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SUMMARY
Reconstruction of oral cavity and oropharyngeal defects following radical surgery for squa-
mous cell carcinoma (SCC) can be achieved by a variety of options. In selected cases my-
ocutaneous platysma flap (MPF) may be a valid choice. However, several anatomical and 
oncological controversies on the use of this flap are debated. A retrospective study on 61 
patients treated between January 2005 and December 2017 in two referral centres in which 
MPF was used for the reconstruction of defects following surgical resection of SCC of the 
oral cavity and oropharynx was conducted. The technique of flap harvesting with anatomic 
details is described. In all cases the submental artery was sacrificed preserving the facial 
artery. All clinical data were collected. Tumours involved the oral cavity in 95.1% of cases, 
and the oropharynx in 4.9%. Pathological staging (TNM 7th edition) of tumours was: pT1 
(42.6%), pT2 (39.3%), pT3 (4.9%) and pT4a (13.1%). Success rate of the flap was 93.4%. 
Four (6.5%) patients developed a partial necrosis of the skin paddle without platysma mus-
cle involvement; none required surgical revision. The mean follow-up was 69 months (5-
153 months). Thirteen patients (21.3%) developed a local recurrence, and in 1 patient was 
associated with contralateral neck metastasis. The MPF can be a suitable option in head and 
neck reconstruction of small or medium-sized defects in selected cases. The vascular pedi-
cle can be provided by branches of the facial artery achieving both oncological radicality 
and optimal flap vascular supply.

KEY WORDS: platysma flap, myocutaneous flap, reconstructive surgery, oral cavity 
reconstruction

RIASSUNTO
La ricostruzione della cavità orale e dei difetti orofaringei a seguito di un intervento chi-
rurgico radicale per carcinoma a cellule squamose (SCC) può essere ottenuta con varie 
opzioni. In alcuni casi selezionati il lembo miocutaneo di platisma (MPF) potrebbe essere 
una valida alternativa ai lembi liberi. Tuttavia, sono sorte negli anni numerose controversie 
anatomiche e oncologiche sull’uso di questo lembo. È stato condotto uno studio retrospet-
tivo su 61 pazienti trattati tra gennaio 2005 e dicembre 2017 in due centri di riferimento, 
in cui è stata utilizzato il MPF per la ricostruzione dei difetti risultanti dalla resezione 
chirurgica di carcinomi squamosi della cavità orale e dell’orofaringe. Viene descritta la 
tecnica chirurgica di prelievo del lembo con particolare attenzione ai dettagli anatomici: 
in tutti i casi trattati l’arteria submentale veniva sacrificata preservando l’arteria facciale 
ed il peduncolo vascolare è stato basato su rami collaterali dell’arteria stessa. Le neoplasie 
coinvolgevano la cavità orale nel 95,1% dei casi e l’orofaringe nel 4,9%. La stadiazione 
patologica (TNM 7a edizione) dei tumori era: pT1 (42,6%), pT2 (39,3%), pT3 (4,9%) e 
pT4a (13,1%). Il tasso di successo del lembo è stato del 93,4%. Quattro (6,5%) pazienti 
hanno sviluppato una necrosi parziale della padella cutanea senza coinvolgimento del pia-
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no muscolare del platisma; in nessun caso si è resa necessaria una revisione chirurgica del lembo. Il follow-up medio è stato di 69 mesi (5-153 
mesi). Tredici pazienti (21,3%) hanno sviluppato una recidiva locale, in 1 paziente questa era associata alla presenza di una metastasi del 
collo controlaterale. L’MPF può essere un’alternativa nella ricostruzione di difetti di piccole o medie dimensioni della testa e del collo in casi 
selezionati. Il peduncolo vascolare può essere fornito da rami dell’arteria facciale, raggiungendo così sia una corretta radicalità oncologica, 
sia un’ottimale vascolarizzazione del lembo. 

