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Abstract

Tongue cancer treatment often involves glossectomy and flap recon-
struction. Since the tongue plays a vital role in swallowing, chewing,
speaking, airway protection, and taste, it also plays a major role in the
patient’s quality of life (QOL) after reconstruction. Therefore, the flap
that best preserves QOL should be determined. A literature review was
conducted using PubMed, Scopus, and Ovid MEDLINE, with a total of
446 articles retrieved. Four studies were included in this integrative
review, which all utilized the University of Washington Quality of Life
guestionnaire to assess QOL in tongue cancer patients post-glossec-
tomy and flap reconstruction. The articles specifically compared radial
forearm free flap to pectoralis major myocutaneous flap, submental
island pedicled flap, anterolateral thigh flap, and lateral upper fore-
arm flap. Based on the included articles, no flap significantly preserved
QOL. However, a certain flap may be more suitable for a patient based
on the patient’s preferences, lifestyle, health status, and goals. There-
fore, it is important for providers to complete a thorough history and
assessment prior to surgery so that the flap chosen upholds the pa-
tient’s goals and preserves overall QOL.

he tongue is a vital and
mobile muscular or-
gan that plays a role in
speech, taste sensation,
swallowing, mastication, oral hy-
giene, and airway protection (Sakr,
2022; Zhang et al., 2018). It is also
the most common site of intraoral
cancer, with tongue squamous cell
carcinoma being the most common

oral malignancy (Zhang et al., 2020;
Zhang et al., 2018). Risk factors for
tongue cancer include age, tobacco
use, and alcohol use (Sakr, 2022).
Diagnosis, staging, and treatment
planning can be obtained via an in-
cisional or punch biopsy of evident
tongue lesions or sentinel lymph
node biopsy (Mohamad et al., 2023).
The primary treatment modalities
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are surgery and adjuvant radiation, with addi-
tional concurrent chemotherapy and radiation
therapy for more advanced diseases (Mohamad
et al., 2023). Surgical intervention typically in-
cludes a degree of glossectomy, or tongue tumor
resection, neck dissection due to the high risk of
cervical lymph node metastasis, and reconstruc-
tion (Liang et al., 2015; Sakr, 2022). For moder-
ate-to-severe tongue defects, immediate, safe,
and effective free flap tongue reconstruction is
necessary to obtain and preserve tongue function
and quality of life (QOL; Liang et al., 2015; Sakr,
2022; Zhang et al., 2018).

There are several free flap options available,
including radial forearm free flap (RFFF), an-
terolateral thigh flap (ALTF), pectoralis major
myocutaneous flap (PMMF), submental island
pedicled (SIP), and lateral upper arm free flap
(LUFF; Ferneini et al., 2022; Sakr, 2022). Radial
forearm free flap and ALTF are the most com-
monly used microvascular fasciocutaneous free
flaps that utilize a donor vessel in the neck (Fer-
neini et al., 2022). Submental island pedicled and
PMMTF are regional flaps used for tongue recon-
struction when free tissue transfer is contrain-
dicated (Sakr, 2022). Since these flaps will not
provide complete tongue restoration, clinicians
must be aware of all flap options that will provide
optimal QOL for the patient.

Quality of life is a multifaceted concept that
incorporates an individual’s perception, personal
beliefs, culture, values, goals, health and well-
being, relationships, expectations, and concerns
(Haraldstad et al., 2019; Kassianos, 2022). This is
then evaluated with QOL tools that help measure
the difference between the individual’s expec-
tations and reality of an experience and assist in
identifying any patient concerns (Haraldstad et
al., 2019; Kassianos, 2022). For head and neck can-
cer, the first published and most often used QOL
questionnaire and measurement is the University
of Washington Quality of Life (UW-QOL) ques-
tionnaire (Li et al., 2016; Rogers et al., 2010). This
is a short, structured, comprehensive, easy to ad-
minister, and easy to complete questionnaire (Li et
al., 2016; Mehanna et al., 2023; Rogers et al., 2010).
Version 4.0 includes 12 domains: pain, appearance,
activity, recreation, swallowing, chewing, speech,
shoulder function, taste, saliva, anxiety, and mood

(Rogers et al., 2010). The domains are scored from
0 (the worst) to 100 (the best) and averaged with
higher scores correlating with higher QOL (Me-
hanna et al., 2023; Zhang et al., 2018).

