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Survival Value of Myocutaneous Flaps in the
Management of Epidermoid Carcinoma
of the Oral Cavity

Department of General Surgery,
Presbyterian Medical Center, Chonju, Korea

David J. Seel, M.D., Chul Young Park, M.D,,
Chung Joon Yoo, M.D., Yoon Kyu Park, M.D.

The use of myocutaneous flaps has modified the
traditional approach to epidermoid carcinoma of the
oral cavity. Myocutaneous flaps allow for better func-
tional results and also make possible repair after re-
moval of larger lesions than might be dealt with by
standard COMMANDO. However, the postoperative
time is often prolonged before radiation therapy may
be started.

Of 98 patients who, since 1974, underwent radical

resection using either a composite removal of the pri-
mary lesion and neck dissection or underwent resec-
tion with partial mandibulectomy and neck dissection
(COMMANDO), 27 patients underwent immediate re-
construction with myocutaneous or osteomyocuta-
neous flasps. An additional 31 patients underwent re-
construction with either a forehead or posterior cervi-
cal(“nape”) flap. Two patients had double flap repair.
Two patients who had received radiation therapy else-
where underwent “en blod” resection with flap repair.
Twenty-four had standard COMMANDO procedures
and 12 underwent composite procedures (three of
which also employed nape flaps).

This paper compares the two-year disease-free sur-
vival rates for the three main ctegories of COMMA-
NDO procedures, ie., standard combined operation,
those repaired with regional flaps and those repaired
by myocutaneous flaps. It also compares patients who
underwent adequate flap repair with those who recei-
ved standard COMMANDO, matching patients by pri-
mary site and stage, using random selection when the
number of matching cases allowed randomization.

The overall two-year disease-free survival(DFS)
was 33 %. The two-year DFS for 22 patients who unde-
rwent standard COMMANDO was 40.9 percent. Ho-

" wever, this included a larger number of T1 and T2

cases, which altered the results. The results for fore-
head flap COMMANDOS was 16.7%, for nape flap
COMMANDOS was 355%, and for myocutaneous flap
COMMANDOS was 33.3%.

When standard combined operation, forehead and
nape flap COMMANDO, and myocutaneous flap COM-
MANDO were matched by primary site and stage, the
comparison was of greater significance :

1) When 20 patients each in matched series of MC
flap procedures and a control group which included
forehead flaps and nape flaps were compared, the re-
sults were equivalent - 40% 2-year disease-free-sur-
vival.

2) When 12 patients each in a matched series of
MC flap COMMANDOS and standard COMMANDOS



