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Foreword

Minister for Health and Ageing
Nicola Roxon

The Australian 
Government is committed 
to building on the 
strengths of our health 
system and is keen to 
ensure that taxpayers’ 
money is spent wisely 

with access to best-practice health services that 
are sustainable in the longer term. As part of this 
broader reform agenda, on 18 December 2008, 
the Minister for Finance and Deregulation, the 
Hon Lindsay Tanner MP, and I jointly announced 
a review of Commonwealth health technology 
assessment processes (the ‘HTA Review’) as a 
Better Regulation Ministerial Partnership.

The HTA Review will provide options for 
streamlining and coordinating processes for 
approving new health technologies, including 
advice to government through the Medical 
Services Advisory Committee (MSAC), to support 
innovation without compromising consumer 
safety. The HTA Review is due to report to me by 
the end of 2009.

The MSAC provides important and valuable advice 
to Government regarding the appropriate use of 
new medical technologies and procedures and the 
circumstances under which public funding should 
be supported through the funding of new medical 
services on the Medicare Benefi ts Schedule. 

On behalf of the Australian Government, 
I would like to thank past and present MSAC 
members, its advisory panels and contracted 
evaluators for their continued dedication and 
expert contribution. I extend particular thanks to 
Dr Stephen Blamey for his leadership as MSAC 
Chair from 2001-08 and to Professor Brendon 
Kearney as Deputy Chair from 1998-2008.

I am delighted that Professor Robyn Ward accepted 
my invitation to become MSAC Chair from January 
2009, and look forward to working closely with 
her and other members of the committee. The 
MSAC performance report 2008–09 highlights a 
number of MSAC’s achievements, refl ecting the 
professionalism and commitment of all involved in 
health technology assessments. As outlined in this 
report, the committee continues to work to improve 
its processes to ensure quality health technology 
assessment outcomes in Australia. 

I look forward to MSAC engaging in the wider health 
reform agenda through provision of clinical led 
advice regarding timely public access to medical 
technologies that are safe, clinically effective and 
cost-effective as well as additional advice on the 
potential impact of fl ow on consequences to other 
related health expenditures. 

Nicola Roxon MP
Minister for Health and Ageing
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REPORT FROM THE CHAIR

I am pleased to provide 
this report on the activity 
of the Medical Services 
Advisory Committee for the 
period from 1 July 2008 to 
30 June 2009.

Over the past 12 
months, the committee 
and its secretariat 
have worked hard to 
improve the quality and 

transparency of MSAC’s processes for the 
assessment, consideration and advice regarding 
new health technologies and procedures. As 
part of this process, MSAC was pleased to be 
invited to make a submission to the Australian 
Government’s HTA Review. 

New processes have recently been established 
that provide MSAC with a more transparent and 
objective way of looking at evidence, which results 
in the publication of a clear rationale and improved 
timeliness of its advice to government. Details of 
the improvements are provided in the report.

On 1 January 2009, a new committee was 
appointed and I would like to formally welcome 
all new and continuing members, and to thank 
all outgoing members for the time they have 
given to the committee. I would especially like to 
acknowledge Dr Stephen Blamey for his work 
as Chair since 2001, and Professor Brendan 
Kearney as Deputy Chair since 1998. All outgoing 
members’ expertise and dedication to MSAC 
have been invaluable and I wish them every 
success in their future endeavours. 

Over the period of the report, MSAC supported 
the formal transition of its former sub-committee, 
the Health Policy Advisory Committee on 
Technology (HealthPACT) to the auspices 
of the Australian Health Ministers’ Advisory 
Council (AHMAC). MSAC will continue to have 
representation on HealthPACT under the new 
governance arrangements that take effect in 
2009-10. The work of HealthPACT has seen 
Australia well positioned as one of the world 
leaders in contributing to the international 

database for horizon scanning of emerging 
health technologies. MSAC will continue to 
provide advice to AHMAC on issues of national 
health signifi cance, such as through review of its 
Nationally Funded Centres. 

I am grateful for the dedication of my MSAC 
colleagues and the numerous MSAC Advisory 
Panel members, and for their willing contribution 
of time, energy and expertise, which is important 
in ensuring that MSAC provides advice that is 
credible to Australian clinical practitioners and 
contributes to improving health outcomes for all 
Australians. In 2008–09, MSAC accepted 13 new 
applications, provided evidenced-based advice 
to government on ten completed assessments 
and saw the listing of ten new Medicare Benefi ts 
Schedule item numbers related to previous 
MSAC advice. 

I look forward to chairing the committee over 
the coming year as MSAC further develops 
and refi nes its processes to improve the quality 
and timeliness of its advice to government. 
The committee values the opportunity provided 
by the HTA Review and is ready to work with key 
stakeholders to ensure that its recommendations 
support the delivery of better health outcomes for 
all Australians.

Professor Robyn Ward
Chair, MSAC
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ABOUT MSAC

MSAC was established in 1998, in a period of 
increasing cost of new technologies to health 
systems worldwide, to provide evidence-based 
advice to government about the safety, effectiveness 
and cost-effectiveness of new medical technologies 
and procedures within the Australian context.

MSAC’s role builds on the work of previous 
advisory bodies such as the Australian Health 
Technology Advisory Committee and the 
Medicare Benefi ts Advisory Committee in 
facilitating evidence-based health technology 
assessment in Australia. MSAC currently 
complements the functions and activities of other 
advisory bodies including the Medicare Benefi ts 
Consultative Committee, the Pathology Services 
Table Committee, the Diagnostic Imaging 
Management Committee and the Pharmaceutical 
Benefi ts Advisory Committee.

MSAC meets quarterly with progress monitored 
through monthly MSAC Executive meetings. 
Secretariat support for MSAC, its sub-committees 
and Advisory Panels is provided through the 
Department of Health and Ageing.

MSAC’s process for receiving applications is 
documented and undergoes regular review 
to ensure outcomes are achieved effi ciently. 
Consumer representation is actively sought 
at all levels of MSAC Committees, including 
membership of MSAC, its Economics 
Sub-Committee (ESC) and Advisory Panels. 

The MSAC Executive establishes an Advisory 
Panel to ensure that the MSAC Assessment 
Report (Assessment Report) has input from 
clinical experts drawn from the relevant 
professional organisations. The role of an 
Advisory Panel is to ensure the accuracy and 
relevance of the protocols and comparators 
used by independent contracted evaluators. 
Appointment of a consumer representative to an 
Advisory Panel is sought through the Consumers 
Health Forum of Australia (CHF). 

At least two MSAC members are also on each 
Advisory Panel (in the role of Chair and Deputy 
Chair) to ensure assessments meet the quality 
required for MSAC consideration. Membership 
of the Advisory Panel is published on the 
MSAC website. The ESC provides advice to the 
evaluators on the type and level of economic 
analysis appropriate for MSAC appraisal for an 
application.

Applicants have the opportunity to comment on 
the proposed approach, outlined in the protocol, 
prior to the evaluation commencing, and on the 
Assessment Report prior to its consideration 
by MSAC.

In MSAC’s deliberation of its advice to 
government, it considers the Assessment 
Report, the applicant’s comments and 
evaluators’ rejoinder as well as critiques, clinical, 
economic and consumer advice contributed 
by MSAC members during the meeting. Public 
dissemination of MSAC’s advice occurs after 
the Minister has noted it, and agreed to public 
dissemination of the outcomes.

During 2008–09, MSAC was assisted by 
sub-committees including the Economics 
Guidelines Working Group, the ESC, the 
Advisory Panel for each MSAC assessment 
and Health Policy Advisory Committee on 
Technology (HealthPACT).

Terms of Reference and membership for 
MSAC, the ESC and HealthPACT are available 
in the Appendices.
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MSAC Membership and Speciality at 30 June 2009

Member Speciality Clinical Workplace Location

A/Professor John Atherton Cardiology
Director of Cardiology, Royal Brisbane and 
Women’s Hospital, Brisbane, Queensland    

Professor Justin Beilby Research
Executive Dean, Faculty of Health Sciences 
Medical School, University of Adelaide
Adelaide, South Australia

Professor Jim Butler Health Economics
Director, Australian Centre for Economics 
Research, Australian National University,
Canberra, Australian Capital Territory

Professor Peter Cameron
Trauma and 
Emergency medicine

Senior Staff Specialist, The Alfred Hospital 
Sydney, New South Wales

A/Professor Kirsty Douglas Health Research
Acting Director, Australian Primary Health Care 
Research Institute, Australian National University, 
Canberra, Australian Capital Territory 

Dr Kwun Fong Thoracic Medicine
Thoracic and Sleep Physician, The Prince Charles 
Hospital, Brisbane, Queensland

Professor Richard Fox Oncology
Chair of Board of Directors of the Co-operative 
Research Centre for Cancer Therapeutics
Melbourne, Victoria

Dr William Glasson (Deputy Chair) Ophthalmology
Director, Independent Ophthalmic Network
Brisbane, Queensland

Associate Professor Frederick Khafagi 
(Deputy Chair)

Nuclear Medicine
Senior Nuclear Physician, Department of Nuclear 
Medicine and Cardiology, St Andrew’s War 
Memorial Hospital, Brisbane, Queensland

Professor Helen Lapsley Health Economics
Professor, Faculty of Medicine, University of New 
South Wales, Sydney, New South Wales

Mr Russell McGowan
Consumer 
Representative

Governing Committee Member, Consumers Health 
Forum of Australia, Canberra, Australian Capital 
Territory

Dr Ian Prosser Haematology
Staff Specialist, Haematology Department, 
The Canberra Hospital, Canberra, Australian 
Capital Territory

Dr Judy Soper Radiology
Senior Staff Specialist, Specialist Magnetic 
Resonance Imaging, Camperdown, 
New South Wales

Dr Graeme Suthers
Genetics/ Medical 
Oncology

Head, Familial Cancer Unit, SA Pathology, 
Women’s and Children’s Hospital 
Adelaide, South Australia

Dr Shiong Tan General Practice
General Practitioner, Fulham Medical Centre 
Cloverdale, Western Australia

Professor Kenneth Thomson Radiology
Director of Radiology, The Alfred Hospital 
Prahran, Victoria

Professor Robyn Ward (Chair) Medical Oncology
Professor of Medicine, Prince of Wales Clinical 
School, Sydney, New South Wales

Professor Andrew Wilson
Public Health 
Medicine

Executive Director, Queensland Health Policy, 
Planning and Resourcing, Brisbane, Queensland

Dr Caroline Wright Colorectal Surgery 
Senior Lecturer (Surgery)/Colorectal Surgeon 
University of Sydney/Royal Prince Alfred Hospital, 
Sydney, New South Wales
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INTERNATIONAL LINKS

Health Technology Assessment 
International 

6th Annual Conference, Singapore, 
21–24 June 2009

MSAC has been a member of the Health 
Technology Assessment International (HTAi) for 
a number of years. Participation in HTAi has 
proven to be a useful mechanism for engagement 
in international Health Technology Assessment 
(HTA) dialogue. Professor Robyn Ward, Chair 
of MSAC and Dr Brian Richards from the 
Department of Health and Ageing attended this 
conference. Topics covered at this conference 
and of particular interest to MSAC included: 

• Whether the role of horizon scanning needs to 
recognise heterogeneity of new technologies 
(some completely new, some applied in 
new ways) and whether novel (innovative) 
technologies need to be identifi ed earlier; and

• The need for an explicit rationale for ongoing 
review of public funded technologies which 
would recognise limitations of prevailing 
service delivery and health fi nancing systems 
as well as human behaviours in maximising 
health outcomes.

On a more technical level, there was discussion 
around incremental cost-effectiveness ratio 
threshold for determining cost-effectiveness and 
the need for them to be fl exibly applied to take 
account of ethics and societal values, disease 
prevalence and availability of alternative treatments. 
Opportunity costs need to be acknowledged in 
HTA on the basis that the demonstration of cost-
effectiveness of a service does not imply that the 
additional cost can be afforded. 

The conference recognised that comparative 
effectiveness research is currently a subject of 
intense political and social debate. Time horizons 
relevant to assessment, choice of comparator and 
ability to assess portfolios of technologies rather 
than individual technologies were also discussed.

A number of methodological issues were 
identifi ed by several participating countries 
as ongoing challenges for HTA agencies. 
These included ongoing access to relevant 
disciplines such as clinical, statistical, economic, 
epidemiological, modelling, and scientifi c 
expertise as well as engaging other stakeholders 
such as consumers, industry and funders. 

Other challenges for HTA, and of interest to 
MSAC, include the increasing cross-border 
movement of patients and health professionals, 
as well as cross-border access to health services 
(including telehealth), drugs and devices. 
These movements are prompting the need to 
consider the possibility of transnational priority-
setting, with collaborative and complementary 
HTA and whether HTA could be used to 
accelerate the introduction of effective 
technologies, as well as slow down the use of 
cost-ineffective technologies. 