Since its introduction in the 1980s, RFFF has
become one of the most widely used and longest-
established flaps for reconstruction (Ferneini et
al., 2022). Its consistent and large vascular anat-
omy, hairlessness, easy harvest, malleability, and
minimal bulk allowed it to quickly succeed its
bulky predecessor, the pectoralis flap (Costantino
et al,, 2023; de Bree et al., 2008; Ferneini et al.,
2022; Shimada et al., 2022). This integrative re-
view compares the QOL impact in tongue cancer
patients who received RFFF compared with other
specified flaps, the strengths and weaknesses of
each reconstruction, and the advanced practice
provider’s (APP’s) role in aiding patient education
and flap choice.

METHODS
A literature search was conducted in January 2024
using PubMed, Scopus, and Ovid MEDLINE.
Keywords included “head cancer,” “can-
cer neck,” “head AND neck cancer,” “head and
neck neoplasm,” “oral cancer,” “tongue cancer,”
“tongue AND cancer,” “tongue neoplasm,” “cancer
AND of AND the AND head AND neck,” “tumor,”
“malignan,” “oncol,” “tumor OR malignan OR on-
col” “distress,” “stress,” “depression,” “anxiety,”
“quality of life,” “free flap,” “tissue flap,” “fibular
flap,” “flap reconstruction,” “microvascular,” and
“microsurg.” Inclusion criteria specified English-
language publications on QOL in patients with a
tongue cancer diagnosis who had undergone free
flap surgical procedure. No criteria were placed
on publication dates and participants’ age. A to-
tal of 446 articles were retrieved. After removing
duplicates (n = 150), 296 articles were selected
for title and abstract screening, resulting in ad-
ditional exclusions (n = 273). Articles were ex-
cluded if they did not discuss tongue cancer, QOL
measures, and free flap. Full-text screening was
completed on 23 articles, with three excluded due
to inability for retrieval. Articles not available in
English (n = 2), absence of free flap discussion (n
=6), and absence of RFFF inclusion (n = 8) served
as the final exclusion criteria, with four articles
selected for analysis (Figure 1).

»
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RESULTS

All articlesincluded used UW-QOL version 4.0 as a
measurement comparing QOL between RFFF and
other flaps. The UW-QOL’s 12 domains (pain, ap-
pearance, activity, recreation, chewing, swallow-
ing, speech, shoulder function, saliva, taste, mood,
and anxiety) served as the organizing framework
for the results (Li et al., 2016; Rogers et al., 2010).
Each domain was scored from zero (worst) to 100
(best) and averaged, with higher scores indicating
better QOL (Tables 1 and 2; Rogers et al., 2010).

Pain
From July 2005 to October 2013, Li et al. (2016)
compared patients who were treated at Zheng-

zhou University and received RFFF (n = 24) or
PMMTF (n = 17). The RFFF group consisted of 17
males and seven females. The PMMF group con-
sisted of 17 males only. The median age of the par-
ticipants was 53.5 years (p = NS). All participants
completed the UW-QOL questionnaire after re-
construction via mail (range = 13-108 months).
Scores are reported in Table 2.

From January 2010 to December 2017, Zhang
et al. (2020) compared patients at The China
Medical University who received RFFF (n
83) or SIP (n = 62). The RFFF group consisted
of 81 males and 24 females with a mean age of
56.7 years. The SIP group consisted of 60 males
and 25 females with a mean age of 66.7 years.

Table 1. Evidence Table

N

Author and setting Study design and

evidence level

Sample size and

Li et al., 2016 Retrospective N =63
study

Department of RFFF =24

Stomatology, First Level Il PMMF =17

Affiliated Hospital

of Zhengzhou

University

Zhang et al., 2020 Prospective study N =145

China Medical Level Il RFFF =83

University SIP =62

Zhang et al., 2018 Retrospective N =90
study

Tianjin RFFF = 59

Stomatological Level Il ALTF = 31

Hospital, Peking

University School

and Hospital of

Stomatology

Liang et al., 2015 Retrospective N =65
cohort study

Department of Oral RFFF =42

and Maxillofacial Level Il LUFF = 23

Surgery, Hospital of
Stomatology, Sun
Yat-Sen University

comparison groups

Study findings Limitations

Using UW-QOL, there was
statistical significance
found in the appearance
and shoulder domain when
comparing RFFF and

PMMF. RFFF scored lower
than PMMF in appearance
domain. RFFF scored higher
than PMMF in shoulder
domain.