PAROLE CHIAVE: lembo di platisma, lembo miocutaneo, chirurgia ricostruttiva, ricostruzione del cavo orale

Introduction
Reconstruction of oral cavity defects following radical sur-
gery for SCC can be achieved by a variety of techniques 1-6. 
The choice is influenced by several factors, including size 
and location of the defect, patient characteristics, donor 
site morbidity, and functional and aesthetic outcomes 1-13. 
Nowadays microvascular free flaps, for instance antero-
lateral tight (ALTFF) and radial forearm (RFFF), are con-
sidered the gold standard among head and neck surgeons 
for restoration of oral defects. However, in some particular 
situations, as in compromised patient in which a time-con-
suming procedure is at high risk, a pedicled flap could be a 
better choice 9-13. Moreover, in small defects the donor site 
morbidity and aesthetic outcomes have to be taken into ac-
count 2,4. Many loco-regional pedicle flaps are available for 
head and neck reconstruction  9-15; among these, the MPF 
presents some advantages, for instance appropriate thick-
ness, ideal pliability, wide arch of rotation (almost 180°), 
and good colour match with facial skin in case of external 
reconstruction. Furthermore, donor site morbidity is low, 
and it is easy to access in the same operative field, reducing 
the operation time 1-5. Consequently, MPF can be an excel-
lent choice in reconstruction of oral cavity, oropharynx, and 
low face defects of small to medium size (15-75 cm2)  1-8; 
however, some anatomical and oncological controversies 
on the use of this flap are still debated. In particular, sev-
eral authors have stated that it is difficult to perform a safe 
oncological neck dissection and at the same time preserve 
effective vascularisation of the flap 7-12.
The aim of this paper is to analyse the use of MPF for re-
construction of post-surgical defects in 61 cases of oral 
cavity and oropharyngeal tumours. A detailed technique of 
flap harvesting is described step-by-step. Additionally, the 
main indication and controversies reported in the literature, 
are critically analysed. 

Materials and methods
A retrospective review on all patients in which a MPF was 
used for reconstruction of defects following surgical resec-
tion in oral cavity and oropharynx, between January 2005 
and December 2017, was conducted at the Head and Neck 
Surgery Department of the European Institute of Oncology 

(Milano) and at the Division of Otorhinolaryngology of 
“San Maurizio” Hospital (Bolzano).
Inclusion criteria was:
• affected by SCC of the oral cavity or oropharynx. 
Exclusion criteria were:
• submitted to prior surgery with neck dissection;
• submitted to prior radiation or chemoradiation therapy.
The surgical technique was standardised for the entire se-
ries of patients. Demographic data, risk factors and tumour 
characteristics were collected.
Intraoperative data were type of surgical approach (pull 
through, mandibulotomy, mandibulectomy), need for 
monolateral or bilateral neck dissection and intraopera-
tive complications.
During follow-up, patients were evaluated daily until hospi-
tal discharge and with regular clinical controls during long-
term follow-up. Data on total hospital stay, local postoperative 
complications (diastasis, fistula, and partial or total necrosis), 
adjuvant therapies and disease progression were reported. 
The clinical pathological staging of the disease was per-
formed according to the 7th edition of the AJCC/UICC 
TNM and clinical staging system.

Surgical indications
This flap was chosen in patients with the subsequent char-
acteristics:
• defect in oral cavity and oropharynx (without indication 

for compartmental surgery) that could not be closed by a 
primary suture, up to 75 cm2;

• need for neck dissection;
• compromised patients that could not bear the longer 

length of general anaesthesia required for a free flap (i.e. 
American Society of Anaesthesiologists [ASA] physical 
status classification class 3 or 4, poorly controlled diabe-
tes mellitus or hypertension, chronic obstructive pulmo-
nary disease [COPD], morbid obesity body mass index 
> 40, moderate or severe reduction of cardiac ejection 
fraction, implanted pacemaker, end stage renal disease 
[ESRD] undergoing dialysis, recent history of myocar-
dial infarction, coronary stents, transient ischemic attach 
[TIA] or stroke).

Surgical technique
The surgical technique of MPF harvesting is well described 
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in the literature. In the present study, we describe a modi-
fied technique to harvest the superiorly based MPF, devel-
oped by the senior authors. The vascular support of the flap, 
in this variant, is not provided by the submental artery as 
usually described in the literature. Conversely, it is ensured 
by constant branches of the facial artery anastomosed in 
the paramandibular area with the orbicular artery system. 
We point out several technical details in flap elevation and 
its insetting. 

Surgical steps

Step #1
A U-shaped flap is drawn including a skin island centred 
on the lower portion of the platysma muscle just above the 
clavicular insertion. An adequate length of the horizontal 
axis of the skin paddle is required to close the donor site 
with minimal tension (Fig. 1A).

Step #2
Sharp dissection of the flap is conducted in a subcutane-
ous plane until the level of the hyoid bone. The clavicular 
insertions of the platysma muscle are divided and the mus-
cle with the overlying skin island is elevated. The external 
jugular vein is ligated and harvested with the flap, while the 
portion of the external cervical fascia overlying the sterno-
cleidomastoid muscle is not included (Fig. 1B, 1C).

