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Abstract
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Introduction: Hyperbaric oxygen treatment (HBOT) is usedto treat acute and chronic wounds. This systematic review
wasconductedto summariseandevaluateexisting evidenceon thecostsassociatedwith HBOT in the treatment of wounds.
Methods:Wesearchedmultiple electronic databasesinMarch 2015for cohort studiesandrandomisedclinical trials (RCTs)
that reported on the clinical effectivenessandtreatment costsof HBOT in the treatmentof acuteor chronic wounds.
Results:OneRCT and three cohort studies reported on economic aswell asclinical outcomes. Thesestudies comprised
different disorders(ischaemicdiabetic foot ulcers, thermalburns,Fournier’s gangreneandnecrotising soft tissueinfections)
andemployeddifferent clinical andeconomicoutcomemeasures.Only theRCT hadagoodmethodological quality. Three
of the included studiesreportedthat their primary clinical outcomes(woundhealing,hospital stay,complications) improved
in theHBOT group. Theeffects of HBOT on costswerevariable.
Conclusions:Currently, there is little direct evidenceon the cost-effectiveness of HBOT in the treatment of acute and
chronic wounds.Although thereis someevidencesuggestingeffectivenessof HBOT, further studiesshould include economic
outcomesin order to makerecommendationson the cost-effectivenessof applying HBOT in wound care.
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Introduction

Chronic andacutewoundsposeamajor healthcareproblem
andput asubstantial burdenon thehealthcarebudget. In the
United Kingdom, approximately £2.3–3.1billion or 3%of
the total National Health Service (NHS) budget, is spent
annually onthetreatmentof chronic wounds.1 Therefore, the
evaluation of the cost-effectivenessof establishedandnovel
treatmentoptions for suchconditions is of greatimportance.
Wounds can result from surgery, trauma or underlying
diseasessuchasdiabetes,venousinsufficiency or peripheral
arterial disease.During normal wound healing, anatomical
andfunctional integrity will be restored.However, normal
wound healing can be disrupted and healing subsequently
delayed. If wounds do not adequately heal with standard
wound care (e.g., infection control, wound dressings,foot
care education), more advancedwound care treatments can
be considered, such ashyperbaric oxygen.

Hyperbaric oxygentreatment(HBOT) iscurrently usedin the
treatmentof acuteandchronic wounds,suchasdiabetic foot
ulcers, radiation injury andnecrotising fasciitis.2–5 HBOT
regimens for the treatment of wounds typically involve
repeated sessionsof 60 to 120 minutes in a compression
chamberwith apressurebetween203 and304 kPa.During
the session, the patient inhales 100% oxygen through a
mask. Tissue oxygenation is improved mainly as a result
of the increaseddriving partial pressureinto tissuescaused
by HBOT. Furthermore, angiogenesismay be stimulated
dueto thepromotion of oxygen-dependentcollagen matrix

formation and the mobilisation of stemcells by oxidative
stressandtheir role in wound healing.6,7

Multiple reviewarticles havereportedonclinical outcomes
of HBOT in wound treatment, with mixed results.2,3,8,9
However, the economic aspectswerenot considered in these
review articles. Yet cost-effectivenessis of key importance
in evaluating the benefit of implementing interventions in
practice,10particularly regardingatime-consuming treatment
option like HBOT. This systematic review wasconducted
to evaluate existing evidence on the costs associatedwith
HBOT in the treatment of acute and chronic wounds in
clinical studiesand to guide clinical decision-making and
further researchon this topic.