Using UW-QOL, there were
statistical significances
found in the activity and
recreational domain, with
RFFF scoring higher than
PMMF in both respective
domains.

Using UW-QOL, there were
statistical significances
found in the recreation,
swallowing, chewing, and
speech domains, with RFFF
scoring higher than ALTF in
all respective domains.

Small sample size,
non-randomized
study, and results may
have been affected

by some patients
receiving adjuvant
chemotherapy and/or
radiation therapy

Small sample size

No pre-treatment
QOL to compare with
post-treatment QOL
assessment, non-
randomized study, oral
function not assessed
with UW-QOL
questionnaire, and
ALTF size larger than
standard tongue size.

Using UW-QOL, no
statistical significance
found in all domain scores
between RFFF and LUFF.

Small sample size

@teral ulnar forearm flap; QOL = quality of life.

Note. RFFF = radial forearm free flap; PMMF = pectoralis major myocutaneous flap; UW-QOL = University of
Washington quality of life questionnaire; SIP = submental island pedicle flap; ALTF = anterolateral thigh flap; LUFF =

J
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able 2. Domain Scores for Each Procedure Across Studies: Mean (Standard Deviation)

Domain

Pain

Appearance

Activity

Recreation

Swallowing

Chewing

Speech

Shoulder

function

Taste

Saliva

Mood

Anxiety

RFFF
Alternative
procedure
RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF

Alternative
procedure

RFFF vs. PMMF
(Li et al.,, 2016)

71.63 (£ 9.91)
72.94 (£ 11.3)

57.47 (£ 11.44)
68.54 (+13.24)°

64.23 (+ 9.52)
63.73 (+ 8.41)

66.59 (+11.62)
67.26 (£ 9.23)

44.00 (£ 16.27)
43.78 (= 4.95)

42.45 (£ 6.15)
43.43 (£12.43)

51.27 (x 1.24)
52.63 (+12.43)

61.52 (£ 7.83)
54.65 (+11.24)

50.91 (£ 10.64)
51.24 (£ 11.23)

45.48 (£16.92)
4417 (£12.78)

69.94 (£ 9.51)
68.31 (£ 14.72)

70.57 (£ 15.11)
72.55 (£15.19)

RFFF vs. SIP

(Zhang et al., 2020)

84.9 (£10.9)
87.4 (+12.3)

80.6 (£ 20.4)
74.8 (£19.7)

75.9 (¢ 20.8)?
65.2 (£ 18.5)°

76.4 (£18.8)
59.8 (x17.4)

50.7 (£ 17.5)
54.8 (£ 22.4)

479 (£16.7)
52.3 (+ 20.9)

571(x£14.8)
60.9 (+ 22.4)

63.7 (+ 21.7)
60.8 (+ 25.8)

70.2 (£ 16.8)
72.6 (£13.5)

47.4 (£13.5)
50.9 (+ 11.4)

66.8 (+14.7)
63.7 (£ 20.4)

79.4 (£19.4)
74.8 (£ 23.7)

RFFF vs. ALTF

(Zhang et al., 2018)

90.7 (£ 13.8)
93.5 (£ 1D

84.3 (£ 18.5)
82.3 (+ 21.6)

89.0 (£ 18.1)
87.9 (£181)

94.5 (£ 12.3)°
871 (£ 20.3)°

78.8 (£ 22.5)¢
67.4 (x 25.2)°

66.1 (+ 28.5)¢
50.0 (+ 36.5)¢

741 (£ 15.9)°
671 (x£13.7)°

86.8 (= 20.8)
81.5 (£ 22.7)

75.4 (£ 26.3)
69.6 (+ 31.5)

73.8 (+ 26.3)
84.7 (£ 22.7)

90.7 (x17.3)
86.3 (+ 23.1)

89.1(+18.2)
88.3 (£ 20.2)

RFFF vs. LUFF

(Liang et al., 2015)

93.18 (£ 11.39)
94.2 (£ 10.96)

82.69 (£ 15.76)
94.23 (+10.96)

76.14 (£ 18.06)
84.62 (+16.26)

79.55 (+19.88)
80.77 (£ 14.99)

80.45 (£ 18.64)
88.46 (£ 15.19)

72.73 (£ 29.79)
76.92 (£ 25.94)

76.82 (+12.87)
80.77 (+ 21.39)

69.09 (% 15.40)
68.46 (+ 20.35)

