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Buckinghamshire Healthcare Trust – OPAT Service
Buckinghamshire Healthcare Trust (BHT) is an integrated Trust, providing hospital and community services across Buckinghamshire and the surrounding area. The OPAT service has been operational since 2010, with elastomeric devices for use in patients’ homes introduced 2018. The introduction of self-administration by patients using pre-filled devices has released community nursing and enabled increased capacity within the team.
Over the 3-year period up to 2021/22, the service has enabled 1764 bed days to be released, thereby improving inpatient capacity and flow through the system.

**The information below relates to 24-hour infusions via elastomeric devices only**
	24-hour infusions delivered
	· Flucloxacillin
· Piperacillin/Tazobactam


	Devices used

	· Pre-filled devices
· Devices delivered to hospital pharmacy
· Usually 48-hours’ notice for delivery, however regular stock is kept in pharmacy as some infusions have 21-day shelf life
· Patients are given a week’s worth of devices (7) to store in own fridge, along with pre-filled saline
· Patients are also given a fridge thermometer and recording sheet to monitor the temperature


	How are patients identified
	· For Early supported discharge (ESD), the potential patients are identified by the Microbiology Team via clinical consult requests from the referring team or directly referred by the team to the OPAT team, who will review the patients for their suitability
· For admission avoidance (AA) patients, referrals are usually sent directly from the Consultant to the Microbiology team & OPAT
· Patients are then assessed for suitability for OPAT
· Self-administration can be considered & discussed with patients, please see embedded document for assessment criteria
· Assessment paperwork started for self-administration & trained by OPAT, if appropriate
· Vascular access requested for Midline / PICC line via radiology


	Day of discharge for ESD patients/planned AA




	· ESD patients have the first device attached on the ward the day of discharge.
· AA patients require a stat dose of the prescribed antibiotics before being attached to the device
· Patients are given 7-day supply of devices and pre-filled saline if self-administering
· All ancillaries for home treatment & any supporting paperwork are supplied with the patient
· An IV plan letter will be sent to the patient’s GP & referring consultant informed, at the same time


	Daily administration / observations
	· Mixture of home visits (district nursing team) and patient self-administration.

District nursing (DN) visits
For those patients who have daily DN visits, this visit will include:
· Device change
· Blood pressure
· Pulse
· Temperature
· On a weekly basis, the DN will do a blood test including FBC, U and Es, LFTs, CRP, antibiotic(s) level where relevant & change the Midline / PICC line dressing.
· AA patients - On final day, the DN will remove the device and remove the midline/PICC line
· ESD patients - Midline / PICC is usually left in for a week to repeat bloods to ensure stability after end of treatment or step down to orals.
· Both AA and ESD patients still remain in the OPAT team database for 2 weeks blood monitoring and if all is well, discharged from the virtual ward round with the Microbiologist. The final discharge of these patients from the OPAT follow up will be dependent on review by the relevant clinical team 

Self-administration
· Patients are given pre-filled infusion pumps and pre-filled saline flushes. 
· Extension sets are used on Midline/PICC lines which help with any dexterity issues.
· Patients are required to take their temperature daily and record this on the community NEWS chart provided. Advised to contact OPAT team with any raise in temperature.
· On a weekly basis, most patients are reviewed by the OPAT team in ambulatory care for blood test, Midline / PICC line care, full set of observations & collect more infusers and equipment (if required).
·  AA patients - the patient will attend the hospital and OPAT will remove midline/PICC line
· ESD patients - Midline/ PICC is usually left in for a week to repeat bloods to ensure stability after end of treatment or step down to orals and arranged individually with patients.


· If treatment longer than 7 days of treatment, patients/ relatives attend hospital to collect additional devices and saline (up to 7 days’ worth at a time) from the OPAT team.

· All patients are reviewed by either the referring clinical team in outpatients or by the medical team in our ambulatory care unit before completion of IV treatment, which OPAT team also attend.

	Governance / MDT
	The OPAT service is overseen by a lead microbiologist and a weekly virtual round is held with the Microbiology consultant covering OPAT services for the week.

The clinical governance for the patients remains with the referring clinician or the hospital consultant deemed responsible on discharge.


	Patient support
	Patients are provided with diagrams of what the device will look like during the different stages of infusion; this includes tolerance levels with regards to residual medication left in the device.

Step by step guides on administration are provided.