Australian and New Zealand Horizon 
Scanning Network
The Australian and New Zealand Horizon 
Scanning Program was established in late 2003 
following a Commonwealth-sponsored proposal 
to the Australian Health Ministers’ Advisory 
Council (AHMAC). Its aim is to identify and share 
information on signifi cant new and emerging 
health technologies with health departments in 
Australia and New Zealand, and to investigate 
the potential effects of their introduction to the 
respective health care systems. 
The activity complements, but precedes, 
full health technology assessment.

The Horizon Scanning Program is overseen 
by HealthPACT. During 2008–09, HealthPACT 
was a sub-committee of MSAC comprising 
representatives from all State and Territory 
Governments, as well as the Australian 
Government, the New Zealand Ministry of Health 
and the New Zealand District Health Boards. As of 
February 2008, a formal sub-committee relationship 
was also established with the Clinical, Technical and 
Ethical Principal Committee, a principal committee 
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of AHMAC. During 2008–09, discussions have 
taken place with a view to achieving a formal 
transition of HealthPACT to the auspices of AHMAC 
rather than MSAC in 2009-10.

The Department of Health and Ageing contracts 
Adelaide Research and Innovation and the 
Australian Safety and Effi cacy Register of New 
Interventional Procedures-Surgical to support the 
Horizon Scanning Program. As outlined in Figure 
1, these agencies scan the literature and identify 
emerging technologies to develop prioritising 
summaries to assist health technology assessment 
agencies to make health fi nancing decisions.

During 2008–09, 40 new prioritising summaries 
and 19 prioritising summary updates were 
prepared. The prioritising summaries provide a 
snapshot of what is known about the technology, 
the stage of its development, expected clinical 
need and the likely impact on the health system. 
During the same period, fi ve horizon scanning 
reports were also prepared. Horizon scanning 
reports are more comprehensive than the 
summaries and comprise a preliminary statement 
on the clinical need, safety, effectiveness, 
cost-effectiveness and ethical considerations 
associated with a new or emerging technology. 

HealthPACT considers the information 
contained in a prioritising summary and makes a
 decision to:

• archive the summary; 

• monitor any further diffusion or development of 
the technology in 12 months; 

• prepare a more comprehensive horizon 
scanning report or emerging health technology 
bulletin on the technology; or

• refer the technology to MSAC for a full health 
technology assessment as appropriate. 

A comprehensive evaluation of the BreastScreen 
Australia Program was conducted under the 
direction of AHMAC and managed by the 
Department of Health and Ageing. To inform 
this evaluation, the Department requested that 
HealthPACT undertake a Horizon Scan on new and 
emerging technologies for the screening of breast 
cancer. Accordingly, in February 2009 an Emerging 
Technology Bulletin (ETB) was prepared on new and 
emerging technologies for breast cancer detection.

Figure 1. The Horizon Scanning process
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ETBs are aimed at providing a non-systematic 
overview of the rate of progress and development 
of a technology or group of technologies in 
Australia and internationally. They describe 
technologies that are predicted to have a clinical 
impact over the next 5-10 years. They present an 
overview of current research, predicted clinical 
application and any particular safety or ethical 
issues for the specifi ed technology.

The Australia and New Zealand Horizon Scanning 
Network (ANZHSN) Bulletin was launched in 
January 2007. This quarterly newsletter promotes 
information sharing and keeps stakeholders 
and the public up to date with horizon scanning 
developments and related issues. 

All horizon scanning reports and the ANZHSN 
Bulletins are available on the horizon scanning 
website at http://www.horizonscanning.gov.au.
These reports are also disseminated by 
HealthPACT members throughout their 
individual jurisdictions.

A comprehensive list of health technologies 
assessed during 2008–09 is at Appendix vi.
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EuroScan Information Network on New and Changing Health Technologies
MSAC is an active participant in the EuroScan Information Network on New and Changing Health 
Technologies (EuroScan), a collaborative network of agencies involved in the evaluation of new and 
changing technologies. As illustrated in Figure 2, Australia, represented by the ANZHSN, was the second 
most prolifi c contributor to the Network during the period June 2008 to June 2009.

EuroScan Agencies: 
AETS Agencia de Evaluacion de Tecnologias Sanitarias (Spain)

AETSA Agencia de Evaluacion de Tecnologias Sanitarias de Andalucia (Spain)

ANZHSN Australia and New Zealand Horizon Scanning Network (Australia)

CEDIT Committee for Evaluation and Diffusion of Innovative Technologies (France)

DMTP Division of Medical Technology Policy, Ministry of Health (Israel)

GR Health Council of the Netherlands (Netherlands)

HAS Haute Autorité de santé (France)

IHSP Italian Horizon Scanning Project (Italy)

NHSC National Horizon Scanning Centre (United Kingdom)

NOKC Norwegian Knowledge Centre for the Health Services (Norway)

Osteba Basque Offi ce for Health Technology Assessment (Spain)

SBU Swedish Council on Technology Assessment in Health Care (Sweden) 

Figure 2. Entries to the EuroScan Database June 2008 to June 2009 by agency 

(Reproduced with permission from EuroScan.)
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MSAC Submission to the Review of 
Health Technology Assessment in 
Australia
On 18 December 2008, a Review of Health 
Technology Assessment in Australia (HTA 
Review) was announced by the Minister for 
Health and Ageing, the Hon Nicola Roxon MP, 
and the Minister for Finance and Deregulation, 
the Hon Lindsay Tanner MP. On 28 March 2009, 
a Discussion Paper was released along with a 
call for submissions. The HTA Review will make 
recommendations to the Government by the end 
of 2009 regarding options for improving process 
effi ciency and reducing regulatory burden. 
The Terms of Reference for the HTA Review 
directly infl uence MSAC’s current role and 
processes as defi ned under its own Terms 
of Reference.

MSAC invited both its current and former 
members to contribute to a submission to the 
HTA Review. MSAC considered its response to 
the HTA review at its meetings in March and 
June 2009, and made its formal submission on 
1 July 2009.

In preparing its submission, MSAC considered 
the Terms of Reference and the scope of the 
HTA Review. This was in the context of MSAC’s 
current Terms of Reference. 

The submission outlined MSAC’s current 
processes, as amended following an internal 
review of its role in 2005, and addressed the HTA 
Review Terms of Reference with suggestions as 
to how MSAC’s operations are currently being 
improved to refl ect best practice in the health 
technology assessment arena. Options for 
future improvements to better meet the needs of 
government were also canvassed. 

Presentation by Associate Professor 
Frederick Khafagi to the Spine Society 
of Australia
On 16 April 2009 a presentation on MSAC’s 
approach to evidence was made by MSAC’s 
Deputy Chair, Associate Professor Khafagi, to a 
Spine Society seminar with the theme of 
‘The use and potential for misuse of Evidence 
Based Medicine in the regulation of new 
surgical technology’.

Consultation by Professor Robyn Ward 
on Advisory Panel Assistance by the 
Colleges 
In reviewing its operational timelines, MSAC 
identifi ed a key delay point in the formation of 
the Advisory Panels for each eligible submission. 
To address the need for timely establishment 
of Panels, MSAC consulted with the Royal 
Australasian College of Physicians and the Royal 
College of Pathologists of Australasia with the aim 
of exploring options for streamlining the process 
of college nominations of clinically relevant 
experts on MSAC Advisory Panels. 
Currently colleges are approached for 
nominations once an application to MSAC 
is deemed eligible for assessment. MSAC is 
interested in developing, with involvement 
of colleges, a list of potential Advisory Panel 
candidates based on their expertise, interest 
and availability. Two different proposals were 
discussed.

Firstly, the colleges could provide an annual list 
to the MSAC Secretariat, from which suitable 
candidates could be contacted to gauge 
interest and availability to participate in particular 
assessments. Secondly, applicants could contact 
the colleges directly to obtain appropriate 
nominees, who would then be included in their 
application submitted to the Department and be 
available for consideration by the MSAC Executive.

SUBMISSIONS, PRESENTATIONS AND CONSULTATION
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Case Study - Access to Positron 
Emission Tomography 

Background

Positron emission tomography (PET) is a nuclear 
medicine imaging modality that uses small doses 
of radioactively labelled pharmaceuticals to 
determine the extent of disease conditions such 
as cancer. Whilst PET is primarily used in the 
staging and monitoring of malignant cancers, 
it is employed in other areas such as neurology 
and cardiology.

Dual-modality positron emission tomography/
computed tomography (PET/CT), in which PET 
and X-ray computed tomography CT scanners 
are incorporated in a single device, has recently 
been developed in order to provide more accurate 
anatomic localisation of the distribution of 2-[18F]
fl uoro-2-deoxy-D-glucose (FDG), and more 
effi cient attenuation correction than is possible with 
“stand-alone” PET scanners. Stand-alone PET 
scanners are no longer being produced. In the 
current Report the term PET is used to refer to 
either PET or PET/CT, for simplicity.

Assessment

The MSAC assessment of PET in 2000 
was conducted in parallel with a broader 
Commonwealth Review of PET (2000 Review). 
As such, it was a much more complex review 
than other MSAC assessments because it 
extended beyond assessing the safety, clinical 
effectiveness and cost-effectiveness of PET to 
include advice on how many PET units should be 
funded, and where they would be located. 

Because of the 2000 Review, limited funding was 
extended to seven PET facilities on the condition 
that data be collected to inform further evaluation 
of the technology.

As a result of the MSAC assessment, in 2001 
PET was given interim public funding for 
22 indications, and to allow further data to 
be collected. 

MSAC then began a reassessment of the 
evidence for PET technology, including the results 
of the Australian data collection program. 

The intention of the data being collected is to 
provide evidence of the impact of PET on clinical 
decision-making across eight cancer disease 
groups, and for the assessment of myocardial 
viability in patients with ischaemic heart disease.

The PET stakeholder community, led by the 
Australian and New Zealand Association of 
Physicians in Nuclear Medicine (ANZAPNM), has 
managed the data collection process and keenly 
anticipates the outcome of these reviews.

Current MSAC assessments and advice

The collection of data is now largely complete 
and the MSAC review and Assessment Report 
for each of the interim funded indications 
has progressed systematically. It is expected 
that MSAC will review and provide advice to 
government on the few remaining items by the 
end of June 2010.

PET is available for the following indications:

• Solitary Pulmonary Nodules and Non Small-
Cell Lung Cancer (available on the Medicare 
Benefi ts Schedule [MBS] from 
22 December 2005)

• Epilepsy (available on the MBS from 
22 December 2005)

• Colorectal (available on the MBS from 
1 December 2008)

• Ovarian Cancers (available on the MBS from 
1 December 2008)

• Melanoma (available on the MBS from 
1 December 2008)

• Head and Neck Cancer (available on the MBS 
from 1 September 2009)

• Oesophageal Cancer (available on the MBS 
from 1 September 2009)

ACHIEVEMENTS
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Assessments of PET for glioma, sarcoma 
and cervical cancer are underway for MSAC 
consideration early in 2010. PET for myocardial 
viability will be considered by MSAC in June 2010.

Implementation of MSAC PET interim 
funding advice

For this reporting period, PET services are 
available through 20 PET scanners at 17 locations 
in Australia: six in NSW; seven in Victoria; three in 
Queensland; two in South Australia and one each 
in Western Australian and Tasmania. In 2008–09, 
the Commonwealth Government funded 22,689 
PET scans through Medicare, at a cost of 
$20.1 million.

As the MSAC process of reassessing PET data 
and PET MBS items continues in 2009-10, a 
number of new PET items may be listed on the 
MBS. All eligible PET facilities will be able to 
access these items for MBS rebates.

Currently seven facilities with access to a 
comprehensive range of MBS PET items 
have collected data for MSAC. A Ministerial 
Determination allows other PET service providers 
access to all general PET MBS items. Grant 
funding arrangements are in place with two 
PET facilities for PET services and research 
(Austin Health, Victoria and Westmead Hospital, 
New South Wales).
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Increased Focus on MSAC’s Role in 
Improving Health Outcomes 
Under its Terms of Reference, MSAC provides 
advice to government on the strength of evidence 
pertaining to new and emerging medical 
technologies and procedures in relation to their 
safety, effectiveness and cost-effectiveness and 
under what circumstances public funding should 
be supported.

In 2008–09, the government, acting on previous 
MSAC advice, implemented the following services 
on the MBS:

• Capsule endoscopy for Peutz-Jeghers 
Syndrome;

• Insertion of an artifi cial bowel sphincter; and

• PET for colorectal cancer, melanoma and 
ovarian cancer.

In parallel with the HTA Review, MSAC has 
implemented a number of reforms to its 
processes to improve the transparency, timeliness 
and consistency of MSAC assessments and to 
improve public access to HTA information. 

In March 2009, MSAC agreed to a new process 
for developing its advice to government. Previously, 
the MSAC advice was included in the Assessment 
Report. MSAC has agreed that its advice would 
be published as a separate Public Summary 
Document (PSD), developed after presentation and 
discussion of the Assessment Report.