82.73 (£ 22.29)
78.46 (+ 20.75)

88.64 (+£18.85)
87.69 (* 21.66)

94.32 (£ 10.72)
92.31 (£ 15.76)

90.45 (+14.30)
90.77 (£ 14.47)

ap =.0001
bp =.039
°p =.036
9o =.038
\%P = .045

Note. RFF = radial forearm free flap; PMMF = pectoralis major myocutaneous flap; SIP = submental island pedicled;
ALTF = anterolateral thigh flap; LUFF = lateral upper arm free flap. Scores not significant except where indicated.
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Figure 1. PRISMA flow diagram. QOL = quality of life; RFFF = radial forearm free flap. Adapted from
Moher et al. (2009).

The mean follow-up time for both groups was From January 2005 to June 2009, Liang et al.
50.5 months. (2015) compared patients from Sun Yat-Sen Uni-
From October 2016 to January 2017 and Oc- versity who received RFFF (n = 42) or LUFF (n =
tober 2017 to December 2017, Zhang et al. (2018) 23) at 5 to 9 years post procedure. There were 24
compared patients from Tianjin Stomatological males and 18 females in the RFFF group, with a
Hospital and Peking University School, and Hos- mean age of 47.09 years, and 13 males and 10 fe-
pital of Stomatology who received RFFF (n = 59) males in the LUFF group with a mean age of 41.08
or ALTF (n = 31). The RFFF group consisted of years (p = NS). The UW-QOL questionnaire was
52 males and 24 females with a mean age of 54.3 completed via telephone.
years. The ALTF group consisted of 29 males and In summary, mean pain scores in the RFFF
25 females with a mean age of 33.7 years. groups across the studies ranged from 71.63 to 93.18.
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Mean pain scores in the alternative surgery groups
ranged from 72.94 to 94.2. Although the mean pain
scores in each study were lower in each comparison,
there were no significant differences in the mean
pain scores between RFFF and the alternative flaps.

Appearance

Mean appearance scores across studies ranged
from 5747 to 84.3 in the RFFF group and from
68.54 to 94.23 in the alternative flaps. There was
no trend in higher vs. lower mean scores, and sig-
nificance was reached only in the Li et al. (2016)
study that compared RFFF to PMMF.

Activity

Except when compared to LUFF, activity scores
trended higher in the RFFF groups. However,
significance was only reached in the Zhang et al.
(2020) study, which compared RFFF to SIP.

Recreation

Mean recreation scores in the RFFF groups ranged
from 66.59 to 94.5. Mean scores in the alternative
flaps ranged from 59.8 to 87.1. Scores were signifi-
cantly higher in the RFFF group when compared
to SIP and ALTF, but they were mildly lower when
compared to PMMF and LUFF.

Swallowing

Swallowing mean scores in the RFFF groups
ranged from 44 to 804, and from 43.78 to 88.46
in the alternative flaps. Only one study reported
significantly higher swallowing score in the RFFF
group. In the other studies, RFFF scores were
minimally lower in comparison to their respective
counterparts; however, these were not significant.

Chewing

The RFFF mean chewing score across all studies
ranged from 4245 to 72.73 and 4343 to 76.92 in all
other flaps. The RFFF mean chewing scores were
higher only when compared to ALTF, which was
statistically significant. In other studies, RFFF scores
were minimally lower compared to their respective
counterparts; however, these were not significant.

Speech
The overall mean scores for speech in the RFFF
group ranged from 51.27 to 76.82 and from 52.63

to 80.77 in the alternative flaps. The RFFF mean
score was significantly higher only when com-
pared to ALTF, which resulted in statistical sig-
nificance. In the other studies, RFFF scores were
minimally lower compared to their respective
counterparts and without statistical significance.

Shoulder Function

The mean shoulder function scores in the RFFF
group across studies ranged from 61.52 to 86.8.
Mean shoulder function scores in the alternative
flaps ranged from 54.65 to 81.5. Although RFFF
mean shoulder function scores were consistently
higher in each study, no significant differences were
found between RFFF and the alternative flaps.

Taste

Mean taste scores in the RFFF group across stud-
ies ranged from 50.91 to 82.73. Mean taste score
reported in the alternative flaps range from 51.24
to 78.46. Despite RFFF’s lower mean scores com-
pared to PMMF and SIP mean scores, and RFFF’s
higher mean scores compared to ALTF and LUFF
mean scores, no significant difference was report-
ed across all studies.

