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ABSTRACT
Objectives  To evaluate the improvements in the mean 
Short Form-36 (SF-36) score (95% CI) from predischarge 
to postdischarge among prospective participants of a 
Swiss Outpatient Parenteral Antimicrobial Therapy (OPAT) 
programme using Patient Reported Outcomes.
Design  Prospective cohort study.
Setting  A public tertiary care hospital in Switzerland.
Participants  Patients enrolled in the University Hospital 
Zurich’s OPAT programme between October 2020 and 
September 2022. They were interviewed predischarge 
(interview 1) and 7–14 days postdischarge (interview 2) 
using a shortened, four-domain version of the validated 
SF-36) questionnaire, complemented by four additional 
questions gauging patient satisfaction.
Co-primary outcomes  The primary outcomes were the 
scores in four domains of the SF-36 questionnaire.
Results  33 patients participated in the study. Univariate 
analysis revealed substantial improvement in three of the 
four SF-36 domains. Specifically, participants reported 
improvements in the mean SF-36 score (95% CI) from 
interviews 1 to 2 for ‘emotional role’ (24.2 (5.0–43.5)), 
‘social functioning’ (22.0 (95%CI 10.8 to 33.2)) and 
‘emotional well-being’ (11.9 (95%CI 5.6 to 18.2)). 
Furthermore, 97% of patients would recommend OPAT to 
others.
Conclusion  Patients experienced significant 
improvements in Health-Related Quality of Life (HRQoL) 
while enrolled in OPAT and the programme yields high 
patient satisfaction. Hospitals considering new OPAT 
programmes should include both patient satisfaction 
and HRQoL impact in their argument repertoire for the 
introduction of OPAT.

INTRODUCTION
Antimicrobial therapies are often extensive, 
complex, and in case of the need for intrave-
nous administration thus require prolonged 
hospitalisations. This is associated with high 
costs, increased infection risks and other 
adverse events.1 2 Outpatient Parenteral Anti-
microbial Therapy (OPAT) has emerged as 
a pivotal approach in administering intrave-
nous antibiotics outside traditional hospital 

settings.3–6 OPAT also reflects a comprehen-
sive approach to patient care aligning with 
antimicrobial stewardship (AMS) princi-
ples.7–9 OPAT represents a paradigm shift 
in the delivery of antimicrobial therapy, 
allowing patients to receive necessary treat-
ments from the comfort of their homes. 
This transition from inpatient to outpatient 
care is a key contributor to the positive expe-
riences reported by patients undergoing 
OPAT.10 Several factors might contribute 
to the patient satisfaction associated with 
OPAT. Primarily, it highlights the freedom 
it provides patients without the constraints 
of a hospital stay. Patients maintain their 
normal daily routine, minimising disruptions 
to work, family life and social engagement. 
Moreover, the close outpatient care provided 
by the professional OPAT team7 are factors 
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influencing patient satisfaction with OPAT. By adminis-
tering treatment in a home environment, the likelihood 
of exposure to hospital-acquired infections is reduced,11 
possibly fostering a sense of safety and well-being among 
patients.

To determine which approach best meets the patient’s 
needs, values and preferences, it is essential to incorpo-
rate the patient’s perspective. Patient Reported Outcome 
(PRO) is a type of clinical outcome assessment where the 
report comes directly from the patient. Patients respond 
to questions about their health condition without any 
alteration or interpretation.12 13 Instruments used to 
measure and record PRO are known as Patient Reported 
Outcome Measures (PROMs). Some PROMs instruments 
aim to describe or measure health in general (or generic) 
manner, allowing the same questions to be used for 
patients with diverse conditions. The concepts measured 
by these PROs should encompass broader aspects of 
Health-Related Quality of Life (HRQoL).12 HRQoL, 
according to CDC,14 refers to an individual’s or group’s 
perceived physical and mental health over time. HRQoL 
encompasses various dimensions, such as physical, 
mental, emotional and social functioning.12 15 Serving as 
a patient-centred measure, HRQoL complements objec-
tive disease indicators and has the potential to predict 
morbidity and mortality.16 It is recognised that patients 
with infections may experience impaired HRQoL,12 and 
such impairments can endure even after the infection has 
resolved. With this study, we aimed to assess the improve-
ments in the mean SF-36 score (95% CI) from interview 
1 (predischarge) to 2 (postdischarge) among prospective 
participants of a Swiss OPAT programme.

