
 

 

Decision Summary 
 
Meeting Date 12 February 2013 

Application # N_13_01 

Title of TCP Intravenous pumps with dose error reductions system (DERS) and wi-fi connectivity 

 New TCP                          Substitute/replacement for existing   Extended use of existing    Other 

      

CONFLICT OF INTEREST DECLARATION 

Applicant   Yes  No       

Committee   Yes  No       

SAFETY 

 Safer than current practice  Equivalent to current practice  Less safe than current practice  

 

EFFECTIVENESS 

High quality 
evidence? 

Yes. 

Research to date has shown reductions in medication administration errors of up to 70% and 80%.
1,2,3

 

The most relevant evidence to date is a pre-post study of a DERS conducted at Peninsula Health.
4
 

Peninsula moved from IMED Gemini pumps to Alaris pumps with Guardrails® software.  They compared 
performance between pumps with the Guardrails software switched on and off. 

Like the previous studies, Peninsula achieved an 81% reduction in errors (p<0.001) when medication was 
infused via the pumps with Guardrails® switched on (3.6% error rate).  Where the Guardrails® software 
was not used the rate remained effectively unchanged (19% error rate).  Post intervention there were 4 
events rated as high or extreme where Guardrails® was off and none where Guardrails® was on 
(p=0.03). 

1. Maddox RR, Danello S, Williams CK, et al.  Intravenous Infusion Safety Initiative: Collaboration, evidence-
based best practices and “smart” technology help avert high-risk adverse drug events and improve patient 
outcomes.  In: Advances in Patient Safety: New Directions and Alternative Approaches. Vol 1-4. AHRQ 
Publication Nos. 08-0034 (1-4). Rockville, MD: Agency for Healthcare Research and Quality, July 2008. 

2. Malashock CM, Shull SS, Gould DA.  Effect of smart infusion pumps on medication errors related to infusion 
device programming.  Hosp Pharm 2004; 39: 460-9. 

3. Fields M, Peterman J.  Intravenous medication safety system averts high-risk medication errors and provides 
actionable data. Nurs Adm Q 2005; 29: 78-87. 

4. Larsen GY, Parker HB, Cash J, O’Connell M, Grant MC.  Standard drug concentrations and smart-pump 
technology reduce continuous-medication-infusion errors in pediatric patients.  Pediatrics 2005; 116: e21-
e25. 

Consistent, 
clinically important 
benefit? 

Yes. 

Current practice is to use IV pumps that do not have dose error reduction software (DERS). They operate 
by entering a rate (e.g. mL/hr) and a total volume to be infused. 

Errors during administration of IV medications are an extreme risk to patient safety at Southern Health. 
Smart pumps with a DERS are the only demonstrated high level risk control strategy to prevent these 
errors. Since 1st December 2011 there have been 36 incidents, including two ISR2 incidents, at Southern 
Health involving medications administered at an incorrect rate that would have been prevented if Smart 
Pumps had been in use. 

Applicable to 
Southern Health? 

Yes. 

      

COST 

This is a large capital investment involving over 900 IV pumps as well as finalising wireless facilities throughout Southern Health. 
Funds are unlikely to be available in the short term, however, the committee feels that introduction of these pumps is an 
important issue for Southern Health and encourages the exploration of other options such as: 

 Turning on the ‘smarts’ in the current pumps (acknowledging that this would require manual updating of drug libraries) 

 Staging introduction of wi-fi smart pumps 

 Piloting wi-fi smart pumps in one area to demonstrate the advantages 

 Changing the brand of pump now, and adding the smart/wi-fi technology later 
Additionally, a pharmacist would need to establish and maintain the drug libraries. 
 

Technology/Clinical Practice Committee 



CLINICAL FEASIBILITY 

Resource 
implications 

Any change of IV pumps will require an implementation plan and training of clinicians.  Roll out of the 
current IV pumps was completed in 4 weeks with substantial assistance from the company involved.  It is 
anticipated that a change of pump would be implemented in a similar time frame. 
The major work, prior to changing pumps would be establishing the drug library and standardising dosing 
throughout Southern Health. 

