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Although the management of cleft lip and pal-
ate has improved significantly during the last 
years, repairing oronasal fistulae is still a chal-

lenge. Reports of the incidence of postoperative fistu-
lae following palate repair range from 10% to 20%.1

Several techniques are reported for the treatment 
of oronasal fistula, such as local mucoperiosteal flap, 
V-Y 2-layer repair, superior lip mucosal or myomu-
cosal flap, buccal myomucosal flap, superiorly based 
facial artery myomucosal flap, tongue flap, free flap, 
free cartilage graft, and distraction osteogenesis. The 
great number of different techniques is the demon-
stration that there is not any particular technique 
that provides satisfactory results.

Usually, the fistula occurs at the junction of the 
hard and soft palate, a defect in this location is fre-
quently associated with hypernasality of the speech, 
velopharyngeal incompetence, and nasal regurgita-
tion of food and liquids with consequent impairment 
of the quality of life. Repair of existing fistula is also 
prone to failure because prior palatal surgery inevita-
bly creates scars, altered vascularity, and tension.

METHODS
This study was conducted on 30 patients who had 

oronasal fistulae secondary to prior cleft palate re-
pair. In group 1, 20 patients underwent fistula repair 
using local mucoperiosteal flap or local mucoperi-
osteal flap and free cartilage graft between January 
2010 and January 2012. In group 2, 10 patients un-
derwent fistula repair with local mucoperiosteal flap 

and acellular dermal matrix (Protexa, AFS Medical 
GmbH, Seedorf, Germany) between January 2012 
and June 2013.

All the patients were subjected to closure of the fis-
tula under general anesthesia with oral endotracheal 
intubation. In 12 patients of group 1 and 6 patients 
of group 2, a lipofilling of the scar around the fistula 
was made to ameliorate the contracture of the scar.

Two mucoperiosteal flaps based on the palatine 
artery and 2 mucosal flaps on the nasal plane were 
harvested. After rehydration, the dermal matrix was 
cut to size and sandwiched in the middle of the mu-
coperiosteal flap and the nasal flaps.

RESULTS
The age of the patients ranged from 1 year to 10 

years; there were 18 female and 12 male patients. The 
mean diameter of the fistula was 12 mm. In group 1, 
there were 5 dehiscence of the wound with consequent 
recurrence of the fistula; in group 2, there was only one 
partial dehiscence with partial exposition of the dermal 
matrix but with no recurrence of the fistula.

CONCLUSIONS
The repair of oronasal fistulae is often made dif-

ficult by the preexisting scarring and the altered 
vascularity resulting from the primary palatoplasty. 
Although different techniques are described to 
repair oronasal fistulae, no single procedure has 
proved to be ideal.

The dermal matrix is believed to act as a scaffold 
for migration of the host fibroblast and retains its 
basement membrane complex to facilitate attach-
ment of surface epithelium.

In only one case in group 2, there was a dehiscence 
of the oral wound with a partial exposure of the der-
mal matrix, but it healed completely in 4 weeks with a 
complete mucosalization of the graft (Figs. 1–4).
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In our study, we reported a 100% closure rate of 
oronasal fistula in the group treated with dermal ma-
trix. Similar results are reported by Clark et al2 and 
Kirschner et al.3 Losee et al4 reported only a 3.6% 
recurrence rate of the fistula.

Based on our results and the small literature 
available on this topic, we believe that the use of the 

dermal matrix is a promising technique to repair 
oronasal fistula after palatoplasty. 
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Fig. 1. Preoperative view of a 5-year-old girl.

Fig. 2. Postoperative view of a 5-year-old girl after 2 months.

Fig. 3. Preoperative view of an 8-year-old girl.

Fig. 4. Postoperative view of an 8-year-old girl after 3 months.
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