METHODS
Setting
The OPAT programme at the USZ in Switzerland started 
in November 2018. Preceding OPAT assignment, consul-
tation with an infectious disease (ID) physician is advised 
but not mandatory. Referrals to the OPAT team are made 
when it is clear during the inpatient stay that parenteral 
antibiotic therapy will extend beyond the required hospi-
talisation period or when parenteral antibiotic therapy is 
needed for targeted treatment, but hospitalisation is not 
necessary. Both the OPAT programme and the ID consul-
tation service are an integral component of the hospital’s 
AMS programme.

The dedicated OPAT team comprises nurse practi-
tioners, ID physicians, a consultant pharmacist and an 
economist.7 The programme is accessible to both hospital 
inpatients and outpatients, as well as patients referred 
by general practitioners and other hospitals. Close clin-
ical supervision is mandatory on admission to our OPAT 
service. Patients are monitored with at least 1 weekly 
check either in our ID department or by their attending 
physician.

There are three settings for antimicrobial 
administration:

1.	 Hospital OPAT: patients receive antimicrobial therapy 
in an outpatient clinic at the hospital, with dedicated 
nursing staff overseeing the treatment.

2.	 Homecare OPAT: antimicrobial therapy by home care 
nurses or family doctors.

3.	 Self-administered OPAT: patients administer antimi-
crobial therapy themselves after receiving prior train-
ing from an OPAT nurse.

Parenteral antimicrobial medicines are preferably 
administered via a central venous line, such as a peripher-
ally inserted central venous catheter or a port-a-cath. The 
choice of vascular access is contingent on the infusion 
system type and therapy duration. Antimicrobial treat-
ment is delivered via intermittent or continuous infusion, 
facilitated by either elastomeric (Easypump II, B.Braun) 
or battery-driven infusion pumps (MiniRhythmic). Elas-
tomeric pumps are employed for antibiotics with a time-
dependent killing mechanism and can be commercially 
compounded for self-administered or homecare OPAT 
settings. Alternatively, nurses prepare pumps on the 
ward for hospital OPAT, connecting them directly to the 
patient’s vascular access. Battery-driven infusion pumps 
are exclusive to homecare-OPAT.

Study design and participants
ZOPATlife (Zurich outpatient parenteral antimicrobial 
therapy cohort; illuminating HRQoLife) was a single 
centre, prospective, open interval cohort study conducted 
at the USZ, which focused on patients receiving paren-
teral antimicrobial therapy within the local OPAT 
programme. Patients were included over 23 months from 
October 2020 to September 2022. The eligibility criteria 
included patients aged >18 years old, referred to the 
OPAT programme after a hospital stay of at least 2 days, 
with a minimum of 7 days of therapy remaining. Addition-
ally, participants needed to comprehend and respond to 
the assessment questions in German or English, provide 
written informed consent and obtain general consent 
for the subsequent use of their personal health data for 
research purposes. Enrollment was limited to one occur-
rence per participant. The baseline was established at 
the time of the first interview and start of OPAT. The 
study received approval from the Independent Ethics 
Committee of Zurich (BASEC 2020–02438).

Data collection and definitions
In the ZOPAT prospective cohort study (BASEC-Nr: 
2020–00866)7 sociodemographic and clinical data were 
collected. The data extracted from the health records 
included age, gender, body mass index (BMI), marital 
status, education level, employment status, infection 
type, antimicrobial substance, administration device, 
intravenous access, antibiotic therapy duration, compli-
cations and comorbidities. Complex Outpatient Antibi-
otic Therapy (cOPAT) offers long-term oral antibiotic 
management with frequent monitoring and reviews. 
The cOPAT team, part of the OPAT service, provides 
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intravenous antibiotics for patients who do not need 
hospitalisation.