The method of consideration of MSAC 
assessments has also changed. Commencing at 
the MSAC meeting on 5 June 2009, an MSAC 
member, independent of the panel process, was 
assigned as the fi rst discussant to present a 
critique of the report to MSAC. The Advisory Panel 
Chair, a member of MSAC, presents as the second 
discussant on the conduct of the assessment, the 
salient points of the Assessment Report and any 
points raised by the fi rst discussant which require 
clarifi cation or elaboration. The ESC also presents 
on economic issues.

MSAC takes into account critiques from the 
fi rst discussant, the second discussant and 
an economic critique from the ESC. The 

Assessment Report (provided by the Advisory 
Panel and researched by contracted evaluators), 
the applicant’s response to the report and the 
evaluators’ rejoinder, as well as expert comments 
from MSAC members informs the determination 
of MSAC advice. The subsequent PSD explains 
the rationale for MSAC’s advice to the Minister.

Unchanged is the independent assessment of 
the evidence for an application contracted by 
the Department through its panel of evaluators 
derived from a competitive and open tender 
process. Requests for tender for evaluation 
consultancies are undertaken on a regular basis 
to ensure best practice and value for money.

Following the Minister’s noting of MSAC advice 
and her agreement to the public dissemination 
of outcomes, it is published to the website in 
the form of: 

• the PSD; 

• the Assessment Report; 

• a one page summary prepared by the 
evaluators; and if required

• Addenda or Errata for errors of fact as agreed 
by the MSAC Executive are also included.

The printed Assessment Report, along with the 
PSD (and any errata or addenda if required) is 
disseminated to the public, including state health 
departments, the National Library deposit scheme, 
members of the MSAC and its Advisory Panels. 

Increased Transparency in 
Rationalisation for Decision Making

Introduction of new terminology  

Other reforms to the MSAC advice process 
have been introduced including a change in 
terminology to refl ect the level of accountability 
in the decision making process, whereby MSAC 
provides advice (not recommendations) to the 
Minister, in line with its Terms of Reference. 
The Minister then notes (rather than endorses) 
MSAC’s advice. The government may then act 
on that advice (or not) and proceed to consider 
implementation options. 
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Recording confl ict of interest
Members of MSAC, its Advisory Panels and 
sub-committees sign a Confl ict of Interest (CoI) 
statement both on appointment and on an annual 
basis. MSAC members also declare in writing any 
actual, potential or perceived CoI on the day of 
a meeting – a new template, tailored to specifi c 
agenda items for each meeting, is provided to 
members at the meeting. This information, along 
with the CoI annual register, is provided to the 
MSAC Chair before the meeting commences. 
The Committee then discusses and decides how 
potential CoI’s are to be managed and minuted.

New process for determining advice

MSAC’s primary role is to ‘advise the Minister 
for Health and Ageing on the strength of the 
evidence pertaining to new and emerging 
medical technologies in relation to their safety, 
effectiveness and cost-effectiveness and under 
what circumstances public funding should 
be supported’. 

The evidence is summarised for MSAC’s 
consideration in the form of an objective, factual 
report commissioned by the Department from 
independent expert evaluators. 

MSAC’s control over the quality of the report 
(clinical accuracy, level of economic analysis, 
inclusion of a consumer perspective, presentation 
and format) is through the appointment of the 
Advisory Panels. 

Written guidance is provided to the Advisory 
Panels Chair and members of Advisory Panels. 
The role of the Advisory Panels is to ensure that 
the report accurately interprets the published 
(and any relevant unpublished) evidence, and 
is prepared in a form suitable for MSAC’s 
consideration (and subsequent publication). 

The Advisory Panel Chair and Deputy Chair 
ensure that the Assessment Report meets MSAC’s 
agreed report style and quality. Advice on the level 
of analysis required is also provided by the ESC. 
These measures along with departmental contract 
management ensure consistency with MSAC 
report template requirements.

Once all panel members agree to a print ready 
version of the Assessment Report, MSAC 
considers the applicant’s comments on the report 
and the rejoinder, to the applicant by the evaluator. 

MSAC does not re-write any aspect of the factual 
report, or alter the report following consideration, 
without the approval of the Advisory Panel. 
If MSAC disagrees with or wishes to make specifi c 
comment on any aspect of the report, this is 
recorded in the Minutes of each meeting and in 
the PSD. MSAC can request an Errata to correct 
errors of fact this is then agreed to by the 
MSAC Executive.

Formalisation of Consumers Health Forum of 
Australia involvement in panels and reports
Consumer representation for a range of health-
related committees and working parties is 
provided by Consumers Health Forum of Australia 
(CHF). Consumer participation has been shown 
to improve the quality of health service decisions, 
systems and outcomes. CHF regards it as best 
practice for consumer organisations to select 
their own representatives from a wide base of 
consumers, rather than for health organisations 
to choose. 

Economics Sub-Committee involvement with 
reports and advice
The ESC provides advice on the economic 
aspects of MSAC applications. These include 
economic evaluations of services being 
considered for listing on the MBS and the 
fi nancial/budgetary impacts of listing from a 
societal perspective (where possible), and from 
the perspective of payers such as the Australian 
Government and state and territory governments 
and consumers. This process is intended to 
provide more comprehensive and informative 
advice to the Minister regarding the costs and 
benefi ts of the technology or procedure. 
The ESC is now involved at key stages of 
the MSAC assessment process (preliminary 
teleconference, draft economic evaluation 
protocol, mid way through the assessment, and 
a critique of the economic modeling in the 
fi nalised report). 

Economic Guidelines 

MSAC had previously identifi ed the need 
to review Part 3.6, ‘Methods for economic 
evaluation’ in the document Medical Services 
Advisory Committee: Funding for new medical 
technologies and procedures: application and 
assessment guidelines, September 2005. 
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In November 2007, the Centre for Health 
Economics, Monash University, was contracted to 
review the guidelines in conjunction with MSAC’s 
Economic Guidelines Working Group. A draft set 
of Economic Guidelines was provided to MSAC 
in early 2008, and approved by MSAC for use in 
its application process late in 2008. The terms of 
the contract included answering key questions 
originally identifi ed by the ESC. These guidelines 
were reviewed and endorsed by the new ESC at 
its June meeting in 2009 and will be revisited in 
mid 2010. The current Economic Guidelines are 
available on the MSAC website.

MSAC Application Form and Application 
Guidelines 

The MSAC Application Forms and Guidelines are 
available on the MSAC website. Advice on an 
application’s progress through the assessment 
stages is also updated on the MSAC website 
including when an item has been listed on the MBS.

MSAC Guidelines for the Assessment of 
Diagnostic Technologies 
The MSAC Guidelines for the Assessment of 
Diagnostic Technologies (2005) is available on the 
MSAC website. The guidelines are scheduled for 
review in 2010 pending recent developments by the 
Cochrane Group, related to the level of evidence 
required for systematic review and meta analysis.

Pre-lodgement meetings with potential 
applicants
Prior to submission of an application for 
assessment, applicants are encouraged to 
meet with the Department. This meeting usually 
includes the Executive Manager of the Health 
Technology and Medical Services Group, 
representatives of the MSAC Secretariat and 
where relevant, staff from the Department’s policy 
and/or implementation areas. Pre-lodgement 
meetings may be via teleconference or face-to-
face at the applicant’s request. 

The pre-lodgement meeting allows the applicant 
to understand better the information required in 
the application to enable initial assessment of the 
application’s eligibility for assessment. 
Applicants are advised that all eligibility 
requirements must be met before MSAC will 
consider an application for assessment. At this 
early stage, the applicant is also made aware 

of the implementation process that may be 
undertaken following the Minister’s noting of 
MSAC’s advice.

Applicants are advised that the Department 
reserves the right to make the contracted 
assessment of the evidence for any particular 
application ‘generic’ in nature, and not just 
specifi c to any proprietary approach taken in the 
application. In some instances, this may result 
in an application submitted by a commercial 
company being widened to cover any other 
relevant commercial or in-house products or tests.

Proposed key changes for applicants

MSAC is investigating a possible mandatory 
pre-lodgement meeting within a set number of 
months prior to submitting a formal application. 
This would ensure applicants are aware of current 
requirements before submitting an application 
to MSAC. 

Another major factor causing delays in assessment 
timeframes has been applicants submitting 
applications to MSAC without prerequisite 
Therapeutic Goods Administration (TGA) listing of 
an item onto the Australian Register of Therapeutic 
Goods. This has resulted in applications being put 
on hold, in some instances for over two years until 
TGA listing is received.

In addition, applicants are encouraged to consult 
with relevant colleges and craft groups to submit 
clinical endorsement of the proposed clinical 
pathways and costing estimates in applications. 

MSAC is also looking at ways to ensure the best 
possible ‘fi t’ between the data provided in the 
application to MSAC, and the data required in 
any subsequent fi nancial modeling during either 
assessment or implementation.

Stop/start assessment timing for Key 
Performance Indicators

Previously, the MSAC Secretariat measured 
MSAC application assessment timelines for 
reporting purposes from the date of receipt of 
application to the date the Minister noted MSAC’s 
advice. Timelines are now measured from the 
confi rmation of application eligibility until 
MSAC consideration.
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MSAC has agreed that, where applications 
are ‘on hold’ or ‘suspended’, this time will not 
be counted for MSAC assessment reporting 
purposes. 

Consideration is being given to applying time 
limits to assessments on hold to ensure when 
reactivated that the application is still current.

Timeliness 

Greater scrutiny and management of contracted 
milestones for deliverables through more 
proactive project management has also 
been undertaken to improve timeliness of the 
Assessment Reports being submitted to MSAC.

Increased Accountability

Workplan exception reporting 

An annual workplan, which includes exception 
reporting, has been introduced by the MSAC 
Secretariat to inform the MSAC Executive 
monthly, and MSAC quarterly, of current MSAC 
assessments, interim funded items due for MSAC 
review, and progress on implementation of items 
that MSAC considered suitable for public funding. 
This workplan also gives the MSAC Executive a 
forecast of potential assessments as it includes 
a list of application topics discussed by potential 
applicants at pre-lodgement meetings, or other 
contact with the MSAC Secretariat, and an 
indication of timeframe if known.

Increased focus on proactively managing 
interim funding reviews

A review process with appropriate checks 
and oversight is being developed so that in 
future review by MSAC of MBS funded items 
on an interim basis, is streamlined with all 
other assessments.

A clear process of what needs to be done, and 
by whom, will ensure that items funded on an 
interim basis, pending data collection for MSAC 
reassessment, are managed appropriately. This 
process will inform guidelines for addressing data 
collection and other research frameworks as 
a future requirement prior to MSAC reaching a 
conclusion that interim funding should be advised.

Database development to facilitate improved 
performance reporting 

The ongoing development of the MSAC 
Secretariat database has delivered regular 
progress reporting to MSAC, as well as ad hoc 
MSAC statistical reporting with an improved 
degree of accuracy. This development has 
included expansion of data collected, more 
linkages within the data available and a more 
comprehensive range of reporting tailored to the 
Department and government.

Other databases are being developed to include 
better tracking of costs associated with each 
assessment and MBS item numbers listed for 
each funded assessment, including the annual 
count of services used and cost of the provision 
of those treatments.

Improvements to the MSAC and Horizon 
Scanning websites

The MSAC Secretariat maintains both the MSAC 
and the Horizon Scanning websites. Information 
regarding MSAC is available at 
http://www.msac.gov.au  and Horizon Scanning 
is at http://www.horizonscanning.gov.au.

In 2009, the MSAC and Horizon Scanning 
websites were upgraded to give them a more 
contemporary look and feel also bringing them 
in line with international website standards set 
by the World Wide Web Consortium, particularly 
concerning accessibility. 

A real simple syndication feed (RSS) was 
introduced to the MSAC website to enable the 
public to receive an immediate automated update 
when reports or panel changes were made to the 
MSAC website. For members of the public not 
able to access the RSS, an email bulletin is sent 
to interested subscribers on the same day new 
reports are posted to the site. An upgrade to the 
search engines on both sites will be implemented, 
by the end of 2009. These measures are intended 
to make access to the information available to the 
stakeholders in a more timely manner.
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Figure 3. The new look MSAC website home page.

Figure 4. The new look Horizon Scanning website home page.
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Increased Consistency in Application and Assessment Processes

MSAC Assessment Cycle

As outlined below, in the reporting period 2008–09, the MSAC Assessment Cycle commences when the 
MSAC Secretariat receives an application for assessment of a new technology or procedure. The MSAC 
assessment moves through fi ve stages culminating in a decision by the Minister for Health and Ageing. 
The Minister notes MSAC’s advice and authorises the Department to conduct further consultation leading 
to policy advice on which the Minister may make a fully informed decision in relation to public funding.

Stage 1: Eligibility 2008–09 activity

The fi rst stage of the process involves consideration of the application by the 
Department of Health and Ageing to determine its eligibility for assessment. 
The principal eligibility criterion is whether the service meets the conditions for funding 
under Medicare Benefi ts Schedule (MBS) arrangements. To meet this criterion, the 
proposed service must constitute a clinically relevant professional service within the 
meaning of the Health Insurance Act 1973. Any relevant approval from the Therapeutic 
Goods Administration (TGA) is also confi rmed at this stage.