Step #3
The elevation of the flap is then conducted toward the man-
dible dividing the segmental vessels of the middle part of 
the muscle. A key point of this surgical step is to identify 
and preserve the marginal branch of the facial nerve. Any 
perforator skin vessel arising from the cranial portion has 
to be preserved to ensure adequate vascularisation of the 
distal part of the flap and minimise the risk of skin necrosis. 
The perforators are located in the adipofascial tissue; there-
fore, the dissection should be conducted in a deeper plane 
to preserve these vessels. After this step, platysma muscle 
is dissected anteriorly and posteriorly to achieve full mobi-
lisation of the flap (Fig. 1D).

Step #4
Submandibular gland dissection allows identification and 
preservation of the common trunk of the facial artery while 
all the cervical branches, including the submental artery, 
are ligated during level IA dissection ensuring oncological 
radicality. This is the key point of the whole surgical pro-
cedure, because in the present technique the vascular arte-
rial supply of the flap is provided by small calibre constant 
branches of the facial artery that are routinely identified in 
the submandibular area. These branches are direct to platy-
sma and anastomosed in the paramandibular area with the 
orbicular artery system and not from the submental artery 

as widely described in literature (Fig. 2). This step is con-
traindicated if massive metastases at level IB are present. 
Neck dissection, either radical or selective, is then com-
pleted (Fig. 1E). If possible, the facial vein is preserved.

Step #5
After tumour resection in pull-through or mandibuloto-
my, the defect is reconstructed rotating the MPF into the 
oral cavity. Any twisting, excessive traction, or stretching 
against the inferior edge of the mandible should be avoided. 
Moreover, the tunnel should be of adequate width in order 
to avoid vascular supply impairment. During the flap inset-
ting, the sutures at the proximal aspect of the flap have to 
be cutaneous only, without involving the subcutaneous and 
muscular layers, in order to maximise blood flow through 
the muscle pedicle to the skin paddle. 

Step #6
The neck donor site is than closed primarily, usually with-
out tension (Fig. 1F).

Results
A total of 61 patients, 37 men (60.6%) and 24 women 
(39.4%), matched the inclusion criteria and were analysed 
in the present study. Median age was 68 years (25-87). 
Table I summarises the demographic data and patient 
characteristics. In the large majority of cases the disease 
involved the oral cavity with 58 (95.1%) cases, while only 3 
(4.9%) patients presented oropharyngeal cancer fit for MPF 
reconstruction. Regarding subsites, in the oral cavity 29 
(47.95%) patients presented with oral floor SCC, 15 (24.6%) 
with cheek mucosa SCC, 10 (16.14%) with gum SCC, 2 
(3.3%) with lateral border of the tongue SCC, and 2 (3.3%) 
with retromolar trigone SCC: concerning oropharyngeal 
SCC, all the 3 (4.9%) patients presented with lateral wall 
SCC. Pathological staging of the tumour was: pT1 in 26 

Table I. Preoperative characteristics of patients treated with radical surgery 
followed by reconstruction with platysma (n = 61). 

Characteristics N (%)

Age (years)
Median (range) 68 (25-87)

Gender
Male
Female

37 (60.6)
24 (39.4)

Alcohol consumption
No
Yes
Former

20 (32.8)
40 (65.6)

1 (1.6)