A condensed version of the validated Short Form-36 
(SF-36)17 questionnaire in German or English, as shown 
in online supplemental table S1, was employed to assess 
patients’ HRQoL. The original SF-3617 comprises eight 
health domains, each ranging from 0 to 100, with higher 
values indicating better health. The validated German 
translation18 was used for the survey in German. The 
questionnaire was shortened, excluding non-essential 
domains for evaluating HRQoL changes due to the 
OPAT programme without changing the structure of the 
questionnaire domains. Additionally, time indications in 
questions were modified to cover the past 7 days instead 
of 30 days. This adaptation focused on four domains (1) 
mental health (‘emotional well-being’; five items) (2) role 
limitations due to physical problems (‘role physical’; four 
items) (3) role limitations due to emotional problems 
(‘role emotional’; three items) and (4) social functioning 
(two items). Consequently, Mental and Physical Compo-
nent Summary Scale Scores could not be calculated.

A trained investigator conducted the interviews, strictly 
adhering to the SF-36 to ensure no misinterpretation. 
The first interview took place shortly before discharge (as 
an inpatient) and the second interview took place 7 to 
14 days after discharge (as an outpatient). The second 
interview included additional questions about evaluating 
the local OPAT programme. The inpatient interviews 
were conducted in person, and the outpatient interviews 
were conducted either in person or by phone. Both inter-
views needed to be completed for inclusion in the study 
(no missing data). We made three attempts to contact 
the patients. Study size was determined by the number of 
patients included after this foreseen period of time (23 
months).

We created a Microsoft Access relational database to 
collect baseline information such as gender, age, height 
and weight, comorbidities, Charlson Comorbidity Index 
(CCI),19 pathogens, antimicrobial substances, mode of 
administration, duration of therapy and type of vascular 
access. We evaluated patient outcomes, including adverse 
drug events, line-related events, readmission and clinical 
cure at the conclusion of OPAT and 30 days afterwards. 
The same database was used for the collection of the 
answers from the interviews. To detect any selection bias, 
populations ZOPAT and ZOPATlife were compared.

The SF-36 scores reached by the ZOPATlife patients 
were also compared with the SF-36 scores observed in the 
Swiss population.20

Statistics
We employed descriptive statistics for demographic and 
clinical data. Continuous variables were expressed as 
medians and IQRs. Categorical variables were presented 
as numbers and percentages. The Fisher’s exact test 
was used for comparing categorical variables, while the 
Wilcoxon rank-sum test was used for continuous vari-
ables. We calculated the average scores with 95% CIs for 

each dimension of the SF-36 score and calculated differ-
ences between interview 1 and interview 2 by Wilcoxon 
rank-sum tests. P values <0.05 were considered to indi-
cate statistically significant results. Statistical analyses 
were conducted using Stata/SE 17.0 (StataCorp, College 
Station, Texas, USA).

Patient and public involvement
At the design stage of the study, one patient was involved 
to get feedback about comprehensibility of the patient 
information accompanying the informed consent.

Reporting guidelines
We used the Strengthening the Reporting of Observa-
tional Studies in Epidemiology cohort checklist when 
writing our report.21

RESULTS
During the 23-month study period, 223 patients were 
enrolled in the local OPAT programme (ZOPAT cohort). 
Therefore, 116 participants were eligible for the HRQoL 
assessment. Of these, 53 patients (45.7%; 53/116) 
provided informed consent to participate, while 61 
(52.6%) did not. Additionally, two patients (1.7%) were 
already included in ZOPATlife during their initial OPAT 
episode, meeting an exclusion criterion. Of the enrolled 
patients, 33 patients completed both the first as well as 
the second interview. 20 patients completed only the first 
interview, and their datasets were subsequently excluded 
from the analysis. The reasons for not completing both 
interviews included patients not being reachable for the 
second interview within the predefined time from 7 to 14 
days after discharge (n = 17) or patients being readmitted 
to the hospital (n = 3) (figure 1).

