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Advanced Oral Cavity Cancer and Total Glossectomy
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—ABSTRACT —

Management of advanced oral cavity carcinoma is still challenging issues because it shows poor survival rate
in spite of aggressive treatment and can create severe functional deficit after ablative resection. Despite of
wide surgical resection combined with postoperative radiotherapy, the 5-year survival rate has remained
unchanged over past 10 years period, due to high locoregional recurrence rate, distant metastasis, and multiple
primary carcinoma. The patients requiring the extensive resection for the advanced oral cavity cancer often
have failed other treatment modalities. Resection including the total tongue and the adjacent structures, such
as the mandible or the larynx, create the complex structural deformity. Total glossectomy is the management
of choice for advanced carcinoma of the floor of the mouth and the tongue. Particularly, total glossectomy
with preservation of the larynx was not well accepted by the majority of the head and neck surgeons, because
it always induce the potential risks for disruption of the deglutition and life-threatening aspiration as well as
severe speech impairment. The purpose of reconstruction for total tongue defects is to restore swallowing
without aspiration and regain intelligible speech. Many reconstructive options for this large defect have been
introduced, there is still lack of reliable methods for proper functional restoration. Recently, the morbidity
after major resection and rehabilitation have improved significantly with use of more innovative and reliable
reconstruction. Total glossectomy can not provide a benefit in survival but may provides excellent palliation
of symptoms and offers preferable locoregional control rates rather than radiotherapy or chemotherapy. However,
it should only be undertaken in motivated and well-supported patients able to accomplish the difficult
rehabilitation process. Therefore, treatment strategies should be decided based on proper patients selection
and multidisciplinary team effort is essential for successful outcome. (J Clinical Otolaryngol 2003;14:56-64)
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Table 1. Accuracy of various teste (Shaha A. Head &
Neck 1990 130 398—-402)

Correct  False (+) False (=)
Clinical evaluation 53 (88%) 5 2
X-RaysO panorex 43 (72%) 4 13
CTscan 41 (68%) 8 11
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Fig. 1. Marginal mandibulectomy. AO Horizontal. BO Sa-
gittal. CO conbined.
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Fig. 2. Mandibular lingual releasing approach. AO Oral
mucoperiosteal incision. BO Delivery of the tongue and
floor of mouth in fo the neck (Stringer et al., Ofolaryngol
Head Neck Surg 19920 1070 395-8).
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Fig. 3. Supraglottic laryngoplasty (Biller HF et al., Arch
Oftolaryngol 19830 1090 67-73).
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Rectus abdominis
Myocutaneous flap

Rectus sheath strips

Muscular portion

of the flap

Fig. 4. Schematic illumination of the reconstructed ton-
gue (Yamamoto Y et al., Plast Reconstr Surg 19980
1020 993-1000).
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Fig. 5. Latissimus dorsi free flap. AO Flap as harvested,
with musculocutaneous component, vessels, and nerve.
BO Transverse sling created at oral-oropharyngeal isthmus
by suturing of flap muscle to medial pterygoid and mas-
seter (Haughey BH, Laryngoscope 19930 1030 1132-41).
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Table 2. Functional results after total glossectomy with laryngeal preservation

Study No of patient Speech successful (%) Aspiration Swallowing successful (%)
Donaldson, 1968 14 50 Yes 57
Gehanno, 1992 80 63 Yes 77
Effron, 1981 24 100 No 100
Sultan, 1989 7 80 Yes 93
Weber, 1991 27 92 Yes 67
Tiwari, 1993 21 100 No 100
Sun, 2000 7 86 Yes 86
Rho, 2001 12 80 Yes 92

Fig. 6. Total glossectomy with rectus
abdominis myocutaneous free flap
reconstruction. A Preoperative find-
ing. BO Pull through approach. CO
Flap design. DO postoperative finding.
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Table 3. The results of total glossectomy in Hallym University (n=20)

oo ooooo obobb ooooo

No Sex Age Site TNM stage Operation Approach Reconstruction RT F/U  Status
T M 41  Tongue T3NOMO G Mandible splitting PMMC + 42  NED
2 F 50 T4ANOMO TG+MM  Mandible splitting FFF + 20 DOD
3 M 58 Tongue T3NOMO TG+MM  Mandible splitting RFFF + 26 DWD
4 F 73 Tongue T3NTMO G Pull through RFFF + 24 DOD
5 M 35 TAN2bMO  TG+MM  Mandible splitting LDFF+FFF + 8 DWD
6 F 76 Tongue TAN2bMO  TG+MM  Mandible splitting PMMC preOP+ 2 DOD
7 F 4] T4AN3MO TG+MM  Mandible splitting LDFF+PMMC  preOP+ 6 DOD
8 F 68 Tongue T3N2cMO G Mandible splitting RFFF + 10 DWD
9 F 74 Tongue T4NOMO TG+MM  Mandible splitting LDFF — 6 DOD

10 M 61 T3N2cMO G Mandible splitting PMMC - 3 DOD

11 F 40 Tongue  T3N2cMO  TG+MM  Mandible splitting FFF+RFFF + 14  NED

12 M 74 Tongue T4N2cMO G Lingual release TRAM + 6 NED

13 M 57 Tongue T3N2bMO G Pull through TRAM + 8 NED

14 F 67 Tongue T3N2bMO G Mandible splitting TRAM + 17 DWD

15 M 6 T3N2cMO  TG+MM  Pull through TRAM + 18 DWD

16 F 54 T3N2bMO G Pull through TRAM + 3 NED

17 M 57  Tongue T2NTMO G Pull through RFFF + 25 NED

18 M 46 Tongue T2N2aMO0 G Lingual release RFFF + 13 NED

19 M 74 T3N2bMO  TG+MM  Mandible splitting RFFF + 19 DWD

20 F 57 Tongue T3NOMO G Lingual release RFFF + 13 DOD

TGO Total glossectomy, MMO Marginal mandibulectomy, SMO Segmental mandibulectomy, PMMC O Pectoralis
major myocutaneous flap, FFFO Fibular free flap, LDFFO Latissimus dorsi free flap, RFFFO Radial forearm free flap,

TRAMO Transpelvic rectus abdominis myocutaneous flap
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