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ACTICOAT?® Antimicrobial Barrier Dressings S.N

Role in infection control protocols and antimicrobial stewardship
Effective antiseptics, such as ACTICOAT Dressings, can be used to minimise transmission of
antibiotic-resistant organisms as part of institutional infection control procedures.!

Appropriate early use and stewardship on local wound infections, as part of local infection
management procedures, can help to reduce the need for systemic antibiotic therapy.!

Consensus recommendations advocate appropriate use of silver dressings to manage local
infections and help to reserve antibiotics for cases where infection spreads or becomes systemic.!
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Woodmansey EJ and Roberts CD. Int Wound J. 2018;15:1025-1032.
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ACTICOAT® Antimicrobial Barrier Dressings

Substantial evidence base

Intended use and indications

ACTICOAT? 3 Antimicrobial Barrier Dressing and

ACTICOAT? 7 Antimicrobial Barrier Dressing can be used
over partial and full thickness wounds such as pressure ulcers,
venous ulcers, diabetic ulcers, burns, and recipient graft sites.

ACTICOAT ° FLEX 3 Antimicrobial Barrier Dressing and
ACTICOAT ° FLEX 7 Antimicrobial Barrier Dressing are
indicated for use over partial and full thickness wounds such as
burns, recipient graft sites, surgical sites, pressure ulcers,
venous ulcers and diabetic ulcers.

ACTICOAT 3 Antimicrobial Barrier Dressing, ACTICOAT 7
Antimicrobial Barrier Dressing, ACTICOAT ©¢ FLEX 3
Antimicrobial Barrier Dressing and ACTICOAT © FLEX 7
Antimicrobial Barrier Dressing may all be used on infected
wounds where the infection should be inspected and treated as
per local clinical protocol. They may all be slit and used as a
wound contact layer in combination with NPWT for a period of
up to 3 days.
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Evidence pyramid

Level 1: Randomised controlled trials,
26 systematic reviews and meta-analyses

13 Level 2:

Prospective observational
comparative studies

/ 1 2 \ Level

3: Retrospective observational
comparative studies

22 Level 4: Case series

(prospective and retrospective)

[\

Level 5: Case reports, letters to the editor,
expert opinions

Information correct up to: 30 March 2020

The evidence compendium also includes eight more
published studies (eg, cost analyses and preclinical
studies) that are classified as ‘other’.

This evidence compendium contains a summary of the most
relevant publications about ACTICOAT Dressings, and may
not include all publications due to the volume of studies.
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Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Gravante G, et al. Ann Level 1
Plastic Surgery. (meta-
2009;63(2):201-204.6 analysis)
Nherera L, et al. Burns. Level 1
2017;43(5):939-948.> (meta-
analysis)
Gee Kee EL, et al. Burns. Level 1

2015:41(5):946-955.7

Meta-analysis of five RCTs
285 patients (105 ACTICOAT?® Dressing and
180 silver nitrate and SSD)

Systematic literature review and meta-
analysis

Superficial and deep partial thickness burns
ACTICOAT?® Dressing, SSD and silver nitrate
8 studies versus SSD (n=1,391)

1 study versus silver nitrate (n=30)

RCT

Paediatric medium size acute partial

thickness burns

ACTICOAT Dressing versus ACTICOAT

Dressing with Mepitel™ versus Mepilex™ Ag

+ 31 patients with ACTICOAT Dressing

» 32 patients with ACTICOAT Dressing with
Mepitel™

» 33 patients with Mepilex™ Ag

ACTICOAT Dressing patients experienced less pain during dressing
change than with the other silver formulations (p<0.0001).
Patients treated with ACTICOAT Dressing had a significantly lower
incidence of infection than those treated with older silver
formulations (9.5 vs 27.8% patients; p<0.001).

60% reduction in need for surgical procedures with ACTICOAT
Dressing versus SSD (p=0.00001) potentially due to reduced
infection incidence and shorter time for epithelialisation.

LOS was 4.74 days shorter with a 79% reduction in infection rate
using ACTICOAT Dressing versus SSD (both p<0.005).

No infections were detected during the study.

Adjusting for depth, ACTICOAT Dressing significantly increased the
expected days to full re-epithelialisation by 40% (IRR=1.40; 95%
CI: 1.14-1.73, p<0.01) and ACTICOAT Dressing with Mepitel™
significantly increased the expected days to full re-epithelialisation
by 33% (IRR=1.33; 95% CI: 1.08-1.63, p=0.01) compared with
Mepilex™ Ag.

Nursing staff rated ACTICOAT Dressing with Mepitel™ and
Mepilex™ Ag the easiest to remove from both hands or feet and
flat surfaces.

ACTICOAT Dressing with Mepitel™ was rated as the easiest to
apply to hands or feet and flat surfaces.
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Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Huang Y, et al. Burns. Level 1 RCT Bacterial clearance rates on days 6 and 12 after application of treatment for
2007;33(2):161-166.8 166 wounds (98 patients) ACTICOAT Dressing patients were significantly higher than SSD patients
v Mean burn size 54.2% TBSA (p<0.05).
ﬁ? ACTICOAT Dressing and SSD Clearance rates were 16.7% (day 6) and 26.7% (day 12) for the ACTICOAT
Dressing group in contrast with 11.5% and 19.2%, respectively, for SSD.
Healing time was 3.35 days shorter with ACTICOAT Dressing versus SSD
(12.42 vs 15.79 days).
Hyland EJ, et al. Int J Level 1 RCT More infections were reported with BIOBRANE Dressing than ACTICOAT
Burns Trauma. Paediatric mid-dermal burns (=1% TBSA) Dressing (6 vs 1 child; p=0.057).
2018;8(3):63-67.° ACTICOAT Dressing versus BIOBRANE® Healing time was shorter with BIOBRANE Dressing than ACTICOAT Dressing,
Dressing but this was not significant (19 vs 26.5 days; p=NS).
10 patients per group Median number of dressing changes was similar with ACTICOAT Dressing and
BIOBRANE Dressing (5.0 vs 5.5; p=NS).
Fewer children in the ACTICOAT Dressing group had a positive swab result
than in the BIOBRANE Dressing group (4 vs 7; p=NS).
Muangman P, et al. J Level 1 RCT Fewer ACTICOAT Dressing patients developed wound colonisation (64 vs
Med Assoc Thai. Partial thickness burns (<25% TBSA) 88%) or a wound infection (12 vs 16%) compared with SSD.
2006;89(7):953-958.10 50 patients (25 ACTICOAT Dressing; 25 Mean pain score with ACTICOAT Dressing was lower than SSD (4 vs 5).
SSD 1%)
Muganza A, et al. Level 1 RCT ACTICOAT Dressing had higher healing rates than SSD (81.6 vs 78.7%:;
Global Journal of Partial thickness burns (>10% to <40%) p=NS), particularly in paediatrics (86.6 vs 68.4%; NNT of 6).
Human-Social Science. ACTICOAT Dressing with BIOBRANE Overall, median LOS was longer with BIOBRANE Dressing than with ACTICOAT
2014;14(6):1-12.11 Dressing and MELOLIN® Dressing vs SSD Dressing (18 vs 17 days; p=NS), but was shorter in both the adult and
ACTICOAT Dressing with BIOBRANE paediatric subgroups (16 vs 17 days; 19 vs 20 days, respectively; p=NS).
Dressing, n=49 (paediatrics n=26) Median dressing changes were lower for ACTICOAT Dressing with BIOBRANE
Standard dressing, n=47 Dressing in adults (p=0.0003) and paediatrics (p=0.039).
(paediatrics n=19) The authors recommended use of ACTICOAT Dressing with BIOBRANE
Dressing in a paediatric setting and adapted their standard of care.
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Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Palombo M, et al. Burns. Level 1 RCT Bacterial cultures were negative in the ACTICOAT Dressing group and
2011;37:58-59.12 « 17 patients with deep second degree were positive in 5 patients in the control group.
or full thickness burns Optimal wound-bed preparation in 8 patients with only escharectomy;
+ ACTICOAT® FLEX 3 Dressing versus good graft-take (from 75 to 100%) in the remaining 9 patients,
paraffin gauze used either after: including those treated with Matriderm®.
- Escharectomy (n=8) The authors stated that ACTICOAT FLEX 3 Dressing had an excellent
- Escharectomy and split-thickness bactericidal effect and extended the advantages to partial thickness
skin graft and Matriderm® (n=6) burns and grafts.
- Full thickness burns (n=3)
Silver GM, et al. J Burn Level 1 « RCT No differences in wound healing endpoints.
Care Res. « 20 burns requiring meshed autografts Reduction in the frequency of dressing change with ACTICOAT Dressing
2007;28(5):715-719.13 « Mean TBSA 17.9% versus Sulfamylon®-soaked EXU-DRY Dressing (3 vs 4; p=0.01).
+ ACTICOAT?® Dressing versus Ease of application and nurse satisfaction were greater with ACTICOAT
Sulfamylon®-soaked EXU-DRY Dressing Dressing than with Sulfamylon®-soaked EXU-DRY Dressing.
Tredget EE, et al. J Burn Level 1 « RCT Burn wound sepsis in 5 of 25 biopsies for ACTICOAT Dressing compared
Care Rehabil. + 30 patients (2 burns each) with 16 of 25 biopsies for silver nitrate.
1998;19(6):531-537.14 « Mean TBSA 27.7% with total full Secondary bacteraemia arising from infected wounds was less frequent
thickness injury of 19.5% with ACTICOAT Dressing than silver nitrate (1 vs 5; 17 wounds per
» ACTICOAT Dressing versus gauze group).
dressings with 0.5% silver nitrate ACTICOAT Dressing was less painful on removal; mean VAS pain score
was 2.6 for ACTICOAT Dressing and 3.9 for silver nitrate (p<0.05).
Varas RP, et al. J Burn Level 1 « RCT Less pain associated with dressing changes for ACTICOAT Dressing
Care Rehabil. » Partial thickness burns compared with SSD (mean pain score: 3.2 for ACTICOAT Dressing vs
2005;26(4):344-347.1> » Mean TBSA 14.6% 7.9 for SSD; p<0.0001).