13 assessments were received 
and had eligibility considered in the 
2008–09.

Stage 2: Assessment

If an application is considered eligible, and an assessment by MSAC is determined to 
constitute an effi cient and effective use of Commonwealth resources, it moves to the 
assessment stage. The Department then contracts the services of an independent 
evaluator to conduct an evidence-based assessment. The evaluators initially develop 
an evaluation protocol and then prepare a report assessing the evidence of the 
safety, effectiveness and cost-effectiveness of the new technology or procedure. 
MSAC appoints an expert Advisory Panel to ensure that the assessment draws valid 
conclusions from the available evidence. Members of the Advisory Panel are drawn 
from relevant medical colleges and other bodies with expertise relevant to the 
technology being assessed. The Economics Sub-committee provides input to the 
Advisory Panel on the Economics protocol and advice to MSAC. The applicant is 
invited to comment on the draft assessment protocol and assessment report prior to 
consideration by MSAC.

13 assessments are still in 
progress at 30 June 2009. 
See Appendix vii.

Stage 3: Advice to the Minister

In formulating advice to the Minister, MSAC considers a wide range of information, 
including the report assessing the evidence, any feedback on the report provided by the 
applicant or other relevant parties, as well as the individual expertise of MSAC members. 
MSAC then prepares advice to the Minister on the strength of the evidence in relation to 
the safety, effectiveness and cost-effectiveness of the new technology or procedure and 
on the circumstances under which public funding should be supported. 
(Where the evidence is inconclusive, but MSAC concludes that the service is likely to be 
safer, more effective, and more cost-effective than currently funded services, MSAC may 
advise the Minister that interim funding, to enable data collection and further evaluation, 
may be appropriate.)

MSAC provided advice to the 
Minister on four assessments as at 
30 June 2009. See Appendix viii. 

Stage 4: Decision

The Minister for Health and Ageing notes MSAC’s advice and, where MSAC advice 
supports listing on the MBS, authorises the Department to conduct further consultation 
leading to policy advice on which the Minister may make a fully informed decision in 
relation to public funding.

Nine assessments were completed 
by MSAC. See Appendix ix.

Stage 5: Implementation

Once a Government decision has been made to provide public funding to a new 
service, the necessary changes are made to the MBS that describe the service and the 
fee on which Medicare benefi ts will be based.

Three assessments were listed on 
the MBS in the 2008–09 period. 
See Appendix x.
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Nationally Funded Centres 

MSAC’s 4th Term of Reference enables it to 
undertake health technology assessment work 
referred by the AHMAC in respect of assessing 
the NFC Program.

At the June 1990 Australian Health Ministers’ 
Conference, Ministers endorsed the NFC 
Program for the provision of high cost, highly 
specialised clinical practices and technologies 
with limited demand.

The NFC Program was reviewed in 2005-06, 
resulting in the production of Nationally Funded 
Centres Guidance for Governance, Funding, 
Management, Establishment and Review.

The objectives of the NFC Program are to 
ensure that:

• all Australians have access to certain high 
cost, low demand, new and emerging 
technologies;

• these technologies are provided effi ciently and 
effectively; and

• the health and cost outcomes of these 
technologies are monitored and evaluated.

Review of Paediatric Heart Transplantation

In January 2008, at the request of the NFC 
Reference Group, MSAC began a review 
of the established NFC for Paediatric Heart 
Transplantation at the Royal Children’s Hospital 
in Melbourne. MSAC submitted the report of the 
Paediatric Heart Transplantation Review to the 
NFC Reference Group for their consideration in 
November 2008. 

MSAC considered the provision of paediatric 
heart transplantation services in Australia and 
recommended that the procedure should 
continue to be funded under NFC arrangements 
for a further three years, with the Royal Children’s 
Hospital to continue to be the sole paediatric 
heart transplant unit for Australia due to low 
patient volumes, high cost, and the specifi c 
expertise required.

Reassessment of Peritonectomy for NFC 
Status

An assessment of Peritonectomy for 
Pseudomyxoma Peritonei and Peritoneal 
Mesothelioma for NFC status was completed by 
MSAC in November 2006. At that time there was 
lack of consensus by AHMAC for this procedure 
being accorded NFC status due to the limited 
evidence then available.

In December 2008, AHMAC, via its NFC 
Reference Group, requested MSAC to 
undertake a reassessment of Peritonectomy 
for Pseudomyxoma Peritonei and Peritoneal 
Mesothelioma. The updated assessment will 
build on the previous assessment undertaken 
by MSAC in 2006. This report is expected to 
be submitted to MSAC for consideration in 
March 2010.

LINKS WITH AUSTRALIAN HEALTH MINISTERS’ ADVISORY COUNCIL 
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MSAC has commenced a review of its operations 
to ensure more comprehensive and timely advice 
to government for technologies associated with 
potential health benefi t outcomes for Australians. 
MSAC has embraced the potential for the HTA 
Review to address some of the bigger issues 
beyond MSAC’s current Terms of Reference in 
relation to comprehensive health technology 
assessment in Australia. 

MSAC will be working cooperatively with its 
contracted evaluators to improve the quality and 
consistency of reports to MSAC, and increase the 
skills base and assist professional development 
across the relatively small number of trained HTA 
assessors in Australia.

FUTURE DIRECTIONS
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Who can apply? 

Applications can be made by individuals, 
representatives from the medical profession or the 
medical industry that have an interest in seeking 
Australian Government funding for a new medical 
technology or procedure. 

How to apply? 

Applicants should refer to the MSAC Application 
Form and the Guidelines to assemble and submit 
their information in the appropriate format. 
All sections of the application form should be 
completed as fully as possible before forwarding 
it, together with any supporting documents, to 
the MSAC Secretariat. The format of the MSAC 
application form and the guidelines will continue 
to evolve based on experience and feedback 
from applicants and MSAC members. Applicants 
should refer to the MSAC website for the latest 
version of the MSAC Application Form and 
Guidelines. 

How long will it take? 

The time taken for an application to be assessed 
depends on a number of factors, such as the 
level of completeness of the application form, 
the quality of available evidence and the 
complexity of the service. As a general guide, 
the more complete the application and the more 
robust the evidence available, the easier it will 
be to be progressed. Previously, on average, it 
could take approximately eighteen months from 
the time of submission to the completion of the 
report. MSAC is working to reduce the timeframe 
while retaining the quality of the reporting and 
advice process.

Can I get help in lodging an application? 

A departmental Medical Adviser and the MSAC 
Secretariat will provide advice to individuals who 
are considering making an application to MSAC. 
Feedback from stakeholders suggest that the 
pre-lodgement consultation service gives 
applicants a better understanding of the MSAC 
assessment process as well as the application 
requirements. It is recommended that prospective 
MSAC applicants use the pre-lodgement 
consultation service in the early stages of 
preparing their application. Further information 
on this service can be obtained by calling the 
MSAC Secretariat. 

HOW TO CONTACT MSAC 

All inquiries (including requests for copies of this 
report) should be directed to:  

The Secretary
Medical Services Advisory Committee 

Department of Health and Ageing 
MDP 106 
GPO Box 9848 
CANBERRA ACT 2601 

Ph:  (02) 6289 6811
Fax:   (02) 6289 8799
E-mail:  msac.secretariat@health.gov.au 
Website: http://www.msac.gov.au 

SUBMITTING AN APPLICATION TO MSAC  
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APPENDICES

APPENDIX i MSAC Membership and Terms of Reference

Membership 

The Minister for Health and Ageing appoints members to MSAC, after considering their expertise in clinical 
medicine, health economics and consumer matters required.

The following list (in alphabetical order) indicates the period of MSAC membership during 2008–09:

Associate Professor John Atherton full year

Professor Justin Beilby from 1/1/2009

Dr Stephen Blamey until 30/12/2008

Professor Jim Butler from 1/1/2009

Professor Peter Cameron from 1/1/2009

Associate Professor Michael Cleary until 30/12/2008

Associate Professor Paul Craft until 30/9/2008

Associate Professor Kirsty Douglas from 1/1/2009

Professor Geoffrey Farrell until 31/12/2008

Dr Kwun Fong full year

Professor Richard Fox until 30/6/2009

Dr William Glasson until 30/6/2009

Professor Jane Hall until 30/12/2008

Dr Terri Jackson until 30/12/2008

Professor Brendon Kearney until 31/12/2008

Associate Professor Frederick Khafagi full year

Dr Ray Kirk until 30/09/2008

Professor Helen Lapsley from 1/1/2009

Mr Russell McGowan from 1/1/2009

Dr Ewa Piejko until 30/9/2008

Dr Ian Prosser until 30/6/2009

Mrs Sheila Rimmer until 30/9/2008

Dr Judy Soper until 30/6/2009

Dr Graeme Suthers from 1/1/2009

Dr Shiong Tan from 1/1/2009

Professor Kenneth Thomson full year

Professor Robyn Ward from 1/1/2009

Professor Andrew Wilson from 28/8/2008

Dr David Wood until 30/12/2008

Dr Caroline Wright from 1/1/2009
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MSAC Terms of Reference
• Advise the Minister for Health and Ageing 

on the strength of evidence pertaining to 
new and emerging medical technologies 
and procedures in relation to their safety, 
effectiveness and cost-effectiveness and 
under what circumstances public funding 
should be supported;

• Advise the Minister for Health and Ageing 
on which new medical technologies and 
procedures should be funded on an interim 
basis to allow data to be assembled to 
determine their safety, effectiveness and 
cost-effectiveness;

• Advise the Minister for Health and Ageing on 
references related either to new and/or existing 
medical technologies and procedures; and

• Undertake health technology assessment work 
referred by the Australian Health Ministers’ 
Advisory Council (AHMAC) and report its 
fi ndings to the AHMAC.

APPENDIX ii MSAC Economics Sub-
Committee Membership and Terms of 
Reference  

Membership 

The following MSAC members are on the ESC:

• Professor Jim Butler  (Chair)

• Professor Justin Beilby

• Associate Professor Kirsty Douglas

• Mr Russell McGowan

• Professor Helen Lapsley

• Professor Andrew Wilson

ESC Terms of Reference

• To review and advise on the economic 
considerations of applications/references being 
considered by MSAC, including economic 
evaluations of services being considered for 
listing, and the fi nancial/budgetary impacts 
of listing, from a societal perspective where 
possible and from the perspective of individual 
payers (e.g. Australian Government and state 
and territory governments, consumers).

• To provide advice on the appropriateness 
of MSAC guidelines specifi cally in relation to 
economic aspects.

• To provide advice on economic aspects 
of broader strategic issues which may be 
requested by MSAC, the MSAC Executive or 
the Department.
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APPENDIX iii Health Policy Advisory Committee on Technology Membership and 
Terms of Reference

Membership

Members are drawn from all State and Territory health departments as well as the Australian 
Department of Health and Ageing and the New Zealand Ministry of Health and the New Zealand 
District Health Boards. 

HealthPACT membership as at 30 June 2009:

Chair and South Australia Professor Brendon Kearney, 
Site Clinical Director, Royal Adelaide Hospital – SA Pathology 

New South Wales Health Ms Kathy Meleady, 
Director, Statewide Services Development Branch

Victorian Department of 
Human Services 

Dr Paul Fennessy, 
Manager, Genetics and Health Technology, Programs Branch

Queensland Health 
(and MSAC member) 

Professor Andrew Wilson, 
Deputy Director General, Policy Planning and Resourcing Division

Department of Health, 
Western Australia

Dr Simon Towler, 
Chief Medical Offi cer

Australian Capital 
Territory Health

Ms Megan Cahill, 
Executive Director, Government Relations, Planning and 
Development

Department of Health and 
Community Services, 
Northern Territory

vacant

Department of Health and 
Human Services, Tasmania

Dr Craig White, 
Chief Health Offi cer, Tasmania

MSAC Member Dr Judy Soper, 
Senior Staff Specialist, Specialist Magnetic Resonance Imaging

New Zealand Ministry of Health Dr Bronwyn Croxson, 
Principal Policy Analyst, Economics, Strategy Unit

New Zealand District 
Health Boards

Professor Stephen Munn, 
Clinical Director, Intraabdominal Organ Transplantation Service

Australian Government 
Department of Health
and Ageing

Dr Brian Richards,
Principal Medical Adviser, Medicare Policy and Executive Manager, 
Health Technology and Medical Services Group 
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HealthPACT Terms of Reference

• Oversee the operation of the Australian and 
New Zealand Horizon Scanning Program. 

• Provide a forum for monitoring and review 
of information regarding health technology 
to inform service planning and policy 
development in the public sector. 

• Identify, obtain and disseminate, in a 
timely manner, information on the safety, 
effectiveness and cost implications of new 
and emerging medical technologies. 

• Advise on the priorities for the horizon 
scanning process. 

• Advise on the referral of appropriate 
technologies, which require a systematic 
review or full health technology assessment 
(HTA) so that their safety, effectiveness 
and cost-effectiveness can be 
thoroughly assessed. 

• Provide a forum for jurisdictional input to 
the introduction and dissemination of health 
technology across Australia and New Zealand. 