Smoking
No
Yes
Former

16 (26.2)
29 (47.5)
16 (26.3)
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Figure 1. Surgical steps. Panel a: Drawing of the flap. Dotted line: Skin paddle of the platysma myocutaneous flap. Panel b: Cervical incision and identification 
of the platysma muscle. Dotted line: skin paddle of the platysma myocutaneous flap. Panel c: Harvesting of the platysma myocutaneous flap detaching it from the 
deep dissection plane. Dotted line: anterior and posterior limit of the incision of the platysma muscle. Panel d: Identification of the facial artery (red vessel loop) 
and vein (blue vessel loop). White arrow: platysma myocutaneous flap rotated in order to expose the submandibular region. Panel e: Neck dissection of level I is 
completed by preserving the facial vessels and sacrificing the submental pedicle. Panel f: Closure of the neck incision and the skin donor site.
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cases (42.6%), pT2 in 24 (39.3%), pT3 in 3 (4.9%), and 
pT4a in 8 cases (13.1%). Moreover, the pathological staging 
of the neck was: pN0 in 38 cases (62.2%), pN1 in 13 cases 
(21.3%), pN2 in 10 cases (16.4%), and pN3 in none. Level IB 
was involved by lymph node metastasis in 5 (8.2%) patients 
at pathological examination. In 59 of 61 patients, tumour-
free margins (R0) were achieved, while in the remaining 2 
patients, microscopic positive margins (R1) were found.
The surgical approach consisted in pull through procedure 
in 43 (70.5%) cases, mandibulotomy in 15 (24.6%) cases, 
and mandibulectomy in 3 (4.9%) cases (Tab. II). 
The mean hospitalisation time was 14 days (2-28 days) with 
a mean discharge time of 12 days after surgery. All patients 
were able to start oral feeding before they were discharged.
Regarding local early post-operative complications, flap 
failure or other major complications did not occur in any 
case. Nevertheless, 4 patients developed a necrosis of the 
skin paddle without impairment of the flap because the un-
derlying platysma muscle remained vital; the skin necrosis 
was managed with daily bedside debridement achieving 
healing by second intention. Among these, 1 patient devel-
oped diastasis of the wound and 1 a salivary fistula, both 
treated successfully conservatively. 
Adjuvant treatment was required in 17 (27.8%) patients: 
4 (6.5%) patients received concomitant chemoradiation 

therapy, while 13 (21.3%) radiation therapy alone. In none 
of these patient faliure or necrosis of the flap was observed. 
During long-term follow-up 12 (19.7%) patients required 
local anaesthesia for a tongue synechia with ankyloglossia.
Regarding the neck scar, none of the patients complained of 
impairment of neck movements or aesthetic dissatisfaction.
The mean follow-up was 69 months (5-153 months). Twelve 
(19.7%) patients developed a local recurrence, and in 1 pa-
tient the recurrence was associated with neck metastasis. 
All these patients were consequently surgically re-treated. 
Moreover, in 2 (3.3%) cases the disease spread with distant 
metastasis. Finally, 8 (13.1%) patients presented a second 
metachronous tumour at follow-up (Tab. III). 

Discussion
The platysma is a thin quadrangular-shaped muscle that 
lies in the superficial fascia of the neck. The muscle fi-
bres arise from the superficial fascia of the pectoralis 

Figure 2. Anatomy of the submandibular region and vascularisation of the 
platysma myocutaneous flap. Vascular pedicle of the flap arising from the fa-
cial artery in submandibular area and direct to the platysma muscle. (yellow 
dotted line). White dotted line: anterior limit of the platysma muscle. 

DigM: anterior belly of the digastric muscle; M: mandible; FV: facial vein; 
FA: facial artery; SubA: submental artery; VP: vascular pedicle; SCM: 
sternocleidomastoid muscle.

Table II. Patient and tumour characteristics after surgery (n = 61).

Characteristics N (%)

Type of surgery on tumour
Mandibulectomy
Mandibulotomy
Pull through

3 (4.9)
15 (24.6)
43 (70.5)

Type of neck dissection
Monolateral
Bilateral

41 (67.2)
20 (3)

Site of tumour
Gum
Tongue
Cheek mucosa
Retromolar trigone
AGP

2 (3.3)
22 (36.1)
10 (16.3)
24 (39.3)

3 (4.9)

Histology
Squamous cell carcinoma 61 (100) 

Pathological status of tumour
T1
T2
T3
T4a

26 (42.6)
24 (39.3)

3 (4.9)
8 (13.1)

Pathological status of neck
N0
N1
N2 (a,b,c)
N3

38 (62.2)
13 (21.3)
10 (16.4)

0

Grading
G1
G2
G3
Not evaluable

12 (19.7)
32 (52.5)
17 (60.7)

1 (1.6)

Defect dimension
< 25 cm2

26-50 cm2

> 50cm2

56 (91.8)
4 (6.6)
1 (1.6)
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major and deltoid muscles, cross the clavicle and run 
obliquely inserting at the angle of the mandible, inferior 
part of the cheek, and depressor muscles of the lip 1-8,16-21. 
The main artery supplying the platysma is the submental 
branch of the facial artery 3,4. Furthermore, other vessels 
provide blood supply to the muscle: branches of trans-
verse cervical artery inferiorly, branches from occipital 
and posterior auricular arteries posteriorly and branches 
from superior thyroid artery anteriorly 3,4. Venous drain-
age is ensured primarily by the external jugular vein, but 
it is also provided by the medial jugular veins, submental 
vein, facial vein, and anterior communicating veins 3,4. 
Futrell was the first to describe a true muscular-cutane-
ous cervical flap composed of a lower cervical skin pad-
dle and platysma muscle with the mandibular insertions 
preserved  16, while other authors in the past described 
only random cervical platysma flaps 22,23. 
Considering the main vascular pedicle, two different 
variants of MPF can be harvested for head and neck re-
construction: the posterior flap based on branches of the oc-
cipital artery and the superior or vertical flap based on the 
submental branch of facial artery; the latter has the widest 
diffusion in surgical practice  2-4. MPF has applications in 

