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INTRODUCTION: Vacuum-assisted closure (VAC) temporization is a novel technique associated with high rates of local 
control used in locally aggressive soft tissue sarcomas such as myxofibrosarcoma. Despite its positive profile, VAC use 
remains limited due to the perceived higher costs of negative pressure wound therapy. However, no published cost 
studies exist for wound temporization and its alleged costs are largely extrapolated from standard wound management 
studies. Our study sought to 1) compare the short-, medium-, and long-term costs of patients treated with wound VAC 
temporization vs. primary closure; and, 2) compare complication rates between the 2 groups. 
METHODS: A retrospective analysis of myxofibrosarcoma patients who underwent surgical resections at our institution 
from 2000 to 2020 was conducted. We included patients that underwent either primary tumor resection or tumor bed 
excision after surgery at an outside hospital. Data on treatment costs were obtained from our institutional electronic data 
warehouse using the date of admission as the starting point. Mean and median total cost from diagnosis to discharge, 
from surgery to discharge, at 90-days post-diagnosis, at 1-year post-diagnosis, and daily cost from surgery to discharge 
were assessed. Cost was compared between VAC temporized and single-stage (SS) excision/reconstruction patients. To 
control for treatment selection bias between groups and possible confounders, Propensity-Score Matching (PSM) was 
performed. Continuous variables were analyzed using Mann-Whitney U test (non-parametric) and categorical variables 
were compared using the Fisher’s exact test. A p value ≤ 0.05 was considered statistically significant. 
RESULTS: A total of 102 patients were included in our study. After PSM, 13 patients in the SS group and 13 in the VAC 
group were analyzed (Table 1). No differences in demographic and preoperative clinical variables were found between 
groups. Before PSM, mean total cost from date of diagnosis to discharge, from date of surgery to discharge, 90 days post-
diagnosis, and 1-year post-diagnosis were higher for patients in the VAC group (p<0.05) (Table 2). While VAC temporized 
patients had a longer mean length of stay (p<0.01), cost per day from surgery to discharge were similar between groups 
(p=0.11). The median total cost for at all timepoints was higher in the VAC group (p<0.01). After PSM, no differences in 
mean and median total costs from diagnosis to discharge (p=0.88 and p=0.88), from surgery to discharge (p=0.22 and 
p=0.19), 90-days post-diagnosis (p=0.61 and p=0.88), and 1-year post-diagnosis (p=0.74 and p=0.76) between the VAC 
temporized and SS group were seen (Table 3). Although a trend toward lower median daily costs from surgery to 
discharge in the VAC group was found, this was not statistically significant (p=0.22). Likewise, no differences in rates of 
superficial SSI, deep SSI, thromboembolic events (DVT or PE), and unplanned flaps were seen between groups before 
and after PSM (Table 4). Although a higher rate of aseptic wound breakdown was found in the VAC group before PSM 
(p=0.034), this was no longer present in our propensity score matched cohort. Median length of stay was longer in the 
VAC group (10 days) than the single stage group (3 days) after PSM (p=0.017). 
DISCUSSION AND CONCLUSION: In our study, use of vacuum-assisted closure temporization displayed comparable 
costs to primary closure without an increase in postoperative complications. Although a trend toward higher costs was 
seen in the VAC temporized group, likely due to the longer length of stay for these patients, costs tended to converge at 
the 90-day and 1-year timepoints. Therefore, VAC temporization represents a cost-effective treatment strategy for patients 
with locally invasive soft tissue sarcomas.

 

  

 

 


