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• Hoover et al. described Kimyrsa® a new formulation of oritavancin that 
can be infused in 250 mL of D5W or normal saline solution. 

• It was also developed to shorten the time of infusion from 3 h to 1 h. 
• This new formulation, currently not available in Europe and available 

mainly in United States, simplifies the preparation of the solution and 
increases flexibility, especially in patients with congestive heart failure 
or insulin-dependent diabetes mellitus. Despite that, Kimyrsa® 
includes within the excipients 2-hydroxypropyl-Beta-cyclodestrin, 
which can increase the risk of nephrotoxicity. 

• No dosage adjustment of Kimyrsa® is needed in patients with mild or 
moderate renal impairment and the pharmacokinetics in severe renal 
impairment have not been evaluated.



Characteristics of oritavancin
• Semisynthetic lipoglycopeptide, synthetic 

derivative of the naturally occurring 
chloroeremomycin 

• Structurally similar to vancomycin
• May retain some activity in the presence of VanA 

and VanB-mediated vancomycin-resistance

Brade KD, et al. Infect Dis Ther 2016; 5:1–15
Biavasco F, et al. Antimicrob Agents Chemother 1997; 41:2165–2172
Cooper RD, et al. J Antibiot (Tokyo) 1996; 49:575–581
Domenech O, et al. Biochim Biophys Acta 2009; 1788:1832–1840

The binding pocket, between the hydrophobic tail group and 
the nearby 4-epi-vancosamine, is believed to interact with 
peptides near, but distinct from the terminal D-alanyl-D-
alanine (or D-lactate) in both S. aureus and enterococci



Mechanism(s) of action
• Inhibition of 

transglycosylation 
• Inhibition of 

transpeptidation 
• Membrane 

depolarization and 
permeabilization

Zhanel GG, et al. Drugs 2010; 70:859–886
Munch D, et al. Antimicrob Agents Chemother 2015; 59:772–781
Zhanel GG, et al. Clin Infect Dis 2012; 54(Suppl 3):S214–S219

The membrane-targeted mechanism of action is proposed 
to be independent of cellular growth and division. 
This is supported by the rapid bactericidal activity of 
oritavancin against stationary phase and biofilm-associated 
organisms, both often more resilient to antimicrobial 
treatment

transpeptidase

transglicosilasi



Oritavancin

Lipophilic side chain
Membrane 
depolarization and 
permeabilization

The lipophilic side chain in oritavancin anchors the 
compound to the cell membrane through 
hydrophobic interactions, and it stabilizes the 
oritavancin dimer



S.aureus CONS Enterococcus 
spp

Streptococcus 
A,B,G

Streptococcus 
pneumoniae

Viridans 
group 
streptococci

Oritavancin 0.125 IE 0.125 IE 0.25

Dalbavancin 0.125 4 IE 0.125 IE 0.125

Vancomycin 2 IE 2 2 2

Teicoplanin 2 4 2 2 2 2



Bloem, A.; Bax, H.I.; Yusuf, E.; Verkaik, N.J. New-Generation Antibiotics for Treatment of Gram-Positive Infections: A Review with Focus on Endocarditis and Osteomyelitis. J. Clin. Med. 2021, 10, 1743. https://doi.org/10.3390/ jcm10081743

https://doi.org/10.3390/


MRSA VRSA

Belley A, et al. Oritavancin kills stationary-phase and biofilm Staphylococcus aureus cells in vitro. Antimicrob Agents Chemother. 2009 Mar;53(3):918-2

*, untreated control;; θ, 0,5 μg/ml oritavancin; O, 4 μg/ml oritavancina; •, 16 μg/ml oritavancina; , 16 μg/ml vancomycin; , 4 μg/ml daptomycina; ▲, 8 μg/ml linezolid; 

▽, 2 μg/ml rifampina. 