Methods

Weperformed a systematic review in accordancewith the
Preferred Reporting Items for Systematic Reviews and
Meta-Analysis (PRISMA) guidelines.11

SEARCH STRATEGY

A comprehensivereview of the literature was performed
to identify all studies that evaluated both the clinical
effectiveness and the economic impact of HBOT in the
treatment of acute and chronic wounds published up to
March 2015. The searcheddatabasesincludedMEDLINE,
EMBASE, The CochraneCentral Register of Controlled
Trials (CENTRAL), the NHS Economic Evaluation
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Databaseand the Health Economic Evaluations Database
(HEED). A clinical librarian assistedin formulating an
appropriate search strategy. Medical Subject Headings
(MeSH) terms were used in combination with key terms
andtheir synonymssuchas‘wounds’, ‘hyperbaric oxygen’,
‘HBOT’ and‘costs’.Additional publicationswereidentified
by reviewing the reference lists of retrieved studies. No
languagerestrictions were applied.

SELECTIONOF INCLUDED STUDIES

Eligible studies were either cohort studies or randomised
clinical trials (RCTs) that reported on both the clinical
effectiveness and treatment costs of HBOT. Furthermore,
eligible RCTs shoulddealwith thetreatmentof openwounds
of any type andaetiology, including soft tissue infections.
Only studies that comparedHBOT with standard care or
placebo treatment were included in this study. RCTs on
the topical application of HBOT were excluded. Two of
the authors (TS andRS) independently screenedtitles and
abstractsof potentially eligible studies.Subsequently,full-
text versionsof thesepublications were retrieved.

ASSESSMENTOFSTUDY QUALITY

Therisk of biasandmethodological quality of the included
studies was assessedby two review authors (TS and RS)
using the Downs-Black instrument and the Drummond
checklist.12,13 TheDowns-Black instrument is validated for
theassessmentofquality of randomisedandnon-randomised
studiesandconsistsof 27 items categorisedin five subscales.
These subscalesare divided into the themes ‘reporting’
(10 items), ‘external validity’ (three items), ‘bias’ (seven
items), ‘confounding’ (six items) and ‘power’ (one item).
The maximum total scoreusing the original instrument is
32, but we modified the scorefor the items ‘confounding’
and ‘power’. The original scale ranged from 0 to 2 for
‘confounding’ and0 to 5 for ‘power’, but wechangedthese

itemsinto dichotomousvariables(i.e., scoring‘1’ if apower
or samplesizecalculation waspresentand‘0’ if not). Each
study could therefore scoreamaximum of 27 points on the
modified Downs-Black instrument.

The Drummond checklist is a tool for the assessmentof
quality of the economic evaluation conducted alongside
a clinical effectiveness study and consists of 35 items
categorised in three subscales. These subscalesare ‘study
design’, ‘data collection’ and ‘analysis and interpretation
of results’. Scoresthat can be obtained for each item are,
‘yes’, ‘no’, ‘not clear’ and ‘not appropriate’. We recoded
thesescoresinto dichotomous variables, ‘yes’ scoring ‘1’
and‘no’ or ‘unclear’ scoring ‘0’. Becausenometa-analyses
were included in this review, one item wasnot applicable
to the studies. Themaximum score could therefore be 34
(insteadof 35) on the Drummondschecklist.

DATA COLLECTIONAND EXTRACTION

Data extraction was performed by the same two authors
independently using a standardextraction form. Extracted
study information included researchdesign and setting,
year of publication, inclusion criteria, numberof included
participants, method of allocating patients, details about
the HBOT therapeutic regimen and treatment in the
control group, clinical outcome measures,and economic
outcomemeasures,asdefined by the authors of the papers.
Discrepancies were resolved by discussion among the
review authors.

DATA ANALYSIS

For dichotomous outcomes,differences betweentreatment
groups areexpressedasrisk differences (RD) andnumbers
neededto treat or harm (NNT or NNH), along with their
95% confidence intervals (CIs). For continuous outcomes,
differences areexpressedasmeandifferences (MDs), along
with 95%CIs.Weplannedto doameta-analysisonly in case
of limited clinical andstatisticalheterogeneity(i.e., if theI²
was less than50%).

Results

The initial search identified 1,040 potentially relevant
publications. Full-text articles were retrieved for 22
publications which weredeemedpotentially eligible based
on their titles andabstracts.Eighteen of thesearticles were
subsequently excluded. Reasonsfor exclusion are shown
in Table 1. Eventually, only four articles were considered
eligible for inclusion in this review.

