN 55415, UISA No. Ut— Pat ients trE&tEd I 1045 229
B uﬂfuerg'r_vom:';-mcs?mmdfmlsdml. 420 Dcicrwmsrrecr_sz. Minnm_poﬁs.MN 55414, USA Male 606 (58 3_;) 1 19{ 52 %]
© Park Nicollet Health Services, 3800 Park Nicollet Blvd., 5t Lowis Park, MN 55415, USA
Female A439{42%) 110(A8%)
" . . i | { L
L4 Hopltal de 426 Ilts Age{:.-_'ears} [mean (range]] M
Duration of OPAT {days)} (mean) 13 24

4 Period 1 includes paediatric patients whereas Period 2 does not.

Most common conditions treated with outpatient parenteral antibiotic therapy

(OPAT) during Periods 1 and 2 (in order of frequency). Frequency of antibiotic use.
Period 1 (1978-1990) (n - 1045) Period 2 (2014) (n-229) Antibiotic No. of treatment courses (%)
Condition Mo. of treated  Condition Mo. of treated Period 1 (1978-1990)  Period 2 (2014)
() ) (m=1115) (n-342)
Cellulitis 156(15) Osteomyelitis 61(27) Ei”’;’ﬁ:“;’:s gf:gi g?iﬁ?}
Osteomyelitis 132(13) Cellulitis 41(18F h.pd o s
Late-stage Lyme disease 102{10) Bacteracmia 28(12) Thirt-generation cephaiosporing 2a1(a1) S
2 ! 5 Fifst- and second-generaton Z7O725] PRI
E_]Tl.f].:ryelun;p_hntjs 89(9) Orthopaedic - 25(11) cephalosporins
Septic arthritis 68(7) UTl/pyelonephritis 25(11) Penicillins (all) 165(15) 4n(12)
Aminoglycosides 115(10) 4{1)
| Vancomycin 88(8) 75(22)
AITOTTeT ANUDIoTeS TZ7(TTT 3TTOT

1 Data from 957 patients treated with 1115 antibiotics (excludes HIV/AIDS

P|CC |ines, 20 é 98% patients) in 1978-1990.

b Data from 229 patients (excludes paediatrics) treated with 342 antibiotics in
2014.
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n (%)

Maodel of antimicrobial administration (n=3812)

Daily attendance at OPAT unit 2948 [77.3)
Selffcarer administered at home 458 (12.0)
Community nurses administered at home 305 (8.0)
Mot recorded 101 (2.6)
Mode of transportation to OPAT (n=3812)
Taxi® 2054 (53.9)
salf 1592 (41.8)
Ambulance® 88(2.3)
Mot recorded 78(2.0)
Antimicrobial agent (n=3236)°
Ceftriaxone 2565 (65.2)
Ertapenem 328 (8.3)
Teicoplanin 228 (5.8)
Flucloxacillin 202 (5.1)
Ceftazidime 150 (3.8)
Amphotericin B 67 (1.7)
Daptomycin 64 {1.6)
Meropenem 55 (1.4)
Piperacillin/tazobactam 44 (1.1)
Vancomycin 26 (0.7)
Other agents 205(5.2)
Type of vascular access device (n=3581)°
Butterfly needle 2188 (61.1)
Peripheral IV cannula — Venflon 391 (10.9)
Peripherally inserted central catheter 857 (25.0)
Hickman 98(2.7)
Portacath 7(0.2)

Durojaiye OC et al., International Journal of Antimicrobial Agents (2017),



En France????

Pas vraiment de données nationales

Données OIKIA® HAD Loire (Dr Augeul-Meunier):
* 9/111 pris en charge pour APA
e +4 avec ATB IV par Ceftriaxone

Données équipe mobile infectiologie CHU St-Etienne (Dr Lutz)
e 5/75 avis

Clairement, augmentation des pratiques+++

Prescription hospitaliere tres fréquente, equipe spécialisée: concentrée
autours des grandes villes

Faible utilisation en région rurale

Fillit C. These de doctorat en médecine, Avril 2016, UDL



Les raisons du développement de '’APA

e ’antibio-résistance
» EBLSE
* CG+R

 Absence d’alternatives PO
e Besoin d’une bonne PK/PD

"€CoC  Surveillance Atlas or inrectious viseases

e

U

IEEEEOOE

Antimicrobial resistance Escherichia coli

Third-generation cephalosporins : O é _ K: @

Resistant (R) isolates proportion 2015

<1%
1-<5%
5-<10%
10-<25%
25-<50%

50-<75%

>=75%



Les raisons du développement de '’APA

* Cout-efficacité+++
* Peu de données francaises
* Grand nombre de données par ailleurs

* NI nombre de journées d’hospitalisations+++++
» Codts 6 fois moindre en APA (ex IOA)
* Colts 2,5 fois moindres en APA (toutes infections confondues)

Bernard L, et al., J Clin Pharm Ther. 2001;26(6):445-51.
Durojaiye OC et al., International Journal of Antimicrobial Agents (2017),



Les raisons du développement de '’APA

* Confort du patient, * de la qualité de vie
* Auvue du nombre de TTT, peu d’analyses

* Cependant:
* 180 répondants: 99% étaient satisfaits d’étre PEC en ambulatoire
* 147 répondants: 97% ont trouvé que « 'OPAT » répondait a leur attente
* Reprise plus rapide de leurs activités (56 patients)
* Amélioration qualité vie (moteur, psychologique, douleur) entre 48h-fin TTT (82 patients)

M. MacKenzie et al. / International Journal of Antimicrobial Agents 43 (2014) 7- 16
Chapman ALN et al., JAC. 2009;64:1316-24.

Durojaiye OC et al., International Journal of Antimicrobial Agents (2017)

Kieran J et al., Eur J Clin Microbiol Infect Dis. 2009;28:1369-74.

Goodfellow A et al., Ann Parmacother. 2002;36:1851-5.



