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Background. Advanced wound treatment modalities enhance healing of hard-to-heal wounds, decrease the risk of amputations, and
improve the quality of life of patients. Modalities have different rates of efficacy and incur different social and financial costs to the
individual and the healthcare system. Two such modalities, the autologous whole blood clot (WBC) and negative-pressure wound therapy
(NPWT), were compared in the South African (SA) context. The comparison was conducted on hard-to-heal wounds, with a specific focus
on diabetic foot ulcers (DFUs).

Objectives. To compare the social considerations and financial costs of using autologous WBC v. NPWT in the treatment of DFUs in SA.
Methods. Data were obtained based on current supply costs from SA suppliers for the two modalities, the standard of care for both
modalities, the number of applications required for each, and social considerations provided by SA wound management clinicians. Wound
healing rates were obtained from the published literature. This information was used to calculate costs of two scenarios (scenario 1: low
exudate v. scenario 2: high exudate), which were compared over two treatment durations (4 and 12 weeks) for each treatment modality.
Calculations included weekly cost of supplies, total cost saved by a patient with a DFU managed with either of the wound therapies, and the
difference in total cost saved between the two modalities. Key social considerations were assessed qualitatively from discussions with SA
clinicians experienced in both autologous WBC and NPWT, and from published research.

Results. The cost of supplies per week was ZAR3 250 for autologous WBC and ZAR4 804 for NPWT in scenario 1, and ZAR3 332 and
ZARG6 612 in scenario 2. With healing rates over 4 weeks’ treatment duration of 19% for autologous WBC and 10% for NPWT, autologous
WBC saved ZAR17 719.93, or 9% more than using NPWT, in scenario 1 and ZAR18 381.47, or 10% more, in scenario 2. At 12 weeks’
treatment duration, healing rates for autologous WBC and NPWT were 75% and 43%, respectively. In scenario 1, results indicated a 43%
cost difference between the two modalities. Autologous WBC had a total cost saving of ZAR61 874.40 compared with NPWT over a period
of 12 weeks. In scenario 2, results indicated a 46% cost difference between the two modalities. Autologous WBC had a total cost saving of
ZAR70 454.68 compared with NPWT over a period of 12 weeks. One of the identified social considerations is that NPWT needs a reliable
supply of electricity to recharge the pump, while autologous WBC does not.

Conclusion. Both modalities are safe and effective in treating hard-to-heal wounds of the lower extremities. Autologous WBC consistently
demonstrated better outcomes than NPWT in terms of both healing rate and cost-effectiveness, as well as having some advantages in terms
of social considerations in SA.
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Hard-to-heal wounds refer to all chronic or non-healing wounds that
have not healed by at least 40 - 50% after 4 weeks of standard care
treatment.!"”) Hard-to-heal wounds may progress slowly, or healing
may be interrupted or delayed, due to several intrinsic and extrinsic
factors.>*! These factors include high levels of proteases, prolonged
inflammation, reduced growth factors, recurrent infections, the
inability of epidermal or dermal cells to respond to reparative stimuli,
and formation of drug-resistant biofilms.!*”) Hard-to-heal wounds
benefit from alternative therapies and interventions managed by a
wound care specialist in an interprofessional team. !

Hard-to-heal wounds affect the quality of life (QoL) of >40 million
people worldwide,® and their incidence is expected to increase
as populations age.”” Hard-to-heal wounds have both social and
economic costs at individual and societal levels."” Individuals with
such wounds suffer from a range of physical, financial and social

restrictions, and these are exacerbated in resource-limited settings
where access to appropriate care and treatment may be limited or non-
existent.”! Hard-to-heal wounds have a significant negative impact on
various aspects of patients’ QoL, influenced by low healing rates, pain,
levels of exudate, alterations in body image due to wound malodour,
prolonged hospital stays, self-care deficit, inability to sustain paid
employment or perform household duties, social isolation, financial
burden and chronic morbidity."'"* Moreover, emotions such as
depression, anxiety, shame, embarrassment and loneliness are common
among individuals with hard-to-heal wounds.!"