Credentialing and 
competency 
assurance 
undertaken 

Use of technology and credentialing and competency issues to be governed by the Medication Safety 
Committee. 

      

ISSUES RELATED TO ACCESS & EQUITY AND LEGAL & ETHICAL IMPLICATIONS 

. 

Final decision by the Southern Health Technology/Clinical Practice Committee 

 Recommended: Approved with no further need for assessment. 

 Restricted Recommendation – Audit: Approval subject to implementation under audit conditions. Conditions are specific 

to the technology. 

 Restricted Recommendation – Clinical Trial: Endorsed, however approval subject to implementation in clinical trial with 

Southern Health Human Research and Ethics Committee approval. 

 Restricted Approval – Operational Restrictions: Endorsed, however financial or operational restrictions apply. 

 Not Recommended 

There are no Technology/Clinical Practice reporting conditions for intravenous pumps with dose error reductions system (DERS) 
and wi-fi connectivity. 

 

Any queries regarding this document to be forwarded to  

Ms Kelly Allen 

Executive Officer, Technology Clinical Practice Committee 

Tel 9594 7579 

Email: kelly.allen@southernhealth.org.au 
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Decision Summary 
 
Meeting Date 09 April 2013 

Application # N_13_02 

Title of TCP Laparoscopic sleeve gastrectomy 

 New TCP                          Substitute/replacement for existing   Extended use of existing    Other 

The prevalence of obesity is increasing in Australia and has become a major health issue with around 63% of the Australian 
population overweight or obese.  The cost of obesity and the associated comorbidities is rising and surgical intervention is a 
cost-effective method of treating obesity.  This application is for laparoscopic sleeve gastrectomy which will give an alternative to 
gastric banding treatment. 

CONFLICT OF INTEREST DECLARATION 

Applicant   Yes  No       

Committee   Yes  No       

SAFETY 

 Safer than current practice  Equivalent to current practice  Less safe than current practice  

 

EFFECTIVENESS 

High quality 
evidence? 

The most recent position statement from the American Society for Metabolic and Bariatric Surgery is that 
laparoscopic sleeve gastrectomy is “an acceptable option as a primary bariatric procedure and as a first-
stage procedure in high-risk patients as part of a planned staged approach” and that “SG has a 
risk/benefit profile between LAGB and RYGB”. The society considers that “Substantial comparative and 
long-term data have now been published in peer-reviewed studies demonstrating durable weight loss, 
improved medical co-morbidities. Long-term patient satisfaction and improved quality of life after SG”.

1
 

Data from the American College of Surgeons Bariatric Surgeon Network compared laparoscopic sleeve 
gastrectomy (LSG) to laparoscopic adjustable gastric band (LAGB), laparoscopic Roux-en-Y gastric 
bypass (LRYGB) and open Roux-en-Y gastric bypass (ORYGB).  Analysis of data from 28,616 patients of 
30-day, 6-month and 1-year outcomes concluded that LSG has morbidity and effectiveness positioned 
between LAGB and LRYGB/ORYGB. 

2
  

A prospective randomised trial with 80 Belgian patients of LSG versus gastric banding (GB) showed 
median weight loss to be significantly better after one and three years with LSG.  Loss of feeling of hunger 
was also significantly better after both one and three years in the LSG group.  Gastroesophageal reflux 
disease was more frequent and one year in LSG patients and more frequent at three years in LAGB 
patients.

3
 

Long term follow up is available from a group 20 United Kingdom patients showing that at 8-9 years 55% 
of patients had >50% excess weight loss.

4
   

 
 
References: 

1. American Society for Metabolic and Bariatric Surgery Position Statement: http://asmbs.org/2012/06/sleeve-gastrectomy-as-
a-bariatric-procedure-update/ 

2. Hutter M. et al. First report from the American College of Surgeons Bariatric Surgery Network. Laproscopic Sleeve 
Gastrectomy has Morbidity and Effectiveness positioned between the Band and the Bypass. Ann Surg. 2011; 254(3):410-
422. 