Les raisons du développement de '’APA

* U'efficacité de cette prise en charge:

e Pas vraiment d’études randomisées
Peu de réadmissions: 0,8 a 12%
7% de réadmissions dans I'étude anglaise de 2016
Peu de réadmissions liées directement a ’APA
Guérison =90%

Fillit C. Thése de doctorat en médecine, Avril 2016, UDL

Durojaiye OC et al., International Journal of Antimicrobial Agents (2017)

M. MacKenzie et al. / International Journal of Antimicrobial Agents 43 (2014) 7— 16
Petrak RM et al, Open Forum Infectious Diseases 2016
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Facteurs de risque de réadmission

1 Table3. Reasons for 30-Day Readmission (n=207) /782 (26%)
Prediction Model for 30-Day Hospital

Readmissions Among Patients Discharged Reason for 30-Day Readmission o 1%]
Receiving Outpatient Parenteral Antibiotic ERE ol e A
Th ) | nfection womsening 62 {20}
erdpy - . . Mew infection 48 (72}
Clinical Infectious Diseases 2014;58(6):812—9 i
Adverse reaction todrug 30114}
Geneve M. Allison,' Eavan G. Muldoon,'* David M. Kent® Jessica K. Paulus.” Robin Ruthazer.’ Aretha Ren," and : BT
David R. Snydman' IntrAvenous [ine complication o)
Missing 42
Diarthies 21}
Bactériémies Adjusted Odds Ratios and Sensitivity Analyses in the Final Model
IOA
7 7 . Multivariable Model Sensitivity Analysis 1 Sensitivity Analysis 2
Pyélonéphrites

Final Model Variable Odds Ratio 95% Confidence Interval P Value Odds Ratioc % Change From Original Odds Ratio % Change From Original

Age, per 10y 1.09 99-1.21 10 1.10 0.9% 1.10 0.9%
Aminoglycoside 2.33 1.17-4.57 01 2.24 —4.1% 1.95 —16.5%
Drug-resistant organisms  1.57 1.03-2.36 .03 1.46 —6.8% 1.36 -13.2%
Prior admissions 1.20 1.09-1.32 <.001 1.17 —2.4% 1.09 —9.1%

Sensitivity analysis 1: Eliminate 78 subjects from model who never had follow-up at study institution. Sensitivity analysis 2: Change outcome of 78 subjects to “yes
readmission” who never had follow-up at study institution (in case they were readmitted elsewhere).



Et si c’est un infectiologue qui supervise?

Open Forum Infectious Diseases

Value and Clinical Impact of an Infectious Disease-

EX1DSA
L E W/t
Infections Disesses Society of Americ

e bone and joint (32.2%)

abscesses (18.8%)

Supervised Outpatient Parenteral Antibiotic Therapy cellulitis (18.5%)

Russell M. Petrak, Nathan C. Sk lin, Robert M. Fliegel
Metro Infectious Diseass Consultants, Bur Ridge, |lirois

David W. Hines, Vishnu V. Chundi, and Brian P. Harting

Table 1. Clinical Data

Presence of concument treatmant
Presance of 1 sequential thempy
Presence of 2 sequential thempies
Diagnasis Group

Bonefjoint

Abscess

Cellulitis

Unnary fract infection

Bactaramia

Other
Primary thempy

Ertapenem

Ceftriaxone

Daptormycin

Vancamycin

Catazolin

Cefepime

Other

863
G605
Bb

1570
1148
135
658
400
BO7

1380
1288
1188
1144
345
245
518

14.1%
859%
0.9%

322%
1B.E%
18.5%
10.8%

6.5%
13.2%

227%
1%
18.4%
18.7%
bE%
4%
B.5%

urinary tract infection (10.8%).

Total patients that falled themapy
Relapse of pnmary infection within 30 d
Pnmary infection progression
Therapeutic complication

360 (5:7 %)
210 (60 %)
74 (21 %)
66 (19 %]




Les raisons du développement de '’APA

* U'efficacité de cette prise en charge:
* Mortalité tres faible (<1%)
e Sauf étude grecque, moyenne d'age 85 ans, PNP (27%)
e Complications sur les voies d’abord faible*

Table 1

Lime com F'l ications a ITI'.'.-I'IE'SIZ gemnera l E"IJtFI.:I tent parentera l antm i!'.TDI:' ia l thcr.zpy Incidence and incidence density of catheter-related bloodstream infection (CRBSI) with different types and location of catheter.
(OPAT) co hr.-rls. Devices No. of studies CRBSI rate
Per 100 devices Pooled mean Per 1000 days. Pooled mean
OPAT cohort Line complication rate per '
. J_ - P §oo ]:I ; Plastic peripheral catheters 110 0.1 0.5
P00 fine -dEYS Steel needles 1 2 8.6
Venous cutdown 1 37 9
' Tizt) T3 i ] Midline catheters 3 0.4 0.2
UI:E'S_L.'W' UK -_‘ 4 el :Ill |_IT.I|:' EVETEs . Arterial catheters 14 0.8 1.7
Saudi Arabia [23] 0.97 {infections only) CVCs short-term, nan-cuffed, non-tunnelled 7 a4 27
- 34 o H ] CVCs short-term, non-cuffed, tunnelled 9 47 1.7
Du I:I]II'I, 1r-:|._n:| |" : | 33 I':Ill lIT'": FVETIES CVCs chlorhexidine-silver sulfadiazine 18 26 16
Mew Zealand |26] 53 (all line events) EVCs mmokyiine. Himpicn 3 1 1
i = i 3 % CVCs silver impregnated 2 5.2 47
Ann Arbor Veterans, M1, USA [27] 23-3.0 {occlusions only) CVCs silver iontophoretic 2 4 33
Haemodialysis, temporary. non-cuffed 16 8 48
Haemodialysis, long-term, cuffed, tunnelled 16 212 1.6
CVCs cuffed, tunnelled 29 225 16
Ports, central 14 3.6 0.1
Ports, peripheral 3 4 01
Modified from Maki et al. [7].
CVC, central venous catheter.
* . ), . . . . . ,e . .z . . . .. .
Plus faible gu’en hospitalisation: moins d’infections associées aux soins M. MacKenzie et al. / International Journal of Antimicrobial Agents 43 (2014) 7- 16

E. Bouza et al. / International Journal of Antimicrobial Agents 36S (2010) $22-525
Graham D et al., Am J Med. 1991;16(91):95s - 100s



Les raisons du developpement de 'APA

* U'efficacité de cette prise en charge:

e durée d’ATB
» présence de plusieu

« Self » admini
Effets seconda
Proche de ceux
Moindre qu’a I'hG

* Etude daptomyci

non comparables
cutanées 4% en APA vs 16% a I’hopital

Fillit C. These de doctorat en médecine, Avril 2016, UDL
M. MacKenzie et al., International Journal of Antimicrobial Agents 43 (2014) 7—- 16
Rehm S et al., JAC 2009;63(5):1034-42.