Hard-to-heal wounds place a considerable economic burden on
the healthcare system and the affected individual’s circle of care
across the globe.*® In high-income countries, wound treatment
costs account for ~1 - 3% of health expenditure.'>! In the UK, the
annual cost to the National Health Service of managing wounds was
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estimated to be GBP8.3 billion (ZAR157.7 billion) in 2017/2018,1'”!
while in the USA, chronic ulcers as a primary diagnosis are estimated
to cost the healthcare system USD28 billion (ZAR532 billion)
per year (conversion of all pounds/dollars to rands is based on an
exchange rate of ZAR19 = USDI = GBP1).!"8 Ulcers precede 85% of
all amputations, and 70% of lower limb amputations are attributed to
diabetic foot ulcers (DFUs).[""!

Advanced wound treatment modalities such as growth factors,
extracellular matrices (ECMs), autologous whole blood clot (WBC)
products, skin substitutes, cell-based therapies and engineered skin
and negative-pressure wound therapy (NPWT) are the preferred
treatment for hard-to-heal wounds.**?! These advanced treatment
modalities enhance wound healing, decrease the risk of amputation,
and improve the QoL of the individual. However, each incurs different
social and financial costs to the individual and the healthcare system,
and they have different rates of efficacy. This article reports a
comparison between autologous WBC and NPWT in SA with regard
to financial costs and social considerations, performed by comparing
two scenarios of hard-to-heal DFUs.

Autologous WBC

The autologous WBC is created using a small sample of the patient’s
own peripheral blood at point of care.” The clot creates a protective
scaffold and acts as an ECM, initiating the healing properties of the
wound and creating a natural healing environment.”®’ A weekly
application of the clot is recommended, and no capital equipment or
special storage is required. Autologous WBC treatment is indicated
for the management of exuding cutaneous wounds, such as leg ulcers,
pressure injuries, DFUs and mechanically or surgically debrided
wounds.?! It has been found to be safe and efficacious in treating
hard-to-heal wounds. Clinical evidence shows that autologous WBC
treatment in patients with several comorbidities achieved 78%
complete wound healing in wounds of different severities. Snyder
et al.® reported a percentage area reduction of 61.6% and 67.1% at
weeks 4 and 12, respectively, for the intention-to-treat population and
60.3% and 76.2% for the per protocol population. In an observational
study conducted in SA and Israel,®” the autologous WBC was found
to achieve 65% wound reduction by week 4 with 55% complete
closure by week 12 on hard-to-heal wounds in patients with multiple
comorbidities, while the overall efficacy was found to be 94% at week
12. Autologous WBC treatment has been found to be cost-effective in
acute to post-acute settings, with an estimated weekly cost of USD265
(ZAR3 710), comprising USD250 (ZAR3 500) for supplies and
USD15 (ZAR210) for staff time.”” Lastly, compared with four other
skin substitutes, Snyder and Ead® found that the autologous WBC has
a cost advantage ranging from USD1 245 (ZAR17 430) to USD5 527
(ZAR77 378) over 12 weeks of treatment.

Negative-pressure wound therapy

NPWT involves the delivery of continuous subatmospheric pressure
through a special pump connected to a resilient foam-surfaced
dressing that collects wound exudate.?! The benefits of this
treatment include fast wound granulation, epithelialisation and
contraction,?! reduced dressing changes, reduced risk of infection
and exudate control, while patients report improved tolerability.
Priyatham et al.?) compared the use of vacuum-assisted closure/
NPWT (n=60) and a conventional moist dressing (n=60) in the
management of hard-to-heal wounds. They found that the rate of
granulation tissue formation, graft survival and client compliance
was better in the group treated with NPWT compared with those
treated with a conventional dressing. Additionally, the NPWT group
had increased wound contracture, better graft survival and a shorter