Figure 1  Flow chart of patient recruitment. Zurich OPAT 
cohort HRQoL, ZOPATlife. HRQoL, Health-Related Quality 
of Life; OPAT, Outpatient Parenteral Antimicrobial Therapy; 
ZOPATlife, Zurich outpatient parenteral antimicrobial therapy 
cohort; illuminating HRQoLife.

https://dx.doi.org/10.1136/bmjopen-2024-084727
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Baseline characteristics
Table 1 summarises the characteristics of the patients who 
were enrolled in ZOPATlife (n=33) and those enrolled 
in ZOPAT but not in ZOPATlife (n=190). The majority 
of the ZOPATlife patients were male (n=26; 79%), with 
a median age of 56 years (IQR 43–71). Endovascular and 
osteoarticular infections constitute the primary types of 
infections. Most patients received treatment either in the 
hospital-OPAT (14/33; 46%) or in the homecare-OPAT 
setting (12/33; 36%). More than half of the ZOPAT-
life patients were treated with antimicrobial substances 
administered via an elastomeric pump (18/33; 55%).

Half of the patients were married (17/33; 52%), while 
the remaining half were single, divorced or widowed 
(16/33; 48%). 61% of the patients were still employed 
(21/33), 33% had already retired (11/33) and 6% were 

currently without employment (2/33). The groups 
‘ZOPATlife’ and ZOPAT, ‘not ZOPATlife’ did not differ 
in demographic characteristics, such as age (p=0.635), 
gender (p=0.114) or CCI (p=0.441) but in median BMI 
(p=0.006). Furthermore, there was no discernable differ-
ence between the two groups in terms of the OPAT 
setting, OPAT duration or number of adverse events. 
However, a distinction was observed in the choice of 
administration device. Patients enrolled in ZOPATlife 
were more frequently treated using an elastomeric pump 
to deliver the antimicrobial substance than were those 
not enrolled in ZOPATlife (18/33 (55%) versus 60/190 
(32%), p = 0.038; table  1). No differences were identi-
fied when comparing populations that underwent only 
one interview to those that had two interviews, except in 
‘role emotional’ baseline (see online supplemental tables 

Table 1  Patient characteristics and their treatment

Characteristics
Patients with two interviews
n = 33

Patients with OPAT
n = 190 P value

Gender

 � Female sex, n (%) 7 (21) 68 (21) 0.11

 � Male sex, n (%) 26 (79) 122 (64)

Age, median years (IQR) 56 (43–71) 57 (18–92) 0.63

BMI, median kg/m2 (IQR) 23 (22–25) 25 (16–53) 0.006

Charlson comorbidity index, median (IQR) 3 (1–4) 3 (0–13) 0.48

OPAT setting

 � Homecare-OPAT, n (%) 12 (36) 92 (48) 0.16

 � Hospital-OPAT, n (%) 14 (42) 78 (41)

 � Self-administered, n (%) 7 (21) 20 (11)

Administration device

 � Battery-operated pump, n (%) 1 (3) 11 (5.8) 0.06

 � Elastomeric pump, n (%) 18 (55) 61 (32)

 � none, n (%) 14 (42) 118 (62)

Indication for OPAT (stratified by ICD-10 codes) 0.22

 � Foreign body-associated infections,* n (%) 8 (24) 29 (15)

 � Other infections and parasitic diseases, n (%) 5 (15) 36 (19)

 � Urinary tract infections, n (%) 4 (12) 54 (28)

 � Hepatobiliary infections, n (%) 4 (12) 9 (5)

 � Infective endocarditis, n (%) 4 (12) 9 (5)

 � Osteoarticular infections, n (%) 3 (9) 16 (8)

 � Central nervous system infections, n (%) 3 (9) 21 (11)

 � Respiratory tract infections, n (%) 1 (3) 7 (4)

 � Ear, nose and throat infections, n (%) 1 (3) 4 (2)

 � Intraabdominal infections, n (%) 0 (0) 5 (3)