Indications



Table 3. MEDICAL STABILITY OF INFECTION FOR OPAT

Diagnosis well-defined with predictable  Other treatments manageable outside

proghosis hospital
Afebrile Complications easily treatable
Stable vital signs Judgment of experienced physician

Infection stabilized and nonprogressive

Data adapted from Brown RB: Selecting the patient. Hosp Pract 28(supp! 1):11-15, 1993; Poretz Patient presants with
DM: Qutpatient parenteral therapy. /n Gorbach SL, Bartiett JG, Blacklow NR (eds): Infectious Diseases, infecton that requires
ed 2. Philadelphia, WB Saunders, 1988, pp 422-427; Tice AD: Handbook of Outpatient Parenteral IV antimicrobial therapy
Therapy for Infectious Diseases. New York, Scientitic American, 1997.

Y / 1

felcally unsiable

Table 4. FACTORS THAT MAY AFFECT A PATIENT'S ABILITY TO COMPLY WITH | Medscally stable | |
OFAT PLAN OF TREATMENT dnca | it i

Mental acuity Drug or alcohol misuse \ _
Visual and auditory acuity Pain or immobility : ' OPAT ceftraindicated
Manual dexterity and strength Psychosocial issues | REAT inckcated {eg,Gor compliance)
Salact appropriata '
setting on basis of | | QPAT medicated
ansaikability and (Bg, patient Stakkized)
patient needs
1 =
1 v i _ ¥
| Irifiesion canfer | Visiting home service | Salf-administration | Mursing haome

Paladino JA, Clinical Infectious Diseases 2010; 51(52):5198-5208
Nolet BR. Infect Dis Clin North Am. 1998 Dec;12(4):835-47



Tice AD, Rehm SJ, Dalovisio JR, et al. Practice guidelines for outpatient parenteral

antimicrobial therapy. IDSA Guidelines. Clin Infect Dis 2004; 38: 1651-1672. BIDSA

* Face a chaque indication:

Table 2.  Specific considerations in evaluating patients for outpatient parenteral antimicrobial therapy
{OPAT).

1. Is parenteral antimicrobial therapy needed?

2. Do the patient’s medical care needs exceed resources avallable at the proposed site of care?
3. Is the home or outpatient environment safe and adeguate to support care?

4. Are the patient and/or caregiver willing to participate and able to safely, effectively, and reliably deliver
parenteral antimicrobial therapy?

5. Are mechanisms for rapid and reliable communications about problems and for monitoring of therapy in
place between members of the OPAT team?

6. Do the patient and caregiver understand the benefits, risks, and economic considerations involved in OPAT?
7. Does informed consent need to be documented?

Si oui, alors patient « idéal » pour I'APA



Les pathologies: sur patients stables

* Infections ostéo-articulaires

* Infections urinaires

* Pneumopathies apres stabilisation

* Infections peau et des tissus mous

* Les infections a bactéries multi-résistantes



@

2015 ESC Guidelines for the management ®
of infective endocarditis

Table 21 Criteria that determine suitability of
outpatient parenteral antibiotic therapy for infective
endocarditis (adapted from Andrews et al ***)

i ot Guidelines for use
treatment
Critical phase * Complications occur during this phase
[wieeks 0-2) * Preferred inpatient treatment during this phase
* Consider OPAT if oral sreprococci or
Streptococcus bovis® native valve,” patient stable,
na complications
Cantinuation * Consider OPAT if medically stable
phase * Do not consider OPAT if HE conceming
(beyond week 2) | echocardiographic featires. neurclogieal signs, or
ronal impairment
Essential for * Educate patent and staff
QPAT * Regular post-discharge evalation (nurses |iday,
physician® in charge | or Dweek)*
* Prefer physictin-directed programme, not home-
infusion model

EufroIPEAR
FICIETY G

CAIRCAC DRy =

Eurgpean Heart Journal
doi: 101093 /eurheartjfehvi19



Nombre de

Centre | Période patients Frincipanx diagnostics Frincipan: germes Frincipanx anfibiotiqoes Izzme de la prise en charge
Craford (UE) 2030 episodas  TOA [79.3%) 5. oureus (25%) Ceftmaxone (24%) Feadmiszion (12%)
[993-2005 2009 patients IPTM {4.8%%) {dont SARM 32%) Teicoplanine (37%) Complications {1§.3%)
25) Bacteriemis [1.6%) SCN (24%) Vancamycine (§%5) - liges A 1" antiviotioque {12%)
EI{b4%) Sraprococcus spp (11%)  Meropeneme (6%:) - liges a 1a voie d'abard (D.3-1%)
Enterobactemes (119:]
Glasgow (UK} 2233épisodes TPTM {52.7%) SARM (20%%) Cefiriaxope (38.8%) Guénisor amelioration (82 4%)
J001-2010 104 (24.5%) SAMS (18%) Teicoplanine (26.4%) Feadmiszion (11.7%)
(E5)] SCN B% Complications {14.5%)
- liges a I antiistiqus (9.834)
- liee a Iz wode d abord (4. 7%5)
Singapour 2120 episodes  TOA (15%) Ecoiifl 3%, Caftrianone (32%) Baadmizzion (9%)
20046-2011 2171 patients E pneumoniae (14%) Complications
@mn - liges A 1" antiviotique (2. 7%)
- liges a la woie d'abord (0.7%:)
Mimneapeliz (U54) 1047 patents IOA {29%) - C3G (31%) Feadmizzion 6%
LeTe-1009 IPTM (15% Complications
3 Lyme {10%) - lides a 1" antfiotique (12%:)
T 0%y - liges a la voie 4 abord (25%)
Mirmeapoliz (USA) 210 patients I0A (38%) - Carhapename (26%:) Feadmizsion (1%}
1014 IPTM (18%) Vancomycine{21%:) Complicatons
3) Bacteriemies (12%) - liges a 1 antihiotiqua (5%)
T {11%5) - liges 2 la voie d'sbord (4%
Cleveland {T75A) 9471 episodes 104 {22%) S.oureus (24%) Vancomycine (3253 Feadmizsion () 8%}
200 7-Z0L0 5287 patients Bacteriamies (14%:) SCH {13%) Piperacilline-mzobactam (13%:)
(28} Inf digestives (14%) Enterobacterzes (13%:) Daptomycine (%)
Inf cardiovasculaires {14%)  Enrococcns ipp (8%) Cafimaxone (53]
IPTM (12%)
Sheffeld (UK} 334 épizodes IPTM (58%:) - Cefimaxons Feadmizzion (4.2%)
2006-2008 (32) 204 patients Guenison amelioration (§7%)
Artica (Grece) 91 patients PAC (30.5%) - Ampicilline/sulbactam (30.7%3) Grerison (72 .5%)
2003-2013 I {27.5%) Cafimianone {19.7%3) Mlortakite {17.5%)
25 Inf digestives (9.8%) Céfimoxime (13.1%)
IFTM (2.2%2)
Brishane (Australie) 130 epsodes TOA (27%) 5. awreus (45%) Flucloxaciiline {35%:) Guensen (93 %)
011 144 patisntz EI{®%) {dont SAFM 6%) Trecarcillime-clasulanate (19%) Complications
gl Infactions sur cathéter (3%)  Entérobacrares (10%:) Vancomycine (10%:) - liges 2 1" antihiotique (7%}
IPTM (7% P aerupinea (9%), - liges 4 1a woie d abard (3%)
Dublin (Irlands) 50 episodes I0A [50%) 5. awrews [58%) Vancomycine {35%) Guenzon (92.8%:)
2005-2004 56 patiants TFTM (17%:) {dont SARM 25.7%) Flucloxaciiline {3275} Feadmiszion (11%:)
3m Caftriaxone (22%) Complications
- liges a I"antiviotique (B.4%)
- liges 2 1a voie & "abord (8.3%:)