hospital stay than the control group. Similarly, Siddha et al.*” found
that the rate of granulation and tissue formation and clearance of
wound infection was better in the NPW'T group than the control group
(conventional Betadine dressing), which then decreased the duration
of hospital stay and treatment costs. Randomised controlled studies
by Armstrong et al.”® and Blume et al.”! showed that NPWT had
higher efficacy than other treatment modalities reviewed, and was safe
to treat chronic wounds. In the study by Blume et al.,*”» NPWT had
an overall efficacy of 43% by week 12. In the German DiaFu-RCT by
Seidel et al.," reported in 2020, the cumulative proportion of patients
with open wounds was >70% after 16 weeks, but the researchers could
not calculate the medians for the time of closure. The DiaFu study did
not demonstrate significant superiority of NWPT in wound closure
rate or time to complete closure compared with standard moist
wound care.* Nonetheless, research has shown NPWT to be effective
in treating DFUs. %!

NPWT promotes a moist environment and reduces oedema.?!
It requires dressing changes every 48 - 72 hours.?* Patients may
experience discomfort and/or pain from the vacuum and during
dressing changes,?! and frequent dressing changes are costly and can
increase the risk of contamination.* Researchers have examined
the cost-effectiveness of NPWT, and a review by Searle and Milne*!
showed strong evidence of cost saving from the use of NPWT in
comparison with conventional therapies. They found that the total
weekly cost of NPWT was USD456 (ZAR6 384), which comprised
USD375 (ZAR5 250) for supplies and USD81 (ZAR1 134) for staff
time. A study in India found NPWT to be less costly in treating
DFUs compared with conventional dressing (INR3 750 v. INR7 000,
the equivalent of ZAR730 v. ZAR1 360 based on an exchange rate of
ZARO0.10 = INR1).”! Alipour et al.*" compared the cost of NPWT with
that of traditional wound care in the treatment of DFUs and found that
NPWT was less costly and more effective.

Opverall, both autologous WBC and NPWT are safe and efficacious
in treating hard-to-heal wounds. The study conducted in South
Africa (SA) showed that autologous WBC was able to achieve greater
overall size reduction and, in some cases, complete wound closure
in several wounds for which alternative therapies, including NPWT,
had previously been used.” The cost comparison between these two
products in the SA setting is unknown, and the differences in their
application need to be considered in the SA context. The objective of
the present study was to compare the social considerations and financial
costs of using autologous WBC v. NPWT in the treatment of DFUs in
SA. Although both products are commonly used on all hard-to-heal
wounds, DFUs are extremely common and are therefore particularly
suitable for comparing the two modalities in terms of wound size and
the amount of product used.

Methods

Data and information were obtained from various primary and
secondary sources. Healing rates used to complete the costing
calculations were obtained from published literature on the two
modalities. Costs were obtained from SA suppliers of each of the two
modalities, while the number of applications for each modality was
based on the standard of care for WBC and NPWT. Finally, social
considerations were based on conversations with SA clinicians, based
on their experience with hard-to-heal wounds.

For the costing calculations for both products, two data points were
based on a DFU with a surface area <28.3 cm? for comparability.
Furthermore, two scenarios were provided for two different durations
of treatment (4 and 12 weeks). The first scenario compared the cost of
treating DFUs with a low amount of exudate using either autologous
WBC or NPWT, while the second scenario compared the cost

801 SAMJ October 2022, Vol. 112, No. 10



of treating DFUs with a high amount of
exudate.

Cost of the supplies

The parameters used for the calculation
of the weekly average cost of the supplies
for both treatments were: (i) average
cost of supplies for each treatment; and
(ii) number of applications for each treatment.
Furthermore, the total cost of supplies was
calculated for both scenario 1 and scenario 2
over 4- and 12-week periods.