Saliva

Mean saliva scores in the RFFF group across stud-
ies ranged from 45.48 to 88.64. Mean saliva scores
reported in the alternative flaps ranged from 44.17
to 87.69. Mean RFFF scores were lower compared
to SIP and ALTF and higher compared to PMMF
and LUFF without significant differences across
all studies.

Mood

The mean mood scores in the RFFF group across
studies, which ranged from 66.8 to 94.32, were
higher than the mean mood scores reported in the
alternative flaps, which ranged from 63.7 to 92.31.
However, there was no statistical significance
across all studies.

Anxiety

The mean anxiety scores in the RFFF group across
studies ranged from 70.57 to 90.45. The mean
anxiety scores reported in the alternative flaps
ranged from 72.55 to 90.77. The highest mean anx-
iety scores were reported when comparing RFFF
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and LUFF. The largest difference in mean anxiety
scores was reported when comparing RFFF and
SIP. However, there was no significant difference
reported across all studies.

DISCUSSION
Flap reconstruction is critical in tongue cancer
patients with moderate-to-severe tongue defects,
and choosing the right flap is important in obtain-
ing and preserving the patient’s QOL after recon-
struction (Liang et al., 2015; Sakr, 2022; Zhang
et al., 2018). Based on the number of statistically
significant scores determined when comparing
domains, RFFF seemed to provide the most im-
proved QOL compared to ALTF, moderate QOL
improvement compared to SIP, minimal QOL im-
provement compared to PMMEF, and insignificant
QOL improvement compared to LUFF. However,
with many factors to consider, no flap was found
to better preserve overall QOL compared to the
others after reconstruction.

Anterolateral thigh flap is a flap made from
an area of skin between the anterior superior il-
iac spine to the superolateral patella border that
includes the lateral femoral circumflex artery
for harvest (Wang et al., 2016). The flap’s thick-
ness and volume can be tailored to each patient’s
tongue defect. However, the ALTFs in this review
were not trimmed due to flap loss concerns (Zhang
et al., 2020; Zhang et al., 2018). This resulted in a
statistically significant larger mean flap size when
compared to RFFF, which may have contributed to
ALTF scoring worse compared to RFFF in recre-
ation, swallowing, chewing, and speech domains.
Poor swallowing can be due to a bulky flap inter-
fering with preserved tongue mobility, poor epi-
glottis reconstruction, and the natural loss of flap
shape in resemblance to the epiglottis; however,
this can be mitigated if the flap is pliable and with
adequate volume, which is not always seen with
ALTF (Hsiao et al., 2010; Zhang et al., 2020; Zhang
et al., 2018). Chewing function depends on denti-
tion, jaw function, and tongue function (Hsiao et
al., 2010; Zhang et al., 2020; Zhang et al., 2018). It
is associated with oral health-related QOL, and
without preserved chewing function, a patient’s
oral intake and intake enjoyment can be negative-
ly impacted (Brennan et al., 2008). Despite similar
rates and distribution of mandibular rim resection,

occlusion statures, and denture usage between the
two groups, RFFF scored higher than ALTF, which
again suggests that RFFF provides better tongue
function. Patients who received RFFF were also
found to undergo fewer concurrent bilateral neck
dissection but had longer mean follow-up time
compared to patients who received ALTF.

Submental island pedicled is a flap harvested
from the submental portion of the neck that in-
cludes the platysma, the anterior belly of the ip-
silateral digastric muscle, and the submental ar-
teries (Moubayed et al., 2014). When compared to
RFFF, SIP was reported to have worse activity and
recreational outcomes. Patients who underwent
SIP also reported higher levels of fatigue, mobil-
ity, and anhedonia compared to RFFF. However,
patients who received RFFF were younger, more
socially active, had better baseline health status,
and less severe systemic disease as compared to
the SIP group, which could explain the difference.

Pectoralis major myocutaneous flap recon-
struction includes removing the pectoralis major
muscle, a muscle in the chest wall that plays a sig-
nificant role in the adduction and internal rota-
tion of the glenohumeral joint (Falade et al., 2024).
Patients with PMMF reported reduced range of
motion and shoulder strength compared to pa-
tients with RFFF, lasting months to a year after re-
construction (Falade et al., 2024). In appearance,
PMMF outscored RFFF. However, all patients who
received RFFF were females, who may be more
conscious of the exposed RFFF reconstruction scar
compared to their male counterparts. Compared to
RFFF, PMMF is a bulkier and less malleable flap
with a high fat content, increasing the risk of devel-
oping fat necrosis (Zhang et al., 2018).