3. Himpens, J et al.  A prospective randomized study between laparoscopic gastric banding and laparoscopic isolated sleeve 
gastrectomy: Results after 1 and 3 years.  Obesity Surgery, 2006; 16:1450-1456. 

4. Sarela, Dexter, O’Kane et al. 2012. Long-term follow-up after laparoscopic sleeve gastrectomy: 8–9-year results. Surgery for 
obesity and related disease; 8(6): 679.  

Consistent, 
clinically important 
benefit? 

Yes. 

Applicable to 
Monash Health? 

Yes. 

COST 

There are no establishment costs for this procedure and ongoing costs are expected to be less than the alternative procedure of 
lap-banding with an expected flow on effect in reduction of allied health costs. 

CLINICAL FEASIBILITY 

Resource 
implications 

There are no organisational capacity issues identified for this procedure.  The unit structure is in place and 
the unit conducts ongoing audit.  

Credentialing and 
competency 

Any surgeon who is credentialed by upper gastrointestinal surgery to perform gastrectomy will be 
credentialed to perform laparoscopic sleeve gastrectomy. 

Technology/Clinical Practice Committee 



assurance 
undertaken 

      

ISSUES RELATED TO ACCESS & EQUITY AND LEGAL & ETHICAL IMPLICATIONS 

None identified. 

Final decision by the Southern Health Technology/Clinical Practice Committee 

 Recommended: Approved with no further need for assessment. 

 Restricted Recommendation – Audit: Approval subject to implementation under audit conditions. Conditions are specific 

to the technology. 

 Restricted Recommendation – Clinical Trial: Endorsed, however approval subject to implementation in clinical trial with 

Southern Health Human Research and Ethics Committee approval. 

 Restricted Approval – Operational Restrictions: Endorsed, however financial or operational restrictions apply. 

 Not Recommended 

 

Any queries regarding this document to be forwarded to  

Ms Kelly Allen 

Executive Officer, Technology Clinical Practice Committee 

Tel 9594 7579 

Email: kelly.allen@southernhealth.org.au 
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Decision Summary 
 

Meeting Date 07 May 2013 

Application # N_13_03 

Title of TCP Repetitive Transcranial Magnetic Stimulation Service for Depression 

 New TCP                          Substitute/replacement for existing   Extended use of existing    Other 

Depression is a common medical condition and up to 30% of people with major depression do not respond to medication and/or 
psychotherapy.  Repetitive transcranial magnetic stimulation will provide an alternative treatment to electroconvulsive therapy 
(ECT).  This application is for people with major depression who have failed to respond to or have been unable to tolerate two 
antidepressant medications. 

CONFLICT OF INTEREST DECLARATION 

Applicant   Yes  No       

Committee   Yes  No       

SAFETY 

 Safer than current practice  Equivalent to current practice  Less safe than current practice  

EFFECTIVENESS 

High quality 
evidence? 

Yes.  The most recent meta-analyses of repetitive transcranial magnetic stimulation (rTMS) treatment, 
which includes over 1000 patients, and several large scale multi-site trials, demonstrate that rTMS 
produces a greater degree of improvement in depression severity that sham stimulation. In addition, 
studies comparing rTMS to ECT indicate that rTMS has efficacy not greatly less than ECT but with a 
substantial side effect advantage.

 
 

 

Consistent, 
clinically important 
benefit? 

Yes. 

Applicable to 
Monash Health? 

Yes.  

COST 

Funding for the rTMS machine is available from the Mental Health Directorate. Consumable costs for rTMS will be covered by 
the reduced costs of ECT. 

CLINICAL FEASIBILITY 

Resource 
implications 

No extra EFT for staffing is required.   

Credentialing and 
competency 
assurance 
undertaken 

Credentialing for this application will be signed off by the Medicine Program Director as the Mental Health 
Program Director is the applicant. 