Belley A, et al. Oritavancin kills stationary-phase and biofilm Staphylococcus aureus cells in vitro. Antimicrob Agents Chemother. 2009 Mar;53(3):918-2



PK characteristics

• Prolonged terminal half-life of 200–300 hours
• Large Vd and high protein binding (85–90%)
• Elimination mainly through the reticuloendothelial system (no 

adjustments for kidney or hepatic failure)

• Rubino CM, et al. Antimicrob Agents Chemother 2015; 59:3365–3372.
• Mitra S, et al. Infect Drug Resist 2015; 8:189–197
• Brade KD, et al. Infect Dis Ther 2016; 5:1–15
• Bassetti M, et al. Expert Opin Drug Saf 2019; 18:635–6
• Klinker KP, Borgert SJ. Beyond Vancomycin: The Tail of the Lipoglycopeptides. Clin Ther. 2015 Dec 1;37(12):2619-36



Population means concentration-time profile following a 
single oritavancin dose of 1,200 mg i.v. administered over 3 
hours, overlaid upon the observed concentration-time data. 



Warren E. Rose, Paul R. Huston. Drugs - Real World Outcomes (2020) 7 (Suppl 1):S36–S40 https://doi.org/10.1007/s40801-020-00188-6

Methods A simulated oritavancin 1200 mg dose was infused over 3 h followed 7 days later by a 
simulated 800 mg dose infused over 3 h for pharmacokinetic estimation. 
Results The oritavancin dosing displayed predictable linear pharmacokinetics and therapeutic 
concentrations. The total and free oritavancin concentrations remained above the susceptibility 
breakpoint (0.12 mg/L) for 8 weeks and 4.6 weeks, respectively, with the two-dose regimen. 

The blue line 
displays the 
median plasma 
concentrations 
expected after 
one 1200 mg 
dose followed by 
an 800 mg dose 
1 week apart, 

the red line
represents the 
single 1200 mg 
dose. 



Drug interactions

• Oritavancin is a weak inhibitor of CYP2C9 and CYP2C19, and an 
inducer of CYP3A4 and CYP2D6

• Patients treated with warfarin and receiving oritavancin should be 
monitored for possible bleeding

Bassetti M, et al. Curr Opin Infect Dis 2021; 34:96-108



Alteration of lab tests

Bassetti M, et al. Curr Opin Infect Dis 2021; 34:96-108
Smelter FM, et al. J Clin Pharmacol 2022; 62:472-478
Belley A, et al. Antimicrob Agents Chemother 2017; 61:e01968–16

• Possible alterations of some coagulation tests in the first hours/days after 
oritavancin administration (e.g., prolonged PT and prolonged aPTT) because 
of interaction of oritavancin with the phospholipid reagent

• i.v. unfractionated heparin sodium is contraindicated for up to 5 days after 
oritavancin administration, owing to inability to reliably monitor coagulation 
tests

• The results of the chromogenic factor Xa and the thrombin time assays are 
not affected by oritavancin administration

• False increase in vancomycin concentrations



Oritavancin -Efficacy in RCTs

Corey GR et al. N Engl J Med 2014; 370:2180–2190
Corey GR et al. Clin Infect Dis 2015; 60:254–262
Bassetti M et al. Curr Opin Infect Dis 2020; 33:110-120



• The SOLO I and SOLO II protocols were originally designed so that patients were hospitalized until 
assessments of early clinical evaluation (ECE) were completed at 48 to 72 hours after the initiation of treatment 
(primary endpoint). 

• The protocols were amended (Amendment 2) 5 months into enrollment to allow US patients to complete their 
entire course of antimicrobial therapy in an outpatient setting at the discretion of the investigator.

• The primary efficacy endpoint was a composite clinical outcome at ECE at 48 to 72 hours that comprised (1) 
cessation of spreading or reduction in the size of the baseline lesion, (2) absence of fever, and (3) no rescue 
antibiotic medication. The key secondary endpoints were investigator-assessed clinical cure at posttherapy 
evaluation (PTE) and reduction in size of baseline lesion ≥20% at ECE.

