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technol ogies identified through the Austr

From the Chaitir 0:¢s

/ \ Dear Colleagues

In This Issue... In August, HealthPACT held its first literature suggests no benefit
meeting to discuss the way forward agompared with other therapies and in
a subcommittee of the Clinical. Some circumstances may result in

ALl R Gl e Al Technical and Ethical Principal poorer outcomes were presented.

treatment of patients with fasciotonfy

WOUNGS....oveoeeeeeee e 2 Committee (CTEPC). A work plan This is a possible area that
- . to be submitted through CTEPC to HealthPACT is considering in a
Singlencision laparoscopic for t he Australian fueurg warkiplan.Mi ni st er s 6

patients requiring cholecystectofy Advisory Council (AHMAC) will be

This issue of the newsletter visits or

The Novalung: A pumpless prepared by the end of the year. " . _ i
extracorporeal lung assist systefn HealthPACT will take a more active '€V1S!tS technologlgs now being
Other new and emeraing technolodes role in setting priorities for topics and trialled in the Australian settings.
................................ 6] is encouraging jurisdictions to submitl.  Ultrasound ablation of uterine
topics of interest/importance for fibroids
\ / consideration. HealthPACT through 2, Single incision laparoscopy in
the Chair will now report directly to cholecystectomy
CTEPC.

3.  Venovenous extra corporeal
support for patients with
respiratory distres® this
technology has diffused with
the HiN: influenza season and
may have saved many lives.

In association with the Victorian
Department of Health, a workshop
on Health Technology Disinvestment
sponsored by Southern Health was
held in August. This workshop
coincided with the HealthPACT
Department of Health and Ageing meeting held in Melbourne and some
members took the opportunity to
attend this workshop. Case studies of
health technologies where the

Australian Government

Professor Brendon Kearney
Chair, HealthPACT
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Dynamic wound closure for the treatment of patier
with fasciotomy wounds and infected sternal woun

For most wounds, the normal wound healing process proceskils defects or defects that exhibit excessive tension, ade

spontaneously without the need for anything more thamd customised tensile strength, elasticity, and durability o

conservative management. However, some wounidd,range of motion (Taylor et al. 2003).

particularly large or infected wounds, do not heal

spontaneously and require treatment in order to achieve full THE EVIDENCE

closure. Dynamic wound closure is a technique that can_be . :
our case series reported on the use of dynamic would clo

used to treat such wounds and to date has been use

on
infected sternal wounds and fasciotomy wounds.

or full details of all studies please access the full summal
theHS web site

HOW IT WORKS Singh et al (2008) described the use of dynamic wound clc

The ABR& Dynamic Wound Closure System is composedf8f j[he trea.ltment of decompressive Igg fasciotomy wqur
Ellglrlgle patients (n=11) were treated in a combat hospita

adhesive anchors and elastic silicone cords called elastolm d had i di q  the |
(Price et al. 2007Anchors are placed on the skin on eitherad and hadimpencing compartment syndrome of the leg

side of the wound and, depending on the wound type, attacrl%gnt f?slczntfmydfor. compalrtment ?yrr]]drc:me cl)f the c:'
either with adhesive textile strips or small slits in theccessiul delayed primary closure of the lateral woun

: . . 0
surrounding healthy skin. Elastomers are then conne&gﬁ'evted n '10d0f themlll( patlentk§ (91ﬁ)’v?/nd r(;onle of
between each pair of anchors and laced across the woundp'?'ﬂ%n S required a sphickness skin graft. Wound closur

elastomers are then tightened every 3 to 4 days, which pYé%gs_a(_:hlfved mdan gverage Of_2'6 gays (Fﬁngey:), with
constant tension on the tissues, until complete wound cIo%ﬁ’e Initial -woun s;ze. averaging q ZC;n (rangﬁ em).
is achieved. A number of potential advantages of dela&gattreat.ment wound size avergge N cm (raigend.