» ACTICOAT Dressing versus SSD
» 14 patients (two burns each)
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Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Verbelen J, et al. Level 1 « RCT Mean healing time was similar with ACTICOAT Dressing and Aquacel™
Burns. 2014;40(3):416- « Partial thickness burns (<40% TBSA) Ag (16.1 vs 15.1 days; p=NS).
427.16 + ACTICOAT? Dressing versus Aquacel™ Ag S. aureus contamination worsened in the ACTICOAT Dressing group
« 50 patients in each group (p=0.002) and Aquacel™ Ag group (p=0.038).
No statistically significant differences in the number of signs of infection
observed or worst signs of infection observed.

Median complete wound healing time was 16 days with BIOBRANE
Dressing and BIOBRANE Dressing + autologous cell suspension group

A

Wood F, et al. Burns. Level 1 « RCT
2012;38(6):830-839.17 + Paediatric scalds

ACTICOAT Dressing with INTRASITE®
Dressing and DuoDERM™ (standard
treatment; n=4) versus BIOBRANE?®

Dressing (n=4) and BIOBRANE Dressing
with autologous cell suspension (n=5)

Median total TBSA of 4%

versus 36.5 days for ACTICOAT Dressing + INTRASITE Dressing +

DuoDERM™.

Healing rates at days 10 and 21, respectively, were:

* 95% and 100% for BIOBRANE Dressing + autologous cell suspension.

+ 83.2% and 97.7% for BIOBRANE Dressing.

« 71.2% and 90.1% for ACTICOAT Dressing + INTRASITE Dressing +
DuoDERM™.

Median number of dressing changes was 12.5 for ACTICOAT Dressing +

INTRASITE Dressing + DuoDERM™, 7 for BIOBRANE Dressing and 5 for

BIOBRANE Dressing + autologous cell suspension.

Frear C, et al. BJS Level 1 « RCT Median time to re-epithelialization was 10 days in the standard
Society « Paediatric acute thermal burns treatment group and 8 days in the NPWT group. Reduction in re-
https://doi.org/10.100 « ACTICOAT Dressings with MEPITEL epithelialization by 22%.
2/bjs.11993 78 Dressings (standard treatment; n= 54 ) No differences in pain and itch between the 2 groups
2020; 14 September versus ACTICOAT Dressings with MEPITEL Mean perfusion was higher in the NPWT group.

dressings and RENASYS NPWT; n=47) The risk of referral to scar management was reduced by 60% in the

« <5% TBSA NPWT group
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Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Argirova M, et al. Book
chapter: Skin Grafts-
Indications, Applications
and Current Research.
2011:237-264.18

Demling RH, et al.
Burns. 2002;28(3):264-
266.19

Peters DA, et al. J Burn
Care Res. 2006;27:198-
201.20 oy

Cuttle L, et al. Burns.
2007;33:701-707.2t

Level 2

Level 2

Level 2

Level 3

Prospective cohort

Paediatric burns (78 superficial burns, 19
deep burns, 5 excised burns, 5 autografts, 5
donor sites)

Mean TBSA of 7.89%

ACTICOAT Dressing/ACTICOAT® FLEX 3
Dressing/ACTICOAT® FLEX 7 Dressing
(n=68) versus SSD (n=43)

Cohort study

20 patients with meshed skin grafts (2
wounds, each one received different
treatment)

Deep burns (15-40% TBSA)

ACTICOAT?® Dressing versus gauze dressings
moistened with an antimicrobial solution
(neomycin and polymyxin)

Cohort study

Medium-sized paediatric burns (>20%
TBSA)

30 prospective ACTICOAT Dressing
patients with 73 matched historical
controls (SSD)

Cohort study

Partial- or full-thickness burns (<20%
TBSA)

ACTICOAT Dressing versus Silvazine™

328 paediatric patients treated with
Silvazine™ between January 2000 and June
2001 compared with 241 patients treated
with ACTICOAT Dressing between July 2002
and Tulv 2003

97% of children had no bacterial growth until end of treatment.
ACTICOAT Dressing and ACTICOAT FLEX Dressing were effective for
superficial, deep and excised burns, autografts and donor sites.

In superficial burns, mean epithelialisation time was 12.98 days, second
(IIA) degree burns epithelialized within 5-6 days.

The authors considered ACTICOAT Dressing to be highly efficient for
application in superficial burns or second (IIA and IIB) degree, pre-
surgical treatment of patients, prophylaxis and treatment of infection in
burns, treatment of donor sites, excised sites and autografts.

Significant increase in the re-epithelialisation rate for the

ACTICOAT Dressing group at day 4 and day 7.

40% increase in the rate of re-epithelialisation for the ACTICOAT
Dressing group; at the end of 7 days.

All wounds were closed in the ACTICOAT Dressing group in contrast with
55% (£10%) for the antibiotic solution.

Mean numbers of debridement/graft procedures were lower for
ACTICOAT compared with SSD (0.3+0.466 vs 0.54+0.650; p=0.03).
Mean LOS was 13 days less in the ACTICOAT Dressing group
compared with SSD (0.83 vs 13.85 days; p<0.001).

There were significantly fewer complications with ACTICOAT
Dressing than with SSD (p=0.035).

Only one patient in each group had positive blood cultures.

For patients not requiring grafting, the time to re-epithelialisation was
significantly shorter for ACTICOAT Dressing than Silvazine™ (p=0.047).
Mean re-epithelialisation time was 3.4 days shorter with ACTICOAT
Dressing than Silvazine™ (14.9 vs 18.3 days).

Percentage of children requiring grafting was significantly less in the
ACTICOAT Dressing group versus Silvazine™ (15.4 vs 25.6%;
p=0.001).



Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Fong J, et al. Burns. Level 3 « Cohort study A reduction in the incidence of burn wound cellulitis for
2005;31(5):562-567.22 « Burns (superficial to deep partial thickness) ACTICOAT Dressing compared with Silvazine™ (10.5 vs
*+ Mean TBSA 9.0-9.5% 55.0%).
* Audit comparing ACTICOAT® Dressing (19 Antibiotic usage was reduced with ACTICOAT Dressing
patients) with Silvazine™ (51 patients) compared with Silvazine™ (5.2 vs 57.0%).
Mean LOS was 4.75 days shorter with ACTICOAT Dressings than
with Silvazine™ (12.50 vs 17.25 days).
Glik J, et al. Int Wound J. Level 3 » Retrospective case series The number of sepsis cases decreased from 60 in 2014 to 46 in
2018;15(3):344-349.3 « Burns (unspecified) 2016, with a decrease in cases caused by P. aeruginosa (12
+ Mean TBSA was 18.4% cases in 2014 and 1 case in 2016).
» Silver dressings (ACTICOAT?® Dressing/ Mortality rate decreased: 5.7 cases in 2014 and 4.9 cases in
ACTICOAT® FLEX 3 Dressing) and antiseptics 2016.
versus antibiotics and antimycotics (n=2,000) Sensitivity to most antibiotics used to treat P. aeruginosa
« Implementation of a new management strategy infections increased in 2016.
Strand O, et al. Ann Level 3 » Retrospective case review Significant reductions in LOS (from 12.5 in 2001 to 4.5 days in
Burns Fire Disasters. « Paediatric burns (mostly water and flames) 2007; p<0.001).
2010;23(4):182-185.23 « Mean TBSA % was 5.74 to 5.97% Reduction in antibiotic usage for hospitalised patients (from 70
a « Before (2001) and after (2004 and 2007) to 25%; p<0.001).
ox implementation of a new care protocol
* ACTICOAT Dressing, INTRASITE® GEL Dressing
and ALLEVYN® ADHESIVE Dressing
« In 2001, 292 paediatric burn patients (48 in-
patients); in 2004, 371 patients (69 in-
patients); in 2007, 397 patients (57 in-patients)
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Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Tonkin C, et al. Primary Level 3 + Cohort study Fewer standard ACTICOAT Dressing patients had surgery than SSD
Intention. » Four periodic clinical audits patients (25 vs 67%).
2005;13(4):163-168.24 « Burns (mostly flame; no full thickness Only 6% of ACTICOAT Dressing patients experienced wound
burns) breakdown compared to 25% of SSD patients.
*+ Mean TBSA was 9.3% Mean LOS for Standard ACTICOAT Dressing was 8.8 days compared
» ACTICOAT Dressing (n=36) versus SSD with 15.1 days for SSD patients (p=0.045).
(n=36)
Andreone A, et al. Stem Level 4 » Retrospective case series Observed fast and complete skin graft integration on average after
Cells International. « Massive and chronic full thickness burns 7-10 days using platelet rich fibrin/micrograft spray-on skin
2019:1-9. Article ID « Mean TBSA was 22.5% treatment with ACTICOAT Dressing.
86360792° » Integra™ covered with ACTICOAT?®
Dressing (to prep the wound) prior to spray
on skin
« 5 patients
Jain A, et al. JCDR. Level 4 » Prospective case series All patients showed healing during first week (partial epithelialisation,
2019;13(11):PC0O5- « Second degree superficial partial-thickness no surrounding inflammation).
PC08.26 burns (various aetiologies, mostly scalds) Wounds of 4 patients epithelialised completely within 1 week
* ACTICOAT Dressing requiring no more dressings.
« 30 patients 18 patients took up to 2 weeks and 8 patients required >2 weeks for
epithelialisation.
Mean LOS was 12.2 days for 22 patients who were admitted and 8.9
days for all 30 patients.
The authors stated that the advantages of ACTICOAT Dressings were
ease of use, powerful antibacterial effect, lower frequency of dressing
change, good moulding, short time of wound clearing and
epithelialisation, and painless dressing change.
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 13
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Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Moiemen NS, et al. Burns. Level 4
2011;37(1):27-35.%7

