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RESUME 

Reconstructions pelvi-linguales après exérèse oncologique : analyse des 

résultats fonctionnels 

Introduction : Les cancers de la cavité orale et notamment pelvi-linguaux sont parmi les 

cancers les plus fréquents des voies aérodigestives supérieures. La chirurgie d’exérèse 

carcinologique a des conséquences fonctionnelles majeures sur la qualité de vie en altérant 

notamment les fonctions de phonation et de déglutition. De nombreuses techniques de 

reconstruction sont possibles, l’enjeu majeur étant de rétablir ces fonctions essentielles que sont 

la phonation et la déglutition. Différentes études ont analysées les résultats fonctionnels des 

reconstructions pelvi-linguales, mais peu comparent les techniques entrent elles. Le but de cette 

étude était d’analyser les résultats fonctionnels en termes de déglutition et d’élocution chez les 

patients ayant une résection oncologique et une reconstruction primaire de la région pelvi-

linguale. Une analyse portant sur les facteurs pronostiques de résultats fonctionnels a également 

été menée. 

Matériel et Méthode : Cette étude rétrospective monocentrique a été menée sur des patients 

opérés entre octobre 2013 et mai 2021.Les critères d’inclusion étaient les patients opérés d’un 

cancer de langue et/ou du plancher buccal avec reconstruction chirurgicale par une des trois 

techniques chirurgicales suivantes : lambeau libre fascio-cutané, lambeau local ou mise en 

place d’un biomatériau (Biodesign®). Les critères d’exclusion étaient une atteinte osseuse, une 

fermeture par suture directe ou le décès du patient. 

Nous avons évalué les résultats fonctionnels post-opératoires par l’utilisation d’auto-

questionnaire analysant les fonctions de déglutition (DHI) et d’élocution (SHI) à 2 ans de la fin 

du traitement. 

Résultats : Trente-trois patients ont été inclus dans l’étude. Les patients ont été reconstruits par 

lambeau libre antébrachial (N= 16), lambeau local (N= 8) et mise en place d’une membrane 

Biodesign (N= 9). Les patients étaient traités pour des tumeurs classées T1 à T3 avec une plus 

grande proportion de stade T1 pour les reconstructions par Biodesign® (p=0.001). Seuls les 

patients reconstruits par lambeau libre ont nécessité une trachéotomie (N= 10). Une durée 

moins longue de séjour en hospitalisation a été retrouvé pour le groupe Biodesign®. Il n’y avait 

pas de différence significative entre les groupes en termes de complications post-opératoires ni 

de durée d’alimentation par sonde naso-gastrique. Les scores des questionnaires étaient 

significativement plus élevés dans le groupe reconstruction par lambeau libre (scores médians 

de 24 pour DHI et 21 pour SHI) (p=0.008). Il n’a pas été mis en évidence de facteur prédictif 

de bon résultat fonctionnel. 

Conclusion : La reconstruction des pertes de substances pelvi-linguales vise à restaurer les 

fonctions oro-faciales et doit prendre en compte la morbidité du site donneur pour les 

reconstructions autologues, la taille de la résection et le traitement adjuvant potentiel. 

Globalement, les techniques de reconstruction permettent d'obtenir des résultats fonctionnels 

acceptables même pour les tumeurs les plus volumineuses ou en cas de radiothérapie. 

Cependant, compte tenu de la taille limitée de notre cohorte, des investigations supplémentaires 

seraient nécessaires pour mieux identifier les facteurs prédictifs de mauvais résultats 

fonctionnels. 

Mots-Clés : Cancer de la cavité orale, lambeaux libres, lambeau local, biomatériau, résultats 

fonctionnels, phonation, déglutition 
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SUMMARY 

Pelvi-lingual reconstruction after oncological resection: analysis of the 

functional outcomes 

 

Introduction: Oral squamous cell carcinoma (OSCC) is one of the most common cancers of 

the upper aerodigestive tract and its curative treatment is generally based on surgery with or 

without adjuvant radiation therapy. Currently, despite a wide range of reconstructive 

techniques, the OSCC treatments can be responsible for swallowing and/or speech impairments. 