Patients are given paperwork to record temperature of the fridge, NEWS chart for temperatures, contact details of the service.

If patients have any issues or concerns with the device, they are advised to contact the community team (if having DN) or the following:

· In hours (0830 – 1630), 7 days per week: call OPAT team (numbers on the paperwork)
· Out of hours: Patients advised to clamp line if there is an issue with the device and contact OPAT team the following morning. If any other urgent issue, related to their health, patients advised to use NHS 111 or emergency services.


	Data capture
	Activity is captured on a dedicated database and a monthly scorecard produced by the OPAT team. This data is collated and published in the OPAT yearly report which is shared within the relevant Divisions at the Trust.

A patient user survey is undertaken every 2 years


	Top tip for teams introducing this service
	Know your vascular access pathway
Establish pathways for any disruption to supply of infusers equipment
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Appendix 6a: Training Framework for Patients/Carers in the Administration of IV
Antibiotics

A FRAMEWORK FOR TRAINING PATIENTS OR DESIGNATED CARERS IN THE
ADMINISTRATION OF INTRAVENOUS ANTIBIOTICS SUPPORTED BY THE OPAT
SERVICE

Revised October 2020 (Aug 2010)

Background

Effective patient and carer involvement is one of the drivers to a successful Outpatient
Parenteral Antibiotic Treatment (OPAT) service. Delivery of intravenous (V) antibiotics is
sometimes not possible by the usual methods available (community nursing visits or OPAT
clinic visits). In these circumstances, where appropriate, teaching patients or carers to
administer intravenous antibiotics is common practice in many OPAT units and, in suitable
patients, has been shown to be as safe as nurse administration.

This document sets out how self-administration of intravenous medication via the OPAT
service will be taught.

Service provision

Teaching self-administration will operate for suitable patients by the OPAT nurse at a
suitable time.

Out of hours and emergency contacts will be as for other OPAT patients:
e During working hours during the week and weekends contact OPAT specialist team
on 01296 315485/ 07810 181584.

o OQut of hours, 1700 — 0900, call GP surgery out of hours or return to A&E to be
reviewed and bring handheld notes.

Exclusion criteria

e Patient/carer unable to read or write.

o Patient/carer unable to speak or write English and does not have access to a suitable
translation service.

e Patient/carer unable to comply with training.

e Previous or current history of substance abuse (including alcohol) in the patient.
¢ More than two intravenous medications required.

e Patient has no running water and telephone at home.

The OPAT nurse will ensure that all possible modalities of home intravenous therapy are
explored before considering self-administration of intravenous therapy.

Vascular devices used
e For longer-term therapy, peripherally inserted central catheter (PICC line) with tip
placement in the lower third of the superior vena cava.

e Tunnelled central venous catheters (e.g. Hickman line) will also be considered for
self-administration of intravenous therapy.

o For shorter-term patients a midline can also be used for self-management.

Steps in assessment and training for self-administration

1. The patient is identified as potentially being a candidate for self-administration.
2. The exclusion criteria is not applicable and is patient is eligible for assessment.





10.

11.

12.

13.

The OPAT nurse and microbiologists will assess the medication that the patient will
be taking to see if it is suitable for use via self-administration.

Ask the patient if they wish to be considered for self-administration.

Give an information leaflet explaining the self-administration process to the patient.
The OPAT nurse will assess the potential competency of the patient/carer using the
‘self-administration assessment form’ (part 1_of Appendix 6b or 6c¢ (for infusers).
The patient/carer consents to undergo training.

Initially, the OPAT nurse will demonstrate the self-administration procedure to the
patient/care..

The patient/carer will have an average of upto five supervised practices before the
final assessment/training.

Once the patient/carer has been assessed as competent to self-administer, he/she
will be asked to sign the self-administration training record (part 2 of Appendix 6b or
6c (for infusers). This will be filed in the OPAT notes along with the pre-assessment
checklist.

Discharge prescription written and sent to pharmacy with medication labelled with
directions.

Written instructions regarding reconstitution, administration and discarding waste
antibiotics will be supplied via a step by step guide.

OPAT nurse will conduct follow-up phone calls over the first few days after
instigation to ensure the patient and carer are coping well with the process and
answer any queries that may arise.

Training sequence

The self-administration training will progress through the following levels:

0.
1.

Full nurse administration (demonstration).