Lateral upper arm free flap reconstruction
entails removing the skin located between the
deltoid insertion and lateral epicondyle of the hu-
merus and the posterior radial collateral artery
(Danker et al., 2023). This results in a long, thin,
and pliable pedicled flap, and a donor site that can
be partially or completely closed. Since both RFFF
and LUFF are thin and pliable, this is likely why no
significant differences were noted between them.
However, LUFF may be advantageous over RFFF.
Danker et al. (2023) reported improved donor site
morbidity in LUFF vs. RFFF since LUFF’s donor
site can be partially or completely closed, whereas
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RFFF’s donor site can only be open. Several tech-
niques have been attempted to overcome RFFF’s
donor site morbidity with minimal success, in-
cluding negative pressure wound therapy (Shima-
daetal., 2022).

Limitations

The limitations of this review are based on the
characteristics of the included articles, which did
not encompass the complete array of tongue flap
reconstructions available, such as rectus abdomi-
nus flap, infrahyoid fasciomyocutaneous flap, pedi-
cled latissimus dorsi flap, etc. (Vincent et al., 2019).
Two studies were non-randomized, which could
lead to selection bias. The sample size included in
each of the articles was also relatively small, rang-
ing from 41 to 145, which could lead to insufficient
power to detect differences. There were also inclu-
sion discrepancies on tongue cancer staging, with
one study only including tongue cancers staged
T2 or T3, and one study including T1 through T4.
Questionnaire administration varied between stud-
ies, with one administered in-person, one adminis-
tered in-person and through mail, and two studies
administered over the phone. In-person interview-
ers were not blinded, leading to concerns of poten-
tial interviewer bias. However, one study’s phone
interviewers were blinded, and the other study’s
interviewer was the same physician administering
the questionnaire as written. Time of questionnaire
administration was only well-defined in two stud-
ies, which was at 12 months after the operation.
Follow-up timing varied between studies, rang-
ing from 12 months to 9 years. There may also be
limitations in extending these findings to different
demographic groups, as all studies were conducted
in China. These discrepancies limit these findings
from being administered in all settings.

Implications

Based on the reviewed articles, RFFF and LUFF
are both flaps suitable for preserving QOL in pa-
tients undergoing glossectomy. However, LUFF
can be considered over RFFF if there is an in-
creased concern for donor site morbidity. Pecto-
ralis major myocutaneous flap should not be con-
sidered for patients requiring immediate shoulder
use or for patients who cannot complete rehabili-
tation. However, for patients with severe sternal

infections, PMMTF flap may be the only choice, and
shoulder function has been seen to improve with
physiotherapy (Falade et al., 2024). Pectoralis ma-
jor myocutaneous flap can also be considered over
RFFF for patients who are concerned about a no-
ticeable scar. Submental island pedicled should
only be considered for patients with good baseline
health status prior to glossectomy and reconstruc-
tion. Anterolateral thigh flap should not be con-
sidered for glossectomy if the flap’s thickness and
volume cannot be individualized to the patient’s
tongue defect prior to reconstruction.

Although APPs may not directly make surgi-
cal decisions, they are often the first providers to
interview and assess a patient’s health status and
goals of care before the surgical team. This opens
a unique and vital opportunity for APPs to collabo-
rate with the surgical team on choosing a flap that
best upholds the patient’s goals, values, and QOL.
Understanding which flap is chosen can also better
prepare APPs for pre-operative and post-operative
patient teaching, allowing patients the ability to bet-
ter understand how their QOL may look after the
procedure. In follow-up visits, APPs can also con-
tinue to assess patients’ QOL by administering QOL
questionnaires, such as UW-QOL, after the proce-
dure to ensure that patients continue to adjust well.

CONCLUSION

In this review, no flap was found to be significant-
ly superior in preserving patients’ QOL following
procedures when using the UW-QOL version 4.0
questionnaire. Therefore, APPs have an integral
role in collaborating with the surgical team by as-
sessing a patient’s health status, functional needs,
goals, and values prior to glossectomy and recon-
struction. This information can help guide the
patient’s team to choose a flap that best preserves
QOL and tongue function and prepares the patient
for comprehensive pre-operative, post-operative,
and lifelong care. ®
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