In this study, we analyzed the functional outcomes in terms of speech and swallowing in 

patients who underwent an oncological resection and a primary reconstruction of the tongue 

and/or of the floor of the mouth (TFM). We also investigated the predictive factors for poor 

functional outcomes. 

  

Materials and Methods: This retrospective study included patients who underwent surgery 

from October 2013 to May 2021 at the TOURS University Hospital. We assessed the functional 

results 2 years after the completion of the cancer treatment with self-administered 

questionnaires quantifying swallowing (DHI) and speech (SHI) disorders. 

  

Results: Thirty-three patients were included. Patients were reconstructed with antebrachial free 

flap (N= 16), local flap (N= 8) or Biodesign ® membrane (N= 9). A higher proportion of pT1 

tumor was observed in patient who had a Biodesign-based reconstruction (p=0.001). There was 

no significant difference between the groups in terms of postoperative complications or for the 

duration of enteral feeding. The twenty-one patients who had adjuvant radiation therapy had no 

significant altered functions. Functional scores were significantly higher in the free flap 

reconstruction group (DHI =24 and SHI=21) (p=0.008). No predictive factors for poor 

outcomes were observed. 

 

Conclusion: The repair of TFM defects aims to restore orofacial functions and must consider 

the donor site morbidity for autologous reconstructions, the resection size and the potential 

adjuvant treatment. Basically, the reconstruction techniques allow to get acceptable functional 

outcomes even for the greater tumors or in case of radiation therapy. However, in view of the 

limited size of our cohort, further research would be required to better identify the predictive 

factors for poor outcomes to then inform the patients about the surgeon's choice on the 

reconstruction method. 

 

Keywords:  

Oral squamous cell carcinoma, free flap, local flap, Biodesign®, functional outcomes, 

swallowing, phonation. 
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Introduction 

Oral squamous cell carcinoma (OSCC) is one of the most common cancers of the upper 

aerodigestive tract (UADT) and its treatment is generally based on surgery when the tumor 

remains resectable (1). In addition, the curative management of locally advanced disease often 

includes adjuvant treatment such as radiation therapy alone or chemoradiation therapy (2,3).  

However, these treatments  can be responsible for major functional impact, impairing 

the quality of life of patients (4). For cancers of the tongue and/or of the floor of the mouth 

(TFM) particularly, the two main functions that are  challenging to restore for the reconstructive 

surgeon are swallowing and phonation (5,6). Indeed, the resection and the radiation therapy of 

the affected tissues (e.g., mucosa, intrinsic and extrinsic muscles of the tongue) can lead to a 

partial loss of the tongue mobility, potentially causing disorders for swallowing, articulation 

and speech intelligibility. 

Previously, several studies have reported  the functional outcomes  after the surgical 

management of OSCC (7–9), however it remains hard to clearly predict the final functional 

results at the end of the cancer treatment according to the reconstruction procedure (10). 

Nowadays, a wide range of reconstructive techniques is available (e.g., biomaterial , local flap 

or free flaps) (11) to  lessen the potential sequalae of the local treatments and it  would be 

relevant to assess if the reconstruction really has a differential impact on the functional 

outcomes.  

In this study, we conducted a retrospective analysis assessing the functional outcomes in terms 

of speech and swallowing in patients who underwent an oncological resection and a primary 

reconstruction of the TFM. We also investigated the potential predictive factors for poor 

functional outcomes in operated patients.  
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Materials and methods 

 

Patient selection 

We retrospectively included all the patients with history of primary TFM cancer and who were 

operated in the departments of Maxillofacial and ENT surgery at the University Hospital Center 

of Tours (France) from October 2013 to May 2021. The surgeries included oncological 

resection and primary reconstruction which were performed by senior surgeons. 