Full supervision. OPAT nurse to teach the patient/carer how to administer
intravenous medicines and explain their purpose. This will need to be repeated until
the OPAT nurse is confident that the patient/carer has understood all aspects of
administration.

Close supervision. Patient/carer to administer the intravenous medication with the
nurse watching closely. This should be performed on an average of upto 5
occasions.

Full self-administration of medicine (SAM). The patient/carer is allowed to administer
their own medicines without supervision.

N.B. Level O represents nurse administration and level 3 represents full SAM. A
patient/carer must be assessed as level 3 before being allowed to self-administer
intravenous antibiotic at home.

Embarking on the process of teaching self-administration is no guarantee that the
patient/carer will eventually be judged competent to do so unsupervised. The teaching
schedule will be set out and agreed at the outset. A patient/carer may withdraw from the
self-administration training process at any time or the OPAT nurse may terminate training if
there is evidence of an inability of the patient/ carer to cope.

Documentation

Given to patient:

Antimicrobial information that includes:

— Step-by-step administration guide
— Anaphylaxis





¢ Information on how to care for your PICC line/midline/Hickman line.

¢ Community nursing team or OPAT will review patient weekly to take blood samples
and change dressings for all self-administration patients.

o Patient handheld record — to include daily temperature and daily VIP recording by
patient. No need to record numbers of the drugs being administered.

Filed in notes:
e Self-administration assessment form (part 1_of Appendix 6b or 6c (for infusers)

e Patient/carer self-administration training record (part 2 of Appendix 6b or 6c (for

infusers)






Appendix 6b Patient Initial Self-administration Assessment Form

NHS'

Buckinghamshire Healthcare

NHS Trust
PART 1 Name
PATIENT INITIAL SELF-ADMINISTRATION boB
ASSESSMENT FORM
Hospital No:
NHS No:
1 Is the patient or carer interested in being assessed for self- YES NO
administration?
2 | Can the patient/carer open the containers that the medicines are YES NO
supplied in?
3 Does the patient/carer understand? YES NO
(a) The medicines he/she will be taking or giving? YES NO
(b) The dose and times of administration? YES NO
(c) Any side effects which might need to be reported to nursing YES NO
staff?

4 | Can the patient/carer identify and differentiate between the drugs YES NO
and flushes?

5 Does the patient/carer understand the implications of self- YES NO
administering the medicines?

6 Is the patient/carer willing to take the responsibility to do so? YES NO

7 Does the patient/carer understand the importance of good YES NO
PICC/midline/Hickman line care?

8 | Conclusion YES NO

Is the patient or carer suitable for performing self-administration?
(Answer Yes only if all the previous responses were Yes)

(Please
circle)
Name, signature and Signature and name of person
. : . S : Date of
designation of performing self-administration
assessment

assessing nurse (designate if patient or carer)






PART 2

Antimicrobials to be administered

Drug and dOSE: ..icveveiiiierririririerraraenennn

FrequencCy: oo s e e

Name
DOB
Hospital No:

NHS No:

Date

Date

Date

Date

Date

Date

Competencies

OPAT
demonstration

1St
Assess
(v for pass
or x for fail)

2nd
Assess
(v for pass
or x for fail)

3rd
Assess
(v for pass
or x for fail)

4th
Assess

(v for pass

or x for fail)

5th
Assess

(v for pass

or x for fail)

Non touch standard
aseptic technique used
(+/- using gloves and
apron)

Preparing medication
and flushes correctly

IV access management
(cleaning bungs) and
VIP awareness (may
have extension line)

Administration of flushes
and medication correctly

IV access management
(cleaning bungs) after
treatment

Disposal of sharps/
equipment and waste

Storage of drugs/
equipment at home

Pass or refer

Signature of assessor
(IV team member)

Patient/Carer (name)

all the above.
OPAT Team

administration

have undertaken
training in how to administer IV therapy and understand

We have undertaken training and agree to self-

Signature:

Date:

Signature:

Date:






Appendix 6¢: Patient Initial Self-administration Assessment Form for Infusers

NHS'

