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Bozola Flap

Background and Objectives The purpose of the present study was to evaluate the useful-
ness of a posterior-based buccinator myomucosal flap (the Bozola flap) for the reconstruction
of oral cavity defects after tongue cancer resection.

Subjects and Method Fifteen patients who underwent from 2014 to 2016 reconstruction of
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the oral cavity with a Bozola flap after surgical management of tongue cancer were enrolled in
the study. Patient characteristics, surgical outcomes, and complications associated with the Bo-

Results The flap was successfully harvested and transferred in all patients. The mean flap
harvesting time was 25.3 min. The donor site was closed primarily in 14 patients, and a buccal
fat pad flap was used in one patient. Although partial necrosis of the flap occurred in two pa-
tients, no other major complications were noted.
Conclusion The results of this study demonstrate that the Bozola flap is a good option for re-
construction of moderate sized oral cavity defects in tongue cancer patients.
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Table 1. Baseline patient characteristics (n=15)

Characteristics No. of patients (%)

Age, years 58.5 (20—-87)
Sex

Male 8 (53.3)

Female 7 (46.7)
Dental status

Complete dentulous 9 (60.0)

Partial dentulous 4(26.7)

Edentulous 2(13.3)
Tstage

il 1(6.7)

12 11(73.3)

T3 3(20.0)

5.5(4.0-6.5)x4.1 (3.0-5.0)
Continuous data are presented as mean (range)

Defect size (length x width), cm
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tﬂ7l°ﬂ w2} TINOMO?Q! 797} 1941(6.7%) 4.2 T2NOMOS!
27} 1190(73.3%), T3NOM07} 394(20.0%) %At (Table 1).
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Fig. 1. Preoperative photograph showing an ulcerofungative mass
in the right side of the tongue extending into the floor of mouth.
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Fig. 3. The Bozola flap was elevated and sutured to the residual
tongue without excessive twisting of the pedicle.
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Table 2. Results of buccinator myomucosal flap (n=15)

No. of patients (%)
5.2(4.0-6.0)x3.4 (3.0-4.5)

Variables

Flap size (length xwidth), cm

Flap harvest time, min 25.3 (20—-35)
Identification of vascular pedicle

Yes 12 (80.0)

No 3(20.0)
Donor site closure

Primary closure 14 (93.3)

Buccal fat pad flap 1(6.7)
Second stage pedicle section 10 (66.7)

Continuous data are presented as mean (range)

Table 3. Complications associated with buccinator myomucosal
flap (n=15)

Variables No. of patients (%)

Donor site hematoma 0(0.0)
Flap necrosis

Partial 2(13.3)

Complete 0(0.0)
Limitation of mouth opening

(maximal interincisal opening), mm

Minimal (30-35) 2(13.3)

Moderate (15-30) 0(0.0)

Severe (<15) 0(0.0)
Oral commissure asymmetry 0(0.0)
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Fig. 4. Photograph taken 3 months after surgery showing a healthy
transplanted flap and well-healed donor site. The flap pedicle was
sectioned 2 weeks after initial surgery.
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