Written informed consent was obtained from all patients, and the study was approved by the 

Tours Hospital Ethics Committee. The exclusion criteria were for patients requiring a resection 

wider than the TFM anatomical sites (e.g., mandibular bone, cheek, lips), surgical resection 

without reconstruction (e.g., direct closure) and deceased patients. 

The following demographic and medical data were collected using the patient’s medical 

records : age, gender, alcohol and tobacco dependence, previous history of  UADT cancer (i.e., 

different than TFM anatomical sites), pTNM  stage, resection margins, type of reconstruction 

including biomaterials (i.e., Biodesign® (12)),  local flap (i.e., Facial artery musculomucosal 

flap, buccinator flap, sublingual gland flap) or fasciocutaneous free flap (i.e., free radialis 

forearm flap), acute postoperative complications  requiring surgical revision (e.g., hematoma, 

thrombosis of free flap anastomosis, wound disunion), length of hospital stay, time to return to 

regular oral feeding  (i.e., removal of nasogastric tube), adjuvant treatment (i.e., radiation or 

chemoradiation therapy), local long-term sequalae needing surgical revision (e.g., 

ankyloglossia, mucosal scarring).  

 

Assessment for the functional outcomes 

All patients had a functional assessment for speech intelligibility and swallowing at least two 

years after the end of cancer treatment. Patients were asked to complete two self-questionnaires 

(e-mail) that were then collected at the follow-up consultations. The questionnaires were the 
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SHI (Speech Handicap Index) and the DHI (Dysphagia Handicap Index) that have been 

previously published and validated in the head and neck oncology population for remote 

functional assessment of oral cavity cancers.(13–16) 

The SHI is a 30-item questionnaire rating the intelligibility and speech difficulties from zero 

(no handicap) to 120 (maximum handicap).  

The DHI is also a 30-item questionnaire rating from zero (no handicap) to 120 (maximum 

handicap) and reflecting the swallowing disorders. 

 

Statistical analysis 

Continuous variables were expressed as median and Interquartile Range (IQR) and/or 

percentage, as appropriate. Chi-square or Fisher exact tests were used to compare differences 

in discrete or categorical variables, and ANOVA or Kruskal-Wallis tests were used for 

continuous variables. Univariate analysis was performed using the Cox proportional hazards 

regression model to evaluate significant recurrence predictors and their relative role in the 

cohort. Functional assessments were considered as poor when SHI or DHI scores were greater 

than 40. They all were two-sided tests. For all tests, statistical significance was set at p<0.05. 

Data were analysed with EZR software (16). 
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Results 

 

Patient characteristics  

33 patients underwent a resection and a reconstruction of a TFM cancer.  Most of them were 

male (69%) and the mean age was 63.6 years (range 50-83). The average follow-up was 54 

months (range 24-120 months). 

Patients were classified according to their reconstruction procedure as detailed in table 1.  9 

patients had a Biodesign®-based reconstruction, 8 using a local flap and 16 had a free flap as 

reconstruction method. In these 3 groups, no difference in terms of demographic data, previous 

history of UADT, use of tobacco and alcohol, stage of the disease or resection margins was 

observed. Patients undergoing Biodesign® reconstruction significantly had a higher proportion 

of pT1 stage (p=0.011).  

The Table 2 summarized the surgical procedures, the immediate postoperative events as well 

as the adjuvant treatments that were required. A tracheotomy was only necessary in 10 patients 

undergoing a free flap reconstruction (p<0.001). Within the free flap reconstruction group, no 

patient had a thrombosis of the micro-anastomoses needing a revision. 