Tablean 1 - Caracteristigues giobales das differentes cobortes 4 APA. ef 1ssue de prise en chargs
APA ; Annbiothérapie parenserale ambulatoirg ; 104 Infections osnta-articulaires [ IPTM © Mfection: de la pean of des mszus mous ; EI - Endocardite mfectiouse | SARM :

Staphylococcus aurens résisrant a o méticilime ; S45M ; Staphylococcus aurens sensibie @ jo méticilime SCN :
iringines, FAC : Preumopatiie: aipnds communaniaires | 3G - Caphalazporing de 3 géndration

Sraphyiocoque a coagulose négative - JUT - Infections
mapiyiaceg gy £ ﬁEILIJT

{CTEY-NC-ND 2D}

Fillit C. Thése de doctorat en médecine, Avril 2016, UDL



En pratique?



Tice AD, Rehm SJ, Dalovisio JR, et al. Practice guidelines for outpatient parenteral

antimicrobial therapy. IDSA Guidelines. Clin Infect Dis 2004; 38: 1651-1672. ETDSA

Tahle 3. Key elements required for an outpatient parenteral antimicrobial therapy (OPAT) program.

1 Health care team

A, An infectious diseasas specialist or physician knowledgeable about infectious diseases and the use of
antirmicrobials in OPAT

B. Primary care or referring physicians available to participate in care

C. Nurse expert in intravenous therapy, access devices, and OFAT

0. Pharmacist knowledgeable about OPAT

E. Caze manager and billing staff knowledgeable about therapeutic issues and third party reimbursements

F Access to other health care professionals, including a physical therapist, a dietitian, an occupational
therapist, and a social worker

. Lommunications
A, Physician, nurse, and pharmacist available 24 h per day
B. System in place for rapid communication between patient and team members
C. Patient education information for common problems, side effects, precautions, and contact lists
3. Outline of guidelines for follow-up of patients with laboratory testing and intervention as nesded
4. Written policies and procedures
A, Qutline of responsibilibies of team members
B. Patient intake information
C. Patient selection critaria
D. Patient education matenals
b. Outcomes monitoring
A Patient response
B. Complications of disease, treatment, or program

C. Patient satisfaction




Fatient presents with

infection that requires
IV amtimicrobial therapy
I
Medbcally stable Medically unstabie
Al
w +
: CPAT contraindicated
OPAT indicated ‘ {8g. poor compliance)
! Hospitalize
Selact appropriate L
setting on basisof | OPAT mdicalbed
availability and - (Bg, patient stabiized)
patient needs

P = -——— = =

1 T

Self-admanistration | l Muursing home

En France :_[ i cnishbislesal I

VZNERN

HDJ  HAD Prestataire IDE

Paladino JA, Clinical Infectious Diseases 2010; 51(52):5198-5208



Petits rappels

* Prestataire:
e fournisseur de service.

* En France, IDE coordinatrice: lien entre IDE employées par le prestataire, le patient,
le pharmacien, médecin prescripteur

* Ne peuvent PAS délivrer les ATB de réserve hospitaliere

* Hospitalisation a domicile:
* Etablissement de santé
Soumis a la certification
24h/24h 7j/7
Peuvent délivrer les ATB de réserve hospitaliere
IDE, médecin coordonnateur etc...



* Nomenclature de la perfusion a domicile:
e Arrété du 12 avril 2016 JO
* 5 types de forfaits :

- les forfaits d’installation

- les forfaits de suivi

- les forfaits de consommables et d’accessoires
- les forfaits d’entretien intercure

- un forfait de consommable et d’accessoires pour la transfusion de produits sanguins labiles

* Mode d’administration :
- par gravité
- par diffuseur

- par systeme actif électrique (pousse-seringue ou pompe)

* Durée de perfusion précisée

https://www.legifrance.gouv.fr/jo_pdf.do?id=JORFTEXT000032407206



FORMULAIRE DE PRESCRIPTION DE PERFUSION A DOMICILE (VILLE OU Hf}PITAL]

COCHER LES CASES CONRESFONDANTES DU FORMULAIRE

Dabe de b presception:: || 111 (1))
Thinitiation d'une perfusion 3 domicile
T Renouveliorent ou modification

Mom | Frissom
Date de natesance : ||| |00 il Pets e 02 0|l
N eramunes || b 1)) CI50ins e rannoet ave: we ALD

o

Frénce: :

Ttphone: L1110 L1 I]LE B

Mbentiiand RPPS= 1 |11 10 )01 0 ) [wae notice|
* {aipuarraics ccrvogd s profetionont di sxvi]

STRUCTURE D'EXERCICE DU PRESCRIPTEUR [cabinet, &ts ou centre de santé)

Raison sotise |
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W Finesse= géographigee || |11 LI W AN
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Fhpreacirn & offici oy izl (HALDY
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F Lime chisdoenéeanic néaitihe oves Fappul o'un prestatolre doit se foine conformément ouw digpositions de Mavminé du 20, 122004 fleowt les congltions o urilisation

e anticane éreve ijeciables insonics corda lkeie « ritrocession » préwue
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o b pakient ; 3
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Dr Sylvain DIAMANTIS
Médecine interne Maladies Infectieuses et