• The SOLO studies comprised 1987 randomized patients. 

• The outpatient subgroup described in the current analysis consisted of 792 patients treated in the 
outpatient setting exclusively (392 in the oritavancin arm and 400 in the vancomycin arm). The outpatient 
subgroup accounted for 74% of patients enrolled in the United States after Amendment 2



• Results: 792(oritavancin, 392; vancomycin, 400) received entire 
course of treatment in the outpatient setting. 

• Efficacy response rates at early clinical evaluation and posttherapy 
evaluation were similar (primary composite endpoint at ECE: 80.4% vs 
77.5% for oritavancin and vancomycin, respectively) as was incidence 
of adverse events. Five patients (1.3%) who received oritavancin and 
9 (2.3%) vancomycin patients were subsequently admitted to a 
hospital.

• Conclusions: Oritavancin provides a single-dose alternative to 
multidose vancomycin for treatment of ABSSSI in the outpatient 
setting.



Safety in RCTs

• Safety of oritavancin in the SOLO studies was similar to vancomycin 
(most common AEs were nausea and headache in both arms)

• SAE were 7.4% for oritavancin vs. 7.3% for vancomycin in SOLO I
• SAE were 4.4% for oritavancin vs. 4.6% for vancomycin in SOLO II

Corey GR, et al., N Engl J Med 2014; 370:2180–2190
Corey GR, et al., Clin Infect Dis 2015; 60:254–262
Thomas P Lodise. Et al, Open Forum Infect Dis . 2017 Jan 19;4(1):ofw274

The post hoc analysis shows that a single dose of oritivancin has comparable efficacy outcomes to twice-daily IV 
vancomycin for 7–10 days in patients who were treated in the outpatient setting. 
Oritavancin was generally well tolerated, with lower incidences of hypersensitivity reactions and pruritus relative to 
vancomycin.



• Results
• A total of 9213 patients from two RCTs and four cohort studies were included 

in this meta-analysis. ORI was statistically non-inferior to control agents in all 
efficacy and safety outcomes. Moreover, ORI significantly reduced the 
occurrence of 30-day readmission (RR = 0.42; P = 0.0004) and drug-related 
AEs (RR = 0.78; P = 0.002). In the subgroup analysis, ORI also had a lower rate 
of 30-day ER visits in the outpatient setting (RR = 0.34; P < 0.00001).

• ORI was not inferior to comparators for the treatment of ABSSSIs. Meanwhile, 
it showed advantages in reducing the rate of readmission and drug-related 
AEs. More high-quality and large-scale RCTs are required to further confirm 
the efficacy and safety of ORI. [Trial registration: PROSPERO ID: 
CRD42020201942]

PubMed, Cochrane Library and Embase were searched from database inception 
to 28 July 2020 to identify clinical studies assessing the efficacy and safety of ORI 
and comparator antibiotics for the treatment of ABSSSIs. Primary efficacy 
outcome, investigator-assessed clinical cure, lesion size reduction ≥20%, 
additional post-treatment antibiotics, and 30-day emergency room (ER) visits and 
readmission were assessed as efficacy outcomes. Adverse events (AEs) and 
mortality were assessed as safety outcomes. I2 statistic was calculated for 
heterogeneity, and a fixed-effects or random-effects model was used for 
estimation of the risk ratio (RR).



• In this case series, we describe the characteristics and outcomes of 
ten patients with high-risk skin and soft tissue infections who 
received oritavancin and were discharged from the emergency 
department





Utilizzo di Oritavancina in indicazioni off-label

Lupia T. et al. Life 2023, 13, 959. https://doi.org/10.3390/life13040959



The ability of 2 macrophage cell lines (HL-60; RAW 264.7) to kill archetypal Gram-
positive (Staphylococcus aureus), Gram-negative (Acinetobacter baumannii), and fungal 
(Candida albicans) pathogens was tested following exposure of the macrophages to the 
lipoglycopeptide antibiotic oritavancin. Oritavancin did not affect killing of C. 
albicans but markedly enhanced killing of S. aureus by both macrophages. Oritavancin 
modestly reduced killing of A. baumannii by HL-60 cells but not by RAW 264.7 cells. 
Thus, macrophage killing of microbes remains intact despite substantial intracellular 
accumulation with a lipoglycopeptide antibiotic.