No difference was observed in terms of acute postoperative outcomes or complications (e.g., 

neck hematoma, oral bleeding, wound disunion) except a trend for a longer time to return to 

oral feeding in the free flap group (p= 0.007). There was no difference in terms of adjuvant 

treatment either. The only significant difference between the groups was the higher 

postoperative prescription of speech therapy in the free flap group (p=0.041).  
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Table 1. Patient characteristics 

 Free radialis 

forearm flap 

Local flap Biosdesign p 

N (%) 16 (48.5) 8 (24.2) 9 (27.2)  

Age (years), median (IQR) 66 (60 – 70) 61 (53 – 66) 58 (55 – 72) 0.633 

Sex ratio (Male/Female) 12/4 5/3 6/3 0.799 

History of UATN, n (%) 3 (18.8) 1 (12.5) 1 (11.1) 0.852 

Tobacco use, n (%) 14 (87.5) 6 (75) 9 (100) 0.288 

Alcohol use, n (%) 13 (81.2) 4 (50) 6 (66.7) 0.284 

Localisation, n (%)     

- Floor of the mouth 5 (31.2) 3 (37.5) 5 (55.6) 0.486 

- Floor + tongue 11 (68.8) 5 (62.5) 4 (44.4)  

Pathology staging, n (%)     

- pT1 1 (6.2) 2 (25) 5 (55.6) 0.011 

- pT2 5 (31.2) 5 (62.5) 3 (33.3)  

- pT3 10 (62.5) 1 (12.5) 1 (11.1)  

     

- pN0 9 (56.2) 4 (50) 7 (77.8) 0.555 

- pN1 5 (31.2) 2 (25) 2 (22.2)  

- pN2b 2 (12.5) 2 (25) 0  

     

- Stage (1/2/3/4) 1/2/7/6 2/2/2/2 4/2/1/2 0.297 

R0 resection margin, n (%) 

R1 resection margin, n (%) 

15 (93.8) 

1 (7,2) 

8 (100) 

0 

8 (88.9) 

1 (11,1) 

0.631 

 

 

UATN: upper aerodigestive tract neoplasms; CT: computed tomography; IQR: interquartile 

range 
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Table 2.  Surgical treatments and postoperative management 

 Free radialis 

forearm flap 

Local flap Biosdesign p 

N (%) 16 (48.5) 8 (24.2) 9 (27.2)  

Tracheotomy, n (%) 10 (62.5) 0 0 <0.001 

Nasogastric tube, n (%) 16 (100) 8 (100) 8 (88.9) 0.253 

Lymphadenectomy, n (%)     

- None 0 0 1 (11.1) 0.435 

- Unilateral 6 (37.5) 4 (50) 2 (22.2)  

- Bilateral 10 (62.5) 4 (50) 6 (66.7)  

Accute postoperatives complications, 

n (%) 

6 (37,5) 3 (37,5) 4 (44,4) 0,764 

Length of stay, median (IQR) 16 (13 – 23) 14 (9 – 15) 9 (8 – 12) 0.007 

Time to oral refeeding, median (IQR) 11 (10 – 12) 11 (6 – 13) 8 (6 -8) 0.09 

Adjuvant treatment, n (%)     

- None 2 (12.5) 2 (25) 5 (55.6) 0.354 

- Radiotherapy (RT) 8 (50) 4 (50) 2 (22.2)  

- Radiochemotherapy (RCT) 6 (37,5) 2 (25) 2 (22.2)  

Recurrence, n (%) 5 (31.2) 0 3 (33.3) 0.183 

Ankyloglossia needing surgical 

treatment, n (%) 

2 (12.5) 3 (37.5) 0 0.091 

Physiotherapy or speech therapy, n 

(%) 

14 (87.5) 3 (37.5) 6 (66.7) 0.041 

Distant osteoradionecrosis, n (%) 2 (12.5) 0 0 0.323 

IQR: interquartile range 
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Functional outcomes 

The speech and swallowing scores are detailed in table 3. No difference was observed according 

to the tumor location (tongue alone or tongue + floor of the mouth), the uni- or bi-lateral lymph 

node dissection, the stage of the disease or the need of adjuvant treatment. The reconstruction 

with free radial forearm flap was the only group that significantly showed higher phonation and 

deglutition scores (p=0.008 and p=0.013). 