N B0 | MO

Tropicales g
Centre HOSPTALIER MARC JACQUET il
2 RUE FRETAL DE PENY

Date de n|

77011 MELUN CEDEX
Tél ;01684 716021 - Fax @ 1647

Finess : 770110054

Prascriptions relatives au traltement da Falfection da longue duréa reconnue (liste ou hors liste)
(AFFECTION EXONERANTE)

Le : DB/O8201T

Pour finfirmiare des soins :
Falre & domiciie, par une infirmigre D.E., dimanche el jours fériés inclus, pour

- Préparation d'una perfusicn par diffuseur partable

Madicament CEFOXITINE PANPHARNMA 2 g, paudre pour salution Injectable (V)
Posologle : & g par jour
A diluer dans ¢ nacl 0,8% 100m|

Temps de perfusion : 30 minules
Fréquence : 2 par jour
- Branchement et débranchamant da cetie perfusion

. Surveillance du ban fondionnement du diffusaur et de la banne administration du traitament

& la voie (dans le cas de la CIP changement aiguille de huber une fols par
)

- Burveillance et changement d
24 &i Pice Line changsment de la valve et pansement stabilisal

samaine ou plus sl ndcassalm,
Veinause pérlpherique

- Réfection du pansement dés que nécessaire "é}
ssaire

- Prise da la TA. ot des pulsations & chaque poste ot dés aje n

fedun-207 160

O¢ Sytunin DIAMANTIS
Médosine Intarme Malad/es Infoctiousas ot
Tropicales

Cantre HOSPTALIER MARC JACQUET
7 RUE FRETAU OF PENY

77011 MELUN CEDEX

Tol 0164 716021 - Fax 1647
Finaus : 770110054

La: 080612017

Rétrocession Hospitalidre .

GEFORETINE 4g fois 2 par jur

hodun 27 16:19  Fas_du_o 3384005041

Dr. Sywmin DIAMANTIS A ey |
Médecine intarne Maladiaes |nfectisyses |

T

Cantre HOSPITALIER MARC JACQUET

2 RUE FRETAL D PENY

77011 MELUN CEDEX

TEL:01 B4 TIE02Y - Fax 1647

Prescripbons rolatives s fraltament o Maffoction do boue durde reconue (Nste o hors B513)
(AFFECTION EXONERANTE)

La DRIDAZOIT.

2 poches scupies de NaCia 0.9% de 50mi § jour
2 poches soupiss de NaGla 0.9% da 100/ jour

1 flacen Bétadine decmigue 12% mi
1 facen B#adine Sorub 125 mi
2 fincons Bissptine 250 mi .

Prescrpbors SANS RAPPORT avac 'aflchion de longue curia
(MBLADIES INTERCURRENTES)

34

S. Diamantis JNI 2017



Modes d’administration



Dispositifs de perfusion

Perfuseur par gravité

Pousse seringue

Pompe volumétrique

Diffuseur
Portable

Gravité

Programmable
Pression continue

Programmable
Mode séquentiel
Bolus possibles

Non programmable
Débit continu

Bon marche
Simple d utilisation

Precision du debit

Grands volumes
Perfusions continues
Precision du debit
Grands volumes (250 cc)

Perfusions continues
Autonomie

S. Diamantis JNI 2017



Dispositifs de perfusion

Perfuseur par
gravité

Pousse seringue

Pompe
volumétrique

Diffuseur
Portable

Pas de réglage précis
Instabilité du débit

Volume de dilution limité

(50 cc)
Encombrant
.- Stabilite
‘- Encombrant
’; Stabilité
® Débit- viscosité

20-40%

3%

%

15%

S. Diamantis JNI 2017



Diffuseurs portables

¥

o

.

3)

< 5 |
: - J )
Diffuseurs Baxter portables @

Viaene E. Comparative stability studies of antipseudomonal beta-lactams for poten-tial Pompe élastomérique

administration through portable elastomeric pumps (home therapy forcystic fibrosis
patients) and motor-operated syringes (intensive care units).AAC 2002,46:2327-32. de type Easypump I

e ITUTTTUTIUID JINT & a7



Probleme de |a stabilite+++++

Table 5. Properties of commonly prescribed antimicrobials at various temperatures.

Duration of siability,

Phistiss:  Optinel by storage temperature®

Hali-life risk dilution,
Crug inh ratingb mg/mlL® —20°C &°C 25°C
Acyclovir® 2-35 1 5 ND 37d =37d
Amphotericin B 24-360 e 0.1 ND 36 d 5d
Liposomal amphotericin B 24-360 2 4 ND 24 h 5d
Amphotericin B lipid complex 24-360 2 1 ND 48 h Bh
Ampicillin 1 Z 30 ND 48 h 8h
Ampicillin-sulbactam 1 2 20 ND 48 h 8h
Caspofungin 48 1 0.2-03 ND 24 h 1d
Cefazolin 1-2 1 10-20 aod 10d 1d
Cefoperazone 1.5-25 ] 40 96 d 80 d B0d
Ceftazidime 1.4-2 1 1-40 90 d 21d 2d
Ceftriaxone 5.4-10.0 i LT IRl Tice AD, Rehm SJ, Dalovisio JR, et al. Practice guidelines for outpatient parenteral
Cofmmonimg e : SN MIINGIN  antimicrobial therapy. IDSA Guidelines. Clin Infect Dis 2004; 38: 1651-1672. W&THSA
Chloramphenicol 1.5-4 1 10-20 180d 30d 30d ? e LA
Clindamycin 2-3 1 612 56 d 32d 16d
Doxycycling® 22-24 2 0.1-1 56 d 48 h 3d
Erythromycin lactobionate 1.5-2 3 0.1-0.2 30d 14 d 1d
Ertapenem 4 2 20 ND 24 h 6h
Ganciclovir 2536 1 5 364 d 35d 5d
Gentamicin 2-3 1 0.6-1 30d 30d 30d
Imipenem-cilastatin 0.8-1.3 2 2.5-b ND 2d 10h
Linezolid 4.5 1 2 ND ND ND
Meropenem 1.6 1 5-20 ND 24 h 4h
Mafcillin 0515 3 2-40 90 d 3d 1d
Oxacillin 0308 2 10-100 20d 7d 1d
Penicillin &° 04-08 2 02 g24d 14 d 2d
Quinupristin-dalfopristin an 3 2 ND Edh Eh
TMP-SMZ® B-11/10-13 A 8 ND ND 6h
Tobramyein 2-3 1 0.2-3.2 30d 4d 2d
Vancomycin 4-8 2 5 63 d 63 d 7d