ISSUES RELATED TO ACCESS & EQUITY AND LEGAL & ETHICAL IMPLICATIONS 

None identified. 

Final decision by the Monash Health Technology/Clinical Practice Committee 

 Recommended: Approved with no further need for assessment. 

 Restricted Recommendation – Audit: Approval subject to implementation under audit conditions. Conditions are specific 

to the technology. 

 Restricted Recommendation – Clinical Trial: Endorsed, however approval subject to implementation in clinical trial with 

Southern Health Human Research and Ethics Committee approval. 

 Restricted Approval – Operational Restrictions: Endorsed, however financial or operational restrictions apply. 

 Not Recommended 

Any queries regarding this document to be forwarded to  

Ms Kelly Allen 

Executive Officer, Technology Clinical Practice Committee 

Tel 9594 7579 

Email: kelly.allen@southernhealth.org.au 

 

Technology/Clinical Practice Committee 
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Decision Summary 
Meeting Date 02 July 2013 

Application # N_13_04 

Title of TCP Duodenal Infusion of Donor Faeces for Recurrent Clostridium difficile 

 New TCP                          Substitute/replacement for existing   Extended use of existing    Other 

Monash Health currently sees around 10 to 20 cases of Clostridium difficile per fortnight with a small number of these cases 
developing recurrent infection.  Treatment for recurrent Clostridium difficile is problematic.  A recent randomised controlled trial 
has provided strong evidence of the effectiveness of duodenal infusion of donor faeces to treat this condition. 
CONFLICT OF INTEREST DECLARATION 
Applicant   Yes  No       
Committee   Yes  No       
SAFETY 
This treatment is considered safe.  The randomised controlled trial reported that adverse events immediately following treatment 
included diarrhoea, cramping and belching.  All resolved within three hours.  During follow up, some patients reported 
constipation. 
EFFECTIVENESS 
High quality 
evidence? 

Yes.  
A recent RCT has shown that infusion of donor faeces via nasoduodenal tube has a high rate of success.  
The RCT was terminated early after interim analysis showed the effectiveness of the treatment.  13 of 16 
patients had resolution of infection after one infusion.  The three remaining patients had a second infusion 
and two had resolution of infection.  The control groups consisted of vancomycin (4 of 13 patients had 
resolution of infection) and vancomycin combined with bowel lavage (3 of 13 patients had resolution of 
infection (p<0.001 for both comparisons with the infusion group).  
 
Reference: 
van Nood E, Vrieze A, Nieuwdorp M, Fuentes S, Zoetendal EG, de Vos WM et al. Duodenal infusion of donor feces for 
recurrent Clostridium difficile. N Engl J Med. 2013 Jan 31;368(5):407-15. 

Consistent, 
clinically important 
benefit? 

Yes. 

Applicable to 
Monash Health? 

Yes.  

COST 
Donors will need to be screened for infectious diseases and Monash Health laboratories will be used to prepare the infusion. 
However, given the small expected number of patients the cost implications are considered minimal.  It is expected that this 
treatment will be used for around five patients per annum. 
 
CLINICAL FEASIBILITY 
Resource implications Minimal, as above.   

Credentialing and competency 
assurance undertaken 

There are no credentialing issues for this TCP. 

ISSUES RELATED TO ACCESS & EQUITY AND LEGAL & ETHICAL IMPLICATIONS 
None identified. 
Final decision by the Monash Health Technology/Clinical Practice Committee 

 Recommended: Approved with no further need for assessment. 

 Restricted Recommendation – Audit: Approval subject to implementation under audit conditions. Conditions are specific 
to the technology. 

 Restricted Recommendation – Clinical Trial: Endorsed, however approval subject to implementation in clinical trial with 
Monash Health Human Research and Ethics Committee approval. 

 Restricted Approval – Operational Restrictions: Endorsed, however financial or operational restrictions apply. 