reconstructing a large variety of head and neck defects and, 
in particular, has shown to be a good surgical option for the 
reconstruction of small to medium, and, rarely, large sized 
(15-75 cm2) mucosal defects of the oral cavity 1-8,16-21. The 
thinness and pliability of the muscle-skin paddle unit make 
the platysma flap particularly suitable for tailoring defects 
of floor of the mouth, cheek mucosa, and gum to prevent 
post-operative functional impairment, due to primary clo-
sure with excessive tension 1,2. According to the literature, 
other sites suitable for reconstruction with MPF are the lip, 
lateral wall of the oro-hypopharynx, and low facial skin 
defects  1-8,16-21. When compared to other flaps such as the 
ALTFF, RFFF, and pectoralis major myocutaneous pedicle 
flap, the MPF is less bulky, with better skin colour match; 
the time for harvesting is shorter, and donor site morbidity 
is lower  2,3. However, several anatomical and oncological 
controversies have limited its use 1-8,16-21. 
The first matter of debate regards blood supply of the flap. 
Indeed, the submental artery is usually ligated during neck 
dissection of submandibular area to achieve oncological 
radicality  3-5. Several authors studied the anatomical vas-
cular supply of the platysma muscle in relation to harvest-
ing technique of MPF  3. Some concluded that preserving 
the submental artery is not crucial to ensure survival of 
MPF 3,17,22,23. This conclusion was supported by McGuirt et 
al. and Ruark et al. who first reported their experiences on 
19 and 41 cases respectively, in which the anterior portion 
of facial artery was sacrificed without flap failure 22,23. More 
recently, Huang et al. stated that submental artery preserva-
tion is not a critical step of flap harvesting, reporting a good 
surgical result in a study on 68 patients 2. The hypothesis 
is that the vascularisation is converted to a random pattern 
after ligation of submental artery  2,22,23. Indeed, the large 
number of anastomoses with the homolateral and contralat-
eral lingual artery, inferior labial artery and superior thy-
roid artery, replace the submental artery, ensuring sufficient 
blood supply to the platysma 1-3,22,23.
In the present study, resection of oral cavity tumours has 
been associated with an oncologically-safe neck dissection 
including levels IA and IB, sacrificing the submental artery. 
The main trunk of the facial artery was, conversely, pre-
served; in this way, the vascular supply of the flap is provid-
ed by branches of the facial artery anastomosed in the para-
mandibular area with the orbicular artery system, which is 
usually spared in a routine procedure of neck dissection. 
This is also supported by Cormak et al., who demonstrated 
the presence of small calibre vessels arising from the facial 
artery in the submandibular area, direct to platysma  24-26. 
These findings were also observed in the present study: the 
branch of the facial artery providing the vascular supply to 
platysma was identified in all the flaps in this series.

Table III. Outcomes, adjuvant treatments, follow-up and failures (N = 61).

Characteristics N (%)

Total hospital stay (days)
Mean (range) 14 (2-28)

Post-surgery stay (days)
Mean (range) 12 (2-27)

Local postoperative complications
Yes
Partial skin necrosis (no reintervention)
Diastasis
Fistola

6 (9,8)
4
1
1

Debridement
Yes 12 (19.7)

Adjuvant treatments
None
Chemoradiotherapy
Radiotherapy

44 (72.1)
4 (6.5)

13 (21.3)

Follow-up
Median (months)
Range (months)
No evidence of disease
Alive with disease
Died of disease
Died of other tumour
Died for other causes

69
(5-153)

44 (72.1)
1 (1.6)

8 (13.1)
5 (8.2)
3 (4.9)

Failures
Local
Locoregional
Distant metastasis
Second tumour

13 (21.3)
1 (1.6)
2 (3.3)