Total cost saved by a patient

We then calculated the total cost saved by a
patient with a DFU receiving either of the
advanced wound care therapies, as well as
the difference in the total cost saved between
autologous WBC and NPWT. The total cost
savings for autologous WBC and NPWT were
calculated based on the number of weeks of
application (4 and 12 weeks). To calculate the
total cost saving per treatment, the percentages
of hard-to-heal wounds that were unhealed and
healed at 4 weeks and 12 weeks were used
based on studies assessing the efficacy and safety
of both treatments. The percentages of those
healed and unhealed at 4 and 12 weeks were
extracted from a study assessing the efficacy and
safety of autologous WBC by Naude et al.,*?
while the studies assessing the efficacy and safety
of NPWT were by Armstrong et al.** and Blume
et al® The studies by Armstrong et al.®*! and
Blume et al.® showed homogeneity in healing
rates,” and they were the only published studies
we found that provided an estimate of the time
for complete healing, although they were not
conducted in the SA context. The article
by Naude et al?? reported healing rates for
WBC in an observational pilot study recently
conducted in SA and Israel. Healing rates
in these studies were based on the following
sample sizes: N=342 in the Blume et al.®”)
study, N=162 in the Armstrong et al.®®! study,
and N=29 in the Naude et al.? study.

Efficacy rates for autologous WBC and
NPWT at weeks 4 and 12 from each of these
studies are shown in Table 1.

Furthermore, the average cost of an
unhealed hard-to-heal wound was calculated
using the information from McCall,* with
an average cost of ZAR207 299.25F! for a
patient whose hard-to-heal wound remains
untreated. The following calculation is a
weighted standard average cost of treatment,
for both 4 and 12 weeks and for each modality
(NPWT and autologous WBC):

[treatment cost healed x probability healed]
+ [treatment cost healed x probability healed]

All costs shown in the results section are
in rands.

Social considerations

Finally, social considerations in the
application and requirements of each of the
therapies have been included as a final section
in the results. These social considerations
are important in the SA context. Social
considerations were assessed qualitatively
from discussions with SA clinicians with
experience working with both autologous
WBC and NPWT.

Results

Costing results
We present the cost implications of treating
DFUs with a surface area <28.3 cm? in SA
using either autologous WBC or NPWT
treatment options. Direct costs measured for
this study were supplies.

Table 2 shows the costs of supplies for
1 week of treatment for autologous WBC
and NPWT. The total cost of supplies in
scenario 1 (low exudate) is ZAR3 250 for
autologous WBC and ZAR4 804 for NPWT.
In scenario 2 (high exudate), the total cost of
supplies is ZAR3 332 for autologous WBC
and ZAR6 612 for NPWT.

Fig. 1 shows the total cost of supplies
for the two treatment time periods (4 v. 12

weeks) for scenarios 1 and 2. In scenario
1, a 4-week treatment period would have
a total cost of autologous WBC supplies of
ZAR13 000 compared with ZAR19 216 for
NPWT supplies over the same period. Over
a 12-week period, scenario 1 would cost
ZAR39 000 for autologous WBC supplies
but ZAR57 648 for NPWT supplies. The
difference in the cost of supplies between
the two treatments increases in scenario 2,
where 4 weeks of treatment with autologous
WBC would cost ZAR13 328 in supplies v.
ZAR26 448 for NPWT. Finally, if a patient
required treatment over a 12-week period
in scenario 2, the supplies for autologous
WBC would cost ZAR39 984 v. ZAR79 344
for NPWT.

The cost-saving analysis is shown in
Table 3. Again, results are shown over 4- and
12-week treatment periods for both scenario
1 (low exudate) and scenario 2 (high exudate).
Considering 4-week healing rates from the
published literature for both autologous WBC
(19%) and NPWT (10%), and the average cost
of an unhealed hard-to-heal wound, for scenario
1 over a 4-week period, autologous WBC would
save ZAR17 719.93, or 9% more than NPWT.
Similarly, for scenario 2 there wasa ZAR18 381.47
cost saving, or 10% more than NPWT.