 Not Recommended 
Any queries regarding this document to be forwarded to  
Ms Kelly Allen 
Executive Officer, Technology Clinical Practice Committee 
Tel 9594 7579 
Email: kelly.allen@southernhealth.org.au 

 

Technology/Clinical Practice Committee 
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Decision Summary 

Meeting Date 22 October 2013 

Application # N_13_05 

Title of TCP Lucas 2 external chest compression system 

 New TCP                          Substitute/replacement for existing   Extended use of existing    Other 

The Lucas chest compression system performs automated, external cardiac compressions on adult patients who have suffered 
acute circulatory arrest, and who require prolonged cardiac compressions to maintain circulation during resuscitation attempts 
including advanced cardiac life support, cardiac catheterisation laboratory procedures and commencement of extracorporeal 
membrane oxygenation (ECMO). 

CONFLICT OF INTEREST DECLARATION 

Applicant   Yes  No       

Committee   Yes  No       

SAFETY 

 Safer than current practice  Equivalent to current practice  Less safe than current practice 

This treatment is considered safe for patients.  Autopsy studies have shown the same type and frequency of injuries (ie. rib 
fracture) as manual CPR.  These injuries are considered acceptable consequences of CPR. 

Additionally, there are definite occupational health and safety benefits of using this device.   It removes the risk of constant 
irradiation of the hands of those doing the manual compression during catheterisation laboratory procedures.  Manual 
compression is also very physically demanding as it is performed in protective clothing and at an awkward angle.  Use of the 
device also means there is an extra pair of hands in the catheterisation laboratory to assist with other procedures. 

EFFECTIVENESS 

High quality 
evidence? 

No. 
The data for use of this device is somewhat discordant.  It has not been shown to have definite medical 
benefit but it is not inferior to manual compression. 

Consistent, 
clinically important 
benefit? 

Yes. 

The device replaces manual compression.  It is an automated way of performing a required procedure.   

Applicable to 
Monash Health? 

Yes.  

COST 

There is no additional cost to using this technology.  Monash Health has received one of these devices through donation.   

CLINICAL FEASIBILITY 

Resource implications None   

Credentialing and competency 
assurance undertaken 

There are no credentialing issues for this TCP.  Use of this equipment is already considered 
scope of practice for staff working in the catheterisation laboratory. 

ISSUES RELATED TO ACCESS & EQUITY AND LEGAL & ETHICAL IMPLICATIONS 

None identified. 

Final decision by the Monash Health Technology/Clinical Practice Committee 

 Recommended: Approved with no further need for assessment. 

 Restricted Recommendation – Audit: Approval subject to implementation under audit conditions. Conditions are specific 

to the technology. 

 Restricted Recommendation – Clinical Trial: Endorsed, however approval subject to implementation in clinical trial with 

Monash Health Human Research and Ethics Committee approval. 

 Restricted Approval – Operational Restrictions: Endorsed, however financial or operational restrictions apply. 

 Not Recommended 

Any queries regarding this document to be forwarded to  

Ms Kelly Allen 

Executive Officer, Technology Clinical Practice Committee 

Tel 9594 7579 

Email: kelly.allen@monashhealth.org  

 

Technology/Clinical Practice Committee 
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Decision Summary 
Meeting Date 1 July 2014 
Application # N_13_06 
Title of TCP Shockwave lithotripsy service at Casey Hospital  

 New TCP                          Substitute/replacement for existing   Extended use of existing    Other 

 
CONFLICT OF INTEREST DECLARATION 
Applicant   Yes  No       
Committee   Yes  No       
SAFETY 

 Safer than current practice  Equivalent to current practice  Less safe than current practice 
 
EFFECTIVENESS 
High quality evidence? Extracorporeal shockwave lithotripsy for urological stones has been available for over 30 years. 

Although Level 1 evidence in Lithotripsy is limited, the decision was based on clinical expertise and 
factors described below. 
 

Consistent, clinically 
important benefit? 

1. Improved technology would allow greater range of stones to be treated mostly without general 
anaesthetic, particularly in emergency situations.   

2. Operating on urological stones would be safer and quicker. 
3. There would be a reduction in the number of urological patients requiring endoscopic or open 

surgery. 
Applicable to Monash 
Health? 