8 (13.1)
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In addition, several authors reported that the mainstay of 
MPF success is preservation of an adequate venous drain-
age. Tension or kinking, especially when the flap is rotated 
under the mandible, in association with surgical closure 
of the main venous pedicle of the flap, can result in ve-
nous impairment with subsequent flap suffering and, in the 
worst hypothesis, failure 4,5. For that reason, authors recom-
mended to design the skin paddle at an adequate distance 
from the mandible to allow safe transfer of the flap into the 
oral cavity, with adequate rotation arch. Particular atten-
tion should be paid to include the external jugular vein in 
the deep surface of the flap 1,2,4,24-26. Moreover, in N0 neck 
cases, the authors preserved the facial venous system in or-
der to reduce the risk of venous complications.
Post-operative complication reported in the literature are 
highly variable, ranging from 0 to 45% 1-8. Huang et al., in 
a study on 68 patients, described 10 (14.7%) events of flap 
venous congestion, among which 7 (10.3%) suffered from 
partial necrosis of the flap; moreover, the authors report-
ed 4 (6%) cases of donor site dehiscence 2. In a study by 
Koch et al. on 70 patients, 27% of cases developed a local 
complication, from partial to total necrosis of the flap, with 
12% salivary fistula  8. These extremely variable data are 
probably related to different harvesting techniques. In our 
experience, a MPF harvested with the technique described 
is highly reliable with a total flap survival rate of 93.4%. 
In only 4 patients partial necrosis of the skin paddle was 
observed and the underlying platysma muscle remained 
viable in all cases. No major post-operative complication 
such as total necrosis of the flap were reported, and no pa-
tient required revision surgery. 
Another very relevant issue is the oncological safety of 
MPF  5. Some skills must be obtained during harvesting, 
since it has to be performed simultaneously with neck dis-
section. Indeed, it is oncologically unsafe to manipulate the 
lymphatic vessels during isolation of the vascular pedicle 
without performing lymph node dissection. Furthermore, 
the cervical fascia overlying the sternocleidomastoid mus-
cle should be not included in the flap: in this way, flap el-
evation does not interfere with normal neck dissection.
In the present study, a median follow-up of 69 months 
(range 5-153 months) suggests that this reconstruction does 
not worsen long-term oncological results, which is consist-
ent with the literature  11. In fact, 13 patients reported lo-
cal recurrence at the level of the primary tumour subsite 
(tongue, retromolar trigone, cheek mucosa), 1 patient de-
veloped a locoregional recurrence (contralateral lymph-
nodes relapse) and 2 patients had a distant metastasis re-
lapse. Moreover, 8 patients developed a second tumour in 
a different subsite during follow-up. These latter cases are 
not related to treatment of the primary tumour, but con-

versely, can be related to prolonged exposure of these pa-
tients to risk factors such as smoking and alcohol abuse, 
with consequent field cancerisation of the oral cavity and 
upper respiratory-digestive tracts.
In our opinion and according to the literature, the presence 
of positive lymph nodes is not a contraindication for the 
use of this flap 4,5. The facial artery is normally preserved 
during routine neck dissection, while preservation of the 
submental artery is technically possible, but oncologically 
unsafe, especially in the case of tumours involving the floor 
of mouth or tongue. In our study, we found positive neck 
lymph nodes in 23 patients (pN1 in 13 cases, pN2 in 10 
cases), and level IB was involved by lymph node metastasis 
in 5 (8.2%) cases at pathological examination. Neverthe-
less, none of the patients in the present study developed a 
homolateral neck recurrence, and only one patient had a 
contralateral lymph node relapse at follow-up, demonstrat-
ing the oncological safety of this procedure in our series. 
Nonetheless, it is fundamental to highlight that this tech-
nique is contraindicated if massive infiltrative metastasis at 
level IB is present.
Regarding the neck scar, it does not usually affect neck 
movements; moreover, since it is very low in the neck, it is 
uncommon for patients to complain of aesthetic dissatisfi-
cation 1-5,17.
Small skin paddle and thinness limit the use of MPF, es-
pecially when large resection or tongue compartmental 
surgery are required. Moreover, previous treatments such 
as surgery, radiotherapy and chemoradiotherapy are main 
contraindications for this flap 3-8,17.

Conclusions
MPF is simple, versatile, and could be valued as a recon-
structive alternative, with a low rate of complications. It 
is a good therapeutic option for reconstruction of the oral 
cavity and oropharynx with small- and medium-sized de-
fects. The neck scar is not compromising from functional 
or aesthetic points of view.
The vascular supply of the MPF can be provided by spe-
cific branches of facial artery achieving both oncological 
radicality and a high flap success rate. 
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