® Disponible en ligne sur Elsevier Masson France
.~/ ScienceDirect E\/I| consulte MedeCII’]e et
www.sciencedirect.com www,.em-consulte.com maladles lnfectleuses

st LR
ELSEVIER Médecine et maladies infectieuses 46 (2016) 242268

Recommendation/Recommandations

Preparing and administering injectable antibiotics:
How to avoid playing God?
Préparation et administration des antibiotiques par voie injectable : comment éviter de jouer a
[’apprenti sorcier

P. Longuet”, A.L. Lecapitaine b B. Cassard®, R. Batista", R. Gauzit®*, P. Lesprit', R. Haddad .
D. Vanjak " S. Diamantis ', Groupe des référents en infectiologie d’Ile-de-France (GRIF)



Antibiotique Reconstitution PERFLUSIONS INTERMITTENTES AUTRES MODES D'ADMINISTRATION | Remarques Ville Référence
LN (woir protocoles joints) Owit'mon
Spécialité Sobhvant, Sofvant S fabifiié = Ad mini strafion Continu WSE ou Diffuseur
Présentaton volume Concentration finale Pompe ou oy 7 s
e e = Modalités de prépa
(Violume de dilution)
amikacing EPFI NaCi, 5%, G5% 24na 25°C Periusion de 30mn pas dinférét aul Pic 30mn aprés fin pedusion | OUI B3
Amiklin® 1miiS0mg 20 mgiml max Administration PasdIVDnide SC Si perfusion de Résdusle s durée> 5 ou
2mii250mg {500mg dans 25 mi) immediste IM possibies, & éviter 30 min nsuffisance fénake
52505001000 mg | 4mi/500mg Méphrotooncilé, olotocite
5mi/1000mg
amoxcing EPPI NaCl0,9% Naci 09% 4 25°C | IVD (34mn): max 1o IV confinu & ka NON Hypet ydratabon si > 2gfperf | NON 12,1318
Clamoxyl® 20mig 51V Max 20 mgiml 20mgimi: 8h IVL (30-60man) : max pompe sur 8h k3 MNon rérocédable | (cristabune)
S500mg/12g smifgr s IM {1g dans 50 mi} 2 g chez adulte Stablité alérée parle G5%
S0magkg chez enfant
IM possitie
amaocline + EPPI NaGiD, 9% uniquement Administration IVD {34mn): max Non pour probééme | OUI Dose max acide oul 81213
acide clavulanique NaCld 3% Max 20ma'mi mmimdiate 1ofingechion adulte de stabiité Si perfusionde 30 | clawi anique chez adulle
Augmentin® 20mi'g ({1g/200mg dans S0mi) 25mo'kgfinjedion entant min 200mgfinjection soit
500mg-50mg VL (30-60mn) : max 1200magij
T9/100mg Zyfinection aduite Si perfusionde solution
19/200mg
2g/200mg 50mgfkglinjection chez enfant glucosée, clamper ka
Teminer la perfusion au max perfusion avant injecon de
B0mn aprés kadiufion Fantibiotique
aztrennam EPFI NaCl0 8% A 100 mg/ml IVD {3-4mn) oul aul oul 1213,
Azactam® ImisiM 100 mg'mi max {viscosié ) *24h 8 25°C IVL (30-60mn) Continu IVSE iGi
10 10 migi vV (1g dans 10mi) IM profonde possibie -
Béen agiier
céfazaiing EPPI MaCi0,8%, Gi% 100meimi IVD {34 mn) Oui NON Indication en confinu dans NN 89,23-26
Céfazoline 2,5 m pour 1g Max 100 mg/mi 24nazstC VL (3060 mn) Continu WSE non retrocedable les infections osseuses of
S00mgi1a/2g (1g dans 10mi) IM profonde possibie les endocardies

ration et de prescription des antibiotiques.

Toutes ces informations pour 37 ATB



MOLECULE CONCENTRATION SOLUTE |DOSE DILUTION ET ADMINISTRATION COMMENTAIRES
MAXIMALE DE JOURNALIERE

IVSE /POMPE APRES DILUTION | DILUTION | PRESCRITE

VANCOMYCINE 5 mg/ml*** NaClouGSs |2g 1 perfusion de 2 g dans 400 cc sur 24h Stable 24h 4 25°

En continu, sur

VVP
3 mg/m] **=* NaClouGs |25g | perfusion de 2,5 g dans 500 cc sur 24h Stable 24h & 25°
5 mg/m] *** NaClouGs |3g 1 perfusion de 3 g dans 600 cc sur 24h Stable 24h a 25°
5 mg/ml*** NaClouGS |35g 1 perfusion de 3,5 g dans 700 cc sur 24h Stable 24h 4 25°
5 mg/ml*** NaClouGS | 4g 1 perfusion de 4 g dans B00 cc sur 24h Stable 24h 4 25°

VANCOMYCINE 80 mg/ml*** NaClouGSs |2g 1 perfusion de 2 g dans 200 cc sur 24h Stable 24h 4 25°

En continu, sur

VC
B0 mg/ml*** NaClouGSs |25¢g 1 perfusion de 2,5 g dans 250 cc sur 24h Stable 24h & 25°
B0 mg/m*** NaClou G |3g 1 perfusion de 3 g dans 300 cc sur 24h Stable 24h 4 25°
B0 mg/ml*** NaClouGs |35g 1 perfusion de 3,5 g dans 350 cc sur 24h Stable 24h & 25°
B0 miml*** NaClouGS  |4g 1 perfusion de 4 g dans 400 cc sur 24h Stable 24h 4 25°

Administration des antibiotiques en perfusion prolongée/continue a I’hopital.




