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In developed countries with increasingly aging populations, 
cancer is one of the most prominent illnesses in terms 
of both public welfare and health measures. Colorectal 
cancer (CRC) is a frequent malignancy and one of the 
leading causes of cancer-related death (1). In CRC surgery, 
surgical site infection (SSI) is a common complication, 
and various procedures have been attempted to decrease 
its incidence. Especially after abdominoperineal resection 
(APR), perineal wound complications, such as open 
perineal wound infections, remain to be severe clinical 
problems (2,3). We retrospectively studied the details of 
83 patients who underwent APR at Osaka International 
Cancer Institute from 2003 to 2013, and open perineal 
wound infection occurred in 39 patients (47%). Perineal 
wound complications including SSIs are associated with 
a long hospital stay, decreasing the quality of life of the 
patient. To reduce the incidence, a vertical rectus abdominis 
myocutaneous flap has been reported to decrease perineal 
wound complications (3). Although this flap is very useful 
for the reconstruction of the pelvic defect resulting from 
APR, it results in significant operative blood loss, increased 
operative time, and additional surgical complications 
arising from the use of the normal tissue used for the 
reconstruction. We reported Vacuum-assisted closure 
(VAC) for treating open perineal wounds after APR (4). 
VAC which was first reported in the field of plastic surgery 
in 1997 (5). Improving surgical technique, the oncological 
outcome in rectal cancer surgery has been optimized in 

recent years. Using an extralevator approach as extralevator 
APR (eAPR), an en bloc resection can be performed. The 
surgical technique includes the resection of the levator 
muscles by extending the surgically resected margin. 
Furthermore, the use of radiotherapy also can improve the 
oncological outcome for the rectal cancer. However, the 
wider surgical excision and the radiation effect increase the 
perineal wound complications (6). 

In order to avoid the perineal wound complication 
after eAPR, the perineal closure is performed by using a 
biological mesh or autologous tissue flap. However, there 
was no sufficient evidence to do the surgical technique 
regarding the short- and long-term outcomes of the wound 
complications, and also quality of life. A multicenter 
randomized control trial has been reported to determine 
the effectiveness of pelvic floor reconstruction using the 
biological mesh closure after eAPR for low rectal cancer (7).

All the patients underwent preoperative radiotherapy 
followed by surgery. In the investigator-initiated study, the 
eligible 104 patients were randomized between primary 
closure of the perineal defect as a standard arm and 
biological mesh closure as an intervention arm. 

The rate of uncomplicated perineal wound healing 
at 30 days was not significant between primary closure 
(66%) and biological mesh closure (63%). However, they 
reported that the freedom of the perineal hernia at 1 year 
was significantly increased by biological mesh closure (87%), 
compared to primary closure (73%). In this RCT, the 1-year 
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perineal hernia rate was 27% which is significantly higher 
than previous reports (8-12). The low rate of perineal 
hernia after primary closure in the previous reports comes 
from the study design without focus on the perineal wound 
complications, compared to this RCT, as authors indicated. 
It is expected that the perineal hernia rate in biological mesh 
closure increase over time because the degradation starts 
from 6 months. Although the authors evaluated quality of 
life by questionnaires, there are no significant differences. 
Regarding oncological follow-up, a local recurrence was 
observed in three patients after primary closure and one 
patient after biological mesh closure, without significant 
differences. 

The results suggest that biological mesh closure can 
reduce the perineal hernia after 1 year, although it should 
be determined whether the incidence of the perineal 
hernia in biological mesh closure is really prevented or just 
only delayed, in a number of patients with longer follow-
up. Other clinical trials’ results such as NEAPE (clinical 
trial.gov identifier: NCT01347697) in which patients 
are randomized between a porcine biological mesh and 
gluteus maximus myocutaneous flap closure after eAPR, are 
awaited.
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