• Provide timely information on the safety, 
effectiveness and cost implications 
about changes in the delivery and use of 
existing technologies. 

• Provide a forum to collaborate and exchange 
health technology information nationally 
and internationally. 

• Inform the Medical Services Advisory 
Committee and the Australian Health Ministers’ 
Advisory Council.

APPENDIX iv

ADVISORY PANEL MEMBERSHIP

35bi Positron Emission Tomography for 
Oesophageal and Gastric Cancer
Associate Professor Frederick Khafagi
Chair
MSAC Member
Professor Brendon Kearney
Deputy Chair
MSAC member until 31/12/08
Associate Professor Bryan Burmeister
Royal Australian and New Zealand College of 
Radiologists nominee
Dr Gabrielle Cehic
Medical Oncology Group of Australia nominee
Professor Glyn Jamieson
Upper Gastrointestinal Surgeon
Dr George Larcos
Australian and New Zealand Association of 
Physicians in Nuclear Medicine nominee
Mr Bernard Lyons
Royal Australian College of Surgeons nominee
Professor Bruce Mann
Surgical Oncologist
Mr Brian Stafford
Consumers Health Forum of Australia nominee

35bii Positron Emission Tomography 
for Head and Neck Cancer
Associate Professor Frederick Khafagi
Chair
MSAC Member
Professor Brendon Kearney
Deputy Chair
MSAC member until 31/12/08
Associate Professor Bryan Burmeister
Royal Australian and New Zealand College of 
Radiologists nominee 
Professor Glyn Jamieson
Upper Gastrointestinal Surgeon
Dr George Larcos
Australian and New Zealand Association of 
Physicians in Nuclear Medicine nominee
Associate Professor Bruce Mann
Surgical Oncologist 
Mr Bernard Lyons
Royal Australian College of Surgeons nominee
Mr Brian Stafford
Consumers Health Forum of Australia nominee
Dr Brian Stein
Medical Oncology Group of Australia nominee
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39 Human Papillomavirus Triage Test for 
Women with Possible or Defi nite Low-Grade 
Squamous Intra-Epithelial Lesions
Professor Brendon Kearney
Chair 
MSAC member until 31/12/2008
Dr Ewa Piejko
Deputy Chair
MSAC member until 30/09/2008
Associate Professor David Allen
Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists nominee
Dr Louise Farrell
Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists nominee 
Professor Suzanne Garland
Royal College of Pathologists of Australasia 
nominee
Assoc Professor Danielle Mazza
Royal Australian College of General Practitioners 
nominee 
Dr Marion Saville
Australian Society of Cytology nominee
Dr Huw Llewellyn
Royal College of Pathologists of Australasia 
nominee
Ms Diane Walsh
Consumers Health Forum of Australia nominee
Mr Alan Keith
Director Screening Section – Department of 
Health and Ageing – Observer status

1109 Deep Brain Stimulation for Essential 
Tremor and Dystonia
Professor Brendon Kearney
Chair
MSAC member until 31/12/08
Dr David Wood
Deputy Chair
MSAC Member until 30/12/08
Mr Raymond Cook
Royal Australasian College of Surgeons nominee
Dr Richard Boyle
Australian and New Zealand Association of 
Neurologists nominee
Dr Padraic Grattan-Smith
Paediatric Neurologist
Ms Cheryl Koenig;
Consumers Health Forum of Australia nominee
Dr Barry Vieira
Australian Society for Geriatric Medicine nominee

1110 Magnetic Resonance Imaging for 
Staging of Rectal Carcinoma
Associate Professor Michael Cleary
Chair
MSAC member until 30/12/08
Dr David Gillespie
Deputy Chair
MSAC member until 30/06/08
Dr K Chip Farmer
Royal Australasian College of Surgeons
Dr Niall Tebbutt
Medical Oncology Group of Australia nominee
Dr Jeremy Sharr
Royal Australian and New Zealand College of 
Radiologists 
Mr Brian Stafford
Consumers Health Forum of Australia nominee

1111 Remote Monitoring Systems for 
Patients with Implanted Cardiac Device
Associate Professor John Atherton
Chair
MSAC Member
Dr Ewa Piejko
Deputy Chair
MSAC member until 30/09/08
Dr Jane Hall
Health economist
MSAC member until 30/06/08
Dr John Hayes
Cardiac Society of Australia and New Zealand 
nominee
Mr Niall Gossland
Consumers Health Forum of Australia nominee
Dr Cameron Singleton 
Cardiac Society of Australia and New Zealand 
nominee

1114 Urinary Metabolic Profi ling for 
Detection of Metabolic Disorders
Associate Professor John Atherton
Chair
MSAC Member
Associate Professor Donald Perry-Keene
Deputy Chair
MSAC Member until 30/06/07
Dr John Coakley
Royal College of Pathologists of Australasia
Mr John Harrison
Australian Institute of Medical Scientists nominee
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Dr Walid Jammal
Royal Australian College of General Practitioners 
nominee
Mr Brian Stafford
Consumers Health Forum of Australia nominee
Clinical Professor Bridget Wilcken
Human Genetics Society of Australasia nominee

1115 Sacral Nerve Stimulation for Urinary 
Indications 
Associate Professor Ray Kirk
Chair
MSAC member until 30/09/08
Ms Sheila Rimmer
Deputy Chair
MSAC member until 31/12/08
Mr Barry Cahill
Consumers Health Forum of Australia nominee
Dr Marcus Carey
Royal Australia and New Zealand College of 
Obstetricians and Gynaecologists nominee
Associate Professor Richard Millard
Royal Australian College of Surgeons nominee
Dr John Bolt
Australia and New Zealand Urological Surgeons 
nominee

1116 Optical Coherence Tomography 
Associate Professor Michael Cleary
Chair
MSAC member until 31/12/08
Associate Professor Frederick Khafagi
Deputy Chair
MSAC member
Dr Bill Glasson
MSAC member until 30/06/09
Ms Barbara Daniels
Consumers Health Forum of Australia nominee
Dr Ehud Zamir
Ophthalmologist
Dr Jennifer Arnold
Ophthalmologist
Dr Alex Hunyor
Vitreo Retinal Surgeon
Dr Guy D’Mellow
Ophthalmologist

1117 Real-Time Measurement of Cardiac 
Output and Other Cardiac Flow Parameters 
Without Concurrent Cardiac Imaging Using 
Continuous Wave Doppler Techniques
Associate Professor John Atherton
Chair
MSAC Member
Dr Stephen Blamey
Deputy Chair from October 2008
MSAC member  until 30/12/08
Professor Geoff Farrell
Deputy Chair
MSAC member until 31/12/08
Ms Jill Forck
Consumers Health Forum of Australia nominee
Dr John Philip O’Shea
Cardiac Society of Australia and New Zealand 
nominee
Dr Walter Abhayaratna
Cardiac Society of Australia and New Zealand 
nominee
Dr Matthew Crawford
Intensivist
Associate Professor Robert Dunn
Emergency Physician

1118 Vagus Nerve Stimulation (VNS) for 
Epilepsy
Dr Ewa Piejko 
Chair
MSAC member until 30/09/08
Professor Stephen Blamey
Deputy Chair
MSAC member until 31/12/08
Professor Samuel Berkovic
Epileptologist
Ms Margaret Charlton
Consumers Health Forum of Australia nominee
Professor Andrew Kaye
Neurological Surgeon
Dr Lakshmi Nagarajan
Australian and New Zealand Association of 
Neurologists nominee
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1122 Automation-Assisted and Liquid-Based 
Cytology for Cervical Cancer Screening
Professor Brendon Kearney
Chair 
MSAC member until 31/12/08
Dr Ewa Piejko
Deputy Chair
MSAC member until 30/09/08
Associate Professor David Allen
Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists nominee
Dr Louise Farrell
Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists nominee 
Professor Suzanne Garland
Royal College of Pathologists of Australasia 
nominee
Assoc Professor Danielle Mazza
Royal Australian College of General Practitioners 
nominee 
Dr Marion Saville
Australian Society of Cytology nominee
Dr Huw Llewellyn
Royal College of Pathologists of Australasia 
nominee
Ms Diane Walsh
Consumers Health Forum of Australia nominee
Dr Bronwen Harvey
Medical Advisor – Department of Health and 
Ageing – Observer status
Mr Alan Keith
Director Screening Section – Department of 
Health and Ageing – Observer status

1123 Computer-Navigated Total Knee 
Arthroplasty 
Dr David Wood
Chair
MSAC member until 30/12/08
Dr Judy Soper
Deputy Chair
MSAC Member until 30/06/09
Dr Richard de Steiger
Australian Orthopaedic Association nominee
Dr Graham Mercer
Australian Orthopaedic Association nominee
Mr Ben Horgan
Consumers Health Forum of Australia nominee 
until September 2008
Dr Janet Wale
Consumers Health Forum of Australia nominee 
from September 2008

APPENDIX v Contributors to the 
MSAC Process
The following organisations and their members 
have contributed to the MSAC health technology 
assessment process through memberships on 
Advisory Panels throughout 2008–09. 

Australian and New Zealand Association 
of Neurologists

Australian and New Zealand Association 
of Physicians in Nuclear Medicine 

Australian and New Zealand Association 
of Urological Surgeons

Australian Institute of Medical Scientists

Australian Orthopaedic Association

Australian Society of Geriatric Medicine 

Australian Society of Cytology

Cardiac Society of Australia and New Zealand

Consumers Health Forum of Australia 

Continence Foundation of Australia

Human Genetics Society of Australasia

Medical Oncology Group of Australia

Royal Australasian College of Surgeons 

Royal Australian and New Zealand College 
of Obstetricians and Gynaecologists 

Royal Australian and New Zealand College 
of Ophthalmologists 

Royal Australian and New Zealand College 
of Radiologists 

Royal Australian College of General Practitioners 

Royal College of Pathologists of Australasia 

MSAC would like to acknowledge and thank the 
large number of experts who have generously 
given their time and expertise to assist the 
committee during this period.
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APPENDIX vi Horizon Scanning Reports
Australian and New Zealand Horizon Scanning 
Network Technologies Assessed 1 July to 
30 June 2009

Prioritising Summaries

Provide a snapshot of information on what is 
known about a new or emerging technology. 

August 2008

• Non-invasive prenatal diagnostic test 
for trisomy-21

• 0.2-0.5 Tesla MRI 

• The CoughAssist inexsuffl ator 

• Breast tomosynthesis 

• Screening for abdominal aortic aneurysm 

• Endo-Pat 2000 for endothelial 
function assessment 

• Autopulse for cardiac arrest 

• SleepStrip for diagnosis of obstructive 
sleep apnoea 

• ResQPOD impedance threshold device 

• Third eye retroscope 

• Velscope for oral cancer screening 

• Piezosurgery 

• Pediguard 

• GORE TAG endoprosthesis 

• Minimally invasive treatment of atrial fi brillation 

• Allogenic pancreatic Islet cell transplantation 

• Microwave liver tumour ablation 

• Autologous fat transplantation for 
breast reconstruction 

• Heartmate II left ventricular assist device 

• HeartNet cardiac restraint device 

November 2008

• NxStage System One home dialysis 

• Rapid test for Helicobacter Pylori 

• LifePort® kidney transporter 

• HypoMon® 

• Non-invasive pulse carbon monoxide oximetry 

• Narrow Band Imaging 

• Screening and Eradication of 
Helicobacter Pylori 

• Flowatch-PAB® pulmonary artery banding for 
congenital heart defects 

• Circumferential radiofrequency ablation for 
Barrett’s oesophagus 

• Anal fi stula plug 

• Implantable barorefl ex stimulation for the 
treatment of hypertension (Rheos® system) 

• Percutaneous endoscopic colostomy 

February 2009

• Continuous glucose monitoring for diabetes in 
pregnant women 

• T-Stat ischaemia detection system 

• LIPOchip 

• EsophyX system 

• Transoral robotic surgery 

• Shock wave therapy for wound healing 

June 2009

• Hypertonic saline therapy for cystic fi brosis

• Tumour Treating Fields for 
glioblastoma multiforme 
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Prioritising Summary Updates

These are conducted if the committee decides 
that a prioritising summary should be monitored 
for new research and evidence within a 
6 – 12 month timeframe.

August 2008

• MRI guided high intensity focused ultrasound

• Screening and treatment gestational diabetes  

• Microvolt T wave alternans  

• Remote monitoring for implantable 
cardiac devices  

• Percutaneous aortic valve replacement 

• Biodegradable stents for coronary artery disease 

• Pumpless extracorporeal lung assist 
system (Novalung) 

• Intracranial angioplasty and stenting 
(Wingspan stent) 

• Bronchial thermoplasty (Alair bronchial 
thermoplasty system) 

November 2008

• Breast cancer diagnosis using ultrasound 
elasticity imaging 

• Electrochemotherapy (ECT) 

• ProACT therapy for male stress 
urinary incontinence 

• Multicatheter interstitial brachytherapy 

• IntraLase femtosecond laser 

February 2009

• Autofl uorescence imaging for colonoscopic 
adenoma detection 

• Percutaneous compression plate 

• Totally endoscopic coronary artery bypass 
surgery (da Vinci System)

June 2009

• MRI for diagnosis of rheumatoid arthritis

• Mini-cardiopulmonary bypass system

Horizon Scanning Reports 

A more comprehensive assessment than the 
prioritising summary and are conducted if a 
technology has a signifi cant impact and/or rapid 
uptake and has, or is likely to occur. 
The reports present an overview of existing 
evidence, including a preliminary statement 
on clinical need, safety, effectiveness, cost-
effectiveness and ethical considerations.

