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Appendix A
survey among experts in the field of 
head and neck surgery and oncology 

to evaluate functional inoperability 
in advanced oral and oropharyngeal 

carcinoma.
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First time used for web base survey among Dutch physicians in 2007

Second time a slightly moderated version was used among international physicians in 2009, 

moderations are shown in the text. 

General questions

1) Name:

2) Department (general surgery, oral/maxillofacial surgery, otorhinolaryngology, radiotherapy): 

3) Do you use the term functional inoperability in current practice?

4) If you do, which factors influence the operability?

- total loss of speech
- total loss of oral/oropharyngeal food transport
- severe deterioration of speech
- deterioration of oral/oropharyngeal food transport to fluid diet
- total loss of taste
- cosmetically unacceptable
- older age (older than 75 years)
- comorbidity, ASA III
- expected treatment compliance

- expectations and wishes of patient 

Cases

Case 1

A male of 63-years of age with a T4aN2a carcinoma of the right cheek and inferior alveolar 

process.
 Case description:

During examination of the oral cavity a 

large ulcerating tumour of the inferior 

alveolar process is observed. The 

tumour extends to the tuber maxillae. 

The tongue is unaffected and the 

overlying skin mobile. The function of 

the mental nerve is intact. MRI shows 

a tumour with a maximal diameter 

of 6cm with extensive erosion of the 

horizontal part of the mandible. There 

is invasion to the lateral floor of mouth, 

the tongue is free, the buccal reflection 

involved.
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1) Do you consider this tumour functionally inoperable?       Yes/No/ Neutral

2) If yo do, why? (multiple answers possible)

- total loss of speech

- total loss of oral/oropharyngeal food transport

- severe deterioration of speech

- deterioration of oral/oropharyngeal food transport to fluid diet

- cosmetically unacceptable

- something else..…………..

Case 2 (only in Dutch survey 2007) 

A 48-year-old man with a T3N0 tongue and floor of mouth carcinoma on the left side.  

Case description:

During examination of the oral cavity a tumour at the left lateral border of the tongue is 

seen, with submucosal extension over the median to the right side. The tip of the tongue is 

tumourfree. The MRI showes a tumour of 1,5x2,5cm at the floor of mouth on the leftside, 

reaching untill the mandible, that is intact. 

1) Do you consider this tumour functionally inoperable?       Yes/No/ Neutral

2) If you do, why? (multiple answers possible)

- total loss of speech
- total loss of oral/oropharyngeal food transport
- severe deterioration of speech
- deterioration of oral/oropharyngeal food transport to fluid diet
- cosmetically unacceptable
- something else…………..
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Case 3

A male of 48-years of age with a T2N0 oral tongue carcinoma.

Case description: 

During intra-oral examination a tumour of the left lateral marge of the tongue is seen, with 

submucosal extension over the midline to the right side. The apex of the tongue is tumour free. 

MRI shows a tumour at the base of tongue on the left side, extending to the midline, diameter 

2.5 x 2.5cm. 

1) Do you consider this tumour functionally inoperable?       Yes/No/ Neutral

2) If you do, why? (multiple answers possible)

- total loss of speech
- total loss of oral/oropharyngeal food transport
- severe deterioration of speech
- deterioration of oral/oropharyngeal food transport to fluid diet
- cosmetically unacceptable
- something else…………..
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Case 4

A male of 54-years of age with a T3N2b base of tongue carcinoma. 

Lower two saggital MR images only in international survey 2009

Case description:

During examination under general anesthesia an irregular lesion at the base of the tongue is 

observed. The vallecula is not infiltrated and the tumour seems confined to the ipsilateral side. MRI 

shows a tumour at the left base of the tongue with extension over the midline to the right side. 

Maximal dimension of the tumour is 5x2x2,5 cm (cranio-caudal/ left-right/ anterior-posterior). 

Cranially, the tumour invades the left tonsil and caudally the vallecula is infiltrated.

1) Do you consider this tumour functionally inoperable?       Yes/No/ Neutral

2) If you do, why? (multiple answers possible)

- total loss of speech
- total loss of oral/oropharyngeal food transport
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- severe deterioration of speech
- deterioration of oral/oropharyngeal food transport to fluid diet
- cosmetically unacceptable

- something else…………..