Table 1. Autologous WBC and NPWT efficacy rates at 4 and 12 weeks

Efficacy Autologous WBC?! NPWT?2:2
Healed at 4 weeks, % 19 10
Healed at 12 weeks, % 75 43

WBC = whole blood clot; NPW'T = negative-pressure wound therapy.

Table 2. Cost of weekly supplies for WBC and NPWT: scenario 1 (low exudate) v.

scenario 2 (high exudate)

Cost per use

Uses per week, Total cost per

(ZAR) n week (ZAR)
Scenario 1: low exudate
Autologous WBC supplies
ActiGraft kit 3250.00 1 3 250.00
Super absorbent not required - - -
Total 3250.00
NPWT supplies
Small foam dressing 1 300.00 3 3900.00
Canister (500 mL) 904.00 904.00
Total 4 804.00
Scenario 2: high exudate
Autologous WBC supplies
ActiGraft kit 3250.00 1 3250.00
Super absorbent (10 x 10 cm) 82.00 1 82.00
Total 3332.00
NPWT supplies
Small foam dressing 1 300.00 3 3900.00
Canister (500 mL) 904.00 3 2712.00
Total 6 612.00

WBC = whole blood clot; NPWT = negative-pressure wound therapy.
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Over a 12-week period, the results in Table 3
again show a noteworthy cost saving for
autologous WBC in both scenarios, albeit

less than over a 4-week period. At 12 weeks
the rates of efficacy for autologous WBC
and NPWT were 75% and 43%, respectively.
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Fig. 1. Cost of supplies for autologous WBC and NPW'T, scenario 1 (low exudate) and scenario 2 (high
exudate), over 4- and 12-week periods. (WBC = whole blood clot; NPWT = negative-pressure wound therapy.)

Table 3. Cost-saving analysis using WBC or NPWT over 4- and 12-week periods

For scenario 1, the results indicate a 43%
cost difference and a total cost saving of
ZAR61 874.40 more for autologous WBC
for 12 weeks of treatment. For scenario 2,
the results indicate a 46% cost difference
between autologous WBC and NWPT and a
total cost saving of ZAR70 454.68 more for
autologous WBC over 12 weeks of treatment.

Social considerations and challenges
Table 4 shows some of the social considerations
highlighted in the literature and from
with SA
description identifies the key theme or
social consideration, and the two therapies
are compared based on these social
considerations.

discussions clinicians. The

Discussion

Financial costs of hard-to-heal wound
care treatments

Hard-to-heal wounds place a considerable
burden on patients, their families and the
healthcare system.?*® It is important to
find sustainable and cost-effective treatment
solutions, while also considering their safety
and efficacy. This article addresses the cost
implications of using NPWT or autologous

Autologous WBC
Autologous WBC NPWT savings (ZAR) Cost difference, %
4 weeks of treatment

Scenario 1 (low exudate)

Cost - healed (ZAR) 13 000.00 19 216.00

Cost — unhealed at 4 weeks (ZAR) 207 299.25 207 299.25

Efficacy - healed at 4 weeks, % 19 10

Efficacy — unhealed at 4 weeks, % 81 90

Expected cost saving (ZAR) 170 770.99 188 490.93 17 719.93 9.0
Scenario 2 (high exudate)

Cost — healed (ZAR) 13 328.00 26 448.00

Cost — unhealed at 4 weeks (ZAR) 207 299.25 207 299.25

Efficacy - healed at 4 weeks, % 19 10

Efficacy - unhealed at 4 weeks, % 81 90

Expected cost saving (ZAR) 170 832.66 189 214.13 18 381.47 10

12 weeks of treatment

Scenario 1 (low exudate)

Cost — healed (ZAR) 39 000.00 57 648.00

Cost — unhealed at 12 weeks (ZAR) 207 299.25 207 299.25

Efficacy - healed at 12 weeks, % 75 43

Efficacy — unhealed at 12 weeks, % 25 57

Expected cost saving (ZAR) 81 074.81 142 949.21 61 874.40 43
Scenario 2 (high exudate)