To investigate the potential prognostic factors for poor functional outcomes, we performed   a 

univariate analysis to evaluate significant recurrence predictors with calculation of hazard ratio. 

As summarized in tables 4 and 5, no prognostic factors for poor functional outcomes were 

observed. We did not perform multivariate analysis due to the lack of significance of univariate 

analyses. 

 

 

 

 

 

 

 

 

 

 



22 
 

Table 3. Analysis of median deglutition and phonation scores 

Variables Deglutition 

score, 

median 

(IQR) 

p Phonation score, 

median (IQR) 

p 

Location 

- floor 

- tongue + floor 

 

14 (2 – 58) 

15 (8 – 30) 

 

0.810 

 

9 (2 – 31) 

7 (4 – 21) 

 

0.825 

Lymph node dissection 

- none 

- uni- or bilateral 

 

59 (50 – 60) 

15 (6 – 30) 

 

0.141 

 

58 (50 – 60) 

7 (2 – 23) 

 

0.140 

Adjuvant treatment 

- none 

- RT or RCT 

 

8 (5 – 15) 

17 (10 – 37) 

 

0.283 

 

5 (2 – 6) 

16 (4 – 27) 

 

0.209 

Reconstruction 

- Free radialis forearm 
flap 

- Local flap 

- Biodesign 

 

24 (15 – 41) 
10 (7 – 15) 

5 (2 – 8) 

 

0.008 

 

21 (13 – 32) 
4 (2 – 12) 

4 (0 – 5) 

 

0.013 

Pathological stage 

- 1/2 

- 3/4 

 

8 (5 – 15) 

22 (10 – 38) 

 

0.09 

 

5 (2 – 6) 

18 (6 – 31) 

 

0.06 
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Table 4. Univariate analysis for poor deglutition outcomes 

Variables Univariate analysis 

 HR CI 95% p value 

Tumor location (floor vs 

tongue + floor) 

0.4875 0.1091 – 

2.178 

0.3469 

Lymph node dissection (uni- 

or bilateral vs none) 

0.1875 0.02 – 

1.56 

0.12 

Adjuvant treatment (RT or 

RCT vs none) 

0.9375 0.1819 – 

4.832 

0.9385 

Reconstruction by free flap vs 

local flap or Biodesign 

0.3765 0.073 – 

1.94 

0.243 

Reconstruction by Biodesign 

vs local or free flap 

0.44 0.054 – 

3.692 

0.4528 

Reconstruction by local flap 

vs Biodesign or free flap 

0.3948 0.057 – 

2.744 

0.3474 

Pathological stage (3/4 vs 1/2) 1.625 0.3153 – 

8.376 

0.5617 

 

 

Table 5. Univariate analysis for poor phonation outcomes 

Variables Univariate analysis 

 HR CI 95% p value 

Tumor location (floor vs 

tongue + floor) 

0.325 0.03 – 

3.584 

0.3588 

Lymph node dissection (uni- 

or bilateral vs none) 

0.212 0.02 – 

1.12 

0.90 

Adjuvant treatment (RT or 

RCT vs none) 

0.75 0.07 – 

8.271 

0.8143 

Reconstruction by free flap vs 

local flap or Biodesign 

0.4706 0.04 – 

5.19 

0.5383 

Reconstruction by Biodesign 

vs local or free flap 

1.33 0.12 – 

14.7 

0.81 

Reconstruction by local flap 

vs Biodesign or free flap 

0.23 0.04 – 

2.67 

0.90 

Pathological stage (3/4 vs 1/2) 1.3 0.1179 – 

14.34 

0.8304 
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Discussion 

It is well known that the management of OSCC can lead to altered orofacial functions 

such as swallowing or speech. Despite the current reconstructive techniques that consider the 

resection size and the potential postoperative irradiation, it remains challenging to limit the 

consequences on patient’s quality of life. The goal of our study was to analyze the functional 

outcomes in a cohort of operated patients to quantify the speech and swallowing impairment 