Yes.  

COST 
Overall cost per patient would be significantly reduced. 
CLINICAL FEASIBILITY 
Resource implications Greater cost effectiveness of use of resources by reducing the unit cost per patient.  

Operations would not require general anaesthetic, less patients would require open 
/emergency operations and there would be a significant reduction in the length of inpatient stay. 
Additional resources (equipment and start-up costs) required have been approved by relevant 
authorities in Monash Health.   

Credentialing and 
competency assurance 
undertaken 

Credentialing would be completed. 

ISSUES RELATED TO ACCESS & EQUITY AND LEGAL & ETHICAL IMPLICATIONS 
No changes from the current. 
Final decision by the Monash Health Technology/Clinical Practice Committee 

 Recommended: Approved with no further need for assessment. 

 Restricted Recommendation – Audit: Approval subject to implementation under audit conditions. Conditions are specific 
to the technology. 

 Restricted Recommendation – Clinical Trial: Endorsed, however approval subject to implementation in clinical trial with 
Monash Health Human Research and Ethics Committee approval. 

 Restricted Approval – Operational Restrictions: Endorsed, however financial or operational restrictions apply. 

 Not Recommended 
General Conditions 

a. The Head of Department/Unit is required to notify the Executive Officer of TCPC in the event of: 
 Any change in protocol and the reason for that change together with an indication of ethical implications 
 Adverse effects of the TCP and steps to deal with them 
 Any unforeseen events 

b. Adverse Events 
 If a significant adverse event occurs the Head of Department/Unit must immediately notify the TCPC. 

c. Consent 
 Compliance with the Monash Health Consent Policy is mandatory.  
 Written consent must be obtained for any treatment, investigation or procedure that involves a new technology or clinical practice 

d. Data Collection 

Technology/Clinical Practice Committee 



 All approved TCPs must be audited and data collected reported to the Committee. A generic “Outcome Spreadsheet” is available 
for use if required by the applicants. However if applicants want to use their own audit tool that is acceptable.  

e. Reporting 
 Reporting required at six monthly intervals; January – June and July – December; for a two year period. 
 Reports should be forwarded to TCPC Executive Officer. TCPC will forward reports to the Department of Health. A “Progress 

Report “ template is provided for this purpose 
f. Quality Assurance 

 Collection of audit data constitutes a Quality Assurance (QA) activity. In general QA activities do not usually require Human 
Research Ethics Committee (HREC) approval, however in order to meet the requirements of many journal editorial 
boards an HREC letter acknowledging that the activity is not research and is correctly identified as QA is often required. At 
Monash Health, the TCPC has obtained generic approval from Monash Health HREC for this QA activity for applications 
approved by the TCPC so long as the data collected is confined to that described within the “Progress Report” template and the 
“Outcome Spreadsheet”.  Applicants are advised to complete the QA supplement (attached) and forward it to the TCPC 
Executive Officer who will then forward it to the HREC.  The HREC will register your application as a Quality Assurance activity 
and provide you with a certificate. If the data being collected by you is beyond the scope of the templates or if your responses to 
the questions contained in the QA Supplement are in the affirmative, then the project may warrant further review by the HREC.  

 
g. Review 

 At the conclusion of the two year period the original application will be reviewed by the TCPC to determine if it should be 
considered standard practice. 
 

Special Conditions 
 The TCPC is updated on the progress of the technology in December 2014. 
 Credentialing documentation must be completed. 
 A patient information sheet must be developed within the Monash Health template and submitted to the Technology Clinical 

Practice Committee for approval. 
 All new Patient Information sheets at Monash Health are required to be reviewed by the Patient Information Approval group (5 

consumer representatives), the TCPC Executive Officer will facilitate this process. 
 The new TCP may not be implemented until the Patient Information sheet has been approved.   

 
Any queries regarding this document to be forwarded to:  
Executive Officer, Technology Clinical Practice Committee 
Tel 9594 7579 
Email: TCPC@monashhealth.org 
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