
SBAR Referral for Outpatient Parenteral 
Antibiotic Therapy (OPAT)
Referring Consultant remains responsible for care outwith OPAT

Patient Details Referring Consultant

Name Name

CHI Number Phone Number

Address: Date Referred

Prop discharge date

Phone Number

S

Diagnosis: (Please continue on a separate sheet if required): 

Operation & Date (if applicable):

B

Relevant Past Medical History including allergies:

A

Antibiotic History Start Date Stop Date Microbiology & Sensitivity

R

Antibiotic Plan: 
Has plan been discussed with Infectious Disease Consultant/Microbiology and if so, who? 

Which antibiotic is to be administered by OPAT and for what length of time? 

Does patient have IV access?  Y  q       N  q 
If duration to be longer than 7 days, can IV access (PICC/midline) be organised? 
NB Please see IV Access Flowchart on reverse of this form. 
Plan for switching to oral antibiotics and when.

Referring doctors in first instance please email dg.opat@nhs.scot  
OPAT Team: Dr S. Irvine; Senior Nurse Specialist (OPAT) S Buchan; Nurse Specialist (OPAT) A Morris; Nurse Specialist (OPAT) K Collins



Patient Pathway for OPAT Services in NHS Dumfries & Galloway

Referred to 
OPAT?

Patient for 
OPAT?

Community D&G
GP to contact ID and/or 

Microbiology Consultant for 
discussion

All inpatients DGRI

Teritiary hospitals refer to parent 
speciality team to arrange  

in-patient transfer to DGRI.  Local 
speciality team to refer to OPAT.

Patient to be 
transferred to ID 
Team as inpatient
OR
Advice only from 
referring team

Patient offered OPAT
Full explanation of service with consent
Management plan for each case
Choice of IV access
Choice of ABx (OPAT local protocols)
Patient informed of side effects (IV line 
and ABx)
1st & 2nd dose of ABx administered in 
hospital
Liaison with Pharmacist
GP informed at this stage
Thromboembolism prophylaxis
Patient provided with contact details
Review at weekly virtual clinic

At End of Treatment
Full discharge letter to GP
Recording dates & outcomes (database)
Patient satisfaction survey
Audit

Clinical assessment 
by ID Physician/

OPAT Nurse

No

Yes

Inclusion Criteria

• Stable infection that is appropriate for
outpatient treatment

• Intravenous antimicrobial therapy
deemed necessary for optimum
management of infection

• No other medical problems requiring
in-patient care

• Understanding of the OPAT service and
a willingness to participate in it

• Fit enough to travel to clinic daily

Exclusion Criteria

• Any clinical condition requiring in-
patient care

• Unable to attend OPAT clinics
• No home phone number
• History of IV drug use
• Ongoing excessive alcohol intake or

other factors contributing to a chaotic
lifestyle

IV Access
Genuine Need 
for IV Therapy?

Already
has tunnelled line, 

midline or 
PICC

Duration
treatment <7 days

AND peripheral access 
possible, grade 

1-3*

Duration
of treatment 

7-28 days

Duration of 
treatment >28 days 
- arrange PICC or

central line

Use it

Use peripheral line

Arrange midline

No

No

No

NB Requirment for 
Fluclox pump will 
need PICC

Grade Vein Quality Defnition of vein quality Insertion management

1 Excellent
4-5 palpable/visible veins
suitable to cannulate

Cannula may be inserted by 
trained/authorised health care 
practitioner

2 Good
2-3 palpable/visible veins
suitable to cannulate

Cannula may be inserted by 
trained/authorised health care 
practitioner

3 Fair

1-2 palpable/visible veins
suitable to cannulate.  (Veins
may be small, scarred or
difficult to find and require
heat packs to aid vasodilation)

May require infrared viewer or 
ultrasound

4 Poor
Veins not palpated/visible 
(requires ultrasound assistance 
or infrared viewer)

Cannula to be inserted by an 
expert in cannulation. Use 
infrared viewer, ultrasound, 
transillumination or other aids

5 None 
identifiable

No visible (naked eye or aids) 
or palpable veins

Not for peripheral cannulation

*Grade of Veins

NB Patients referred from tertiary hospitals 
will be an in-patient for at least 24 hours for 
assessment from both Parent and ID teams 

before discharge into community.
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