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Abstract (revised)

Background: OPAT therapy is well-described as safe and effective for patients (pts) requiring continuation of
intravenous antibiotics (IVAB) upon discharge. Many of the >500,000 hospital stays for cellulitis or
osteomyelitis (OSTEO) could be avoided, with significant direct and indirect cost savings. We report a 3-yr
analysis of pts treated for complicated skin and skin structure infections (cSSSI) and OSTEO with IVAB in an
Infectious Disease POIC.

Methods: A retrospective review was conducted of all pts receiving IVAB from 2008-2010. This was further
refined to those treated for cSSSI or OSTEO who received their entire treatment in the POIC without prior
hospitalization. Data included demographics, co-morbidities, infecting organism, drug therapy, adverse events
(AEs) and outcomes. Primary outcome was percentage of clinical success, defined as cured +

improving. Recurrences within 90 days were assessed as failed. Cost benefit was measured by comparing the

POIC costs to the mean hospital stay and associated costs avoided. Inpatient stay and costs were obtained
from a public database. Data was analyzed by Chi Square or Fisher's test. Regression analysis with a 95%
confidence interval was used to assess trends over the 3-yr period.

Results: From 2008-2010, 820 pts received OPAT through the POIC, with 579 (70%) treated for OSTEO or
cSSSI. Of these, 219 (38%) (79 OSTEO, 140 cSSSI) met criteria, a statistically consistent trend over 3 yrs.
Mean age was 53, 51% were male and diabetes was the predominant comorbidity (44%). MRSA was
consistently the predominant pathogen in both diagnoses. Clinical success was consistently (p = 1.0) 90% for
both diagnoses over 3 yrs. AEs were also statistically consistent (p=1.0) at 22%. Regression analysis
demonstrated homogeneity over 3 yrs for diagnoses, treatment success, adverse events, and incidence of
MRSA (F < 0.8). Catheter infection rate was 0.34 days/1000 catheter days. Estimated 3-yr cost savings were
over $1.5 million.

Conclusion: Trended data indicates that management and treatment of OSTEO and cSSSI is consistently
safe and effective when provided in the community setting through a POIC. Cost savings are significant
compared to inpatient costs for the mean treatment days.

Results

Patient Demographics and Characteristics:

Table 1. Demographics

Introduction

Hospital-acquired infections with the associated costs continue to rise. The prospect of treating patients
requiring IV antibiotic therapy (IVAB) without requiring hospitalization poses significant opportunity for cost
savings. The study was conducted from 2008 to 2010 to assess the safety, efficacy and cost benefit of IVAB
for cSSSI and osteomyelitis when the therapy is initiated in a POIC.*2 The POIC provided full pharmacy and
infusion services. This 3-year trend analysis was completed to assess consistencies over time in patient
characteristics, outcomes, safety and costs for this specific provision of health care services.

We retrospectively reviewed the Infectious Diseases Associates POIC and pharmacy database and recorded
demographic, clinical and safety data using an electronic reporting form.
Inclusion Criteria

B [VAB initiated in the IDA POIC between January 1, 2008 and December 31, 2010.
Receipt of POIC-provided IVAB for a minimum of 48 hours.
Age 18 years and older.
One of the following documented diagnoses:
O Osteomyelitis (with and without hardware).
O Complicated skin and skin structure infections.
= Deep soft tissue infection, major abscess, surgical wounds, diabetic infections/ulcers, necrotizing
fasciitis, infections with underlying vascular insufficiency, gastrointestinal or urogenital site
infections, traumatic wounds, and animal bites.

B POIC-initiated treatment, defined as no inpatient hospitalization within 72 hours of receiving IVAB in the POIC.

Demographic Data
B Age, gender, weight, ethnicity.
B Concurrent disease states: diabetes, renal failure, and immunosuppression.
Clinical Data
B [nfection diagnosis.
IVAB name, dose, duration of therapy.
Oral antibiotic use (pre-POIC and concurrent).
Culture results (pre-POIC and during POIC treatment).
Adverse events (AES):
O Mild: Resolution with or without discontinuation of IVAB, use of medication or short term treatment
allowed.
O Serious: Results in IVAB-related hospital admission and/or permanent change in patient status and/or
requires IVAB discontinuation to prevent patient status change.
B Adverse event rate defined as (Mild + Serious events)/(total # of patients).
B |VAB efficacy at time of POIC discharge:

O Cure: Clinical signs/symptoms resolved, and/or no additional antibiotic therapy needed, and/or negative

culture at end of therapy.
O Improved: Partial resolution of clinical signs/symptoms, and/or additional antibiotic therapy necessary.
O Failed: Resistant, worsening, or new clinical signs/symptoms, recurrence of same infection within 90

days, and/or the need to change antibiotic therapy, and/or hospital admission due to worsening infection.

B Success rate defined as (Cure + Improved)/(total # of patients).

B POIC costs were calculated as a mean reimbursement rate per day. Inpatient costs, also calculated as a
mean reimbursement rate were obtained from inpatient reimbursement rates from the Healthcare Cost and
Utilization Project Nationwide Inpatient Sample for the OSTEO and cSSSI diagnostic related group (DRG)
and mean inpatient LOS.3

Data Analysis

B Descriptive statistics (mean, standard deviation, min/max) were used for demographic data.

B Percentages were used for efficacy and safety data; Chi Square or Fisher’s test was used for data analysis;
Regression analysis was used to assess trends over the 3-year period.

B Cost savings were calculated by comparing differences in the mean daily reimbursement for inpatients (based

on DRG) to the daily reimbursement in the POIC. The total savings were calculated based upon days of
inpatient stay saved over three years.
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