• Methods pH-adjusted broth microdilution assays, intracellular bioaccumulation assays, 
and intracellular killing assays against clinical bloodstream isolates were performed using 
a murine KC line with study agents.

• Results Rifampin and β-lactams exhibited enhanced activity [2- to 16-fold minimum 
inhibitory concentrations (MIC) decrease] at phagolysosomal pH while vancomycin, 
oritavancin, daptomycin and fosfomycin demonstrated reduced activity (2- to 32-fold 
MIC increase in order of least to greatest potency reduction). All agents evaluated had 
poor to modest intracellular to extracellular concentration ratios (0.024–7.8), with 
exceptions of rifampin and oritavancin (intracellular to extracellular ratios of 17.4 and 
78.2, respectively). Finally, we showed that the first-line treatment for SA bacteraemia 
(SAB), vancomycin, performed worse than all other tested antibiotics in eradicating 
intracellular SA at human Cmax concentration (0.20 log cfu decrease), while oritavancin 
performed better than all other agents alone (2.05 versus 1.06–1.36 log cfu decrease).

Objectives We assessed antimicrobial 
activity at phagolysosome-mimicking pH, 
intracellular penetration, and SA eradication 
within Kupffer cells in vitro for clinically 
prescribed antistaphylococcal agents alone 
or in combination: vancomycin, daptomycin, 
ceftaroline, ceftobiprole, oritavancin, 
oxacillin, cefazolin; rifampin and fosfomycin.



Differential antimicrobial activity against intracellular SA 
in Kupffer cells.

Oritavancin exposure resulted in the greatest reduction in cfu
count by 24 h when compared to all other tested agents alone 
(−2.05, P < 0.001 compared to ceftaroline), approaching the 
limit of quantitation (LOQ) of our assay (−2.89). 



Antibiotic MIC fold change in 
phagolysosome-mimicking low-pH 
environment relative to physiological pH.
• MICs were performed according to CLSI 

guidelines, with supplementation of 
Ca2+ to CAMHB to achieve 50 mg/L total 
Ca2+ for daptomycin assays, 
supplementation of 25 mg/L glucose-6-
phosphate for fosfomycin assays and 
0.002% Tween-80 (v/v) for oritavancin
assays. 

• Diamonds indicate the median MIC fold 
change for all tested isolates and control 
strains, with bars representing the range 
of MIC fold change 



• Differential antibiotic
intracellular penetration. 

• Kupffer cells were exposed 
to study agents at human 
Cmax for 24 h: oritavancin 
(25 mg/L), rifampin (18 
mg/L), fosfomycin (29 
mg/L), oxacillin (86 mg/L), 
vancomycin (50 mg/L), 
ceftaroline (22 mg/L), 
cefazolin (188 mg/L), 
ceftobiprole (32 mg/L) or 
daptomycin (57 mg/L). 



• Oritavancin has been shown to 
rapidly penetrate osseous 
tissues in rabbit tibia models 
and drug levels are maintained 
for greater than 168 h. 

• The active ratio of oritavancin in 
bone is still unknown; 

• in this animal model, bone 
penetration, defined as the 
tissue to serum AUC 0-168 ratio 
into bone matrix and bone 
marrow, was 1.7 and 3.1, 
respectively, which is higher 
than that of linezolid, 
vancomycin, teicoplanin, and 
dalbavancin.