OPAT duration, median days (IQR) 15 (6–27) 9 (6–19) 0.25

Adverse events, line-related, n (%) 2 (6) 7 (3.7) 0.53

Adverse events, drug-related, n (%) 3 (9) 30 (16) 0.82

*Includes prosthetic joint infections, vascular graft infections, breast implant infections.
BMI, body mass index; ICD, International Classification of Diseases; OPAT, Outpatient parenteral antimicrobial therapy.

https://dx.doi.org/10.1136/bmjopen-2024-084727
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S2 and S3). Figure  1 shows why some individuals did 
not complete both paired interviews (n=20): three were 
because of readmission of which one was due to clinical 
deterioration, and another 17 were not reachable.

HRQoL assessment
Table  2 reports the mean scores for the four domains 
measured by the shortened SF-36 questionnaire of inpa-
tients before discharge and outpatients 7–14 days after 
discharge (n = 33 for each group). Swiss population aver-
ages are included for comparison.20 The SF-36 scores for 
all domains were higher for outpatients compared with 
the baseline for inpatients. However, the SF-36 scores for 
both inpatients and outpatients did not reach the values 
observed in the Swiss population. Figure 2 presents the 
median values and IQRs of the SF-36 scores obtained 
during the first interview as inpatients and the second 
interview as outpatients.

Analyses revealed a substantial improvement in three 
out of the four investigated SF-36 domains. Specifi-
cally, participants reported significant improvements in 
emotional well-being (p = 0.0034), their role emotional 
(p = 0.0376) and social functioning (p = 0.0028).

The box represents the IQR, which is the range between 
the first quartile (Q1) and the third quartile (Q3) of 
the data. The length of the box indicates the spread 
of the central 50% of the data. The line inside the box 
represents the median. The whiskers include values up to 
1.5 times the IQR.

Patient evaluation of the program
97% of the patients stated that important questions 
were comprehensively answered by the OPAT team and 
anxieties or fears about their condition or treatment 
were discussed (32/33). 82% of patients felt adequately 
involved in the decision-making process regarding their 
therapy (27/33), while in 76% of cases, patients indicated 
that they were thoroughly informed about the purpose 
of the drug therapy (25/33). Additionally, 58% of the 
patients reported being educated about possible side 
effects of the medicines (19/33) and about red flags or 
danger signals of the treatment course in 79% of cases 
(26/33) by someone from the OPAT team. Overall, the 
majority of patients felt secure during OPAT treatment 
(94%; 31/33) and would recommend OPAT to other 
patients in a similar situation (97%; 32/33).

Table 2  Outcomes of interviews as mean scores (95% CI) for each domain compared with the Swiss population

Domain
Inpatient (n= 33)
mean (95% CI)

Outpatient (n= 33)
mean (95% CI)

Δ
Mean (95% CI) P value

Swiss population
mean (95% CI)

Emotional well-being 66.5 (60.6 to 72.3) 78.4 (72.9 to 83.9) 11.9 (5.6 to 18.2) 0.0034 87.64 (86.50 to 88.78)

Role emotional 47.5 (31.3 to 63.7) 71.7 (56.9 to 86.5) 24.2 (5.0 to 43.5) 0.0376 86.41 (85.22 to 87.60)

Role physical 19.2 (10.6 to 27.8) 36.4 (22.5 to 50.2) 17.2 (4.7 to 29.7) 0.1232 75.02 (74.07 to 75.98)

Social functioning 56.8 (46.1 to 67.5) 78.8 (71.0 to 86.6) 22.0 (10.8 to 33.2) 0.0028 85.84 (84.66 to 87.03)

Figure 2  Box and whisker plots for the SF-36 scores for the four domains ‘emotional well being’, ‘role emotional’, ‘role 
physical’ and ‘social functioning’ at interviews 1 (as inpatients) and 2 (as outpatients). SF-36, Short Form-36.

