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Palatal Mucoperiosteal Expansion as an Adjunct to Palatal Fistula Repair: 
Case Report and Review of the Literature

P h ilip  Â . Van Dämme, y .D .,  Ö.MJD, 
Hans P e te r M. F re ih o fe r .  M.D., Ph.D .

Case report of conventional palatal soft-tissue expansion in an attempt at cleft 
palate fistula closure with a standard tissue expander. This technique may be

KEY WORDS: alternative to tongue flap,, deft palate, fistula closure,
standard tissue expander, soft-tissue expansion
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with right-sided UCLP after multiple operations before tissue expansion
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FIGURE 2 Study of tissue expansion feasibility with various standard 

tissue expanders on cast model, Different models and sizes were con-

sidered.
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FIGURE 4 Removal of the inflated tissue expander via a lateral para 

marginal incision and preparing of the unilateral Veau flap.

unilateral Veau soft-tissue flap was created and fixed in place 

with Vicryl® 4-0 sutures after excision of the wound edges 

in the acceptor area. A gauze pack, impregnated with 

iodofonn/Vaseline was used as a protective covering. Six 

days later, it was removed and the flap was vital, with no sign 

of dehiscence (Fig. 5).

Unfortunately, a small oronasaf fistula developed 12 days after 

removal of the expander along the acceptor margin of the 

canine tooth. The patient noticed fluid in the nose after mouth 

rinsing, but he declined further surgical intervention. His gen­

eral dental, practitioner is making a ame

to cor

D iscussion

oronasal fistula (Millard, 1980; Voorsmit and Feniris, 199.2), 

The initial success rate varies from 36% to 69% and diminishes

with the second, third, or further attempts. Whenever a two- 

stage procedure is chosen (e.g., a tongue-flap. Guerre rosati- 

tos and Altamirano, 1966), conventional palatal soft-tissue 

expansion should be considered as a realistic alternative.

However, this is a multistage procedure with serial inflations 

and two operations, with insertion and removal of the tissue 

expander and with mobilization and fixation of the flap. This

movements are unre-is

stricted, and taste and sensation of the tongue are not com­

promised.

In this case, the surgery and inflations were well tolerated, 

with little patient discomfort. There was also no pain during 

inflation or thereafter, and no mechanical hindrance to eating,

despite the increasing volume of the expander. The overlying

r. After

removal of the tissue expander, a fibrous capsule was seen. 

This seemed to restrict the mobility and pliability of the 

expanded tissue. Clinically, the vascularity of the expanded
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FIGURE 3 Palatal situation after eight inflations to a volume of X.8 mL, 

just before removal of the expander. Note the remote filling tube at the 

buccal aspect of the molar teeth (arrow).

FIGURE 5 Palatal situation 6 days after expander removal and rota­

tion of the unilateral Veau flap, just after withdrawal of the protective 
covering.
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tissue was not compromised, in contrast to the recipient palatal 

site near the right canine tooth. The recurrent fistula developed 

in the area of the recipient wound edge, apparently, not to be 

considered so much a failure of the tissue expansion proce­

dure, but rather caused mainly by the poor vascular condition 

of the recipient area. A more extended resection of the wound 

edges of the mucosa surrounding the defect might have 

avoided this complication. The patient's smoking (15 cigarettes 

per day), however, and the scarring from previous surgery may 

have reduced the chances of success.

In conclusion, conventional palatal mucoperiosteal soft- 

tissue expansion with standard expanders is a realistic 

option as an adjunct to recurrent cleft palate oronasal fis­

tula closure. However, it does not guarantee independence 

of the quality and vascularity of the adjacent tissue at the 

recipient site.
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