• A patient with a prosthetic joint 
infection complicated with 
deep surgical site infection due 
to vancomycin-susceptible 
Enterococcus faecalis. 

• The initial treatment consisted 
of 10 days with daptomycin 
plus ampicillin. The hip 
prosthesis was retained and 
salvaged with six outpatient 
sequential doses of oritavancin
1200 mg every seven days 
without intra-articular irrigation 
or other surgical interventions. 

• The patient was ambulating 
independently without 
symptoms after ten months of 
the last treatment of 
oritavancin.



• This article reviews the occurrence and outcomes of off-label oritavancin
use for the treatment of osteomyelitis as described in case reports. 
Analysis included 23 patients treated for osteomyelitis with single- or 
multiple-dose oritavancin. 

• Overall, clinical cure or improvement was achieved in 87% of patients, and 
adverse events were mild and reported in only two patients. 

• Clinical efficacy was demonstrated in 81.8% of methicillin-resistant 
Staphylococcus aureus (MRSA), 71.4% of methicillin-sensitive S. aureus 
(MSSA), 50% of vancomycin-resistant Enterococcus (VRE), and in the single 
case of Streptococcus pyogenes. 









• Results 134 patients were treated with oritavancin for acute osteomyelitis across 20 different 
Metro Infectious Disease Consultants infusion centers in six states. Of total positive cultures, 
71.9% (92/128) were methicillin-resistant Staphylococcus aureus (MRSA) from deep wounds, 
bone, or joint culture; an additional nine (6.7%) of 134 patients presented with concomitant 
MRSA bacteremia. 

• Oritavancin was administered via intravenous catheter; patients received an initial treatment 
of 1200 mg and then 800 mg weekly thereafter for a total number of doses of four (n = 118) 
or five (n = 16). 118 patients (88.1%) of the baseline 134 patients achieved clinical success at 
the ETE timepoint. 130 patients were available for PTE at 3 months and 6 months. 

• Overall, relapse or persistent infection was diagnosed in 13/134 (9.7%) patients. Nine (6.7%) 
of 134 patients were admitted to the hospital during the follow-up period but none for 
osteomyelitis. Adverse events were reported in five (3.7%) patients including hypoglycemia-
related symptoms (three patients), tachycardia (one patient), and tachycardia with chest pain 
(one patient).

Methods This was a 2-year, multicenter, retrospective, descriptive study of 
patients treated for acute osteomyelitis with weekly doses of oritavancin. End 
of therapy evaluation (ETE) was defined as evaluation at 7–10 days after the last 
dose of oritavancin, and post-therapy assessment (PTE) was at 3 months and 
6 months. At ETE and PTE, patients were interviewed via telephone for clinical 
outcomes, using a standard questionnaire. Electronic medical record review 
was also conducted. 





• Case-1 A 84-year-old man was hospitalized for fever and back lumbar pain since one week, 
with a magnetic resonance imaging (MRI) showing L4 spondylodiscitis. 

• Blood cultures (BC) and surgical drainage were positive for MRSA (strain was resistant to 
penicillin and derivatives, cephalosporins, ciprofoxacin, clindamycin, co-trimoxazole and 
gentamycin) which prompted treatment with vancomycin 25 mg/kg (loading dose) followed by 
15 mg/kg b.i.d. At day 6, vancomycin was replaced by daptomycin (8 mg/kg/daily for 6 weeks) 
for acute kidney failure. One week after stopping daptomycin, the patient developed septic 
shock with BC again positive for MRSA; MRI showed a progression of the abscess with L5 
involvement. Despite surgical drainage and targeted antibiotic treatment with daptomycin 
(8 mg/kg/daily), the fever persisted for>2 weeks and BC remained positive for fve days. 
Therefore, oritavancin (MIC: 0.125 mg/L) was started at a dose of 1200 mg, followed by 800 mg 
every 10 days for 4 total times. The patient was clinically cured and remained asymptomatic 
during 15 months of follow-up. MRI, repeated 6 months after stopping oritavancin, showed 
complete resolution of spondylodiscitis. The Cmin prior each administration of oritavancin
were 2.2, 1.9 and 2.3 mg/L, respectively,>2 times higher than the MIC when adjusting for the 
protein binding. 