Cost — healed (ZAR) 39 984.00 79 344.00

Cost — unhealed at 12 weeks (ZAR) 207 299.25 207 299.25

Efficacy - healed at 12 weeks, % 75 43

Efficacy — unhealed at 12 weeks, % 25 57

Expected cost saving (ZAR) 81 812.81 152 278.49 70 454.68 46

WBC = whole blood clot; NPWT = negative-pressure wound therapy.
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Table 4. Key considerations between autologous WBC and NPWT

Description Autologous WBC

NWPT

Electricity Not required
Dressing change frequency
Quality of life Decrease in pain
Contamination risk
Device visibility

Fear experienced by patient

the patient may be necessary

Fear of needles
Limitation of size of wound No

‘WBC = whole blood clot; NPWT = negative-pressure wound therapy.

WBC to treat DFUs with a wound surface area <28.3 cm? as well
as some key considerations that need to be highlighted in the SA
context.

The two scenarios in the study clearly outline the cost implications
for two potential groups of patients, those with hard-to-heal wounds
that have low exudate secretion (scenario 1) and those with wounds
that have high exudate secretion (scenario 2). In both scenarios,
analysis of the supplies for autologous WBC and NPWT, as well as the
total cost over 4- and 12-week periods, showed that autologous WBC
is less costly than NPWT. The cost of autologous WBC supplies over
a 1-week period is ZAR3 250 in scenario 1 compared with ZAR4 804
for NPWT. In scenario 2, the respective costs over a 1-week period
are ZAR3 332 v. ZAR6 612.

Furthermore, the total cost saving calculated using the cost
of an unhealed hard-to-heal wound as well as the percentage
healed and non-healed for both autologous WBC and NPWT at
4 and 12 weeks also showed differences between the two wound
care therapies. Both autologous WBC and NPWT resulted in
considerable cost savings for patients who receive either of these
wound care therapies, compared with unhealed or untreated
DFUs. Furthermore, previous studies have found that both these
options are safe, although their rates of efficacy differ. Autologous
WBC has an efficacy of 19% and 75% by week 4 and week 12,
respectively,?? compared with 10% and 43% for NPWT.?” In both
scenarios and over both the 4- and 12-week treatment periods,
autologous WBC therefore consistently had a lower treatment cost
than NPWT. For scenario 1 (low exudate), the total cost saving
for autologous WBC over a 4-week period was ZAR170 770.99
compared with ZAR188 490.93 for NPWT. The cost savings
for a 12-week period were ZAR81 074.81 and ZARI142 949.21,
respectively. This translated to a cost saving of ZAR17 719.93 for
patients receiving autologous WBC treatment instead of NPWT
over a 4-week period and a saving of ZAR61 874.40 over a 12-week
period. For scenario 2 (high exudate), results were similar. For a
4-week period of treatment, the total cost saving for autologous
WBC was ZAR170 832.66 and that for NPWT ZAR189 214.13,
with a total cost saving of ZAR18 381.47 more for patients receiving
autologous WBC treatment rather than NPWT. Over a 12-week
period, the total cost saving for autologous WBC and NPWT was
ZAR81 812.81 and R152 278.49, respectively, which translated into
a total cost saving of ZAR70 454.68 more for autologous WBC
than NPWT. The cost saving found in this analysis was consistent
with other studies that compared autologous WBC with four
other advanced wound care therapies.”’ Furthermore, autologous
WBC has been shown to be safe and effective when applied on
appropriate chronic wounds in appropriate patients, as well as on

Once a week for light exudate

Fewer dressing changes means less risk
Not applicable (no device used)

Possibility; counselling and reassurance for

Needle used during application of the clot

Required

Two to three times a week

Discomfort from the vacuum

Device can be noisy and affect sleep patterns
Risk increases with increased dressing changes
Device is visible to others

Possibility; counselling and reassurance for
the patient may be necessary

No needle used

Yes

wounds that had failed to heal using NPWT.[?) Previous studies
have also shown that the duration of treatment with autologous
WBC is shorter and the complete healing rate higher, and that it
takes fewer days to achieve complete wound closure, compared
with reports from NPWT studies in other contexts.[??2334041] The
shorter treatment duration is an added cost-saving benefit, as it
would reduce the costs of repeatedly implementing treatments that
are not as effective in completely healing hard-to-heal wounds. In
addition, effectively treating hard-to-heal wounds may alleviate the
pressure on resource-poor health facilities that already struggle to
provide adequate care.?