. ne patient subsequently required bilateral above the |
wound closure over conventional methods of wound )
management have been identified, including versatile %Wgutatmn.
straightforward bedside application, the ability to close large Continued over page.
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Health Technology disinvestment: tests, drugs, clinical practice

On 27 August 2009, a workshop was held at the Royal Australasian College of Sur
to consider 6di sinvestment® in heal!
Southern Health, in conjunction with the Victorian Department of Health, as a part
the Sustainability in Healthcare by Allocating Resources Effectively (SHARE) Prog
The aim of the workshop, the first of its kind in Australia, was to investigate ¢
consider removing outdated or ineffective practices and health technologies 1
health services.

Presentations from the University Adelaide(on disinvestment from a policy
perspective), the Centre of Health Economics at Monash University (a he
economics perspective on disinvestment) and Southern Health (offering a local h
service perspective on work accomplished as part of the SHARE program). Sou
Health's disinvestment example, based on its Therapeutics Equivalence Progran
well received and demonstrated how disinvestment can impact on change in local |
and resource reallocation.

The workshop was very successful and attracted almost 80 participants from across Australia and New Zealand. Gc
health services, academic and research groups, professional associations and consumers were all representederfFeed
positive with some consideration of hosting an annual event on disinvestment. A report of the workshop, along thi¢h slid
presentation, will be available shortly.

For further information about the SHARE Program, please contact Dr Claire Harris on phone 03 9594 7576 ol
claire.harris@med.monash.edu.au

2. Issue 120ctober 2009


http://www.horizonscanning.gov.au/
mailto:claire.harris@med.monash.edu.au

< ANZHSN Bulletin

U NEws FLASH

Members of Healt hPACT recently

Hospitalds new MRI gui ded focu
MRgFUS offers women a nimvasive and uterine conserving option

for the treatment of symptomatic uterine fibroids. The treatmen
involves no incision and no hospitalisation and most women are able
return to normal activity within2ldays. MRgFUS was identified by

horizon scanning iay 200and was a technology of great interest to
HealthPACT members. Leasing and recurrent operating costs for t
system is partially offset by funding provided by the New Technoloc
Program via the Victorian Department of Health. As of August 2009,
total of 14 treatments have been conducted, with all bar one patie
reporting a positive outcome. Currently the Royal is committed t

o treating Victorian women. Other jurisdictions, however, are watchin
Dr Andrew Dobrotwir, Clinical Di thecresultsof thHis tialowithsinteeesst, tebpecifly as th&otechmélagy-m
explaining the function of the MRgFUS to HealthPACT members 1y 5\ other applications including the treatment of breast tumours.
Photo used with permission from the Royal Womendéds Hospital, Victoria

Dynamic wound closure for the treatment of patients with
fasciotomy wounds and infected sternal wounds

Continued from page 2

The largest case series study conducted by Reimer et al (2008) FUTURE STEPS

evaluated the use of dynamic wound closure for theappears that dynamic wound closure is a feasible, potent
management of open abdominal wounds. A total of 2fective and cosmetically acceptable treatment for pati
patients treated for open abdomens that could not be primayilsh fasciotomy wounds and infected sternal wounds, but
closed more than 7 days after the cause for primary surg;{mg.term safety and efficacy of this procedure are yet to
intervention had resolved were included. The primasytablished. Considering its ease of use and potential diffu
pathology of the included patients was trauma (n=8)ealthPACT have recommended that this technology
cardiovascular (n=5), gastrointestinal (n=10) and abdomimahnitored for further information in -t@onths time.
compartment syndrome (ACS) (n=4). The average time
between creation of the open abdomen and application of the
device was 18 days. Successful delayed primary closure of
wounds was achieved in 14 of the 23 patients (61%). Complete
wound closure was achieved in all trauma and ACS patients,
40% of cardiovascular (2/5) and gastrointestinal (4/1
patients. In those patients who achieved successful wo
closure, the device was applied for an average of 40 day
the 9 patients in whom complete wound closure was n
achieved, the wound area decreased by an average of
during the treatment period. A number of factors wer
strongly associated with a lower likelihood of wound closu
prolonged treatment with ABRA and gastrointestinal disea
The rate of hernia formation was reported to be 26% (6/23),
while the rate of enterocutaneous fistulisation was 9% (2/23).