Buckinghamshire Healthcare

NHS Trust
PART 1 Name
PATIENT INITIAL SELF-ADMINISTRATION DOB
ASSESSMENT FORM FOR INFUSERS .
Hospital No:
NHS No:
1 Is the patient or carer interested in being assessed for self- YES NO
administration using a 24 hour infuser device?
2 Does the patient/carer understand? YES NO
(a) The medicines he/she will be taking or giving? YES NO
(b) The dose and times of administration? YES NO
(c) Any side effects which might need to be reported to nursing YES NO
staff?
3 Patient aware of monitoring fridge temperature daily? YES NO
4 Does the patient/carer understand the implications of self- YES NO
administering the medicines?
5 Is the patient/carer willing to take the responsibility to do so? YES NO
6 Does the patient/carer understand the importance of good YES NO
PICC/midline/Hickman line care?
7 Conclusion YES NO
Is the patient or carer suitable for performing self-administration?
(Answer Yes only if all the previous responses were Yes)
(Please circle)
Name, signature and Signature and name of person Date of
designation of performing self-administration assessment
assessing nurse (designate if patient or carer)
Patient information and guidance given about anaphylaxis Yes No
Advised about drug information sheet in packets Yes No
Supplied with drugs, diluents, flushes All Date of collections:
Supplied with appropriate clinical equipment Yes Outstanding:
Patient/Carer (name) Signature:
L have undertaken
training in how to administer 1V therapy and Date:
understand all the above.






Patient information and guidance given | Yes No

about anaphylaxis

Supplied with fridge thermometer and form | Yes No
Supplied with clamp for reaction Yes No
Supplied with infuser holder Yes No
Supplied with drugs Date of collections:
Supplied with flushes ALL

Supplied with appropriate clinical equipment | Yes Outstanding:






PART 2

Antimicrobials to be administered via infuser

Drug and dOSe: ...cccivveveieniiririririrneeea

FrequencCy: oo s s rn e e

Name
DOB
Hospital No:

NHS No:

Date Date

Date

Date Date

Date

1St
OPAT Assess

demonstration | (v for pass

or x for fail)

Competencies

2nd
Assess
(v for pass
or x for fail)

3rd 4th
Assess Assess
(v for pass (v for pass
or x for fail) or x for fail)

5th
Assess

(v for pass

or x for fail)

Non touch standard aseptic
technique used (+/- using
gloves and apron)

Preparing infuser for
administration (priming line)

Drawing up 10 ml pre-
infusion flush

IV access management
(cleaning bungs) and VIP
awareness (may have
extension line)

Administration of flushes
and attaching infuser
correctly

Awareness of checking
infuser throughout
administration to check
balloon going down

Administration of flush in
between infusers

Disposal of sharps/
equipment and waste

Storage of drugs/ equipment
at home

Pass or refer

Signature of assessor (IV
team member)

Patient/Carer (name)

e have undertaken training
in how to administer IV therapy and understand all the
above.

OPAT Team
We have undertaken training and agree to self-
administration

Signature:

Date:

Signature:

Date:






Appendix 7: Information Sheet and Care Plan for Anaphylaxis

NHS'

Buckinghamshire Healthcare
NHS Trust

IV Therapy Team
c/o Microbiology Department

Direct dial; 07810 181584
Office: 01296 315485
Email: bht.opat@nhs.net

INFORMATION SHEET AND CARE PLAN: ANAPHYLAXIS
What is anaphylaxis?

Anaphylaxis is an extreme and severe allergic reaction. The whole body is affected,
often within minutes of exposure to the allergen but sometimes after hours.

What can cause anaphylaxis?

Common causes include foods such as peanuts, tree nuts (e.g. almonds, walnuts,
cashews, brazil nuts), sesame, fish, shellfish, dairy products and eggs. Non-food
causes include wasp or bee stings, natural latex (rubber), penicillin or any other drug
or injection.

In some people, exercise can trigger a severe reaction - either on its own or in
combination with other factors such as food or drugs (e.g. aspirin).
What are the symptoms?

Generalised flushing of the skin

Swelling of throat, lips and tongue

Anxiety and agitation

Difficulty in swallowing or speaking

Alterations in heart rate, palpitations

Wheezing and shortness of breath

Collapse and unconsciousness

Sudden feeling of weakness (drop in blood pressure)
Abdominal pain, nausea, vomiting and diarrhoea
Dizziness or sensation of light headedness
Nettle rash (hives) anywhere on the body

IF YOU EXPERIENCE ANY OF THESE SYMPTOMS EITHER DURING OR AFTER
ADMINISTERING YOUR MEDICATION:

Dial 999 — Ambulance




mailto:bht.opat@nhs.net



Explain that you are receiving IV antibiotics and you think you
may be having an anaphylactic reaction.
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