and to better inform the patients on the aftermath after such a treatment. Indeed, It seemed 

relevant to investigate the speech and swallowing functions in “reconstructed” patients 

particularly knowing that several previous studies instead analyzed the outcomes of a specific 

reconstructive procedure (12,17,18) or compared “reconstructed patients” with others without 

any reconstruction (8,19). For this purpose, we compared the main reconstructive techniques 

including free flap, biomaterial or local flaps and we assessed the functional impact of tongue 

muscles resection (i.e., intrinsic and extrinsic muscles) that can shorten and impede the proper 

tongue mobility. Thus, we asked the patients to answer the questionnaires two years after the 

end of the cancer treatment (e.g., primary surgery, radiation therapy, surgical revision for 

ankyloglossia) as it is well known that the healing process usually takes at least 12 to 18 months 

(20). To focus on the tongue functions impairment related to oncological treatment particularly, 

we did not include the patients displaying mandibular bone involvement that generally requires 

a wider resection (e.g., partial or interruptive mandibulectomy) affecting more severely 

orofacial functions such as temporomandibular joint, mouth opening or even lip strength (21).  

Our study showed satisfying results in terms of speech and swallowing in all  

reconstruction groups even though we observed significant higher altered speech and 

swallowing functions  in  the  free flap group  (p=0.008 and 0.013),  and similar trends in  the 

highest disease stages 3 and 4 (p= 0.09 and 0.06) as often reported (7). Indeed, the need of 

vascularized tissue transfer is basically required for the largest TFM defects, as observed in our 

cohort where the free flap group also displayed a higher proportion of pT3 tumor. However, the 

functions of speech and swallowing remained  good in this group, with  median scores of 24 
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and 21 for the DHI and  SHI respectively which corresponded to satisfying functional outcomes 

(22,23). This observation underscores the need of such a technique in the widest TFM resections 

to maintain the tongue volume, to limit potential ankyloglossia as well as the need of a 

systematic postoperative rehabilitation (i.e., speech and physiotherapy) that was significantly 

higher in this group particularly (p=0.041). Previous studies have also reported the need of 

fasciocutaneous free flap after adjusting for parameters such as  defect volume to avoid tongue 

retraction and  to keep acceptable speech function after the largest TFM resections (17,19) . 

Among the reconstructive techniques, we also analyzed the outcomes of local flap 

reconstruction that was mainly used for the loss of substances after the resection of T2 and T1 

tumors. The SHI and DHI scores was low in this group (10 and 5 respectively) showing that 

local flap also is a good option to functionally restore average TFM defects with good outcomes 

and lower donor site morbidity than reconstructions with free flap (18,24). For the smallest 

defect, the use of xenograft Biodesign® membrane was also assessed in our cohort as 

previously described in other studies (12). In this last group, we observed the lowest functional 

scores (median SHI and DHI of 5 and 4) and the better outcomes in terms of speech and 

swallowing. However, it would be interesting to investigate the added value of this biomaterials 

in the smallest loss of substances by comparing it with a direct closure or even a non-closure of 

the defect. Finally, the overall outcomes in our study likely underscored the correlation between 

the resection size and the functional results. 

We then investigated the potential predictive factors for poor functional outcomes. We 

expected various factors such as the postoperative radiation therapy, the tumor size or the need 

or not of vascularized tissue transfer (12,19,24). Indeed, the alteration of salivary function and 

the retraction of the soft tissues in irradiated patients could have influenced the speech and the 

swallowing. However, despite significant difference in terms of score distribution (i.e., highest 

DHI and SHI scores in free flap and advanced stage groups) these findings did not allow to 
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highlight prognostic factors for poor outcomes, probably reflecting the relatively small sample 

size of our study (N=33).  