Lonie S, et al. Burns. Level 4
2017;43(3):509-513.28

Rustogi R, et al. Burns. Level 4
2005;31(7):878-882.2°

Selvarajah D, et al. Int J Level 4
Bruns Trauma.
2019;9(4):82-87.30

Cohort study

6 patients with burns >20% TBSA (grafted
and non-grafted areas and donor sites)
Evaluated serum silver levels, biochemistry
and haematology before, during and after
application of ACTICOAT Dressing

Retrospective case series

Paediatric scalds

ACTICOAT?® Dressing used for partial-
thickness burns

n=322

Retrospective case series

Neonatal burns

TBSA <30%

ACTICOAT Dressing or ACTICOAT® 7 Dressing
n=8

Retrospective case series

Paediatric mid-dermal torso burns (mostly
scalds)

ACTICOAT Dressing versus BIOBRANE®
Dressing

64 patients in the ACTICOAT Dressing group,
14 in the BIOBRANE Dressing group

Median maximum serum silver level was 200.3ug/L, reached at a
median of 9.5 days following initial dressing application. This decreased
to a median of 164.8ug/L at the end of the treatment period and to a
median of 8.2 ug/L at the end of follow-up.

Serum silver levels were elevated but remained similar to that reported
following the use of SSD.

There was one instance of dressing-related graft loss (non-serious).

Mean time for scalds to heal was 15.4 days.

The authors reported improved healing of scalds after widespread
adoption of ACTICOAT Dressing and consequently a reduced need for
surgical intervention.

Four burns fully re-epithelialised without evidence of local infection.
Mean time to re-epithelialisation was 21 days.

Median time to complete healing was quicker with ACTICOAT Dressing
than BIOBRANE Dressing (13 vs 17 days; p=NS).

Healing rate was 56% for ACTICOAT Dressing and 71% for BIOBRANE
Dressing.

LOS was shorter with ACTICOAT Dressing than BIOBRANE Dressing in
ungrafted patients (0.88 vs 5.08 days, p=0.004).

LOS was also shorter with ACTICOAT Dressing than BIOBRANE Dressing
for all (grafted & ungrafted) patients (5.5 vs 2.7 days; p=0.07).
Proportion of children with a positive burn wound swab was 39% with
ACTICOAT Dressing versus 64% with BIOBRANE Dressing (p=NS).
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Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Vlachou E, et al. Burns. Level 4 » Cohort / Case-controlled study Serum silver levels for ACTICOAT Dressing patients were less than
2007;33(8):979-985.31 » 30 patients with deep partial-thickness or the maximum level reported in the literature for patients treated

Cheng E, et al. Other
Australian & New Zealand

Burn Association Annual

Scientific Meeting. 2004 .32

Malic C, et al. Plast Surg. Other
2014;22(2):99-102.33

Nherera L, et al. Other
Wounds. 2018;30(6):160-
167.4

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing,

full-thickness burns of minimum 2%
TBSA, requiring autografting
ACTICOAT?® Dressing and ACTICOAT® 7
Dressing

Cost effectiveness analysis

447 paediatric patients

Mean TBSA was 2.5 to 3.0%

Standard ACTICOAT Dressing (n=241)
versus Silvazine™ (n=206)

Cost analysis of six studies

Paediatric scald burns

Mean TBSA was 6.3-6.8%

ACTICOAT Dressing (n=709) versus SSD
(n=538)

Cost effectiveness analysis
Partial-thickness burns (1,873 patients)
Mean TBSA <20%

ACTICOAT Dressing versus Aquacel™ Ag
versus Mepilex™ Ag versus SSD

US payer perspective

ACTICOAT® FLEX 3 Antimicrobial Barrier Dressing and ACTICOAT® FLEX 7 Antimicrobial Barrier Dressing.

with SSD cream.
This study confirmed the safety of ACTICOAT Dressings for use on
burns as a standard part of treatment at this centre.

Skin graft rate (need for skin graft) was lower with ACTICOAT
Dressing than Silvazine™ (15 vs 27%; p=0.001).

Mean time to healing (14.9 vs 17.2 days) and mean LOS (5.9 vs
14.9 days) were shorter with ACTICOAT Dressing than SSD.
Dressing changes were less frequent with ACTICOAT Dressing than
with SSD (twice per week vs 1.5 times per day).

The authors stated that overall health care value was optimised
when ACTICOAT Dressing is used for the treatment of paediatric
scalds.

Supports clinical evidence showing greater reductions in infection
rates, LOS, and surgical procedures in favour of ACTICOAT
Dressings when compared with other silver delivery systems
included in the analysis.
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Chronic wounds

This section summarises key studies
supporting the use of
ACTICOAT® Antimicrobial Dressings in
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\ comparative studies
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Level 4: Case series
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Chronic wounds

SN

Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Miller CN, et al. Wound Level 1 RCT Number of wounds healed was 64% with ACTICOAT Dressing and 63% with
Repair Regen. 12 weeks IODOSORB Ointment.
2010;18:359-367.34 281 community patients with leg Mean wound healing rates were similar for ACTICOAT Dressing (2.10+£1.89)
ulcers with high bacterial burden and IODOSORB Ointment (1.69+2.46).
ACTICOAT?® Dressing and IODOSORB® In the first 2 weeks of treatment, ACTICOAT Dressing had a significantly
0.9% Cadexomer Iodine Ointment higher healing rate compared with IODOSORB Ointment (p<0.01).
Miller CN, et al. Int Level 1 RCT 51.4% of swabs collected after baseline had no bacterial growth, 84.7%
Wound J. 2011;8(1):45- Patients with chronic lower leg ulcers  had no leukocyte growth; 90% of positive swabs yielded S. aureus.
55.35 ACTICOAT Dressing versus Where moderate-to-heavy growth was identified, healing rates were similar
IODOSORB Ointment for ACTICOAT Dressing and IODOSORB Ointment.
140 treated with ACTICOAT Dressing, Where there was no or low bacterial growth, ACTICOAT Dressing had a
141 treated with IODOSORB significantly faster healing rate compared to IODOSORB Ointment for the
Ointment growth of leukocytes (p<0-01), gram positive bacilli (p<0-05), gram
positive cocci (p<0-010) and gram negative cocci (p<0-05) within 2 weeks.
Gago M, et al. Wounds. Level 2 Comparative cohort study ACTICOAT Dressing was significantly more effective in resolving clinical
2008;20(10):273-278.% 75 patients with infected chronic signs of infection than Aquacel™ Ag and Comfeel™/Biatain™ Silver (2
wounds (leg ulcers, pressure ulcers, weeks with ACTICOAT Dressing vs 4 weeks in both other groups; p<0.05).
DFUs and post-traumatic ulcers) After 2 weeks, resolution of clinical signs of infection was greater with
ACTICOAT Dressing versus Aquacel™  standard ACTICOAT Dressing than with Aquacel™ Ag and
Ag and Comfeel™/Biatain™ Silver Comfeel™/Biatain™ Silver (60 vs <10%).
Patients in the standard ACTICOAT Dressing group healed significantly
faster than both Aquacel™ Ag (p=0.027) and Comfeel™/Biatain™ Silver
(p=0.042) patients.
After 8 weeks of treatment more ACTICOAT Dressing patients had healed
(56%) than those receiving Aquacel™ Ag (28%) and Comfeel™/Biatain™
Silver (24%).
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 17
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Chronic wounds

# SN

Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Pajardi G, et al. Int Wound Level 3 + Retrospective case series Wound dimensions at assessment after cultivated cell treatment
J. 2016;13(1):44-52.36 * Chronic wounds (mostly venous and improved by 51:3% at 40 days and by 78:5% at end of follow-up

arterial ulcers) (mean baseline value was 39:2); p<0-001 at both timepoints.

+ ACTICOAT?® Dressing with Laserskin™ or  Wound healing rate was 60% at final follow-up.

with Hyalograft 3D™ (n=30)
Forner-Cordero I, et al. Level 4 « Case series All ulcers were healed within 1-9 weeks of treatment.
J Wound Care. « ACTICOAT Dressing Mean healing time was 26.6 days.
2007;16(5):235-239.37 « 8 patients with chronic lower limb ulcers

and lymphoedema
Giovannini UM. Level 4 * Prospective case series Erythema of wound edges and exudate both decreased.
Presentation at the 2nd « Chronic colonized wounds (3 PUs, 1 Swabs showed a decrease in wound surface bacterial load.
WUWHS, 8-13 July, 2004; tropical leg ulcer, 2 VLUs, 2 acute foot Within 14-21 days, the wound bed appeared clean and healthy
Paris, France. Wound Repair lesions and 1 chronic foot lesion) granulation tissue was present in all wounds and all wounds healed.
Regen. 2005;13(3):A49- « ACTICOAT? 7 Dressing with V.A.C.™ The authors stated that the use of ACTICOAT 7 Dressing with
e * n=9 V.A.C.™ was effective in the management of infection.
©
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 18
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(icons link to other sections) level

Ivins N, et al. Poster Level 4 » Prospective case series Significant reduction in clinical signs of infection at treatment

presented at the 27th « Mostly venous or mixed disease ulcers discontinuation with ACTICOAT FLEX 3 compared with baseline

ACSASWC. 20-23 October (n=20) plus various other wounds (burns, (26.7%; p=0.005).