Written by Prema Thavaneswaran (ASERNIFS)
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Singleincision laparoscopic for patients requiring
cholecystectomy

Cholecystectomy, the surgical removal of the gallbladder, is the
main treatment for symptomatic gallstones. When surgery is
not immediately feasible, small stones may be dissolved
through ingestion of bile acid. For critically ill patients,
drainage of pus from the gallbladder may be used to stabilise
the patient before cholecystectomy is performed (Heuman et al
2006).

HOW IT WORKS

Conventional laparoscopic (keyhole) surgery typically uses three
or four small incisions to allow the insertion of operating ports
through which a camera and instruments are fed (Keus et al
2009). Using the recently developed singigion Xray of organs during a laparoscopic cholecystectomy.

. . . Photo courtesy of Wikimedia Commons
laparoscopic cholecystectomy technique the gallbladder is
removed through the belly button (umbilicus). This technicggimated blood loss. There was no significant differe
aims to provide the benefits of NOTES, such as fewegtween the mean length of hospital stay for both groups (
incisions and less visible scarring, without requiring additiéh@l vs 1 + 0.51 days;0.81). No biliary injuries or major
specialist training beyond that required for standdrdstoperative complications occurred in any patients. T

laparoscopic cholecystectomy (Hodgett et al 2009). patients in the LESS group required extendedopesitive
stays for pain control, and one patient in the LESS grc
THE EVIDENCE required catheter insertion for urinary retention. There were

One nonrandomised prospective comparative Stua;ported complications in the conventional rmdision

compared singlecision laparoscopic cholecystectomy witgParoscopic cholecystectomy.

conventional muHport, multiincision laparoscopic FUTURE STEPS
cholecystectomy (Hodgett et al 2009). The most recent

caseseries, published in the last two years, with the lardéwre is insufficient comparative evidence currently availab
patient cohorts (n O 20), esiblisheany substantial elivi¢alu keretits of wHogiem e
summary, details of which may be accessed kia theb site laparoscopic cholocystectomy over the conventiol

Hodgett et al (2009) performed siigtision laparoscopic laparoscopic technique. Given the fact that a number of 1

cholecystectomy on 29 consecutive patients, 76% had Ch[r&[ﬂgomlsed studies are currently being conducted

cholecystitis. The concurrent comparative group consisteti'gglemc's'on Iaga:josc;oplch'chole(;]ys.tectortr:y, HeglthPC,IM
28 patients who underwent conventional samdigion ave recommended that this technique be monitore

. : further developments and reassessednmohths.
laparoscopic cholecystectomy. Sexeuatypercent of patients u op
in this group had chronic cholecystitis. The same surgeon
performed all operations for both groups. There were no
significant differences between the groups in terms of age, s?
body mass index, or gallbladder pathology. Two patie REFERENCES \
undergomg LESS ChOIeCySteCtomy reql'“red placement 1. Heuman DM, Mihas AA, Allen J, Cuschieri A. Cholelithiasis. eMedicine Lgst
additional trocars away from the umbilicus to facilital Updated 2006ttp:/emedicine.medscape.com/article/17566@rview
. . . [Accessed July 2009]
exposure and none of the patients required conversion to _
. i . 1 2. Hodgett SE, Hernandez JM, Morton CA, Ross SB, Albrink M, RosemurgyAS.
open operation. The mean operative time was 74 + 1 Laparoendoscopic single site (LESS) cholecystett@astrointest S0Q9;13
. 2):188192.
minutes for the LESS cholecystectomy compared to 71 + 1 =
. . . 3. Keus F, Gooszen HG, Van Laarhoven CJHM. Systematic review: open, gmall
minutes for the conventional laparoscopic cholecystecto incision or laparoscopic cholecystectomy for symptomatic cholecystolithigsis.
(p =0.46). All patients in both groups had less than 100 cc KA"me”t Pharmacol Z0e9294):35%78.

Written by Karen Humphreys (ASERNIRS)

4. Issue 120ctober 2009


http://www.horizonscanning.gov.au/
http://emedicine.medscape.com/article/175667-overview