Therefore, it appears that all the evaluated techniques displayed good results in terms of 

swallowing and speech and no major differences was observed in terms of functional results 

two years after the completion of the cancer treatment. However, in view of the limits of our 

study (e.g., non-randomized study, restricted number of patients), further investigations with a 

larger number of cases would be required to confirm these findings and to then highlight 

predictive factors for poor functional outcomes. 
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Conclusion 

Basically, oncological resection of the tongue and/or the floor of the mouth is 

responsible for inherent alterations of orofacial functions such as phonation and swallowing. 

Each reconstruction technique aims to prevent such a sequalae by restoring the tongue volume 

and by limiting the potential retraction of the reconstruction and those of the surrounding 

tissues. In addition, the reconstruction method must always consider the donor site morbidity, 

the resection size, and the adjuvant treatment. Finally, the panel of reconstruction generally 

allows to get acceptable functional outcomes even for the greater tumors and/or after a radiation 

therapy. 

However, due to the preliminary character of our findings and the limited size of our cohort, 

further research would be required to better identify predictive factors for poor outcomes in 

order to inform the patients about the surgeon's choice on the reconstruction method. 
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Résumé :  

La cavité orale est l’une des localisations les plus fréquentes des cancers des voies aérodigestives supérieures.  

La chirurgie d’exérèse pour les tumeurs pelvi-linguales entraîne potentiellement un impact fonctionnel 

majeur par altération des fonctions d’élocution et de déglutition, l’enjeu de la reconstruction étant de rétablir 

ces fonctions essentielles afin de limiter au mieux le retentissement sur la qualité de vie des patients. Le but 

de cette étude était d’analyser les résultats fonctionnels en termes d’élocution et de déglutition après exérèse 

et reconstruction des cancers de la langue ou pelvi-linguaux par différentes méthodes. Cette étude 

rétrospective monocentrique a été menée sur des patients opérés entre octobre 2013 et mai 2021 au CHU de 

TOURS. Les critères d’inclusion étaient les patients opérés d’un cancer de la langue mobile et/ou du plancher 

buccal avec reconstruction chirurgicale selon trois méthodes : lambeau libre fascio-cutané, lambeau local ou 

mise en place d’un biomatériau (Biodesign®). Les critères d’exclusion étaient une atteinte osseuse, une 

fermeture par suture directe ou le décès du patient. Nous avons évalué les résultats fonctionnels minimum 2 

ans après la fin du traitement via l’utilisation d’auto-questionnaires quantifiant les troubles de déglutition 

(DHI, score sur 120) et d’élocution (SHI, score sur 120), un score élevé reflétant une altération fonctionnelle. 

Trente-trois patients opérés pendant cette période répondaient aux critères d’inclusion et ont répondu aux 

questionnaires. Les patients ont été reconstruits par lambeau libre antébrachial (N= 16), lambeaux locaux 

(N= 8) et mise en place d’une membrane de Biodesign ® (N= 9). Les patients ont été traités pour des tumeurs 

classées T1 à T3 avec une plus grande proportion de stade T1 pour les reconstructions par Biodesign 

(p=0,001). La durée de séjour en hospitalisation était moins longue pour le groupe Biodesign®. Il n’y avait 

pas de différence significative entre les groupes en termes de complications post-opératoires ni de durée 

d’alimentation entérale. 21 patients ont eu de la radiothérapie post-opératoire. Pour les évaluations 

fonctionnelles, les scores étaient significativement plus élevés dans le groupe reconstruction par lambeau 

libre (scores médians de 24 pour DHI et 21 pour SHI) (p=0 ,008). Il n ‘a pas été mis en évidence de facteur 

prédictif de score élevé. Les différentes techniques de reconstruction chirurgicales étudiées dans notre étude 

ont mis en évidence de bons résultats fonctionnels dans l’ensemble de la cohorte. Une analyse sur un plus 

grand nombre de cas serait néanmoins nécessaire pour identifier les potentiels facteurs prédictifs d’altération 

de l’élocution et/ou de la déglutition à long termes.  

Mots-Clés : Cancer de la cavité buccale, lambeaux libres, lambeaux locaux, biomatériau, résultats 

fonctionnels, élocution, déglutition 
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