• Case-2 A 61-year-old man with osteomyelitis due to diabetic foot involving the right 
III, IV, and V metatarsal bones was hospitalized for fever and worsening of ulcerative 
lesions. BC were positive (4/4 bottles) for MRSA (strain was resistant to penicillins
and derivatives, cephalosporin, ciprofoxacin and co-trimoxazole). The first episode 
was treated with vancomycin 25 mg/kg as loading dose, then 15 mg/kg twice daily, then 
reduced after one week to 750 mg/daily due to kidney impairment (e-GFR 42 ml/min); 
treatment was administered for 4 weeks. Two weeks after stopping vancomycin, the 
patient was hospitalized for fever with BC again positive for MRSA. Daptomycin
(8 mg/kg/ daily) was started and administered for 4 weeks. One month later, the patient 
was hospitalized again for fever and septic shock, with BC again positive for MRSA that 
remained positive for up to 4 days despite initiation of vancomycin (25 mg/kg as loading 
dose, then 750 mg/daily because of e-GFR 46 ml/min). Patient refused amputation of 
the right foot, therefore, after 7 days of vancomycin treatment, oritavancin (MIC: 
0.06 mg/L) was started (dose of 1200 mg every 10 days for 5 times). The patient 
maintained asymptomatic and no clinical relapse was observed during 9 months of 
follow-up; MRI of the right foot showed complete resolution of osteomyelitis foci. The 
Cmin of oritavancin measured prior each administration were 2.1, 2.5, 3.3 and 4.4 mg/L, 
respectively,>5 times higher than the MIC when adjusting for the protein binding. 



We reported a case of a man in his eighties with a late shoulder PJI caused by 
methicillin resistant Staphyloccus epidermidis (MRSE) with contraindications for 
surgical replacement and few oral therapeutic options for a long term 
suppressive antibiotic therapy. The prosthesis was retained, and the patient 
received ten outpatient sequential doses of 1200 mg of oritavancin for 28 
weeks, based on therapeutic drug monitoring (TDM) as a guide for correct 
timing of administration of each dose. 
During oritavancin administration, the patient achieved clinical cure, with 
disappearance of the pain and regaining pre-infection joint mobility, with no 
side effects reported and no further surgery or hospitalization needed. The 
treatment is ongoing as a long-lasting suppressive antimicrobial therapy. 
Oritavancin could represent an excellent solution for treating PJI caused by MR 
organism, especially in patients who need a long-term suppressive therapy. 



• Retrospective, observational study of patients 
diagnosed with acute osteomyelitis 

• Patients received a first dose of 1200 mg 
intravenous (IV) of oritavancin (as Orbativ , 
Melinta Therapeutics) followed by 800 mg IV on 
day 8 or IV daptomycin daily 6–8 mg/kg based 
on ideal body weight or adjusted body weight if 
obese, renally dose adjusted, and for 4–6weeks.



• Results:
• Consecutive outpatients (n = 

150) with acute osteomyelitis 
who were treated with 
oritavancin or daptomycin (1:1) 
following extensive surgical 
debridement were identified. 

• Compared to oritavancin, 
patients prescribed daptomycin 
had higher rates of all-cause 
readmission [odds ratio (OR) 
2.89; p < 0.001], more infection-
related readmission (OR 3.19; p 
< 0.001), and greater likelihood 
of receiving antibiotics post-
discontinuation of initial therapy
(OR 2.13; p < 0.001). Repeat 
surgical debridement was 
required for 68.0% with 
daptomycin vs. 23.1% with 
oritavancin (p < 0.001).