2012, Las Vegas, NV, USA.3? surgical wounds and graft sites) Significant reductions in wound area (4.1cm?) and depth (1mm)
+ ACTICOAT?® FLEX 3 Dressing from baseline to treatment discontinuation (both p=0.003).
+ n=31 Non-viable tissue reduced from 40% at baseline to 15% at

treatment discontinuation.
Pearce FB, et al. Wound Level 4 « Retrospective comparative cost analysis Mean LOS was 8.7 days.
Medicine. 2014;7:18-23.40 « Bilateral axillary hidradenitis skin excision Despite small areas of failed graft take, no patients in the study
with split thickness skin grafting (n=7) required any additional grafting procedures for graft loss.
a « After excision ACTICOAT® Dressing was

applied with NPWT, followed by NPWT alone
- After grafting N-Terface® and ACTICOAT
Dressing were used as overlay

Sibbald RG, et al. Ostomy Level 4 * Prospective case series Four of 6 VLUs decreased in size and exudate levels at week 6.
Wound Management. « Chronic non-healing wounds (6 VLUs, 2 Six of 9 foot ulcers improved.
2001;47(10):38-43.41 PUs, 9 foot ulcers, 12 miscellaneous Exudate and wound surface improved, even wounds with deep
wounds) infection.
« ACTICOAT Dressing All PU patients showed decreases in exudate and wound size.
* n=29 All miscellaneous wounds had decreased exudate and wound size.
One patient healed.
Sibbald RG, et al. Adv Skin Level 4 + Case-controlled study Four ulcers healed with a mean time to healing of 9.4 weeks.
Wound Care. + 15 patients with VLUs Median reduction in wound area was 83.5%.
2007;20(10):549-558.42 + ACTICOAT?® 7 Dressing under compression Significant reduction in log;, bacterial count between baseline and
+ Serum samples were obtained at baseline, final biopsies with use of ACTICOAT Dressing (p=0.011).
@ 4 weeks, 8 weeks and final assessment (43  The authors commented that the antimicrobial effects of the
samples; 11 patients) ACTICOAT Dressing reduced bacterial burden for healing to begin.
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 19
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Strohal R, et al. J Hosp Level 4 + Case-controlled study None of the dressings showed heavy MRSA load (+++)
Infect. 2005;60:226-230.43 + ACTICOAT?® Dressing breakthrough on the upper side over 72 hours.

« 7 patients with 10 MRSA-colonised No bacterial penetration through the dressing in 7 wounds.
wounds (1 DFU, 2 VLUs, 1 cicatricial Of the remaining 3 wounds, two dressings had a MRSA colonisation
ulcer, 1 trauma ulcer to the head, 1 (++) and one wound had minor colonisation (+) of the upper side.
atopic dermatitis, 1 CREST syndrome, 1  ACTICOAT Dressings were found to provide a complete, or almost
peripheral arterial occlusive disease) complete, barrier to the penetration/spread of MRSA in 95% of

« At each dressing change (after 1, 24, 48 readings.
and 72 hours) swabs were taken from In addition, 67% of all wound observations showed a decrease in
the upper side of the dressing and the the MRSA load with an eradication rate of 11%.
wound bed

Angirasa AK, et al. Ostomy Level 5 « Case report (n=1) Throughout treatment, both ulcers demonstrated a marked
Wound Manage. « Two lower extremity diabetic ulcers reduction in area and depth.
2006;52(5):60-64.44 « Bioengineered dermal implant with One ulcer closed completely and the other substantially decreased in
ACTICOAT Dressing with compression area and depth.
Arhi C, et al. J Wound Level 5 + Case report (n=1) Wound swabs just before discharge showed no significant bacterial
Ostomy Continence Nurs. + Open abdominal wound with growth.
2013;40(1):101-103.4° enterocutaneous fistula At 5 months post-hospital discharge the fistula and the abdominal
« ACTICOAT Dressing with gauze and wound had closed.

transparent dressing (after
discontinuation of NPWT)

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 20
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Harish V, et al. J Plast Level 5 + Case series (n=2) The first patient demonstrated no clinical signs of local or systemic

Reconstr Aesthet Surg. « Soft tissue necrosis (secondary to infection prior to the dressing change. Cultures remained negative.

2014;67(7):1011-1013.46 cryoglobulinaemia) The dressing was removed at Day 14 and a vascularised neodermis
+ ACTICOAT?® Dressing with V.A.C.™ was noted.

@ The second patient remained systemically well prior to the first

dressing change at Day 14 and cultures of fluid obtained from the
V.A.C.™ tubing system at each canister change remained negative.
A vascularised neodermis was noted at dressing change.

Richards AJ, et al. Int Level 5 + Case report (n=1) Full epithelisation of chronic, complex infected breast disease
Wound J. 2011;8(6):608- » Breast abscess (abscess cavity) was achieved.
611.47 « ACTICOAT® FLEX Dressing with

RENASYS® GO tNPWT

©

Wong S, et al. Medical J Level 5 + Case report (n=1) The wound contracted and closed after 2 months of treatment.
Malaysia. 2017;72:31- + Fungating arm wound

317.48 + ACTICOAT® FLEX 3 Dressing

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 21
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One more published study that that is
classified as ‘other’ evidence.
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Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Doshi J, et al. J Laryngol
Otol. 2006;120(10):842-
844 .49

Level 2 * Prospective cohort

Bone-anchored hearing aid
implantation

ACTICOAT® 7 Dressing + ALLEVYN®
Wound Dressing (n=63), ALLEVYN
Wound Dressing (n=66), Mepitel™
(n=10), tri-adcortyl soaked gauze
(n=19)

Infection rates were lower for ACTICOAT 7 Dressing + ALLEVYN Wound
Dressing (5.5%), than for ALLEVYN Dressing (10.3%), Mepitel™ (50.0%)
and tri-adcortyl soaked gauze (15.8%).

Mean additional post-operative visits to the clinic were also lower with
ACTICOAT 7 Dressing + ALLEVYN Dressing (0.4) than other dressings
ALLEVYN (1), Mepitel™ (3.7) and tri-adcortyl soaked gauze (1.5).

The authors stated that ACTICOAT 7 Dressing + ALLEVYN Wound Dressing
is the treatment of choice for their bone anchored hearing aid program.

Narayan P, et al. Child's Level 3 Retrospective cohort Surgical site infection rate was lower with ACTICOAT Dressing than
Nervous System. Neurosurgery standard dressings (2.1 vs 4.4%; p=NS).
2014;30(11):1953.50 ACTICOAT?® Dressing (n=284) versus Cerebrospinal fluid shunt infection was significantly lower with ACTICOAT
standard dressings (n=224) Dressing than standard dressings (1.4 vs 7.4%; p=0.03).
Harris J. Am J Infect Level 3 Retrospective cohort Overall, a 96% reduction in infections from 2007 to 2012.
Control. 2012;40(5):e195- Caesarean section A reduction from 6 to 1 SSI after introduction of ACTICOAT FLEX 7
€196. Presentation 125.°! ACTICOAT?® FLEX 7 Dressing (with Dressing in 2011.
PICO sNPWT in high-risk patients
during 2012) introduced in 2011 as
a part of an infection prevention
program versus prior standard care
Hickson E, et al. Surg Level 3 Retrospective analysis The incidence of SSIs was reduced from 2.13% in 2007 to 0.10% in 2012
Infect. 2015;16:174- Chart review of 4,942 caesarean (95% relative reduction; p<0.0001).
177.52 deliveries from 2007 to 2012 No substantial changes in the patient risk factors over this time.
Incremental interventions for low- and Implementation of the bundle in 2011, including ACTICOAT Dressing,
high-risk patients in 2011 resulted in a total of 92 caesarean post-operative SSIs avoided.
Post-operative ACTICOAT Dressing
and incisional NPWT in 2012
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 23
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Carnali M, et al. Acta Level 4 » Retrospective case series All patients healed within 40-45 days without relapsing infections.
Vulnologica. » Open or dehisced surgical wounds
2016;14(1):24-39.53 (pilonidal cysts)
 NPWT (with ACTICOAT® FLEX 3 Dressing
when dehiscence was due to sepsis)
* Open surgery (n=61), dehiscence (n=35)
Choi WW, et al. Level 4 » Retrospective case series All wounds contracted substantially with some or near-complete
Pediatr Surg Int. » Gastroschisis epithelialisation.
2011;27(8):907-911.>4 + RENASYS® tNPWT with ACTICOAT® 7 In one case, after 14 days the wound had contracted significantly with
Dressing near-complete epithelialisation. NPWT was then stopped and ACTICOAT
* n=4 7 Dressing treatment continued and LOS was 22 days.
Dunn RM, et al. Level 4 » Prospective case series Median length of time to discontinuation was 5 days at which point 95%
Eplasty. » Split thickness skin grafts (includes of wounds were healed or progressing towards healing.
2011;11:e14.5> chronic, traumatic, surgical and burns) Median rate of graft take was 96% and no wounds required regrafting.
+ ACTICOAT® Dressing applied to the graft Median LOS was 5 days.
surface followed by gauze-based NPWT
+ n=21 (postgraft group)
Keen JS, et al. Int Level 4 » Retrospective case series Mean LOS was 11.8 days.
Wound J. 2012;9(1):7- » Open Gustilo/Anderson type II/III 6 patients had positive cultures, of which 5 were deemed contaminants.
13.56 fractures One patient with a positive culture went on to develop MRSA infection.
+ ACTICOAT Dressing 14 of 17 patients healed (82.3%); 3 were lost to follow-up.
* n=17
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 24
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Kepa K, et al. Polish Level 4
Journal of Thoracic and
Cardiovascular Surgery

2013;10(3):204-210.57

Bhattacharyya M, etal. Level 5
Int J Low Extrem Wounds.