Case 5

A 50-year-old woman with a T3N0 base of tongue carcinoma

Case description:

During examination under general anesthesia a tumour at the base of the tongue is seen, 

comprising the whole base of tongue, without invading the vallecula. MRI shows a symmetrical 

exofytic proces medially in the base of tongue. 

1) Do you consider this tumour functionally inoperable?       Yes/No/ Neutral

2) If you do, why? (multiple answers possible)

- total loss of speech
- total loss of oral/oropharyngeal food transport
- severe deterioration of speech
- deterioration of oral/oropharyngeal food transport to fluid diet
- cosmetically unacceptable
- something else…………..

statements 

While evaluating the following hypothetical surgical interventions, it should be assumed that:

- all tumours are primary tumours 
- patients have no relevant medical history
- after the surgical intervention an optimal surgical and prosthetic reconstruction will be  
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 performed resulting in the most optimal result 
- the opinion of the patient is neutral 
- the alternative curative therapy is concurrent chemoradiation, assuming optimal  
 availability and an experienced multidisciplinary team with up-to-date treatment  

 protocols.

The functional loss after a subtotal glossectomy (2/3 of the mobile tongue), preserving the 

hypoglossal nerve unilateral, is acceptable.

Yes/No/ Neutral

The functional loss after a total glossectomy is acceptable

Yes/No/ Neutral

The functional loss after a total glossectomy and supraglottic laryngectomy is acceptable.

Yes/No/ Neutral

The functional loss after a total glossectomy and total laryngectomy is acceptable

Yes/No/ Neutral

The functional loss after a commando procedure, consisting of a subtotal glossectomy with 

unilateral preservation of the hypoglossal nerve, with resection of the lateral floor of mouth and 

segmental lateral mandibulectomy including disarticulation, is acceptable.

Yes/No/ Neutral

The functional loss after a bilateral maxillectomy is acceptable

Yes/No/ Neutral

The functional loss after a Commando procedure, consisting of an anterior segmental mandible 

resection, resection of the anterior floor of mouth and subtotal glossectomy with unilateral 

preservation of the hypoglossal nerve, is acceptable.

Yes/No/ Neutral

The functional loss after a Commando procedure, consisting of an anterior segmental mandible 

resection, resection of the anterior floor of mouth and subtotal glossectomy sacrificing both 

hypoglossal nerves, is acceptable.

Yes/No/ Neutral
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The functional loss after a hemimandibulectomy including disarticulation is acceptable.

Yes/No/ Neutral

The functional loss after a total mandibulectomy is acceptable. 

Yes/No/ Neutral

The functional loss after 2/3 resection of the soft palate is acceptable. 

Yes/No/ Neutral

The functional loss after a total soft palate resection is acceptable.

Yes/No/ Neutral

The functional loss after a Commando procedure consisting of resection of a tonsil, lateral part 

soft palate and ascending part of the mandible is acceptable.

Yes/no/neutral 

The functional loss after a resection of the dorsal and lateral pharynx wall is acceptable.

Yes/no/neutral 

The functional loss after resection of a tonsil and base of tongue carcinoma with unilateral 

preservation of the hypoglossal nerve and lingual artery is acceptable.

Yes/no/neutral 

The functional loss after resection of a tonsil and base of tongue carcinoma with dubious 

possibility of preservation of one hypoglossal nerve and lingual artery is acceptable.

Yes/no/neutral 

The functional loss after resection of a tonsil and base of tongue carcinoma with invasion in the 

vallecula and epiglottis is acceptable.

Yes/No/ Neutral

Only in Dutch survey 2007:

The functional loss after an anterior floor of mouth resection with segmental mandible resection, 

sparing the mental nerve unilaterally is acceptable.

Yes/No/ Neutral
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The functional loss after a floor of mouth and anterior mandible resection (arch-to-arch 

resection) including both mental nerves is acceptable

Yes/No/ Neutral

The functional loss after a Commando procedure, consisting of an anterior segmental mandible 

resection, resection of the anterior floor of mouth and subtotal glossectomy with preservation of 

both hypoglossal nerves, is acceptable.

Yes/No/ Neutral

The functional loss after an unilateral maxillectomy with orbita exenteration is acceptable.

Yes/No/ Neutral

The functional loss after a base of skull resection with resection of a small part of the frontal lobe 

is acceptable.   

Yes/No/ Neutral

Only in international survey 2009:

The functional loss after total laryngopharyngectomy is acceptable

Yes/no/neutral 

Thank you very much for your support and cooperation!