Conclusions: Oritavancin demonstrated a significantly higher 
rate of clinical success compared to daptomycin, with lower all-
cause and infection-related readmissions, reduced need for 
repeat surgical debridement, and fewer additional antibiotic 
requirements.



• We report the case of a 48-year-old male 
with hematological malignancy and graft 
failure post hematopoietic stem cell 
transplantation complicated by dialysis-
dependent acute kidney injury and recurrent 
neutropenic fevers due to vancomycin-
resistant Enterococcus faecium (VREf) 
bacteremia. 

• Despite central line changes and strict 
aseptic precautions, the bacteremia 
returned, showing resistance to daptomycin 
and linezolid after the second recurrence. As 
a final effort, using limited clinical data and 
in vitro studies, we utilized oritavancin off-
label as salvage therapy for refractory VREf
bacteremia, with subsequent clearance of 
blood cultures.

The patient was given intravenous oritavancin at 1200 mg 
every 48 hours (total of three doses), with a single dose of 
gentamycin at 3 mg/kg. Blood cultures eventually cleared on 
day +97 and remained negative. Weekly oritavancin was 
continued at 1,200 mg through day +128. Unfortunately, 
despite clearance of bacteremia, a repeat bone marrow biopsy 
on day +125 revealed ongoing primary graft failure 



• Methods: Retrospective chart review of adult PWID who received at least one dose of oritavancin
for a gram-positive infection between 1/1/17 and 6/30/19 at a large safety net hospital. 

• Results: 23 PWID received 24 courses of at least one dose of oritavancin for a gram-positive 
infection; 16 were experiencing homelessness at the time of diagnosis. 

• MRSA was the most common infecting pathogen and bone or joint the most frequent infection 
site. 

• 19 encounters resulted in clinical cure, including 5 whose conditions improved despite non-
adherence to their prescribed regimen. Three patients experienced a non-favorable outcome. 
Two patients experienced mild adverse drug reactions that did not interfere with therapy; no 
patients died while on therapy. 

• Conclusion: Oritavancin may be a clinically effective treatment option for the management of 
complicated gram-positive infections in PWID and patients experiencing homelessness. Further 
studies should be performed to validate these results



35-year-old man, who was addicted to heroin intravenously
Fever and dyspnoea. Blood tests documented leukocytosis and increased levels of inflammatory 
markers, such as C-reactive protein. A chest X-ray showed lung consolidation with ground glass 
opacities, and blood cultures were positive for Enterococcus faecium resistant to ampicillin, high-
level resistant to gentamicin, and susceptible to glycopeptides and oxazolidinones. Vancomycin 
therapy was promptly initiated, and a transthoracic echocardiographic examination revealed 
pedunculated and strongly mobile vegetation of the tricuspid valve, 0.6 × 0.5 cm in diameter, 
causing double jet valve insufficiency with a Coandă effect (i.e. blood flow adhering to the atrial 
wall) which was estimated to be moderate. The findings were confirmed by transoesophageal
echocardiography. 
A total body computed tomography scan revealed numerous pulmonary nodules suggestive of 
septic emboli and the presence of a left coxofemoral joint effusion suggestive of septic arthritis. 
Finally, due to reported breast pain, an ultrasound examination of skin and soft tissue was 
performed, which showed the presence of a septic collection in the left mammary gland, 
interpreted as further embolic-septic localization.
Forty-eight hours after the start of vancomycin therapy, control blood cultures were negative, and 
therapy was continued for 4 weeks, during which the patient experienced significant improvement 
in clinical symptoms, stable defervescence, and a reduction in inflammatory markers. No surgical 
procedure involving drainage of the septic collections was performed.