STUDY CHARACTERISTICS

The four included studies comprised various categoriesof
patients.Abidia et al. performedaRCTwhich included 18
patientswith ischaemicdiabetic foot ulcers.14 Cianci et al.

Table 1
Flow chart of study inclusions andexclusions

Referencesidentified and screenedfor
retrieval after removing duplicates (n = 1,040)

↓
Not eligible basedon title andabstract(n = 1,018)

↓
Full-text articles retrievedfor

more detailed evaluation (n = 22)
↓

Not eligible basedonfull text (n = 18)
– no economic assessment(n = 9)
– no original study data(n = 7)

– noHBOT (n = 2)
↓

Included studies(n = 4)
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Table 3
Quality assessmentusingthe Downs andBlack instrument

Study Abidia et al14 Cianci et al15 Mindrup et al16 Sohet al17
Reporting
Objective + + + +
Main outcomes + + + +
Patient characteristics + + + +
Intervention + − + −
Confounders + + + −
Main findings + + + −
Variability + − + −
Adverse events + − − −
Lossto follow-up + − − −
Probability values + – + +

External validity
Representativesubjects invited + − − −
Representativesubjects participated + − − −
Representative treatment + + + +

Internal validity – bias
Blinding subjects + − − −
Blinding outcome assessors + − − −
Data dredging + + + −
Lengthof follow up + − − −
Statistical tests + − + +
Compliance + − − +
Accurate main outcomemeasures + + + +

Internal validity – confounding
Selection bias + − + +
Periodof time + − + +
Randomisation + − − −
Concealment + − − −
Confounding + − − −
Lossto follow up + − − −

Power
Sample size − − − −

Total score 26/27 8/27 14/27 10/27

Study Abidia et al14 Cianci et al15 Mindrup et al16 Sohet al17
Wound type Ischaemicdiabetic Thermal burns Fournier’s gangrene Necrotising soft

foot ulcers tissueinfections
Study design Randomisedtrial Prospective cohort Retrospective cohort Retrospective cohort
Country UK USA USA USA
Participants (n) 18 21 42 45,913
- HBOT group 9 10 26 405
- control group 9 11 16 45,508

HBOT sessions
- Total sessions 30 * 2–26 (median 6) *
- Duration 90minutes 90minutes 30–90minutes *
- Pressure(kPa) 243 203 243–304 *

Control treatment ShamHBOT Standard treatment Standard treatment No HBOT
Follow-up period 1 year 13–81days 9months–10 years *

Table 2
Characteristicsof included studies; HBOT – hyperbaric oxygen treatment; * – not specified
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included 21 patients with thermal burns in a prospective
cohort study.15 The retrospectivecohort study by Mindrup
et al. included 42 patientswith Fournier’s gangrene.16 The
retrospective studybySohetal. describedacohort of 45,913
patientswith necrotisingsoft tissueinfections (NSTIs) taken
from the United StatesNationwide Inpatient Sample.17

HBOT therapeutic regimes, as well as treatment pressure
andsessionduration, werequite different amongthestudies.
OnlyAbidia etal. employedshamHBOTwith 100%oxygen
in the control group, while other studies comparedHBOT
to wound carewithout HBOT.14 A complete overview of

the study characteristics is shownin Table 2.

METHODOLOGICALQUALITY

Themethodologicalquality of theRCTbyAbidia etal. was
very good(26 out of 27 points).14 Theobservationalnature
of theotherstudieslimited their validity, which is reflected
by their relatively low scoresontheDownsandBlack quality
assessmenttool (Table 3). The quality of the economic
evaluationswaspoor in all four studies.This is reflectedby
lower scoreson theDrummonds checklist (Table 4).