Social considerations

It is not simply the financial costs of hard-to-heal wound care that
may be burdensome to patients. Over and above these costs, some
key considerations need to be highlighted when comparing the two
treatment options of autologous WBC and NPWT in the SA context
(Table 4). High unemployment, poor access to healthcare, lack of and
cost of transportation, uncertain access to electricity and frequent
interruptions in its supply, and high rates of inequality and poverty
are some of the key challenges facing South Africans.!*?!

Sustainable and reliable access to electricity is persistently an
issue in SA. In 2018, 84.7% of homes were linked to the country’s
main power supply, although black African-headed families had
proportionally lower levels of access to electricity than white,
Indian and coloured South Africans.*”) In recent years, SA has
experienced constant load shedding."”? Meanwhile, Eskom (the
national electricity provider) charges have grown by 300% in the
past decade." For healthcare facilities and individuals who can
afford to connect to the main grid, electricity delivery may also be
inconsistent owing to insufficient capacity, equipment breakdowns
and other difficulties.”) This is pertinent to the use of NPWT, for
which electricity is needed. Although a battery-operated NPWT
exists, availability in SA is limited and this option is often not funded
by private providers. In the SA context, NPWT therefore requires
reliable access to electricity in order to use the negative-pressure
source,>%! and unreliable access to electricity is a potential barrier
to accessing treatment. Autologous WBC treatment does not require
electricity to be effective,”” which is a benefit for SA patients.

Transportation issues increase the likelihood of missed appointments
and delayed care, leading to inadequate management of hard-to-
heal wounds and resulting in negative health outcomes.*” Although
patients need to travel to receive both autologous WBC treatment and
NPWT, the higher number of visits required for NPWT may increase
the likelihood of missed appointments given transport challenges.
Moreover, autologous WBC is a point-of-care treatment, and can be
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done at the patient’s home if necessary. Studies have shown that the
high number of dressing changes necessitated by NPWT increases risk
of infection.**! Autologous WBC treatment requires one visit every
7 days, depending on the level of exudate secretion, compared with
two to three times a week for NPWT. The less frequent visits required
for autologous WBC treatment could decrease both the need for
transportation and financial stress. However, further primary research
is required in this area in the SA context.

Study limitations

The article by Blume et al.?®! was published in 2008, and the study
population was resident in North America. However, after review and
assessment of various published articles, this article was found to be
the most relevant and recent article available to assess healing rates for
NPWT. Furthermore, the sample size in the study by Naude et al.? was
small; however, this was the only study conducted in SA that assessed
healing rates for autologous WBC treatment.

Conclusion

Sustainable and cost-effective solutions to hard-to-heal wound care are
essential. It is critical to ensure access to advanced treatments as soon
as possible for South Africans with such wounds. An experienced and
trained wound care specialist should choose which treatment is best
for the patient, while considering cost implications and efficacy, as well
as personal and individual considerations. In SA these include access
to reliable transport and the cost thereof, and access to and reliability
of the electricity supply. Although both NPWT and autologous WBC
are safe and effective in treating hard-to-heal wounds, autologous
WBC shows superiority in wound closure rates compared with NPWT.
Moreover, in terms of cost-effectiveness and several of the social
considerations reviewed, the benefit of autologous WBC over NPWT
is clear. Further primary research is needed, with clear endpoints
when comparing different modalities in the treatment of hard-to-heal
wounds, as well as to assess critical patient factors and with a larger
sample size in the SA context.
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