2006;5:105-108.°8

Bhattacharyya M, etal. Level 5
Int J Low Extrem Wounds

2008;7:45-48.5°

Kimble R, et al. Letter to Level 5
the Editor. 2015.DOI:
10.13134/RG.2.1.4363.92

00.60

Retrospective cohort

Surgical wounds (sternotomy)
ACTICOAT® FLEX 3 with V.A.C.™ (group
1: patients with skin and subcutaneous
tissue infection, group 2: patients with
mediastinitis)

n=32 (group 1, n=14; group 2, n=18)

Case study (n=1)

ACTICOAT?® Dressing

Ongoing wound infection caused by MRSA
and beta-haemolytic streptococcus
following complex knee surgery

Case studies (n=2)

Use of ACTICOAT?® 7 following knee
surgery revision to help avoid skin
grafting

Case study (n=1)
Pyoderma gangrenosum
ACTICOAT Dressing

Mean LOS was 7.5 days.

Most commonly isolated organisms were MRSE (S. epidermidis;
26.2%) and P. aeruginosa (21.0%).

Concurrent saphenectomy wound infection occurred in 2 patients
(6.3%).

Antibiotics were unable to resolve persistent superficial infection at the
wound site.

A subsequent regime of irrigation of the wound, and application of
ACTICOAT Dressing secured with OPSITE® Dressings reduced exudate.
Healthy granulation tissue developed leading to complete healing with
no recurrence in the infection at 3 years post-surgery follow up.

The author suggests that continuous bactericidal activity negated the
need for frequent hospital admissions for systemic antibiotic
treatment.

Two patients were successfully treated, without using systemic
antimicrobials, after developing MRSA infection in the surgical site.
Successful bacterial clearance helped to reduce the spread of
cutaneous infection and subsequent wound necrosis without the use of
systemic antibiotics.

After 2 days the area was less inflamed and had reduced in depth.
Re-epithelialisation occurred at 14 days.

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing,
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Riordan NH, et al. J Trans/ Level 5 + Case report (n=1) At the 10-week follow-up visit the ulcer had completely healed.
Med. 2015;13:242.6! « Surgical ulcer
+ Alpha patches with ACTICOAT?®
Dressing
Sakata S, et al. Pediatr Level 5 + Case report (n=1) The infant recovered well from skin graft surgery and was eventually
Surg Int. 2009;25(1):117- * Neonatal necrotising fasciitis discharged from hospital after 4 weeks.
119.62 + ACTICOAT?® 7 Dressing under V.A.C.™
Sharp E. J Wound Care. Level 5 + Case report (n=1) A reduction in wound cavity diameter from 2cm to 1.5cm was noted
2013;22(10 Suppl):S5-9.63 « Surgical and trauma wounds in the first 7 days.
+ ACTICOAT® FLEX 7 Dressing with The patient received 3 weeks of NPWT, which resulted in full healing
PICO® sNPWT (for 7 days) and resolution of the infection.
+ Total study population n=8
Zhou K, et al. Ostomy Level 5 + Case report (n=1) Wound size, odour and drainage decreased after 1 week.
Wound Manage. + Dehisced hand wound The wound closed after 35 days of treatment.
2015;61(7):32-37.54 » ACTICOAT Dressing + ALLEVYN?®
GENTLE BORDER Dressing +
Medigrip™
Wright JB, et al. Other » Preclinical study Both dressings had potent in vitro bactericidal effects; however, in
Wounds. 2003;15(5):132- + ACTICOAT 7 Dressing versus gauze zone of inhibition tests PHMB did not have activity beyond its
144,65 impregnated with PHMB borders.
« In vitro and in vivo studies (porcine The three-week in vivo experiments demonstrated that wounds
wound models) dressed with ACTICOAT 7 Dressing healed faster (90% of wounds re-
epithelialized by Day 18) than those with the PHMB dressing (25% of
wounds re-epithelialized by Day 21) and had lower wound bioburden.
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 26

ACTICOAT® FLEX 3 Antimicrobial Barrier Dressing and ACTICOAT® FLEX 7 Antimicrobial Barrier Dressing.



e
4 C‘)J.J"-L

Antibiotic-resistant organisms

This section summarises key studies
supporting the use of

ACTICOAT?® Antimicrobial Dressings in
wounds with antibiotic-resistant

# SN

Evidence pyramid

Level 1: Randomised controlled trials,

=%

organisms.

/

Level 2: Prospective observational

systematic reviews and meta-analyses
\ comparative studies

Studies that are included elsewhere in the evidence
compendium can be identified by navigation icons,
which link to the relevant sections.

/

Level 3: Retrospective observational
comparative studies

\

/

Level 4: Case series
(prospective and retrospective)

W| W N

\

/

3

Level 5: Case reports, letters to the editor,
expert opinions

\

Information correct up to: 30 March 2020

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing,

ACTICOAT® FLEX 3 Antimicrobial Barrier Dressing and ACTICOAT® FLEX 7 Antimicrobial Barrier Dressing.

27



%) ;
on £

Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Huang Y, et al. Burns. Level 1

2007;33(2):161-166.8

Argirova M, et al. Book
chapter: Skin Grafts-
Indications, Applications
and Current Research.
2011:237-264.18

Level 2

Kepa K, et al. Polish Level 2
Journal of Thoracic and
Cardiovascular Surgery

2013;10(3):204-210.>7

RCT

166 wounds (98 patients)
Mean burn size 54.2% TBSA
ACTICOAT?® Dressing and SSD

Prospective cohort

Paediatric burns (78 superficial
burns, 19 deep burns, 5 excised
burns, 5 autografts, 5 donor sites)
Mean TBSA of 7.89%

ACTICOAT Dressing/ACTICOAT?®
FLEX 3 Dressing/ACTICOAT® FLEX 7
Dressing (n=68) versus SSD (h=43)

Retrospective cohort

Surgical wounds (sternotomy)
ACTICOAT FLEX 3 Dressing with
V.A.C.™ (group 1: patients with skin
and subcutaneous tissue infection,
group 2: patients with mediastinitis)
n=32 (group 1, n=14; group 2,
n=18)

Bacterial clearance rates (includes MRSA) on days 6 and 12 after
application of treatment for ACTICOAT Dressing patients were higher than
in SSD patients (p<0.05).

Clearance rates were 16.7% (day 6) and 26.7% (day 12) for the ACTICOAT
group in contrast with 11.5% and 19.2%, respectively, for the SSD group.
Healing time was 3.35 days shorter with ACTICOAT Dressing than SSD
(12.42 vs 15.79 days).

After 4 days, ACTICOAT Dressing reduced bacterial flora from 17.65% to
16.18% compared with an increase from 13.95% to 25.58% for SSD.
Isolates of MRSA and P. aeruginosa were reduced at day 12 compared with
start of ACTICOAT Dressing treatment. All other bacteria initially identified
were not present at day 12.

For SSD, MRSA isolates were reduced and Streptococcus beta haemolyticus
was cleared. Acinetobacter spp and P. aeruginosa were found in 9% and
7% of cases, respectively, despite not being present before treatment.
Hospital stay was shorter with ACTICOAT Dressing than SSD (16.95 vs
26.90 days; p<0.01) as was epithelialisation time (12.98 vs 19.79 days;
p<0.01).

Mean LOS was 7.5 days.

Most commonly isolated organisms were MRSE (26.2%) and P. aeruginosa
(21.0%).

Concurrent saphenectomy wound infection occurred in 2 patients (6.3%).
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Fong J, et al. Burns. Level 3

2005;31(5):562-567.22

Glik J, et al. Int Wound
J. 2018;15(3):344-349.3

Level 3

Strand O, et al. Ann
Burns Fire Disasters.
2010;23(4):182-185.23

Level 3

Tonkin C, et al. Primary Level 3
Intention.
2005;13(4):163-168.24

Cohort study

All burns patients (superficial to deep partial thickness)
Mean TBSA was 9.0-9.5%

Audit comparing ACTICOAT?® Dressing (19 patients) with
Silvazine™ (51 patients)

Retrospective case series

Burns

Silver dressings (ACTICOAT Dressing / ACTICOAT® FLEX 3
Dressing) and antiseptics versus antibiotics and antimycotics
n=2,000

Implementation of a new management strategy in 2015

Retrospective case review

Paediatric burns patients (mostly water and flames)

Mean TBSA was 5.74 to 5.97%

Before (2001) and after (2004 and 2007) implementation of
a new care protocol

ACTICOAT Dressing, INTRASITE® GEL Dressing and
ALLEVYN® ADHESIVE Dressing

In 2001, 292 paediatric burn patients (48 in-patients); in
2004, 371 patients (69 in-patients); in 2007, 397 patients
(57 in patients)

Cohort study

Four periodic clinical audits

Burns patients (mostly flame; no full thickness burns)
Mean TBSA was 9.3%

ACTICOAT Dressing (n=36) versus SSD (n=36)

A reduction in the incidence of burn wound cellulitis
for ACTICOAT Dressing compared with Silvazine™
(10.5 vs 55.0%).

Antibiotic usage was reduced with ACTICOAT
Dressing compared with Silvazine™ (5.2 vs 57.0%).

The number of sepsis cases decreased from 60 in
2014 to 46 in 2016, with a decrease in cases caused
by P. aeruginosa (12 cases in 2014 and 1 case in
2016).

Sensitivity to most antibiotics used to treat

P. aeruginosa infections increased in 2016.

Reduction in antibiotic usage (from 70 to 25%;
p<0.001).

Antibiotic usage was significantly lower in the
ACTICOAT Dressing group compared with the SSD
group (11.1 vs 61.1%; p=0.016).
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Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Case-controlled study
ACTICOAT?® Dressing

Strohal R, et al. J Hosp Level 4 .
Infect. 2005;60:226-230.43 .