Table 4
Quality assessmentusingtheDrummondchecklist; * only original clinical studiesareincluded in thisreview, sothisitem isnot applicable

Study Abidia et al14 Cianci et al15 Mindrup et al16 Sohet al17
Study design
Researchquestion − + − −
Economic importance − + − −
Viewpoint(s) of theanalysis − − − −
Rational alternative treatment − − − −
Alternative treatment + − − −
Form of economic evaluation − − − −
Form justified − − − −

Data Collection
Sources + + + +
Design + + + +
Meta-analysis * * * *
Primary outcome ± − − −
Value benefits − − − −
Subjects − − − −
Productivity − − − −
Relevanceproductivity − − − −
Resource use − − − −
Estimation quantities ± − − −
Currency and prize data ± − − −
Inflation − ± ± ±
Model − − − −
Model justified − − − −

Analysisand interpretation of results
Time horizon + − − −
Discount rate − − − −
Choiceof rate − − − −
Explanation if not discounted − − − −
Statistical testsfor stochasticdata − − − −
Sensitivity analysis − − − −
Choiceof variables − − − −
Rangesvariables − − − −
Alternatives − − − −
Incremental analysis − − − −
Disaggregated andaggregated − − − −
Answer study question − − − −
Conclusion from datareported − − − −
Conclusions with caveats − − − −

Total score 4/34 4/34 2/34 2/34
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CLINICAL OUTCOMES

Threeof the included studiesreportedthatHBOTpositively
affectedclinical outcomes(Table 5). TheRCT byAbidia et
al. demonstrated improved healing of ischaemic diabetic
ulcers at one year of follow-up.14 Cianci et al. reported a
reduced length of hospital stay in HBOT-treated patients
with thermal burns.15 Soh et al. reported a longer length
of hospital stay, but lower complications and in-hospital
mortality in patients with NSTI who were treatedwith
HBOT.17 Nevertheless,Mindrup et al. demonstratedanon-
significant increase in disease-specificmortality among
patients with Fournier’s gangrenewho received HBOT.16

ECONOMIC OUTCOMES

Thedepthof the economicanalysesvariedwidely amongthe
four included studies.An overviewof all economicoutcome
findings is shownin Table 6.

Abidia et al. assessedthecostsof hospital visits for wound
careandHBOT costsduring theone-yearfollow-up period
usingunit costsasobtainedfrom theNHS (poundssterling,
£) £58 for anoutpatientvisit and£100for anHBOT-session),
and reported lower overall costs in HBOT-treated patients

(£4,972 vs. £7,946).14 The extra costs for HBOT were
compensatedby a substantial reduction in the number of
outpatient visits (33.75 visits in theHBOT group vs. 136.5
in the control group).

Cianci etal. reportedanon-significant reduction in thecosts
of hospitalisation for HBOT-treatedpatients by reviewing
all hospital bills.15 The authors corrected the costs of
inflation by standardisingprices to 1987 levels but did not
useappropriate statistical testsfor non-parametric costdata.

In thestudybyMindrup etal. theprimary economicoutcome
was the total hospital costs.16 Median total hospital costs
were higher in the HBOT group, but this difference was
not statistically significant (mediancostsUSD $63,199vs.
$51,185). However, they reported statistically significant
higher averagedaily hospital expendituresfor HBOT-treated
patients ($3,384 vs. $2,552) compared with non-HBOT
treated patients.

Also, in theretrospectivecohort studyby Sohetal., themain
economic outcomeparameterwasthe total hospital charges
during hospitalisation.17After adjustmentsfor inflation, the
authors reported statistically significantly higher median
hospital costs in theHBOT group.

