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Selection of Various Free Flap Donor Sitesin Palatomaxillary Reconstruction
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Purpose: A palatal defect following maxillectomy can cause multiple problems like the rhinolalia,
leakage of foods into the nasal cavity, and hypernasality. Use of a prosthetic is the preferred method for
obturating a palate defect, but for rehabilitating palatal function, prosthetics have many shortcomings. In a
small defect, local flap is a useful method, however, the size of flap which can be elevated is limited. In
12 cases of palatomaxillary defect, we used various microvascular free flaps in reconstructing the palate
and obtained good functional results.

Method: Between 1990 and 2004, 12 patients underwent free flap operation after head and neck cancer
ablation, and were reviewed retrospectively. Among the 12 free flaps, 6 were latissimus dorsi myocuta-
neous flaps, 3 rectus abdominis myocutaneous flaps, and 3 radial forearm flaps.

Result: All microvascular flap surgery was successful. Mean follow up time was 8 months and after the
follow up time all patients reported satisfactory speech and swallowing. Wound dehiscence was observed
in 4 cases, ptosiswasin 1 case and fistulawasin 1 case, however, rhinolalia, leakage of food, or swallow-
ing difficultly was not reported in the 12 cases.

Conclusion: We used various microvascular flaps for palatomaxillary reconstruction. For 3-dimension-
a flap needs, we used the latissimus dorsi myocutaneous flap to obtain enough volume for filling the
defect. Two-dimensional flaps were designed with latissimus dorsi myocutaneous flap, rectus abdominis
flap and radial forearm flap. For cases with palatal defect only, we used the radial forearm flap. In
palatomaxillary reconstruction, we can choose various free flap techniques according to the number of
skin paddles and flap volume needed.
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Fig. 1. Okay classification Ib and Il. Class Ib includes defects of premaxilla or any segment of alveolus posterior to
theipsilateral canine.’ Class |1 represents any portion of hard palate, alveolus and only one canine. Also repre-
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Table 1. Pathologic diagnosis and defect distribution

Pathology No of patient
Class|b Classll Total
Squamous cell ca. 0 8 8
Spindle cell ca 0 1 1
Leiomyosarcoma 0 1 1
Ameloblastoma 1 1 2

(ca.: carcinoma)

Class Ib

Class Il

sents transverse palatectomy involving less than 50% of the hard palate.?
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Table 2. Patient summary
Donor sites Skin paddles Age/Sex Dx. Follow up Complication
Latissimus dorsi free flap Cheek, nose & paate  59/M Squamous cell ca. 8m Wound dehiscence
68/M Squamous cell ca. 2m
47IM Squamous cell ca. 6m
53/M Squamous cell ca. 22m Wound dehiscence
32/M Spindle cell ca 15m Wound dehiscence
Cheek ptosis
Cheek & palate 47/M Squamous cell ca. 17m Wound dehiscence
Rectus abdominis free flap 43/F Squamous cell ca. 36m
47IM Squamous cell ca. 18m
28/M Leiomyosarcoma 10m
Radial forearm free flap 50/F Ameloblastoma 21m
66/M Squamous cell ca. 17m Fistula
paate 38/M Ameloblastoma 20m

(ca.: carcinoma, m: month)
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Fig. 2. Case 1. A 38-year-old man with maxillary sinus cancer. (Recipient artery: facial artery) (A) Preoperative
view, (B) Specimen, (C) Designed flap, (D) Postoperative view, oral side (Split thickness skin graft is done on
maxillary area).
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Fig. 3. Case 2. A 50-year-old woman with maxillary sinus cancer.
(Recipient artery: facial artery) (A) Preoperative view, oral side,
(B) Designed flap (Deepithelization is done on mid portion of flap
and this area is located at maxillary area), (C) Postoperative view,
oral side(Two skin paddles is found on cheek and palate), (D)
Postoperative AP view.
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Fig. 4. Case 3. A 59-year-old man with maxillary sinus cancer. (Recipient artery: facial artery) (A) Intraoperative

view, oral side (B) Postoperative AP view.
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