2 VLUs, 1 cicatricial ulcer, 1 trauma ulcer to the
head, 1 atopic dermatitis, 1 CREST syndrome, 1
peripheral arterial occlusive disease)

« At each dressing change (after 1, 24, 48 and 72
hours) swabs were taken from the upper side of
the dressing and the wound bed

Newton H. Wounds UK. Level 4 » Case series (n=12)
2010;6:56-65.66 « Care bundle implementation
+ ACTICOAT Dressing + aseptic no-touch technique

Bhattacharyya M, et al. Level 5 + Case study (n=1)
Int J Low Extrem Wounds. + ACTICOAT Dressing
2006;5:105-108.58 « Ongoing wound infection caused by MRSA and
beta-haemolytic streptococcus following complex
|ﬁ knee surgery

« 7 patients with 10 MRSA-colonised wounds (1 DFU,

No dressings showed heavy MRSA load (+++)
breakthrough on the upper side over 72 hours; there was
no bacterial penetration through the dressing in 7 wounds.
Of the remaining 3 wounds, two dressings had MRSA
colonisation (++) and one wound had minor colonisation
(+) of the upper side.

ACTICOAT Dressings provided a complete, or almost
complete, barrier to the penetration/spread of MRSA in
95% of readings.

In addition, 67% of all wound observations showed a
decrease in MRSA load with an eradication rate of 11%.

Reduced MRSA-associated bacteraemia (wound origin).

Antibiotics were unable to resolve persistent superficial
infection at the wound site. A subsequent regime of
irrigation of the wound, and application of ACTICOAT
Dressing secured with OPSITE® Dressings reduced exudate.
Healthy granulation tissue developed leading to complete
healing with no recurrence in the infection at 3 years post-
surgery follow up.

The author suggests that continuous bactericidal activity
negated the need for frequent hospital admissions for
systemic antibiotic treatment.
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Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Bhattacharyya M, et al. Level 5 « Case studies (n=2) Two patients were successfully treated, without using systemic
Int J Low Extrem Wounds « Use of ACTICOAT?® 7 Dressing following antimicrobials, after developing MRSA infection in the surgical
2008;7:45-48.5° knee surgery revision to help avoid skin site.

grafting Successful bacterial clearance helped to reduce the spread of
cutaneous infection and subsequent wound necrosis without

the use of systemic antibiotics.

Pour SM. J Wound Ostomy Level 5 » Case study (n=1) The infections resolved with treatment and NPWT with
Continence Nurs. « 56-year-old man with necrotising fasciitis = ACTICOAT Dressing promoted wound healing and provided a
2011;38(4):449-452.57 (Fournier’s gangrene) and signs of solid matrix for surgical reconstruction.

cellulitis

« Extensive surgical debridement on day of
admission prior to reconstruction
+ NPWT with ACTICOAT® Dressing used
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Use with NPWT A SN

Evidence pyramid
This section summarises key studies
supporting the use of

.. . . Level 1: Randomised controlled trials,
ACTICOAT® AntImICFObIa| Dressmgs 0 systematic reviews and meta-analyses
with NPWT.

Level 2: Prospective observational
comparative studies

Studies that are included elsewhere in the evidence

1
compendium can be identified by navigation icons, / 2 \'—evel 3: Retrospective observational
which link to the relevant sections. comparative studies

6 Level 4: Case series
(prospective and retrospective)

11 Level 5: Case reports, letters to the editor,
expert opinions

Information correct up to: 30 March 2020
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Frear C, et al. BJS
Society
https://doi.org/10.1002/
bjs.11993 78

2020; 14 September

Harris J. Am J Infect
Control. 2012;40(5):e195-
e196. Presentation 125.51

Hickson E, et al. Surg
Infect. 2015;16:174-
177.52

Hurd T, et al. Adv Wound
Care. 2017,;6:33-37.68

Level 1

Level 3

Level 3

Level 3

RCT

Paediatric acute thermal burns

ACTICOAT Dressings with MEPITEL Dressings
(standard treatment; n= 54 ) versus ACTICOAT
Dressings with MEPITEL dressings and RENASYS
NPWT; n=47)

<5% TBSA

Retrospective cohort

Caesarean section

ACTICOAT® FLEX 7 Dressing (with PICO® sNPWT
in high-risk patients during 2012) introduced in
2011 as part of an infection prevention program
versus prior standard of care

Retrospective analysis

Chart review of 4,942 caesarean deliveries from
2007 to 2012

Incremental interventions for low- and high-risk
patients in 2011

Post-operative ACTICOAT® Dressing and incisional
NPWT in 2012

Retrospective analysis

1,107 patients treated with tNPWT (RENASYS?
tNPWT and V.A.C.™) in a community setting in
Canada

34% received NPWT in combination with
ACTICOAT® FLEX 3 Dressing (wounds with
suspected localised bacteria burden or localized
infection)

Median time to re-epithelialization was 10 days in the
standard treatment group and 8 days in the NPWT group.
Reduction in re-epithelialization by 22%.

No differences in pain and itch between the 2 groups

Mean perfusion was higher in the NPWT group.

The risk of referral to scar management was reduced by 60%
in the NPWT group

Overall, a 96% reduction in infections from 2007 to 2012.
A reduction from 6 to 1 SSI after introduction of ACTICOAT
FLEX 7 Dressing in 2011.

Incidence of SSIs was reduced from 2.13% in 2007 to 0.10%
in 2012 (95% relative reduction; p<0.0001).

No substantial changes in the patient population risk factors
over this time.

Implementation of the bundle in 2011, including ACTICOAT
Dressing, resulted in a total of 92 caesarean post-operative
SSIs avoided.

A sub-analysis of patients who received ACTICOAT FLEX 3
Dressing found that more than 90% achieved their treatment
goal and had a similar weekly reduction in wound healing
whether using RENASYS tNPWT or V.A.C.™ NPWT systems
(63.9% and 68.2%, respectively).


https://doi.org/10.1002/bjs.11993

Carnali M, et al. Acta Level 4
Vulnologica. 2016;14(1):24-

39.53

Choi WW, et al. Pediatr Surg Level 4
Int. 2011;27(8):907-911.°4

Dunn RM, et al. Eplasty. Level 4
2011;11:e14.>>

Giovannini UM. Presentation Level 4

at the 2nd WUWHS, 8-13 July,
2004; Paris, France. Wound
Repair Regen.
2005;13(3):A49-87.38

Retrospective case series

Open or dehisced surgical wounds (pilonidal
cysts)

NPWT (with ACTICOAT® FLEX 3 Dressing when
dehiscence was due to sepsis)

Open surgery (n=61), wound dehiscence (n=35)

Retrospective case series

Gastroschisis

RENASYS® tNPWT with ACTICOAT® 7 Dressing
n=4

Prospective case series

Split thickness skin grafts (includes chronic,
traumatic, surgical and burns)

ACTICOAT?® Dressing applied to the graft surface
followed by gauze-based NPWT

n=21 (postgraft group)

Prospective case series

Chronic colonized wounds (3 PUs, 1 tropical leg
ulcer, 2 VLUs, 2 acute foot lesions and 1 chronic
foot lesion)

ACTICOAT 7 Dressing with V.A.C.™

n=9

A

All patients healed within 40-45 days without relapsing
infections.

All wounds contracted substantially with some or near-
complete epithelialisation.

In one case, after 14 days the wound had contracted
significantly with near-complete epithelialisation.

NPWT was stopped and ACTICOAT 7 Dressing treatment
continued and LOS was 22 days.

Median length of time to discontinuation was 5 days at
which point 95% of wounds were healed or progressing
towards healing.

Median rate of graft take was 96% and no wounds required
regrafting.

Median LOS was 5 days.

Erythema of wound edges and exudate both decreased.
Swabs showed a decrease in wound surface bacterial load.
Within 14-21 days, the wound bed appeared clean and
healthy granulation tissue was present in all wounds.

All wounds healed.

The authors stated that the use of ACTICOAT 7 Dressing
with V.A.C.™ was effective in the management of infection.
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A

Goldstein JA, et al. J Foot Level 4 Case series All flaps healed without tissue compromise or
Ankle Surg. 2010;49:513- Local random flaps for reconstruction of complex ankle necrosis.
516,52 wounds Only one partial dehiscence and no infections were
10 consecutive patients (17 local flaps) were treated observed.
postoperatively with NPWT No partial or complete flap losses.
Incisions and flaps were covered with a non-adhesive
silicone layer and ACTICOAT?® Dressing
Kepa K, et al. Polish Journal Level 4 Retrospective cohort Mean LOS was 7.5 days.
of Thoracic & Cardiovascular Surgical wounds (sternotomy) Most commonly isolated organisms were MRSE
Surgery. 2013;10(3):204- ACTICOAT?® FLEX 3 Dressing with V.A.C.™ (group 1: (26.2%) and P. aeruginosa (21%).
patients with skin and subcutaneous tissue infection, Concurrent saphenectomy wound infection occurred
group 2: patients with mediastinitis) in 2 patients (6.3%).
n=32 (group 1, n=14; group 2, n=18)
Pearce FB, et al. Wound Level 4 Retrospective comparative cost analysis Mean LOS was 8.7 days.
Medicine. 2014;7:18-23.40 Bilateral axillary hidradenitis skin excision with split Despite small areas of failed graft take, no patients
thickness skin grafting (n=7) in the study required any additional grafting
a After excision ACTICOAT?® Dressing was applied with procedures for graft loss.
NPWT, followed by NPWT alone
After grafting N-Terface® and ACTICOAT Dressing were
used as overlay
Belek KA, et al. Eplasty. Level 5 Case study (n=1) The authors stated that it is important that both the
2010;10:e33.70 31-year-old man, deep laceration to the dominant arm Integra™ and the skin graft are meshed under a
Microsurgical reconstruction of the brachial artery with a protective wound layer such as ACTICOAT Dressing
radial artery flow-through flap and a single-stage donor- to allow for continued fluid removal beneath the
site closure with an Integra™ dermal matrix template and grafts as well as improved imbibition of the grafts
split-thickness skin graft meshed under ACTICOAT for improved graft take.
Dressing was performed
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 35
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Chariker M, et al.
Eplasty.
2012;12:e26.71