November 2008

• Continuous fl ow ventricular assist devices

February 2009

• Microvolt t-wave alternans test 

• Embolic protection devices 

June 2009

• Helicobacter Pylori rapid test and screening

• Positive crossmatch kidney transplantation

Emerging Technology Bulletins

Provide an overview of the rate of progress 
and development of a technology or group of 
technologies that are predicted to have a clinical 
impact over the next fi ve to ten years in Australia 
and internationally.

February 2009

• New and emerging technologies for breast 
cancer detection 



30 MEDICAL SERVICES ADVISORY COMMITTEE PERFORMANCE REPORT 2008–09

APPENDIX vii Assessments in Progress
As at 30 June 2009, MSAC was assessing the following eligible treatment and technology applications:

MSAC Application 1124 Cryotherapy for Recurrent Prostate and Renal Cancer

MSAC Application 1125 Molecular Testing for the Diagnosis of Myeloproliferative Disorders

MSAC Application 1127 Genotypic Resistance Testing of Antiretrovirals in HIV 

MSAC Application 1129 Second Generation Contrast Agents for use in Patients with 
Suboptimal Echocardiograms

MSAC Application 1130 Unattended Sleep Studies in the Diagnosis of Obstructive Sleep Apnoea

MSAC Application 1131 Assessment of Liver Iron By Medical Resonance Imaging Data Analysis 

MSAC Application 1134 The Injection of Poly-L-lactic Acid (Sculptra) for the Treatment of Facial 
Lipoatrophy Caused by Antioretroviral Therapy in HIV Positive Patients 

MSAC Application 1137 Middle Ear Implant for Sensorineural, Conductive and Mixed 
Hearing Losses 

MSAC Application 1139 Measurement and Determination of Procalcitonin

MSAC Reference 35c Positron Emission Tomography for Lymphoma

MSAC Reference 35d Positron Emission Tomography for Glioma and Sarcoma 

MSAC Reference 35e Positron Emission Tomography for Cervical Cancer

MSAC Reference 35f Positron Emission Tomography for Myocardial Viability

MSAC Reference 36e Nationally Funded Centre Review of Peritonectomy for Pseudomyxoma 
Peritonei and Peritoneal Mesothelioma

MSAC Reference 38 Methods to Detect the HER-2 Neu Oncogene in Breast Cancer Tissue
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APPENDIX viii Assessments Being 
Finalised within the Department as at 
30 June 2009 

1122 - Automation-Assisted and Liquid-
Based Cytology for Cervical Cancer Screening

The procedure

In Australia, cervical cytology is conventionally 
undertaken using the Pap smear test. 
This involves the collection of cells from the 
uterine cervix. Cells are collected from the cervix 
using a small cytobrush/broom or spatula and 
smeared onto a glass slide for examination under 
the microscope by a cytologist. Cytological 
abnormalities are classifi ed using the Australian 
Modifi ed Bethesda System (AMBS) as high-grade 
squamous intraepithelial lesions (HSIL), possible 
HSIL (pHSIL), low-grade squamous intraepithelial 
lesions (LSIL) or possible LSIL (pLSIL).

Liquid-based cytology (LBC) involves collection of 
cervical cells in a similar way as for conventional 
Pap, but the head of the brush, broom or spatula 
is rinsed into a vial of liquid to produce a cell 
suspension. The cell sample is treated to remove 
other material, such as blood and mucus, so that 
a thin layer of cervical cells can be placed on a 
slide for microscopic examination. Automated 
cytology refers to the use of a computer imager to 
scan slides prepared using LBC or conventional 
techniques. The two systems of automated 
LBC slide reading are marketed in Australia, 
the ThinPrep® Imager [Cytyc Pty Ltd] and the 
FocalPoint Imaging System [Becton Dickinson Pty 
Ltd]. These systems are used to direct cytologists 
to the areas on the slide most likely to contain 
abnormal cells.

Advice

MSAC considered this assessment on 
20 March 2009. 

MSAC’s Public Summary Document and the 
Assessment Report will be published on the 
MSAC website, following noting by the Minister.

39 - Human Papillomavirus Triage Test for 
Women with Possible or Defi nite Low-Grade 
Squamous Intraepithelial Lesions

The procedure

The Hybrid Capture II (HCII) human papilloma 
virus (HPV) DNA test is a nucleic acid 
hybridisation assay used to detect, in composite, 
13 HPV subtypes that are associated with 
cervical cancer. It is undertaken using cervical 
cells collected during a vaginal speculum 
examination by a medical practitioner in the 
same way as for a conventional Papanicolaou 
(Pap) cytology test. The assay is performed in a 
pathology laboratory.

The test is commercially available as a 
standardised testing kit which includes a 
cervical brush for collecting cell samples, a vial 
with a specimen transport medium and the 
solution hybridisation assay. Cell samples can 
also be collected using liquid-based cytology 
(LBC) protocols.

Advice

MSAC considered this assessment on 
20 March 2009. 

MSAC’s Public Summary Document and the 
Assessment Report will be published on the 
MSAC website, following noting by the Minister.
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1117 - Real-Time Measurement of Cardiac 
Output and Other Cardiac Flow Parameters 
Without Concurrent Cardiac Imaging Using 
Continuous Wave Doppler Techniques

The procedure 

Continuous wave Doppler ultrasound without 
imaging is a non-invasive monitoring tool for 
real-time measurement of cardiac output and 
other cardiac fl ow parameters. This technology 
measures cardiac output by detecting and 
measuring blood fl ow velocity and direction. 
The Doppler shift is dependent on the frequency 
and velocity of blood movement and the angle 
between the sound beam and direction of moving 
blood. Information from refl ected sound waves 
can be computer analysed to provide graphs or 
images that represent blood fl ow through vessels. 
USCOM (manufactured by USCOM Limited) is a 
non-invasive device that uses continuous wave 
Doppler ultrasound technology. It is designed 
and intended for use in a number of settings 
for patients who may require cardiac output 
measurement for haemodynamic monitoring.

Advice

MSAC considered this assessment on 
5 June 2009. 

MSAC’s Public Summary Document and the 
Assessment Report will be published on the 
MSAC website, following noting by the Minister.

1123 - Computer–Navigated Total Knee 
Arthroplasty 

The Procedure

Total knee arthroplasty (TKA) is a surgical 
procedure to replace the damaged knee with a 
prosthesis. The procedure involves removal of 
the condyles of the femur and tibia and replacing 
these with either metal or plastic components. 

The procedure is performed through an initial 
anterior midline incision and one of three (medial 
parapatellar retinacular, subvastus or midvastus) 
secondary incisions. Rods are used to internally 
(intramedullary) or externally (extramedullary) align 
the femur and tibia. 

The femoral and tibial prostheses are inserted 
following treatment of any bone defi ciencies and 
after ligamentous balancing has been achieved 
using a cemented or cementless technique. 

Success of TKA depends on the surgeon 
creating a kinetically stable, solidly fi xed and 
well functioning knee using the prosthesis 
through accurate bony resection, good 
fi xation techniques, soft tissue balancing and 
restoration of the mechanical axis. Restoration 
of the mechanical axis of the knee joint is 
particularly important as malalignment may affect 
postoperative complication and revision rates. 

The conventional method of achieving correct 
limb alignment includes the use of special jigs 
provided with the knee prosthesis. Computer-
navigated TKA provides an alternative method 
of achieving correct limb alignment. Computer 
navigation for the purposes of TKA requires a 
system consisting of a computer, a tracking 
device (eg an infrared camera) and arrays which 
are attached to the patient’s bone (allowing the 
bone’s position to be tracked in virtual space). 

There are two types of computer navigation 
systems; image-free or image-based. Image 
free systems, which form the subject of this 
report, use information for registration obtained 
intra-operatively by digitising various anatomical 
landmarks with a navigated pointer. Information 
can also be acquired through kinematic 
means. Image-based systems for computer 
navigation can be computed tomography-based, 
fl uoroscopy-based, or robotic.

Advice

MSAC considered this assessment on 
5 June 2009. 

MSAC’s Public Summary Document and the 
Assessment Report will be published on the 
MSAC website, following noting by the Minister.
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APPENDIX ix MSAC Completed 
Assessments 
Listed is a brief summary of each completed 
MSAC report during 2008–09

1109 - Deep Brain Stimulation for Essential 
Tremor and Dystonia

The procedure

Deep brain stimulation (DBS) for the management 
of tremor conditions is a non-destructive surgical 
treatment and is thought to allow the irregularly 
fi ring neurones of the brain to function more 
correctly (Greene 2005). DBS is currently MBS 
listed for the treatment of Parkinson’s disease. 
The procedure involves the placement of 
electrodes into one (unilateral) or both (bilateral) 
sides of the basal ganglia of the brain and is 
generally performed in two separate steps. First, 
the electrodes and leads are implanted, in a 
position determined by the patient’s response to 
stimulation (involving physical evaluation of the 
lower limbs and face muscles) and interpretation 
of the microelectrode recording data. Once 
the target eliciting the best response has been 
localised, the testing electrodes are removed and 
replaced with permanent leads. 

Secondly, the neurostimulator/implantable 
pulse generator (IPG), to which the leads are 
connected, is implanted below the clavicle while 
the patient is fully anaesthetised. The IPG delivers 
electrical pulses and contains a battery, which 
needs to be replaced at intervals of 2-5 years, 
depending on the condition. The IPG and leads 
are internalised by subcutaneous tunnelling and 
the neurologist or neurosurgeon uses an external 
programming unit to adjust the stimulation 
parameters (pulse width, stimulation amplitude 
and stimulation frequency) to the patient’s needs. 
Although the precise mechanism of DBS is still 
not understood, it is known. 

Advice

MSAC has considered the safety, effectiveness 
and cost-effectiveness of DBS as end stage 
treatment for primary and secondary dystonia and 
essential tremor. This treatment is indicated where 
other therapies are insuffi cient and the patient has 

severe disability including inability to feed or 
toilet independently. DBS is relatively safe in 
the context of the clinical condition and the net 
benefi t of the treatment. 

MSAC considers the treatment is suffi ciently 
effective in these conditions. Robust information 
on cost-effectiveness is unlikely to emerge but the 
total cost is acceptable. 

MSAC recommends public funding of DBS for 
primary and secondary dystonia and essential 
tremor in patients where other therapies are 
insuffi cient and the patient has severe disability 
including inability to feed or toilet independently. 

MSAC considered this assessment on 
6 June 2008.

The Minister for Health and Ageing noted MSAC’s 
advice on 28 August 2008. 

1110 - Magnetic Resonance Imaging for 
Staging of Rectal Carcinoma

The procedure 

Magnetic resonance imaging (MRI) uses strong 
magnetic fi elds and radiofrequency pulses to 
excite protons within the body. These protons 
emit radiofrequency signals that are detected by 
transmitters and converted into an image. MRI is 
used to determine the depth of tumour invasion in 
patients with rectal carcinoma. There are several 
different components to locoregional rectal 
carcinoma staging, the most important of which 
is the circumferential resection margin (CRM). The 
CRM has been found to be highly predictive of 
the rate of local recurrence.

MRI is able to visualise the CRM, unlike the 
comparative form of imaging, endorectal 
ultrasound (ERUS). MRI is proposed as an 
alternative to ERUS, and an addition to multi-
slice computed tomography (MSCT), which is 
currently performed on the patient to identify the 
presence of distant metastases. Knowledge of 
the CRM (prior to surgery) of rectal carcinoma in a 
patient informs the physician’s decision to provide 
targeted neoadjuvant therapy. 

The Australian National Health and Medical 
Research Council Guidelines for the prevention, 
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early detection and management of colorectal 
cancer currently have a strong recommendation 
promoting the use of pre or post-operative 
radiotherapy for high-risk rectal cancer, which 
is defi ned as tumour stage 3 or 4 or lymph 
node metastases (Australian Cancer Network 
Colorectal Cancer Guidelines Revision Committee 
2005). If high-risk rectal cancer is redefi ned as 
an involved or threatened CRM, as is likely, and 
assuming that treatment guidelines are followed, 
there should be a decrease. 

Advice

MSAC has considered the safety, effectiveness 
and cost-effectiveness of MRI for the 
initial staging, restaging and diagnosis of 
recurrence of rectal carcinoma in addition to 
conventional imaging.

MSAC fi nds that MRI for the initial staging, 
restaging and diagnosis of recurrence of rectal 
carcinoma is safe.