https://dx.doi.org/10.1136/bmjopen-2024-084727
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DISCUSSION
Hospital stays for parenteral antimicrobial treatment pose 
a considerable burden on care and costs for hospitals and 
impact the HRQoL of patients.10 22 OPAT provides a safe 
and efficient alternative,3 7 allowing patients to maintain 
their usual daily roles.23 24 This single-centre study is the 
first, to our knowledge, to compare the HRQoL of inpa-
tients before discharge and shortly after initiating OPAT. 
The findings of this study demonstrated significant 
improvements in HRQoL for patients, as evidenced by 
comparing SF-36 scores shortly before discharge to those 
during OPAT. In particular, there is an improvement in 
‘social functioning’ allowing individuals to participate 
in family activities and be present for friends and neigh-
bours during home-based therapy. However, it seems that 
this impact is not only tied to physical proximity to loved 
ones but also encompasses emotional preparedness. The 
significantly enhanced scores for ‘role emotional’ indi-
cate that patients felt emotionally stable enough to carry 
out their roles as spouses, parents, friends or employees.

Although these analyses were mostly descriptive, the 
inference of an improvement in emotional well-being 
becomes apparent. While the scores for emotional well-
being were already the highest among the four domains 
shortly before discharge, they demonstrated a further 
significant improvement after discharge. This finding 
suggests that the combination of disease recovery and 
home treatment has a significant impact on HRQoL. 
This seemed to be independent of the potentially higher 
workload from the individual’s perspective during OPAT: 
patients have to actively organise medicines and supplies 
and home care together with the OPAT nurse, as well 
as managing daily activities such as cooking or personal 
care. All of which can be compensated for by addi-
tional support. For patients with a second person in the 
household, this support could play a compensatory role. 
Looking at the patients enrolled, the support seemed to 
be available as half of the patients were married, indi-
cating that they were not living alone. Still, living alone 
might be a hindrance for an OPAT as was also mentioned 
by Twiddy and colleagues.25

The only domain that showed a trend without signifi-
cant improvement was ‘physical functioning’. This finding 
aligns with findings from the study of Goodfellow and 
colleagues,26 which indicated that the component summa-
ries reflecting physical strength did not significantly 
change during OPAT. This is not surprising, considering, 
that patients are often comorbid (CCI of 3, IQR 1–4) 
and require antimicrobial treatment for life-threatening 
and recurrent infections, possibly associated with addi-
tional symptoms. This may explain why we cannot esti-
mate the percentage of patients returning to work after 
discharge, as was done by Wee and colleagues.27 In addi-
tion, patients are frequently on sick leave shortly after 
hospital discharge in Switzerland. Moreover, the period 
between the first and the second interviews (7–14 days 
after discharge) was too short to evaluate this aspect, and 
a third of the patients were already retired (11/33; 33%).

Nonetheless, patients felt highly supported by the 
OPAT team and questions regarding their fears about 
their condition or treatment were answered comprehen-
sively. Mirroring this, OPAT patients did feel that their 
own will and purpose for their therapy influenced their 
decision-making together with the treatment team. In 
contrast, some patients did state that they were not sure 
about the possible side effects of the drugs or danger 
signals that should alert them to contact the OPAT team. 
It is unclear, whether these patients were not educated 
at all or whether it happened in a manner that was not 
comprehensive enough for the patient or not sustainable 
over the period of 2 weeks. In any case, measures will be 
taken to improve the education of the patient. However, 
most of the patients felt secure during their OPAT treat-
ment. Overall, patient satisfaction was very high, with 97% 
of OPAT patients expressing a willingness to recommend 
the service to other patients in a similar situation. This 
aligns with findings from Saillen and colleagues,28 where 
97% of patients expressed a preference for this type of 
care, and would have recommended the local OPAT 
programme to others. This finding is also consistent with 
the results of Quintens and colleagues.8 28