Forlee M. Wounds
International. January
2020.72

Gonzalez Alana I, et
al. Ann Burns Fire
Disasters. 2013;26:90-
93.73

Harish V, et al. J Plast
Reconstr Aesthet Surg.
2014;67(7):1011-
1013.46

Level 5

Level 5

Level 5

Level 5

Case study (n=1)

One child aged 5 years with soft-
tissue cellulitis of the lower ear
auricle and adjacent neck
ACTICOAT?® Dressing was used as a
contact layer for the NPWT dressing

Retrospective case series

Chronic and post-surgical wounds
RENASYS® tNPWT with ACTICOAT®
FLEX 3 Dressing

n=6 (5 used ACTICOAT FLEX 3
Dressing)

Case study (n=1)

One patient with major third-degree
flame burns to the lower extremities
Combined treatment using
Integra™ and RENASYS® tNPWT
ACTICOAT Dressing used to cover
Integra™

Case series (n=2)
Necrosis
ACTICOAT Dressing with V.A.C.™

A

Successful treatment of a necrotising wound caused by a spider bite using
NPWT and ACTICOAT Dressing.

The granulation bed appeared to be less hypertrophic than without use of
ACTICOAT Dressing.

Signs of infection resolved during combined therapy without the need for
further systemic antibiotics.
All wounds were progressing towards healing.

Combined treatment using the matrix and NPWT allowed complete coverage of
all the affected structures that could not otherwise have been covered by
simple skin grafts, with preservation of joint function.

RENASYS tNPWT secured stability and adherence of the dermal equivalent to
the surgical bed while it eliminated exudate caused by P. aeruginosa infection
that would have been detrimental to dermal regeneration template.

The authors stated that ACTICOAT Dressing may have been helpful in enabling
the matrix product to take despite continuous positive swab cultures.

The first patient demonstrated no clinical signs of local or systemic infection
prior to the dressing change. Cultures remained negative. The dressing was
removed at day 14 showing vascularised neodermis.

The second patient remained well prior to the first dressing change at Day 14.
Cultures of fluid from the V.A.C.™ tubing system at each canister change
remained negative. Vascularised neodermis was noted at dressing change.
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A

Pour SM. J Wound Ostomy Level 5 + Case study (n=1) NPWT with ACTICOAT Dressing promoted wound healing and
Continence Nurs. + 56-year-old man with necrotising fasciitis provided a solid matrix for surgical reconstruction.
2011;38(4):449-452.57 « Extensive surgical debridement at admission
* NPWT with ACTICOAT?® Dressing used
Psoinos CM, et al. J Pediatr Level 5 « Case study (n=1) The skin graft had 100% take.
Surg. 2009;4:e23-26.74 + 8-month-old female infant with extensive The child had no complications or limitations from burns or skin
scald burns to the lower back/buttocks (6% grafting procedures 7 months postoperatively.
TBSA) At home there were no signs of infection or other
« ACTICOAT Dressing was placed between the  complications.
graft and the NPWT gauze dressing (the Regained full movement and use of buttock; no pain or
outer mesh layer was used) restrictions.
Richards AJ, et al. Int Level 5 + Case study (n=1) The combination of ACTICOAT Dressing with NPWT following
Wound J. 2011;8:608-611.47 + Breast abscess radical excision was safe and well tolerated.
- ACTICOAT® FLEX Dressing with RENASYS® Full epithelialisation of the wound was achieved and there was
= GO tNPWT no recurrence of the infection for the duration of the treatment.
Sakata S, et al. Pediatr Surg Level 5 « Case study (n=1) The infant recovered well from skin graft surgery and was
Int. 2009;25(1):117-119.62 « Neonatal necrotising fasciitis eventually discharged from hospital after 4 weeks.
« ACTICOAT?® 7 Dressing under V.A.C.™
Sharp E. J Wound Care. Level 5 « Case study (n=1) A reduction in wound cavity diameter from 2cm to 1.5cm was
2013;22(10 Suppl):S5-9.63 « Surgical and trauma wounds noted in the first 7 days.
« ACTICOAT® FLEX 7 Dressing with PICO® The patient received 3 weeks of NPWT, which resulted in full
E@] sNPWT (7 days) healing and resolution of the infection.
« Total study population n=8
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a Health economics / costs /ﬂ\ S_N

Evidence pyramid
This section summarises key studies
supporting the cost benefits of using

Level 1: Randomised controlled trials,

o .. . . : )
ACTICOAT® Antimicrobial Dressmgs. 3 systematic reviews and meta-analyses
Studies that are included elsewhere in the evidence / 1 \'—eve' 2: Prospective observational
compendium can be identified by navigation icons, comparative studies
which link to the relevant sections. 5 Level 3: Retrospective observational
comparative studies
1 Level 4: Case series
(prospective and retrospective)
1 Level 5: Case reports, letters to the editor,
expert opinions
Information correct up to: 30 March 2020 Five more published studies that are
classified as ‘other’ evidence.
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Q Health economics / costs

Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Muganza A, et al. Global Level 1 RCT Cost to treat was Rand 83,123 for ACTICOAT Dressing group
Journal of Human-Social « Partial thickness burns (with paediatric patients and Rand 67,528 for standard dressing patients.
Science. 2014;14(6):1- subgroup) Cost per healed burn was Rand 101,826 and 85,780,
1248 « ACTICOAT® Dressing with BIOBRANE® Dressing respectively.
and MELOLIN versus SSD
« ACTICOAT Dressing with BIOBRANE Dressing,
n=49 (paediatrics n=26)
« Standard dressing, n=47 (paediatrics n=19)
Silver GM, et al. J Burn Level 1 « RCT A significant reduction in cost of dressings (p=0.024), costs
Care Res. 2007;28(5):715- « 20 burns requiring meshed autografts of ancillary products (p=0.072), labour costs (p=0.01) and
719.13 « Mean TBSA 17.9% average total treatment costs ($2,343 for ACTICOAT
« ACTICOAT Dressing and Sulfamylon®-soaked Dressing vs $3,866 for Sulfamylon®-soaked EXU-DRY
EXU-DRY Dressing Dressing; p=0.043).
Wood F, et al. Burns. Level 1 « RCT Mean overall cost (Australian dollars) was $9,431 for

2012;38(6):830-839.17

Paediatric scalds

ACTICOAT Dressing with INTRASITE® Dressing
and DuoDERM™ (standard treatment; n=4)
versus BIOBRANE Dressing (n=4) and
BIOBRANE Dressing with autologous cell
suspension (n=5)

Median total TBSA of 4%

ACTICOAT Dressing + INTRASITE Dressing + DuoDERM™,
$22,733 for BIOBRANE Dressing and $11,337 for BIOBRANE
Dressing + autologous cell suspension.
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Health economics / costs 1) S-N

Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Argirova M, et al. Book Level 2 » Prospective cohort Treatment of a second degree (IIAB) burn wound (2,000 cm?
chapter: Skin Grafts- « Paediatric burns (78 superficial burns, 19 area) with SSD was approximately 65% more expensive (€839)
Indications, Applications deep burns, 5 excised burns, 5 autografts, 5 than with ACTICOAT Dressing.

and Current Research. donor sites)

2011:237-264.18 « Mean TBSA of 7.89%

» ACTICOAT® Dressing/ACTICOAT® FLEX 3
Dressing/ACTICOAT® FLEX 7 Dressing (n=68)
versus SSD (n=43)

Cuttle L, et al. Burns. Level 3 + Cohort study Cost of treatment in terms of nursing time was reduced and
2007;33:701-707.21 « Partial- or full-thickness burns (<20% TBSA) pain medication decreased with ACTICOAT Dressing versus
+ ACTICOAT Dressing versus Silvazine™ Silvazine™.
+ 328 paediatric patients treated with Expenditure on pressure garments reduced to $164,000 when
Silvazine™ between January 2000 and June the treatment regime had changed to ACTICOAT Dressing in
2001 compared with 241 patients treated with  contrast with $210,000 for Silvazine™ (Australian dollars).
ACTICOAT Dressing between July 2002 and Number of inpatient bed days in comparison to Silvazine™
July 2003 decreased with ACTICOAT Dressing, even though the total
number of new patients increased.
Fong J, et al. Burns. Level 3 + Cohort study In treatment costs analysis (Australian dollars), 4 ACTICOAT
2005;31(5):562-567.22 « All burns patients (superficial to deep partial Dressing patients were matched with 4 Silvazine™ patients and
thickness) showed a $30,450 saving (4 ACTICOAT Dressing patients
*+ Mean TBSA 9.0-9.5% $78,907; 4 Silvazine™ patients $109,357).
* Audit comparing ACTICOAT Dressing (19 The average saving per patient for ACTICOAT Dressing
patients) with Silvazine™ (51 patients) (excluding antibiotics, staffing and surgery) was $7,613.