Study Abidia et al14 Cianci et al15 Mindrup et al16 Sohet al17
Main outcome Ulcers healed Length of Diseasespecific In-hospital

after one year hospital stay (days) mortality mortality
HBOT group 5/9 Mean 28.4 7/26 18/405

(range 13–60± 16.1)
Control group 0/9 Mean 43.2 2/16 4,289/45,508

(range 20–81± 19.4 )
RD (95%CI) 56% MD 14.8 -14% 47%

(22 to 89%) (-1.6 to 31.2) (-36 to 13%) (30 to 74%)
NNT (95%CI) NNT 2 (1 to 5) * * 20 (15 to 50)

Study Abidia et al14 Cianci et al15 Mindrup et al16 Sohet al17
Main outcome Costsof Costsof burn care Total hospital charges Hospitalisation costs

treatment per year
Monetary unit GBP USD USD USD
HBOT group Mean 4,972 Mean 60,350 Median 63,199 Median 52,205

(± 9,250) (range31,858–256,741) (95% CI 46,397–58,012)
Control group Mean 7,946 Mean 91,960 Median 51,185 Median 45,464

(± 12,590) (range8,691–$427,283) (95% CI 44,7867–46,060)
Cost benefit? 37% cost reduction 34% cost reduction* 23% cost increase*† 15% cost increase

Table 5
Primary clinical outcomes;CI – Confidenceinterval; HBOT – Hyperbaric oxygen treatment;MD – meandifference;

NNT – numberneededto treat; RD – risk difference; * not applicable

Table 6
Primary economic outcomes; CI: confidence interval; HBOT: Hyperbaric oxygen treatment; * statistically non-significant;

† averagedaily hospital chargeswere statistically higher in the HBOT treatedgroup
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Discussion

This systematicreview demonstratesthatthereis little direct
evidenceonthecost-effectivenessof HBOT in the treatment
of chronic or acutewounds.Only four clinical studieswere
found that reportedclinical aswell aseconomicoutcomes.
Each study comprised of patients with different wound
types,which preventedpooling of the results.Furthermore,
outcomemeasureswerevery heterogeneousfor both clinical
andeconomic endpoints.Moreover, the economic analyses
wereof limited quality, failed to includean in-depthanalysis,
andwere conducted in different decades.

A number of recent systematic reviews have reported
on the clinical effectivenessof HBOT for patients with
chronic ulcers or late radiation tissue injury.2–4 Most of
thesereviews focussedon patients with diabetic ulcers and
werehamperedby between-studyheterogeneity andlimited
methodological quality. Nevertheless,thereis someevidence
on theeffectivenessof HBOT in improving the healing of
diabetic foot ulcersandlate radiation tissueinjury.3,4 Also,
some evidence exists on the effectiveness of additional
HBOT for acutewounds.9

Given themagnitudeof the healthproblem andits economic
impact, evidence for cost-effective treatments is essential
in wound care. Prospective clinical studies are required
to accurately assesscost-effectiveness, asall relevant and
important clinical and cost parametersmust be measured
simultaneously. Although an economic analysis is rarely
the primary purposeof a clinical study, a few adjustments
to the study design can ensure that the data can be usedin
high-quality economicanalyses.

None of the included trials in this review statedwhich
economic perspective was taken into account. When
performing acost-effectivenessanalysisalongsideaclinical
trial, the most preferred approach is taking all costs into
accountfrom asocietal perspective.After this analysis, the
perspective canbechangedinto the standpoint of, e.g., the
government, the hospital or the patient.13

A cost-utility analysis is the preferredoption when astudy
aims to determine the costs and efficacy of a treatment
option, in whichquality of lifeisan importantfactor. In such
analyses,the outcomeis often expressedasthe effect on the
quality-adjusted life years(QALY) thatarelost orgainedby
theuseof aspecific therapy.13 TheInternational Society for
Pharmacoeconomics andOutcomeResearchTask Force in
Good ResearchPractices: randomized clinical trials–cost-
effectiveness analysis (ISPOR RCT-CEA) has formulated
recommendations for the design of economic analyses
alongsideclinical trials.18 An important recommendationis
that healthutilities or QALYs should bemeasureddirectly
from thestudy participants. Health utilities arepreference-
weighted health statesonascalefrom 0 (death)to 1 (perfect

health) that canbemeasuredbyusing utility questionnaires
such as the EuroQol-5D.19,20 Unfortunately, none of the
included studies in the presentreviewmeasuredutilities or
expressedtheir health outcomes asQALYs.