We also tried to minimise a possible selection bias by 
comparing the ZOPAT cohort to the ZOPATlife cohort. 
The groups showed no significant differences in demo-
graphic characteristics but patients included in ZOPAT-
life more frequently received their therapy through an 
elastomeric pump. This likely stems from the fact that 
these therapies are often initiated for patients under-
going extended antimicrobial treatment, increasing 
their likelihood of enrolling in ZOPATlife. Our study has 
several limitations. The OPAT team of the USZ primarily 
handles cOPAT, resulting in a case mix characterised by 
high comorbidity and complex situations, involving recur-
rent infections and/or highly resistant pathogens. The 
small patient number hindered us from analysing further 
subgroups that could provide insights into the impact of 
OPAT on their HRQoL. In contrast, non-complex OPAT 
cases, such as neurosyphilis with a standard 14-day benzyl-
penicillin treatment course, were ineligible for this study, 
as these patients did not require inpatient care. The data 
suggest a potential association between outpatient treat-
ment and better HRQoL outcomes, though this finding 
should be interpreted cautiously. As patients convalesce, 
their quality of life may naturally improve, which could 
occur with inpatient care as well. While it is plausible 
that OPAT has contributed to better scores, we could not 
demonstrate this in a controlled manner. We could not 
establish a control group of potential OPAT candidates 
without outpatient therapy. Furthermore, it is important 
to note that the original SF-36 was not designed to capture 
HRQoL for the last 7 days, as was the case in this study. 
It has been validated for mapping HRQoL only over the 
past month. Nevertheless, it seems unlikely that the modi-
fied timeframe influenced the usefulness of the question-
naire since the questions of the used domains pointed to 
feelings and well-being that might change from day to day 
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and do not need a longer time period to evolve as phys-
ical fitness for instance. We could not perform the second 
interview in 38% of patients, which may lead to relevant 
selection bias. However, when comparing patients with 
one or two interviews, we did not detect significant differ-
ences besides the emotional role.

It is important to note that we conducted the first 
interview shortly before discharge. At this point, the only 
reason for the patient’s inpatient therapy was the need 
for parenteral antimicrobial therapy. This indicates that 
the patient’s health condition might not have changed 
significantly in the following 7 to 14 days, which would 
not account for the major improvements in HRQoL 
domain scores. Regarding the patient’s evaluation of the 
programme, it should be noted that the interviews were 
not anonymous, which could influence the answers given 
by the patient. However, a trained person who was not 
directly involved in the patient’s treatment conducted 
the interview in order to counteract this bias. Finally, it 
should be mentioned that patient enrollment occurred 
during the COVID-19 pandemic. During these times, 
patient visits on the wards were highly restricted, poten-
tially exaggerating the impact of discharge on HRQoL 
domains such as social functioning.

One future objective in studying OPAT programmes 
should involve the identification of risk factors for compli-
cations, such as readmission during OPAT due to adverse 
events or clinical deterioration. In this context, exploring 
whether the enhancement of HRQoL influences treat-
ment outcomes, such as clinical cure, and understanding 
how patients can be best supported to successfully 
complete their therapy at home, as also suggested by 
Keller and colleagues,29 would be advantageous.

CONCLUSION
Patients experienced significant improvements in 
HRQoL domains from just before discharge to the period 
in OPAT. It remains unclear whether this was due to 
the OPAT programme itself or to the circumstances of 
improved health in general. Either way, the shift to outpa-
tient care improves communication between healthcare 
providers and patients. Regular follow-up visits and close 
monitoring of patients in their home environment create 
a more personalised and attentive care experience. This 
increased interaction and support helps patients better 
understand their treatment plan and fosters a sense of 
partnership, resulting in high patient satisfaction as 
shown in this study. As hospitals consider the establish-
ment or expansion of OPAT programmes, recognising 
the impact on patient satisfaction becomes crucial. Incor-
porating patient satisfaction metrics into the evaluation 
of OPAT programmes can provide valuable insights into 
the success and effectiveness of these initiatives. More-
over, patient and public involvement should be used in 
the planning of a future study for assessing outcomes 
meaningful for the patient. By prioritising patient-centred 
care and continuously improving the OPAT experience, 

healthcare institutions can enhance not only the clin-
ical outcomes but also the overall satisfaction and well-
being of individuals undergoing outpatient antimicrobial 
therapy.
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