MSAC fi nds MRI for the initial staging of rectal 
cancer to be effective because MRI is able to 
defi ne the circumferential resection margin of 
rectal carcinoma, which is highly predictive of the 
rate of local recurrence.

MSAC fi nds that MRI for the initial staging of 
rectal carcinoma is likely to be cost-effective.

MSAC recommends that public funding 
is supported for the initial staging of rectal 
carcinoma by MRI. There is insuffi cient evidence 
to support public funding for the restaging and 
diagnosis of recurrence of rectal carcinoma 
by MRI.

MSAC considered this assessment on 
6 June 2008. 

The Minister for Health and Ageing noted MSAC’s 
advice on 28 August 2008. 

1111 - Remote Monitoring Systems for 
Patients with Implanted Cardiac Device

The procedure 

Patients with implanted devices visit clinics 
regularly to check that the devices function 
correctly and monitor occurrences of cardiac 
arrhythmia. Additional clinic visits are required if 
patients experience new cardiac symptoms or 
device dysfunctions that could result in delay 
to medication changes or device adjustment. 
Remote monitoring of patients with implanted 
cardiac devices enables supervision and 
diagnostic testing to be conducted over distance. 
This may enable earlier detection of arrhythmias, 
deterioration in clinical status, and defects in 
device functioning. Reading, interpreting, and 
if necessary acting on, periodic and event 
triggered data enables patient cardiac health and 
functioning of implanted cardiac devices to be 
managed remotely. The medical service of remote 
monitoring comprises remote data analysis 
performed by clinicians to evaluate cardiac health 
and device functioning. 

Remote monitoring systems comprise four 
common components—an implanted cardiac 
device, a remote sensor device, remote 
monitoring service centre, and a data transfer 
system. All are necessary to enable remote data 
transfer and to subsequently review patients’ 
cardiac status and device integrity data. 
Implanted cardiac devices include pacemakers, 
implantable cardioverter defi brillators (ICD) and 
cardiac resynchronisation therapy (CRT). These 
devices can store and transmit cardiac status and 
data about the device’s functions. All monitoring 
systems include a remote sensor device. Remote 
sensors are located in patients’ homes to 
facilitate transfer of stored data from the cardiac 
implant to a remote monitoring service centre. 
Some data transfer systems are automated and 
others require patient initiation. All systems require 
remote monitoring service centres which are 
central facilities operated by device manufacturers 
in collaboration with mobile phone and internet 
service providers. Remote monitoring service 
centres receive, store and translate transmitted 
data into patient-specifi c reports. A means for 
clinicians to access patient data or to receive 
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alerts is also required. Data transfer methods vary 
among remote monitoring systems, but generally, 
patient reports are accessed via secure websites, 
e-mail, fax or short-message service. 

Advice

MSAC has considered the safety, effectiveness 
and cost-effectiveness for the use of remote 
monitoring systems for patients with implanted 
cardiac devices including standard pacemakers, 
implanted cardioverter defi brillators and cardiac 
resynchronisation therapy compared with 
standard clinic-based follow-up alone.

MSAC fi nds that the procedure is safe.

MSAC fi nds that clinical effectiveness is 
not demonstrated.

A formal economic assessment was therefore 
not performed.

MSAC does not support public funding for the 
use of remote monitoring systems for patients 
with implanted cardiac devices.

MSAC considered this assessment on 
6 June 2008. 

The Minister for Health and Ageing noted MSAC’s 
advice on 28 August 2008.

1118 - Vagus Nerve Stimulation Therapy 
for Epilepsy

The procedure 

Epilepsy is characterised by repeated and 
unprovoked seizures. Seizures may arise from 
many different regions of the brain and are 
caused by excessive neuronal activity. The 
condition where seizures are not controlled by 
anti-epileptic drugs (AEDs) is known as medically 
refractory epilepsy. Vagus nerve stimulation (VNS) 
therapy provides repeated electrical stimulation 
to the left vagus nerve with the aim of preventing 
seizures. The device, which is similar to a 
pacemaker in appearance, is implanted in the 
upper chest and electrodes are attached to the 
vagus nerve in the neck. 

The procedure itself is relatively simple and does 
not require specialised medical equipment (other 

than the device itself). Due to the unstable nature 
of epilepsy in patients for whom this therapy may 
be appropriate, an overnight hospital stay may 
be required following implantation. VNS therapy 
provides adjunctive therapy to AEDs and should 
only be used for patients who are refractory 
to AED therapy, are unsuitable candidates for 
resective surgery, or for whom surgery is not 
an option. 

Advice 

MSAC has considered the safety, effectiveness 
and cost-effectiveness for VNS in addition 
to anti-epileptic medication for patients with 
medically refractory epilepsy. It was compared 
with continued or modifi ed AED therapy for all 
patients, and for children it was also compared 
with or without a ketogenic diet.

MSAC fi nds the procedure is reasonably safe in 
the context of the condition being treated.

MSAC fi nds there is insuffi cient evidence of 
effectiveness and net benefi t of VNS therapy for 
patients with medically refractory epilepsy. 

Formal economic analysis was not conducted in 
view of the uncertainty of net clinical benefi t. 

MSAC recommends that public funding 
arrangements for VNS for epilepsy remain 
unchanged.

MSAC considered this assessment on 
6 June 2008. 

The Minister for Health and Ageing noted MSAC’s 
advice on 28 August 2008. 
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35b(i) – Positron Emission Tomography for 
Oesophagael and Gastric Cancer
The procedure 

Positron Emission Tomography (PET) is 
a minimally invasive nuclear medicine 
imaging technique that uses short-lived 
radiopharmaceuticals to detect and assess 
perfusion and metabolic activity in various organ 
systems. It provides information about function 
and metabolism that is complementary to the 
structural information provided by anatomical 
imaging techniques such as X-ray computed 
tomography (CT). This review is restricted to 
an examination of PET conducted with the 
radiopharmaceutical 18F-FDG (2- [18F]fl uoro-
2-deoxy-D-glucose), which is a radioactively 
labelled analogue of glucose. 

The primary advantage of FDG use in oncological 
applications relates to the increased uptake of 
glucose by many malignant tumours compared with 
normal surrounding tissue. However, heightened 
FDG uptake is not specifi c to malignant cells. 
Infl ammatory cells and some benign tumours are also 
FDG avid, and thus infl ammatory foci, sarcoidosis, 
and acute and chronic infections can be positive on 
PET imaging. FDG-PET alone does not distinguish 
between these benign conditions and uptake by 
malignancies. Where FDG–PET is being performed 
to stage a specifi c cancer, these fi ndings are 
considered false positive with respect to the index 
malignancy. The causes of increased uptake can 
only be differentiated by clinical assessment, further 
diagnostic investigation or repeat testing. 

Advice 

(i) MSAC has considered the safety, effectiveness 
and cost-effectiveness for PET and PET/CT for 
the assessment of patients with primary cancer 
of the oesophagus or the gastro-oesophageal 
junction (GEJ) otherwise considered suitable for 
defi nitive treatment:

• MSAC fi nds PET is safe;

• MSAC fi nds that the addition of PET to the 
conventional staging of primary cancer of the 
oesophagus or the GEJ is clinically effective;

• MSAC fi nds that the addition of PET to the 
conventional staging of primary cancer of the 
oesophagus or the GEJ is likely to be cost 
saving; and

• MSAC recommends public funding for the 
assessment of patients with primary cancer 
of the oesophagus or the GEJ considered 
suitable by conventional staging for defi nitive 
treatment. 

(ii) MSAC has considered the safety, effectiveness 
and cost-effectiveness for PET and PET/CT for 
the assessment of residual oesophageal or GEJ 
cancer following defi nitive chemoradiation: 

• MSAC fi nds PET is safe;

• MSAC fi nds that there are insuffi cient data 
to evaluate the effectiveness of PET for the 
assessment of residual oesophageal or GEJ 
cancer following defi nitive chemoradiation 
considered suitable for salvage surgery;

• A formal economic assessment was, therefore, 
not performed; and

• MSAC does not recommend public funding for 
the use of PET in the assessment of residual 
oesophageal or GEJ cancer following defi nitive 
chemoradiation. 

(iii) MSAC has considered the evidence for safety, 
effectiveness and cost-effectiveness for PET 
and PET/CT in addition to conventional staging 
including laparoscopy for the assessment of 
patients with biopsy proven primary gastric 
cancer otherwise considered potentially curable:

• MSAC fi nds PET is safe;

• MSAC fi nds that there are insuffi cient data to 
evaluate the effectiveness of PET assessment 
of patients with biopsy proven primary gastric 
cancer considered potentially curable;

• A formal economic assessment was therefore 
not performed; and

• MSAC does not recommend public funding for 
the use of PET in the assessment of patients 
with biopsy proven primary gastric cancer 
otherwise considered potentially curable. 

MSAC considered this assessment on 
6 June 2008. 

The Minister for Health and Ageing noted MSAC’s 
advice on 28 August 2008.
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35b(ii) - Positron Emission Tomography for 
Head and Neck Cancer

The procedure 

Positron emission tomography (PET) is 
a minimally invasive nuclear medicine 
imaging technique that uses short-lived 
radiopharmaceuticals to detect and assess 
perfusion and metabolic activity in various organ 
systems. It provides information about function 
and metabolism that is complementary to the 
structural information provided by anatomical 
imaging techniques such as x-ray CT. 
This review is restricted to an examination of PET 
conducted with the radiopharmaceutical 
18F-FDG (2-[18F]fl uoro-2-deoxy-D-glucose), 
which is a radiolabelled analogue of glucose. 

The primary advantage of FDG use in oncological 
applications relates to the increased uptake of 
glucose by many malignant tumours compared 
with normal surrounding tissue. However, 
heightened FDG uptake is not specifi c to 
malignant cells. Infl ammatory cells and some 
benign tumours are also FDG avid, and thus 
infl ammatory foci, sarcoidosis, and acute and 
chronic infections can be positive on PET 
imaging, and may contribute to false-positive 
results with respect to the index malignancy. 
The causes of increased uptake can only be 
differentiated by clinical assessment, further 
diagnostic investigation or repeat testing. 

Advice

MSAC has considered the safety, effectiveness 
and cost-effectiveness of PET/CT for squamous 
cell cancer of the head and neck:

1. in addition to conventional staging of newly 
diagnosed or recurrent cancer;

2. in addition to conventional assessment for 
suspected residual cancer after defi nitive 
treatment; and

3. in addition to conventional staging of cancer 
metastatic to cervical lymph nodes from an 
unknown primary site

MSAC fi nds that PET/CT is safe.

MSAC fi nds that PET/CT improves the accuracy 
of staging of newly diagnosed or recurrent cancer, 
and leads to a change in management in the 
majority of patients in whom additional disease 
is detected; while this is expected to improve 
outcomes for patients, the magnitude of this 
effect could not be quantifi ed.

MSAC fi nds that PET/CT has a high negative 
predictive value in patients with suspected 
residual cancer, and permits the avoidance of 
invasive procedures, including surgery, in the 
majority of patients in whom these were planned. 
While this is expected to reduce morbidity and 
improve quality of life, the magnitude of this effect 
could not be quantifi ed.

MSAC fi nds that PET/CT improves the detection 
of otherwise occult primary sites of metastatic 
head and neck cancer, leading to changes in the 
management of these patients. The impact of 
such changes on patient outcomes could not 
be quantifi ed.

MSAC considered this assessment on 
28 November 2008. 

The Minister for Health and Ageing noted MSAC’s 
advice on 8 December 2008.
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1114 - Urinary Metabolic Profi ling for 
Detection of Metabolic Disorders

The procedure 

Urinary metabolic profi ling (UMP) involves analysing 
urine to detect altered levels of intermediate 
metabolites that result from incomplete metabolism 
of amino or organic acids. The analytical methods 
used to diagnose amino acid and organic 
acid disorders differ. In Australia, amino acids 
are assayed using thin layer chromatography 
(TLC), high voltage electrophoresis (HVE), a 
dedicated high performance liquid chromatograph 
(HPLC, amino acid analyser) or tandem mass 
spectrometry (MS/MS). Gas liquid chromatography 
with mass detection (GC/MS) is used for organic 
acid analysis by all Australian laboratories that 
conduct UMP. UMP in some form has been in use 
worldwide, including throughout Australia, since 
the 1970s.

Advice

MSAC has considered the strength of the 
evidence in relation to the safety, effectiveness 
and cost-effectiveness of urinary metabolic 
profi ling compared with alternative investigations 
for the detection of metabolic disorders for the 
three following indications:

1. Asymptomatic newborns with a positive 
screening result suggestive of metabolic 
disorder.

2. Individuals with a clinical presentation 
suggestive of a metabolic disorder.

3. At-risk family members of patients with specifi c 
genetic metabolic disorder.

The evidence was limited by three factors:

• the rarity of the various metabolic disorders 
such that conventional high quality 
comparative diagnostic test studies are 
not possible;

• the large number of metabolic disorders 
that can be diagnosed by urinary metabolic 
profi ling; and

• that UMP has been standard practice in 
Australia for many years.