MOLECULE CONCENTRATION | SOLUTEDE | STABILITE NOMBRES DE PASSAGES DISPONIBILITE DE
MAXIMALE DILUTION PAR JOUR NECESSAIRES L’ANTIBIOTIQUE
SOUHAITEE SELON POSOLOGIE
JOURNALIERE N
PENICILLINE G 200 000 Ufml NaCl 12h a 25° 2 passages/jour I H\
AMOXICILLINE* 20 mg/ml NaCl 8h a25° 2 4 3 passages/jour H
CLOXACILLINE 50 mg/ml G35 24ha 23° 2 passages/jour en ’absence de H
données au-dela de 23°en HAD
TICARCILLINE 100 mg/ml NaCl 24h a 24° Possibilité un seul passage par o
jour
TEMOCILLINE 80 mg/ml Eau PPT** 24h a 25° Possibilité un seul passage par H
24ha37 jour,
en HAD
PIPERACILLINE 80 mg/ml NaCl ou G5 24h a 24° Possibilité un seul passage par H
21ha37° jour,
en HAD
PIPERACILLINE | 80 mg/ml+ 10 mg/ml | NaCl ou G5 24h a 25° Possibilité un scul passage par 0
+ 24ha37e jour
TAZOBACTAM
CEFAZOLINE 100 mg/ml NaCl ou G5 24ha 24° Possibilite un seul passage par H
jour,
en HAD
CEFOXITINE 40 mg/ml NaCl 24ha37e 1 a 2 passages/jour, R
en HAD
CEFOTAXIME* 20 mg/ml NaCl ou G5 24h a 24° Privilégier 2 passages/jour H
Limites de En HAD
stabilite
CEFTAZIDIME 80 mg/ml NaCl ou G5 8haz2l® 3 passages/jour 0
8ha37°
CEFEPIME* 50 mg/ml NaCl ou G5 Stable 8h 4 | Par perfusions intermittentes sur 0
25° 30 min’ uniquement***
3 passages/jour
AZTREONAM 100 mg/ml NaCl 24h a 25° Possibilité un seul passage par (0]
24ha 37° jour
VANCOMYCINE | 35 mg/ml**** sur VVP | NaCl 24ha 25° Possibilite un seul passage par R
80 mg/ml sur VVC jour 1
CLINDAMYCINE 60 mg/ml NaCl 24 ha25° Possibilité un seul passage par H
o v,
En HAD

Administration prolongée des antibiotiques en ambulatoire, dans des diffuseurs ou

par pompes volumétriques.




Fig. 8. Administration prolongée des antibiotiques en ambulatoire, dans des diffuseurs ou par pompes volumétrigues.

Les diffuseurs et pompes portables sont poriés par les patients prés du corps, ce gqui soumet le contenant a des températures élevées (32-33 "C). Pour quelques
antibiotiques. il existe des données del stabilité & des températures au-deli de 25 "C : pipéracilline + tazobactam, ceftazidime. céfépime, aztrénnam] Pour les autres
antibiotiques, il n’existe pas de données au-dela de 25 "C. 1l est donc souhaitable que les diffuseurs/pompes soient placés dans des|{sacoches isothermes|: pénicilline
G, amoxicilline. oxacilline, ticarcilline, ticarcilline + acide clavulanique, céfazoline, céfoxitine. céfotaxime. En cas de dilution dans du G35, le débit théorique peut
varier de 10 % environ avec les diffuseurs.|La dilution dans du NaCl est donc a privilégier, sauf en cas de meilleure stabilité dans du G5} Disponibilité : O (en officine),
R {rétrocédable), H : HAD. *molécule particuli®rement sensible en dehors des conditions décrites dans le tableau (notamment en termes de température, de soluté
de dilution) ; ** études de stabilité en cours dans d’autres solvants que 1'eau PPI (NaCl, G5 et G10) ; *** administration continue par diffuseur non recommandée
en I"absence de donnée affirmant I'innocuité des produits de dégradation, a température élevée ; **** dans la pratique, la vancomycine est largement utilisée & des
concentrations supérieures, laissant supposer ["absence d’effet indésirable majeur en cas d’administration en continu i la seringue électrique. Cette pratigque ne peut
toutefois faire I'objet de recommandations officielles en I'absence de validation scientifique de son innocuité. Sur VVP, la surveillance clinique quotidienne de la
tolérance veineuse est impérative. La vancomyceine en perfusion continue doit faire I'objet d"une voie veineuse dédife, en raison des nombreuses incompatibilités.
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Voies d’abord



Type of vascular access device (n=3581)"
Butterfly needle 2188 (61.1)
Peripheral IV cannula — Venfion 391 {10.9)
Peripherally inserted central catheter 897 (25.0)
Hickman 98 (2.7)
Portacath 7 (0.2)

Durée de I'ATBthérapie???

-épicranienne possible!
-KT périphérique (surveillance, changement régulier)

-PICC lines 3-6mois
Attention au PICC Lines trop facile!

Durojaiye OC et al., International Journal of Antimicrobial Agents (2017),
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Comparaison avec les KT tunnelisés:
RR 0.65 (0.44-0.95)

V. Chopra, ICHE 2013, 34: 908-18



* Risque de thrombose et piccline

Total patients  Total VTE OR (95% Ch
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Figure 4: Risk of venous thromboembolism between peripherally inserted central catheters and central venous catheters in studies with a comparisen group

V. Chopra et al., Lancet 2013; 382: 311-25



Attention aux midlines!

American Journal of Infecrion Control 44 (2016) 1458-61

Contents lists available at ScienceDirect

American Journal of Infection Control

journal homepage: www.ajicjournal.org

Major Article
Safety and utilization of peripherally inserted central catheters versus (!)Cmsmrk
midline catheters at a large academic medical center

Tianyuan Xu MPH ¢, Lawrence Kingsley DrPH ¢, Susan DiNucci RN, CIC®, e M I .
Gwen Messer MT ?, Jong-Hyeon Jeong PhD =¢, Brian Morgan RN ¢, Kathleen Shutt MS, Complications based on individual lines

7 b.f*
Mohamed H. Yassin MD, PhD, CIC PICC Midline cathieter

Complications {n=206) (n=200) Pwvalue®
Severe complications 10(4.9) 18 (9.0) 12
Phlebitis-infection 3(1.5) 5{25)
DVT 2(1.0) 2(10)
Readmission because of line issues 4(1.9) 0(0.0)
Positive culture 5(24) 5(25)
Infiltration 0(0.0) g{4.5)
Minor complications 3(1.5) 23(11.5) =001
Pain 0(0.09 3(15)
MNonpatent 3(15) 17 (8.5)
Leaking 0(0.00 2(1.0)
Edema 0(0.0M 1(0.5)
Total complications 12 (5. 8‘ 39(19.5) <0001

NOTE. Values are n (%) or as otherwise indicated. Some lines have »1 complication.
DVT, deep venous thrombosis; PICC, peripherally inserted central catheter.
“Fisher exact test.