Besides clinical studies assessingeconomic outcomes,
a few economic evaluations have been performed. The
results of suchevaluationsarehighly dependentonspecific
assumptionson treatment costs andclinical outcomes.An
exampleof this kind of evaluation is abudgetimpact study
in which a decision model comparing additional HBOT
with standardcare alone in the treatment of diabetic foot
ulcerswasdeveloped.21 This model included only thecosts
of theHBOT. Efficacy datawereobtainedfrom areview of
clinical studies that were of poor methodological quality.
They concludedthat over a12-year period, the costsfor the
treatmentof patientswith diabetic foot ulcerswith HBOT
would belower than thecostsfor standardcarealone in the
Canadiansetting (CND $40,695 vs. $49,786).

An example of an ongoing clinical trial on HBOT in
wound careis the Dutch DAMOCLES trial. The objective
of this clinical trial is to investigatethe cost-effectiveness
of HBOT in patientswith ischaemicdiabetic ulcers. In the
DAMOCLES trial, all medicalanddirect non-medicalcosts
areassessedandQALYs aremeasured.22

Conclusions

Although HBOT seemseffective for various acute and
chronic wounds, thelack of available evidenceoneconomic
endpoints is striking, given the fact that HBOT is widely
applied in these settings and is reimbursed by insurance
companies in Europe and the USA for the treatment of
chronic wounds. Future researchshould include economic
outcomesin large clinical studiesof strongmethodological
quality to ensure that meaningful results can be used in
clinical decision making andeconomicevaluations.

References

1 Posnett J, Franks PJ. The burden of chronic wounds in the
UK. Nursing Times.2008;104:44-5.

2 Kranke P, Bennett MH, Martyn-St JamesM, SchnabelA,
DebusSE.Hyperbaric oxygentherapyfor chronicwounds.The
Cochrane databaseof systematicreviews. 2012;4:CD004123.

3 StoekenbroekRM, SantemaTB, LegemateDA, Ubbink DT,
vandenBrink A, KoelemayMJ. Hyperbaric oxygen for the
treatment of diabetic foot ulcers: a systematic review. Eur J
VascEndovascSurg. 2014;47:647-55.

4 Bennett MH, Feldmeier J, HampsonN, SmeeR, Milross C.
Hyperbaric oxygentherapyfor lateradiation tissueinjury. The
Cochrane databaseof systematicreviews. 2012;5:CD005005.

5 WeaverLK, editor. Hyperbaric oxygentherapy indications,
13th ed. Durham, NC; Underseaand Hyperbaric Medical
Society: 2014.

6 Gill AL, Bell CN. Hyperbaric oxygen: its uses,mechanisms
of action andoutcomes.QJM. 2004;97:385-95.



Diving andHyperbaric Medicine Volume 45 No. 4 December2015234

7 FosenKM, Thom SR. Hyperbaric oxygen, vasculogenic
stem cells, and wound healing. Antioxid Redox Signal.
2014;21:1634-47.

8 DauwePB,Pulikkottil BJ, Lavery L, Stuzin JM,Rohrich RJ.
Does hyperbaric oxygen therapy work in facilitating acute
wound healing: a systematic review. Plast Reconstr Surg.
2014;133:208e-15e.

9 EskesAM, Ubbink DT, LubbersMJ, LucasC,VermeulenH.
Hyperbaricoxygentherapy:solution for difficult to healacute
wounds?Systematic review.World J Surg. 2011;35:535-42.

10 Hlatky MA, Owens DK, SandersGD. Cost-effectiveness
asanoutcomein randomizedclinical trials. Clinical Trials.
2006;3:543-51.

11 Moher D, Liberati A, Tetzlaff J, Altman DG, Group P.
Preferred reporting items for systematic reviews and meta-
analyses:the PRISMA statement.BMJ. 2009;339:b2535.

12 Downs SH, Black N. The feasibility of creating a checklist
for the assessmentof the methodological quality both of
randomised and non-randomised studies of health care
interventions. J Epidemiol CommunH. 1998;52:377-84.

