Radboud Repository

Radboud University Nijmegen {§

1
g

PDF hosted at the Radboud Repository of the Radboud University
Nijmegen

The following full text is a publisher's version.

For additional information about this publication click this link.
http://hdl.handle.net/2066/22678

Please be advised that this information was generated on 2021-09-30 and may be subject to
change.


http://hdl.handle.net/2066/22678

PHiLip A, Van Damme, M.D,, D.M.D
Hans Peter M, Frerorer, M.D., D.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
an alternative to a tongue flap to promote closure of persistent oronasal fistula.
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[ntraoral soft-tissue expansion for augmentation of the alve-
olar process in preprosthetic surgery has been established
(Lew et al., 1986). Palatal mucoperiosteal expansion with
non—custom-made tissue expanders, however, has never been

que was indicated with nasal and oral mucoperiosteal-layer
closure and interposition of an autogenous chinbone graft for
reconstruction of the alveolar process (Frethoter et al., 1993).

reported.

Indeed, conventional or rapid pala

al soft-tissue

ful. |

The operation and 1
However, ins

mmediate postoperative period were unevent-
nite of adjustment of a protection device, palatal

expansion was recently judged to be impossibl
al., 1993; Van Damme, [994). In chinical repor
Foley catheters and custom-made tissue
reported (De Mey et al., 1990, Abramo et al.,

mal experiment, custom-made tissue expanders were

1993).

e (Abramo et
5, the use of
expand

ers has been
Inan ant-
SUC-

dehiscence with exposure of the transplant occurred. which
finally led to necrosis of the graft and a residual palatal detect
(Fig. 1). Since the patient had a fixed dental bridge, a buc-
covestibular-flap technique to close the defect was considered
undesirable.

cesstully utihized for subperiosteal palatal soft-tissue
(Van Damme et al., 1991, 1993).

The purpose of this report 1s to suggest that palatal soft-tis-
sue expansion with standard expanders can be helpful, although
not necessarily completely successtul, in closing residual
palatal detects of cleft palate patients under untavorable cir-
cumstances

expansion

CASE REPORT

A 37-year-old male patient was referred to the Nymegen

Center for cleft lip and palate management. He presented with
an operated right-sided cleft lip and palate (UCLP), with a per-

sistent oronasal fistula, He had had eight previous operations
at other centers including, at the age of 24 years, closure of the
palatal oronasal communication with a costal bone graft.
Because of sequestration of part of the gralt, a fistula had devel-
oped. Initially, there were no functional problems. However, in
time, the patient complained of liquid leakage 1nto the nose and
requested closure of the fistula. A late secondary closure techni-
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Palatal oronasal fistula (arrow) in 37-year-old male patient
with right-sided UCLP after multiple operations before tissue expansion,
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Study of tissue expansion leasibility with various standard

tissue expanters on cast model, Different models and sizes were con-
sidered. The round (spherical) model was chosen with external filiing tube,

untlateral Veau soft-tissue tlap was createc
with Vicryl® 4-0 sutures after excision of

¥

‘e

1d hixed 1n place
the wound edges

-~

L)
e

in the acceptor area. A gauze pack, impregnated with
todoform/Vaseline was used as a protective covering. Six

days later, 1t was removed and the flap was

of dehiscence (Fig. 5).
Unftortunately, a small oronasal fistula deve

vital, with no sign

oped 12 days alter

removal of the expander along the accep

or margin of the

canine tooth. The patient noticed fluid in the nose alter mouth
rimsing, but he declined further surgical intervention. His gen-
eral dental practitioner is making a palatal sealing plate/frame

Lo correct this problem.

IDISCUSSION

Several techniques have been used to close residual palatal

oronasal fistula (Millard, 1980; Voorsmuit a

.

nd Fennis, [992).

The mtial success rate varies from 36% to 69% and diminishes
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FIGURE 3 Palatal situation after eight inflations to & volume of 1.8 mL,
Just before removal of the expander. Note the remote filling tube at the

buccal aspect of the molar teeth (arrow),
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FIGURE 4 Removal of the inflated tissue expander via a lateral para-
marginal incision and preparing of the unilateral Veau tlap.

with the second, third, or further attempts. Whenever a two-
stage procedure 1s chosen (e.g., a tongue-tlap, Guerrerosan-
tos and Altamirano, 1966), conventional palatal soft-tissue
expansion should be considered as a realistic alternative.

However, this 1s a multistage procedure with serial inflations
and two operations, with nsertion and removal of the tissue
expander and with mobilization and fixation of the flap. This
1s compensated by the fact that tongue movements are unre-
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
inflatton or thereaftter, and no mechanical hindrance to eating,
despite the increasing volume of the expander. The overlying
soft tissues became shiny and appeared to become thinner, After
removal of the tissue expander, a fibrous capsule was seen.
his seemed to restrict the mobility and pliability ot the
expanded tissue. Clinically, the vascularity of the expanded
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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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