J Emerg Med. 2016 Sep;51(3):252-8. doi: 10.1016/] jemermed.2016.05.029. Epub 2016 Jul 5.

The Midline Catheter: A Clinical Review.

Adams D7, Little A?, Vinsant C'. Khandelwal S'.

# Author information

Abstract

BACKGROUND: Venous access in the emergency department (ED) is an often under-appreciated procedural skill given the frequency of its

use. The patient's clinical status, ongoing need for laboratory investigation, and intravenous therapeutics guide the size, type, and placement
of the catheter. The availability of trained personnel and dedicated teams using ultrasound-guided insertion technigues in technically difficult

situations may also impact the selection. Appropriate device selection is warranted on initial patient contact to minimize risk and cost.

OBJECTIVE: To compare venous access device indications and complications, highlighting the use of midline catheters as a potentially cost-
effective and safe approach for venous access in the ED.

DISCUSSION: Midline catheters (MC) offer a comparable rate of device-related bloodstream infection to standard peripheral intravenous
catheters (PIV), but with a significantly lower rate than peripherally inserted central catheters (PICC) and central venous catheters (CVC) (PIV
0.2/1000, MC 0.5/1000, PICC 2.1-2.3/1000, CVC 2.4-2.7/1000 catheter days). The average dwell time of a MC is reported as 7.69-16.4 days,
which far exceeds PlVs (2.9-4.1 days) and is comparable to PICCs (7.3-16.6 days). Cost of insertion of a MC has been cited as comparable
to three PIVs, and their use has been associated with significant cost savings when placed to avoid prolonged central venous access with
CVCs or in patients with difficult-to-access peripheral veins. Placement of a MC includes modified Seldinger and accelerated, or all-in-one,
Seldinger techniques with or without ultrasound guidance, with a high rate of first-attempt success.

CONCLUSION: The MC is a versatile venous access device with a low complication rate, long dwell time, and high rate of first-attempt
placement. Its utilization in the ED in patients deemed to require prolonged hospitalization or to have difficult-to-access peripheral vasculature
could reduce cost and risk to patients.



Les autres voiles...

* Chambre implantable
* Abandonnée au profit des PICClines
* Habitudes locales...

* La voie sous cutanée??

TABLE |. Subcutaneous antibiotics prescription patterns of

French ID practitioners and geriatricians

ID practitioners Geriatricians Total

Pattern (n = B&) (n = 281) (n=34T)
MNo. of patients weated by sc antiblotics (per month)
<1 32 (371%) 30 (11%) 62 (16.9%)
| o5 41 (477%) 141 (50%) 1B2 (49.6%)
6t IO 10 {1 L&%) 65 (23%) 75 (20.4%)
=10 2 (2.3%) 40 (14%) 42 (11.4%)
DNP I (12%) 5 (2%) 6 (1.6%)
Duration of se antiblotie treatment (days)
=4 3 (3.5%) 8 (3%) I (3%)
410 14 43 (50%) 242 (B6%) 285 (77.5%)
=14 39 (453%) 30 (11%) 69 1B.8%)
DNP 1 (1.2%) 1 (0%) 1 (0.5%)
Antibiotics used by sc route
Amoxicillin 8 (9.3%) 48 (17.1%) 56 (15.3%)
Aminoglycosides 14 (163%) 115 (40.%%) 129 (35.1%)
Ceftriaxane B5 (9B.9%) 281 (100%) 366 (100%)
Ertapenem &1 (7T0.9%) 6l (21.7%) 122 (33.2%)
Tecoplanin 69 (B023%) 75 (26.7%) 144 (39.2%)
Reason for resorting to sc route
Ivfim route contraindicated  BS ($8.8%) 271 (96.8%) 357 (97.3%)
Oral route contraindicated 79 (91.9%) 273 (97.2%) 352 (95.9%)
Avoiding multiple 19 (221%) 141 (50.25%) 160 (43.6%)
oral treatment
Falliative care 68 (79.1%) 267 (95%) 335 (91.3%)
Facilitating hospital discharge BS (942%) 170 (60.5%) 255 (69.5%)
Reason for not resorting to sc route
Mo pharmacokinetic 48 (55.8%) 171 (60.95%) 219 (59.7%)
data published
Mo marketing authorization 10 (1 1.6%) 97 (34.5%) 107 (29.2%)
Serum monitoring 2 {2.3%) 9 (3.2%) 11 (3%)
not avalhble
MNe previous iv treatment 28 (326%) 25 (8.9%) 53 (14.4%)
Other 6 (7%) 6 (2.1%) 12 (3.3%)
DNP 17 (198%) 53 (18.9%) 70 (19.1%)

ID, infectious disease; DNP, did not pronounce: se, subcutaneous; iv, intravenous;
im, intramuscular,

Forestier E, et al. Clin Microbiol Infect. 2015 Apr;21(4):370.e1-3.



Observance-ETP



Observance-ETP

Parentéral.....observance est au RDV

Cependant: adhésion du patient primordiale!

Education+++ surtout si infections chroniques: I0A

Vers une « Self administration »?

Table 3. Key elements required for an outpatient parenteral antimicrobial therapy (OPAT) program.

1. Heslth care team

A An infectious diseases specialist or physician knowledgeable about infectious diseasaes and the use of
antimicrobials in OPAT

B. Primary care or referring physicians available to participate in care

C. Nurse expert in infravenous therapy, access devices, and OPAT

D. Pharmacist knowledgeable about OPAT

E. Case manager and billing staff knowledgeable about therapeutic issues and third party reimbursements

F. Access to other health care professionals, including a physical therapist, a dietitian, an occupational
therapist, and a social worker

[e]

Comrnunications
A, Physician, nurse, and pharmacist available 24 h per day
B. System in place for rapid communication between patient and team members

C. Patient education information for common problems, side effects, precautions, and contact lists

b I i kil R =+ Bl oy e Y = | e,
e e e o e e B kb e e e e e e o FeeEes

el

Written policies and procedures
A Outline of responsibilities of team members
B. Patient intake information

Patiant selaction crtars

. Patient education matenals

. Patient response

A
B. Complications of disease, treatment, or program
C. Patient satisfaction
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