13 DrummondMF, JeffersonTO.Guidelines for authorsandpeer
reviewers of economic submissions to the BMJ. The BMJ
EconomicEvaluationWorking Party.BMJ. 1996;313:275-83.

14 Abidia A, Laden G, Kuhan G, JohnsonBF, Wilkinson AR,
Renwick PM, et al. The role of hyperbaric oxygen therapy
in ischaemicdiabetic lower extremity ulcers:A double-blind
randomized-controlled trial. Euro J Vasc Endovasc Surg.
2003;25:513-8.

15 Cianci P, Williams C, Lueders H, Lee H, Shapiro R, Sexton
J, et al. Adjunctive hyperbaric oxygen in the treatment of
thermal burns: An economic analysis. J Burn Care Rehab.
1990;11:140-3.

16 Mindrup SR,KealeyGP,Fallon B. Hyperbaricoxygenfor the
treatmentof Fournier’s gangrene.J Urol. 2005;173:1975-7.

17 Soh CR, Pietrobon R, Freiberger JJ, Chew ST, Rajgor D,
Gandhi M, et al. Hyperbaric oxygen therapy in necrotising
soft tissue infections: A study of patients in the United
States Nationwide Inpatient Sample. Intens Care Med.
2012;38:1143-51.

18 RamseyS,Willke R, BriggsA, Brown R, Buxton M, Chawla
A, etal. Goodresearchpracticesfor cost-effectivenessanalysis
alongside clinical trials: the ISPOR RCT-CEA Task Force
report.Value Health. 2005;8:521-33.

19 Dolan P.Modeling valuations for EuroQol healthstates.Med
Care. 1997;35:1095-108.

20 EuroQol G. EuroQol –anewfacility for themeasurementof
health-relatedquality of life. Health Policy.1990;16:199-208.

21 ChuckAW, Hailey D, JacobsP, PerryDC. Cost-effectiveness
and budget impact of adjunctive hyperbaric oxygen therapy
for diabetic foot ulcers. Int J TechnolAssessmentHealthCare.
2008;24:178-83.

22 Stoekenbroek RM, SantemaTB, Koelemay MJ, van Hulst
RA, LegemateDA, ReekersJA,etal. Is additional hyperbaric
oxygen therapy cost-effective for treating ischemic diabetic
ulcers?Studyprotocol for theDutch DAMOCLESmulticenter
randomizedclinical trial? J Diabetes.2015;7:125-32.

Acknowledgements

Theauthorsthank ReneSpĳker, clinical librarian, for hisassistance
in performing the literature search.

Conflict of interest:nil

Submitted: 20 March 2015; revised 10 June and
10November 2015
Accepted: 22November 2015

Trientje B Santema¹, Robert M Stoekenbroek¹, Koen C van
Steekelenburg¹,Rob A van Hulst², Mark JW Koelemay¹, Dirk T
Ubbink¹

¹Department of Surgery, Academic Medical Center, Amsterdam,
TheNetherlands
²Department of Hyperbaric Medicine, AcademicMedical Center,
Amsterdam,TheNetherlands

Addressfor correspondence:
Trientje B Santema
Dept of Surgery, roomG4-132
AcademicMedical Center
PO Box 22660
1100 DD Amsterdam,TheNetherlands
Phone:+31-(0)20-566-3405
Fax: +31-(0)20-566-6569
E-mail: <t.b.santema@amc.uva.nl>

The database of randomised controlled trials in hyperbaric medicine maintained by
Michael Bennett and his colleagues at the Prince of Wales Hospital Diving and

Hyperbaric Medicine Unit, Sydney is at:
<http://hboevidence.unsw.wikispaces.net/>

Assistance from interested physicians in preparing critical appraisals is welcomed,
indeed needed, as there is a considerable backlog. Guidance on completing a CAT is

provided.
Contact Associate Professor Michael Bennett: <m.bennett@unsw.edu.au>