The average dressing cost per patient for the ACTICOAT
Dressing group was also lower compared with Silvazine™ ($946
vs $1,533).
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G Health economics / costs

Glik J, et al. Int Wound J. Level 3
2018;15(3):344-349.3

Harris J. Am J Infect Level 3
Control. 2012;40(5):e195-
e196. Presentation 125.51

Hickson E, et al. Surg Level 3
Infect. 2015;16:174-177.°2

Strand O, et al. Ann Burns Level 3
Fire Disasters.
2010;23(4):182-185.23

Retrospective case series

Burns

Implementation of a new management strategy in 2015
Silver dressings (ACTICOAT?® Dressing / ACTICOAT® FLEX 3
Dressing) and antiseptics versus antibiotics and antimycotics
n=2,000

Retrospective cohort

Caesarean section

ACTICOAT?® FLEX 7 Dressing (with PICO sNPWT in high-risk
patients during 2012) introduced in 2011 as part of an infection
prevention program versus prior standard care

Retrospective analysis

Chart review of 4,942 caesarean deliveries from 2007 to 2012
Incremental interventions for low- and high-risk patients
Post-operative ACTICOAT Dressing and incisional NPWT

Retrospective case review

Paediatric burns patients (mostly scalding water and flames)
Mean TBSA % was 5.74 to 5.97%

Before (2001) and after (2004 and 2007) implementation of a
new care protocol

ACTICOAT Dressing, INTRASITE® GEL Dressing and ALLEVYN?®
ADHESIVE Dressing

In 2001, 292 paediatric burn patients (48 in-patients); in 2004,
371 patients (69 in-patients); in 2007, 397 patients (57 in-
patients)
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# SN

Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Total costs of antimicrobial prevention and
treatment decreased by $71,501 (USD).
Expenditure decreased by $106,055 (USD) for
antibiotics and antimycotics, and increased by
$34,554 (USD) for dressings and antiseptics.

92 C-section SSIs were potentially avoided
after intervention, yielding approximate cost
savings of US dollars $5,000,000.

92 C-section SSIs were potentially avoided
after intervention, yielding approximate cost
savings of US dollars $5,000,000.

Hospitalisation costs per in-patient were
approximately Swedish kronor (kr) 67,725 in
2001 and kr 30,305 in 2004 and kr 24,440 in
2007, representing a saving of 55% and 64%
versus 2001 costs.
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SN

Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Pearce FB, et al. Wound Level 4
Medicine. 2014;7:18-23.40

Cox SG, etal. SAfrMedJ. Level5
2011;101(10):728-731.7>

Cheng E, et al. Other
Poster: Australian and New

Zealand Burn Association

Annual Scientific Meeting.

2004.32

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing,

Retrospective comparative cost analysis
Bilateral axillary hidradenitis skin excision
with split thickness skin grafting (n=7)
After excision ACTICOAT? Dressing was
applied with NPWT, followed by NPWT alone
After grafting N-Terface® and ACTICOAT
Dressing were used as overlay

Retrospective case series cost analysis
Paediatric burn patients

ACTICOAT Dressing versus standard
dressings

n=4

Cost effectiveness analysis (cost
assumptions based on a 10-year-old boy of
35kg and 137cm)

447 paediatric patients

Mean TBSA was 2.5 to 3.0%

ACTICOAT Dressing (n=241) versus
Silvazine™ (n=206)

ACTICOAT® FLEX 3 Antimicrobial Barrier Dressing and ACTICOAT® FLEX 7 Antimicrobial Barrier Dressing.

Mean hospital and provider charges were $35,178 and $10,826,
respectively (n=4).

Mean cost of mupirocin/chlorhexidine on JELONET was 1.6 times
the cost of using ACTICOAT Dressing alone (Rand 129,700 vs
Rand 83,316); mean cost saving per patient was Rand 46,383.
Mean cost of using SSD 1% cream on a JELONET carrier was 1.3
times more than ACTICOAT Dressing (Rand 110,341 vs Rand
83,316); mean cost saving per patient was Rand 27,024.

Mean cost of using povidone iodine 5% cream on a JELONET
carrier was 1.3 times that of using ACTICOAT Dressing (Rand
108,999 vs Rand 83,316); mean cost saving per patient was Rand
25,683.

Estimated cost savings of 22-29% for smaller burns (1-5% TBSA)
and 16-18% for larger burns (15-25% TBSA) with ACTICOAT
Dressing compared with Silvazine™.
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# SN

Author Evidence | Study overview Key outcomes / conclusions
(icons link to other sections) level

Gee Kee E, et al. Burns. Other
2017;43(4):724-732.7%

Leaper D, et al. J Med Other
Econ. 2010;13(3):447-
452.77

Malic C, et al. Plast Surg. Other
2014;22(2):99-102.33

Nherera L, et al. Wounds. Other
2018;30(6):160-167.4

Cost analysis

Paediatric partial thickness burns
<10% TBSA

ACTICOAT?® Dressing (n=31),
ACTICOAT Dressing with Mepitel™
(n=32) and Mepilex™ Ag (n=33)

Cost analysis

Almost 240,000 surgeries in England
from Oct 1997 to Sep 2005, resulted in
7,194 hospital-detected SSIs
Economic model based on an SSI
incidence of 3% (range: 1% for knee
prosthesis to 13.1% for amputation)
ACTICOAT Dressing versus OPSITE®
POST-OP Dressing

Cost analysis of six studies
Paediatric scald burns

Mean TBSA was 6.3-6.8%
ACTICOAT Dressing (n=709) versus
SSD (n=538)

Cost effectiveness analysis
Partial-thickness burns (1,873 patients)
Mean TBSA <20%

ACTICOAT Dressing versus Aquacel™
Ag versus Mepilex™ Ag versus SSD

US payer perspective

Costs (dressing, labour, analgesics, scar management) were
considerably lower in the Mepilex™ Ag group (median AUD $94.45)
compared to ACTICOAT Dressing (median $244.90) and ACTICOAT
Dressing with Mepitel™ (median $196.66) interventions.

At a baseline risk of 10%, an antimicrobial barrier dressing strategy is
cost neutral, as long as the incidence of infection is reduced by >9%.
Switching from a film dressing to an antimicrobial barrier dressing in
medium- to high-risk patients reduces the incidence of infection by 9
cases per 1,000 operations and infection-attributable bed-days by 99
days per 1,000 (saving £28,710 at £290 per day).

At 35% efficacy, expenditure on dressings would be higher by £30,760
per 1,000 patients, and the cost of treating infection would be lower by
£111,650, resulting in a net cost saving of £80,890.

Estimated mean total cost of care per patient (Canadian dollars) was
$17,220 for ACTICOAT Dressing and $61,140 for SSD.

Estimated QALYs were 0.970, 0.969 and 0.969, and mean cost per
patient was $15,892, $23,799, and $24,269 for ACTICOAT Dressing,
Aquacel™ Ag, and Mepilex™ Ag dressings, respectively.

Cost per patient for SSD was $31,538 and estimated QALYs were 0.919.
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Safety and tolerability & SN

Evidence pyramid
This section summarises key studies

supporting the safety and tolerability of _ _
using ACTICOAT® Antimicrobial Dressings. Level 1: Randomised controlled trials,

systematic reviews and meta-analyses

=

Studies that are included elsewhere in the evidence 0 Level 2: Prospective observational

compendium can be identified by navigation icons, comparative studies

which link to the relevant sections. 0 Level 3: Retrospective observational
comparative studies

Level 4: Case series
(prospective and retrospective)

/ 0 \Level 5: Case reports, letters to the editor,

expert opinions

Information correct up to: 30 March 2020

This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing,
ACTICOAT® FLEX 3 Antimicrobial Barrier Dressing and ACTICOAT® FLEX 7 Antimicrobial Barrier Dressing.

44



Safety and tolerability

# SN

Author Evidence Study overview Key outcomes / conclusions
(icons link to other sections) level

Huang Y, et al. Burns. Level 1 « RCT No significant difference between ACTICOAT Dressing and SSD
2007;33(2):161-166.8 + 166 wounds (98 patients) in routine blood tests, liver and renal function tests.
« Mean burn size 54.2% TBSA No relevant side effects reported with ACTICOAT Dressing.
« ACTICOAT?® Dressing and SSD
Moiemen NS, et al. Burns. Level 4 « Cohort study No adverse events due to haematological or biochemical
2011;37(1):27-35. %7 « 6 patients with burns >20% TBSA (grafted abnormalities.
and non-grafted areas and donor sites) Serum silver levels were elevated but remained similar to that
« Evaluated serum silver levels, reported following the use of SSD.
biochemistry and haematology before, The authors concluded that ACTICOAT Dressing is safe to use on
during and after application of ACTICOAT patients with burns, even when they are extensive.
Dressings
Sibbald RG, et al. Adv Skin Level 4 » Case-controlled study No clinically relevant changes occurred in serum silver
Wound Care. » 15 patients with VLUs concentrations or haematology and biochemistry results.
2007;20(10):549-558.42 « ACTICOAT?® 7 Dressing under compression  Median silver concentration was 0.3ng/ml at baseline (range,
« Serum samples were obtained at baseline, 0.2-1.9ng/mL) and 0.7ng/mL at final assessment (range, 0.2-
4, 8 and final assessment (12 weeks or at  3.1ng/ml).
time of wound healing) All blood silver levels remained within the normal range (0-
* 43 samples; 11 patients 14.9ng/ml) for all patients throughout the study.
Vlachou E, et al. Burns. Level 4 « Cohort / case-controlled study The authors concluded that the use of ACTICOAT Dressing was
2007;33(8):979-985.31 « 30 patients with deep partial-thickness or not associated with clinical, biochemical or haematological signs
full-thickness burns of >2% TBSA, of toxicity and was safe for treating people with burns.
requiring autografting
« ACTICOAT Dressing and ACTICOAT 7
Dressing
This compendium reviews studies evaluating ACTICOAT® Antimicrobial Barrier Dressings, ACTICOAT® 7 Antimicrobial Barrier Dressing, 45
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