MSAC fi nds that UMP is either as safe or safer 
than alternative investigations to diagnose 
metabolic disorders.

MSAC fi nds that urinary UMP is effective in 
diagnosing metabolic disorders and is likely to be 
more effective than alternative investigations in 
allowing a timely diagnosis, especially in patients 
with undifferentiated presentations where a 
metabolic disorder is suspected or needs to 
be excluded.

Given the lack of high quality comparative 
evidence of effectiveness, a cost-effectiveness 
analysis could not be conducted and a budget 
impact analysis was performed. Whilst it is likely 
that downstream costs incurred by alternative 
investigations or delayed diagnosis are avoided 
by the use of UMP, these could not be formally 
costed. MSAC considers it is likely that UMP in 
carefully selected patients is cost-effective.

The current funding arrangements adequately 
capture the target population. MSAC advises 
that current public funding arrangements within 
the health care system should continue to be 
supported for this procedure.

MSAC considered this assessment on 
28 November 2008.

The Minister for Health and Ageing noted MSAC’s 
advice on 8 December 2008.
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1115 - Sacral Nerve Stimulation for Urinary 
Indications

The procedure 

Sacral nerve stimulation (SNS) involves the 
application of electrical stimulation to the sacral 
nerve via a totally implantable system. This system 
consists of an electrode placed extradurally, 
close to the third sacral anterior root nerve (S3), 
an implantable pulse generator (IPG) and an 
extension which connects the electrode to the 
generator. The procedure is carried out in two 
phases, allowing for a minimally invasive screening 
test before proceeding to permanent generator 
implant if the screening test indicates the viability 
of the treatment in the individual patient. For the 
purposes of this review, only the safety and effi cacy 
of chronic SNS (occurring after the placement of 
an IPG) was assessed. SNS is proposed for use 

in adult male and female patients with detrusor 
overactivity, non-obstructive urinary retention or 
painful bladder syndrome. 

All patients eligible for SNS will have experienced 
one of these conditions for at least 12 months 
and have failed all appropriate conservative 
pharmaceutical, behavioural and medical 
treatments, classifying their urinary dysfunction 
as refractory to standard treatment. SNS does 
not have a direct clinical comparator. Rather, 
it adds to the existing treatment matrix as a 
procedure that is more invasive than current 
clinical management, but far less invasive than 
the surgical alternatives available to this patient 
population. Further adding to its ‘orphan’ status 
is the fact that SNS is reversible at any point, with 
the patient able to be returned to conservative 
treatment or considered for major surgery. 
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Advice

MSAC has considered the safety, 
effectiveness and cost-effectiveness of SNS 
for urinary indications compared with clinical 
non-surgical management. 

MSAC fi nds there is evidence for the safety of 
SNS in adults with detrusor overactivity, 
non-obstructive urinary retention and painful 
bladder syndrome refractory to conservative, 
non-surgical intervention. 

MSAC fi nds sacral nerve stimulation in adults with 
detrusor overactivity and non-obstructive urinary 
retention refractory to conservative, non-surgical 
intervention is more expensive than, but more 
effective than clinical non-surgical management. 

MSAC fi nds there is insuffi cient evidence to 
assess the effectiveness of SNS in adults 
with painful bladder syndrome refractory to 
conservative, non-surgical intervention.

MSAC recognises the social and quality of life 
issues associated with these conditions.

MSAC advises that public funding should be 
supported for the procedure of SNS in adults 
with detrusor overactivity and non-obstructive 
urinary retention refractory to conservative, non-
surgical intervention. 

MSAC advises that public funding should not be 
supported for the use of SNS for treatment of 
patients with painful bladder syndrome.

MSAC considered this assessment on 
28 November 2008.

The Minister for Health and Ageing noted MSAC’s 
advice on 8 December 2008.

1116 - Optical Coherence Tomography 

The procedure 

Optical coherence tomography (OCT) is a 
non-contact, non-invasive high resolution 
imaging technique that provides cross-sectional 
tomographic images of the ocular microstructure 
through the thickness of the retina. It is analogous 
to ultrasound, measuring the back-refl ection 
intensity of infrared light rather than sound. An 

OCT image is a two-dimensional data set that 
represents differences in optical backscattering or 
back-refl ection in a cross-sectional plane. For the 
purpose of visualisation, OCT data are acquired 
by computer and displayed as a two-dimensional 
grey scale or false colour image. OCT images can 
be analysed qualitatively or quantitatively to 
detect retinal abnormalities. Time domain OCT 
instruments have an axial resolution of 10 μm 
and a transverse resolution of 20 μm. Spectral/
Fourier domain OCT is capable of higher 
resolutions of 5–7 μm (axial) and 10– 20 μm 
(transverse). Reconstruction of two-dimensional 
data into a three-dimensional image is possible 
with this version of the technology. As a result of 
providing detailed information on the architectural 
morphology of the retina on the level of individual 
retinal layers, OCT has been proposed to detect 
early pathological changes, even before clinical 
signs or visual symptoms occur. OCT has been 
proposed as a new ‘gold standard’ structural test 
for retinal abnormalities. 

Advice

MSAC has considered the safety, effectiveness 
and cost effectiveness for OCT, a non-invasive 
ophthalmic imaging technique, which provides 
high-resolution cross-sectional images of the 
macula, which in turn allows identifi cation of 
changes due to ophthalmologic conditions. 

OCT is intended to be used for diagnosis and 
monitoring of retinal diseases and glaucoma in a 
specialist ophthalmologic setting.

MSAC fi nds that OCT is a safe procedure. 

MSAC fi nds that there is currently insuffi cient 
evidence to recommend public funding for the 
assessment of macular disease or glaucoma.

MSAC considered this assessment on 
28 November 2008.

The Minister for Health and Ageing noted MSAC’s 
advice on 8 December 2008.
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APPENDIX x Assessments implemented onto the MBS

Number of services in all of Australia for each listed MBS item number from 1 June 2006 to 
30 June 2009

MSAC 
Application 
Number

MSAC Application Name MBS 2006 2007 2008

Item -07 -08 -09

Number    

6 Surgical Sperm Retrieval and Intracytoplasmic Sperm Injection 13251 1638 17438 20465

6 Surgical Sperm Retrieval and Intracytoplasmic Sperm Injection 37605 129 1595 1880

6 Surgical Sperm Retrieval and Intracytoplasmic Sperm Injection 37606 28 346 399

9.1 Polymerase Chain Reaction in the Diagnosis and Monitoring of Patients with 
BCR-ABL Gene Rearrangement in Chronic Myeloid Leukaemia

73315 3081 3052 3442

12.5 The Use of Human Papilloma Virus Testing to Monitor Effectiveness of Treatment of 
High-grade Intraepithelial Abnormalities

69418 17984 29216 34644

12.5 The Use of Human Papilloma Virus Testing to Monitor Effectiveness of Treatment of 
High-grade Intraepithelial Abnormalities

69419 29 754 702

1102 Double Balloon Enteroscopy 30680 - 83 121

1102 Double Balloon Enteroscopy 30682 - 56 97

1102 Double Balloon Enteroscopy 30684 - 74 112

1102 Double Balloon Enteroscopy 30686 - 30 37

1095 Computed Tomography Colonography 56552 - 2525 3183

1095 Computed Tomography Colonography 56554 - 578 907

1089 Brachytherapy for Prostate Cancer 15339 390 687 613

1089 Brachytherapy for Prostate Cancer 37220 429 674 666

1072 Endoscopic Ultrasound for Staging Pancreatic, Gastric, Oesophageal and 
Hepato-biliary Neoplasms - (Includes 1069 and 1075)

30694 - 393 578

1072 Endoscopic Ultrasound for Staging Pancreatic, Gastric, Oesophageal and 
Hepato-biliary Neoplasms - (Includes 1069 and 1075)

30692 - 808 1051

1072 Endoscopic Ultrasound for Staging Pancreatic, Gastric, Oesophageal and 
Hepato-biliary Neoplasms - (Includes 1069 and 1075)

30690 - 254 417

1072 Endoscopic Ultrasound for Staging Pancreatic, Gastric, Oesophageal and 
Hepato-biliary Neoplasms - (Includes 1069 and 1075)

30688 - 474 664

1039 Photodynamic Therapy with Verteporfi n for Macular Degeneration 43021 - 377 356

1039 Photodynamic Therapy with Verteporfi n for Macular Degeneration 43022 - 20 13

1087.1 Brain Natriuretic Peptide Assays in the Diagnosis and Monitoring of Heart Failure - 
Incorporating Application 1086

66830 - - 1658

1096 Hepatitis B DNA Testing 69482 - - 10097

8 Intra-operative Trans-oesophageal Echocardiography 22051 - - 1102

The following MSAC advised MBS items are exempt for reporting for privacy reasons

35.1 Positron Emission Tomography (PET) for Colorectal, Melanoma and Ovarian Cancer 61565 E E E

35.1 Positron Emission Tomography (PET) for Colorectal, Melanoma and Ovarian Cancer 61541 E E E

35.1 Positron Emission Tomography (PET) for Colorectal, Melanoma and Ovarian Cancer 61544 E E E

35.1 Positron Emission Tomography (PET) for Colorectal, Melanoma and Ovarian Cancer 61553 E E E

35.1 Positron Emission Tomography (PET) for Colorectal, Melanoma and Ovarian Cancer 61556 E E E

35.1 Positron Emission Tomography (PET) for Colorectal, Melanoma and Ovarian Cancer 61568 E E E
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APPENDIX xi MSAC Contracted 
Evaluators
MSAC utilises independent evaluators in 
conducting assessments. 
During 2008–09, the following organisations 
provided research-related services to MSAC:

• Adelaide Research and Innovation 
Pty Ltd (ARI) [Adelaide Health 
Technology Assessment];

• The Australian Safety and Effi cacy 
Register of New Interventional 
Procedures-Surgical (ASERNIP-S);

• The National Health and Medical Research 
Council Clinical Trials Centre (NHMRC CTC); 

• Deakin University; and

• The Intercontinental Marketing Services 
Health (IMS Health).

APPENDIX xii Acronyms and Figures

Acronyms

Acronyms used in the MSAC Performance Report 
2008–09

AP  Advisory Panel

AED Anti-Epileptic Drugs

AHMAC  Australian Health Ministers’ 
Advisory Council 

AHMC  Australian Health Ministers’ 
Conference 

AHTAC  Australian Health Technology 
Advisory Committee 

AMBS Australian Modifi ed 
Bethesda System

ARI Adelaide Research and 
Innovation Pty Ltd

ASERNIP-S Australian Safety and Effi cacy 
Register of New Interventional 
Procedures-Surgical

CHF  Consumer Health Forum 

COI Confl ict of Interest

CRT Cardiac Resynchronisation Therapy

CT Computed Tomography

CTC Clinical Trials Centre

DIMC  Diagnostic Imaging 
Management Committee 

ERUS Endorectal Ultrasound

ESC  Economics Sub-Committee

Euroscan EuroScan Information 
Network on New and Changing 
Health Technologies

FDG 2-[18F]fl uoro-2-deoxy-D-glucose

GC/MS Gas Liquid Chromatography with 
Mass Detection

GEJ Gastro-Oesophageal Junction
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HCII Hybrid Capture II

HealthPACT Health Policy Advisory Committee 
on Technology

HPLC High Performance Liquid 
Chromatograph

HPV Human Papilloma Virus

HSIL High-grade Squamous 
Intraepithelial Lesions

HTA Health Technology Review

HVE High Voltage Electrophoresis

ICD Implantable Cardioverter 
Defi brillators

IPG Implantable Pulse Generator

IMS  Intercontinental Marketing 
Services Health

LBC Liquid-based Cytology

LSIL Low-grade Squamous 
Intraepithelial Lesions

MBAC  Medicare Benefi ts 
Advisory Committee

MBCC  Medicare Benefi ts 
Consultative Committee

MBS  Medicare Benefi ts Schedule

MSAC Medical Service 
Advisory Committee

MSCT Multi-Slice Computed Tomography

MRI  Magnetic Resonance Imaging 

NFC  Nationally Funded Centre

NHMRC National Health and Medical 
Research Council

OCT Optical Coherence Tomography

Pap Papanicolaou

pHSIL possible High-grade Squamous 
Intraepithelial Lesions

PLSIL possible Low-grade Squamous 
Intraepithelial Lesions

PSD  Public Summary Document

PSTC  Pathology Services 
Table Committee 

PBAC  Pharmaceutical Benefi ts 
Advisory Committee 

PET  Positron Emission Tomography 

RSS  Really Simple Syndication feed 

SNS  Sacral Nerve Stimulation

TGA  Therapeutic Goods Administration 

TLC Thin Layer Chromatography

UMP Urinary Metabolic Profi ling

VNS  Vagus Nerve Stimulation 

W3C  Wide Web Consortium 

Figures

Figure 1 The Horizon Scanning process

Figure 2 Entries to the EuroScan Database 
June 2008 to June 2009 by agency

Figure 3  MSAC website

Figure 4  Horizon Scanning website
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