Age Gender Organi
sm Diagnosis Inpatient Antibiotic Doses of 

Oritavancin
Vanco 

MIC Adverse Reaction Cure

1 44 M MSSA MV Endocarditis Cefazolin 4 2 None Yes

2 30 M MRSA TV Endocarditis Vancomycin/Ceftaroline*
* 1 2 None ND

3 24 F MRSA MV Endocarditis with 
embolization Daptomycin 1 2 Eosinophilia/Anap

hylaxis Yes

4 36 M GAS/GF
S

TV Endocarditis / Skin 
Abscesses Cefazolin 4 NR None Yes

5 32 F MSSA TV Endocarditis with 
embolization Cefazolin/Vancomycin** 1 2 None ND

Terrero Salcedo DA, et al. Ann Case Rep: ACRT-202. DOI: 10.29011/2574-7754/100102

adult PWID



• Methods We conducted a retrospective cohort study 
evaluating adult patients admitted to University of Colorado 
Hospital from March 2016 to January 2022 who received ≥ 1 
oritavancin dose for treatment of Gram-positive BSI. 

• Patients were excluded if the index culture was drawn at an 
outside facility or were > 89 years of age. 

• The primary outcome was a 90-day composite failure 
(clinical or microbiological failure) in those with 90-day 
follow-up. Secondary outcomes included individual 
components of the primary outcome, acute kidney injury 
(AKI), infusion-related reactions (IRR), and institutional cost 
avoidance. 



• Results Overall, 72 patients were included. Mean ±
SD age was 54 ± 16 years, 61% were male, and 10% 
had IE. Organisms most commonly causing BSI were 
Staphylococcus aureus (68%, 17% methicillin-
resistant), followed by Streptococcus spp. (26%), and 
Enterococcus spp. (10%). 

• Patients received standard-of-care antibiotics before 
oritavancin for a median (IQR) of 11 (5–17) days. 
Composite failure in the clinically evaluable 
population (n = 64) at 90-days occurred in 14% and 
was composed of clinical and microbiological failure, 
which occurred in 14% and 5% of patients, 
respectively. Three patients (4%) experienced AKI after 
oritavancin, and two (3%) experienced an IRR. 

• Oritavancin utilization resulted in earlier discharge for 
94% of patients corresponding to an institutional 
cost-avoidance of $3,055,804 (mean $44,938/patient) 
from 1,102 hospital days saved (mean 16 
days/patient).

Conclusions The use of oritavancin may be an effective 
sequential therapy for Gram-positive BSI to facilitate early 
discharge resulting in institutional cost avoidance. 



• We extracted data concerning clinical response, bacteriologic response, 
mortality and adverse events (AEs). 

• From the 16 included papers, 301 cases of treatment with multidose ORIs 
were identified. 

• Multidose regimens comprised an initial ORI dose of 1200 mg followed by 
1200 mg or 800 mg subsequent doses with a varying total number and 
frequency of reinfusions. 

• The most often treated infections and isolates were osteomyelitis (148; 
54.4%), ABSSSI (35; 12.9%) and cellulitis (14; 5.1%); and MRSA (121), MSSA 
(66), CoNS (17), E. faecalis (13) and E. faecium (12), respectively. 

• Clinical cure and improvement by multidose ORI regimens were observed in 
85% (231/272) and 8% (22/272) patients, respectively. 

• Multidose ORI was safe and well tolerated; the most frequent AEs were 
infusion-related reactions and hypoglycemia.



• Results: The most common indication for oritavancin at our institution was 
osteomyelitis, followed by ABSSI. Other indications were vertebral infection, 
hardware-associated infection, bacteraemia and infective endocarditis. 

• 14% (13/95) of patients developed an adverse reaction to oritavancin during the 
study period. 

• Cure with no recurrence up to 1 year after the last dose of oritavancin was 
achieved in 74% (53/71) of patients, and the treatment failure rate was 19% 
(14/71 patients).

• Objectives: This study describes 
the clinical outcomes and adverse 
reactions related to oritavancin. 

• Retrospective study conducted 
over a 5 year period

• 95 adult patients were included in 
this study and were followed for 1 
year after the last dose of 
oritavancin
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     antonio.cascio03@unipa.it
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