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= Abstract =

Recent studies have reported on the reconstruction of oral mucosal defects using acellular dermal matrix (ADM). 

This case report describes the reconstruction of a soft-palate mucosal defect using ADM. A 43-year-old man devel-

oped a 2.5 cm × 3 cm soft-palate mucosal defect after the removal of a lump on the soft palate andreconstructed 

the defect using ADM without further complications. Reconstruction of the soft palate with ADM could be more 

convenient than traditional methods including primary closure, skin graft, and local or free flap without 

complications.
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Introduction

Soft-palate reconstruction can be performed using various 

methods, including primaryclosure, skin grafting, local flap, 

and free flap.
1)

 However, recent studies have used acellular 

dermal matrix (ADM) for reconstructing skin defects in var-

ious areas. ADM has been used for the reconstruction of 

cleft palate or cleft palate fissures
2)

 as well as defects that 

form after lump removal. Previous studies showed that us-

ing ADM for the reconstruction of intra-oral defects has 

some benefits compare to traditional methods without fur-

ther complications.
3,4)

This case report demonstrates the use of ADM for treating 

a defective region that is relatively larger than those de-

scribed in previous studies.

Case report

The patient was a 43-year-old man who underwent fine 

needle aspiration for a mass observed on the right side of 

the soft palate that was diagnosed as a pleomorphic ad-

enoma at the otorhinolaryngology outpatient clinic. A lum-

pectomy was performed in the otorhinolaryngology depart-

ment and the patient was referred to our department for 

reconstruction of the expected soft-palate defect after the 
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Fig. 1. A mucosa defect with an ovoid shape measuring 2.5 
cm x 3 cm in size occurred following mass removal at an 
otolaryngology clinic

A

B

Fig. 2. An ADM was trimmed and applied according to the 
defect size and (A) tie over dressing was applied. (B)

Fig. 3. One month after surgery.

surgery. The initial soft-tissue incision (2 cm in diameter) 

resulted in a defect on the soft palate (2.5 cm × 3 cm). At 

this point, the nasal palate mucous membrane was preserved 

(Fig. 1). Thereafter, MegaDerm ADM (L&C Bio, Seoul, 

Korea) was designed and cut to match the defect. After the 

defect was covered, a tie-over dressing was placed using 4-0 

Vicryl sutures (Ethicon; Johnson and Johnson, Livingston, 

UK) (Fig. 2). The patient stopped oral diet temporarily until 

postoperative day(POD4) and recived total parenteral nu-

trition(TPN) to provide adequate nutrition. In addition, the 

patient underwent a betadine gargle every 2 hours to main-

tain his intra-oral hygiene. On POD 7, the stitches from the 

tie-over dressing were removed. Successful graftuptake with-

out loss was observed and the patient was followed up after 

discharge. The patient has recovered fully without extrusion 

of the reconstructed area or complications (i.e. infection, 

dysphagia, dysarthria, fistula) (Fig. 3). Furthermore, func-

tional aspects including articulation and deglutition were al-

so preserved.

Discussion

Defects of the soft palate can arise due to various causes, 

including congenital deformities as well as traumatic injuries 

or surgical procedures. Since a soft-tissue defect can induce 

functional disabilities such as dysphagia, dyslalia, or nasal 

cavity reflux, it is crucial to provide appropriate site re-

construction to improve patient quality of life.
5)

 Multiple 

methods (i.e. primary closure, skin graf, local flap, myocuta-

neous flap, and free flap) are being used to reconstruct the 

soft palate, and complex factors such as lesion size and area, 

pre-surgical treatment, and underlying diseases affect the 

clinician or surgeon’s decision-making process.
1)

Smaller soft-palate defects can be reconstructed via pri-

mary closure, a local flap, and a skin graft, with a pharyngeal 

flap and palatal island flap being frequently used as local 

flaps. However, larger defects that exceed the midline of 

the soft palate can induce velopharyngeal insufficiency.
6)

 On 

the other hand, split thickness skin grafts (STSG) allow for 

the reconstruction of medium-sized defects as well as rela-

tively more convenient acquisition of donor skin, easier suc-

cessfuluptake, and preservation of the functional aspects of 

the soft palate.
7)

 Nonetheless, STSG also has its drawbacks, 

including extrusion of the recipient site, pain in the donor 

user
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site, infection, and possible scarring.

Large soft-palate defects are often reconstructed using my-

ocutaneous and free flaps. While myocutaneous flaps pro-

vide safety and abundant size, they can induce functional 

disabilities due to their thickness and reduced volume after 

muscle contraction.
8)

 Since the development of microsurgical 

techniques, free flap surgeries have become more popular. 

More specifically, the radial forearm flap – which is thin, 

flexible, and relatively hairless – is widely being used to 

reconstruct larger intra-oral defects. Defects that are ex-

tremely large (≥3/4 of the entire palate) can be treated si-

multaneously with a radial forearm flap and superiorly based 

pharyngeal flap, which allows for the reconstruction of larger 

defects and the preservation of function (i.e. vocalization 

and deglutition).
9)

In contrast to these traditional reconstruction methods, 

recent studies have introduced the use of ADM for the re-

construction of skin defects in different regions. ADM is 

a material with a maintained human dermal structure but 

from which the immunogenic cellular components have 

been selectively removed. This provides a stable frame for 

the movement of epithelial cells and fibroblasts as well as 

angiogenesis.
10)

 ADM has recently been used in various 

fields, including breast reconstruction, anorectal fistula re-

pair, hernia repair, and skin donor site repair. ADM has 

also been used for intra-oral mucosal defect reconstruction, 

mostly for cleft palates and oronasal fistulae in pediatric 

patients in earlier studies.
2)

 Clark et al.
11)

 demonstrated that 

utilizing ADM for two-flap primary palatoplasty allows for 

the reconstruction of clefts ≥ 15 mm wide without fistula. 

Further, applications of ADM in the reconstruction of the 

buccal mucosa, gums, and lower lip have provided good 

outcomes.
3)

 Although contractions were more evident in lip 

and buccal defect reconstructions – which have relatively 

looser textures than other regions of the oral mucosa – no 

obvious graft contractions were observed during compact 

oral mucosa reconstruction.

A previous study demonstrated that ADM can sufficiently 

replace the traditional standard treatment method of STSG 

for the reconstruction of small intra-oral mucosal defects.
4)

 

comparatively assessed the utility of the two methods. 

Reconstruction using ADM has demonstrated benefits com-

pared to STSG, including lower donor-site morbidity, lower 

cost, surgical procedure time, and functional status. Moreover, 

histopathological examinations confirmed that the use of 

ADM for reconstruction reduced the frequency of in-

flammation, fibrosis, and keratinization compared with STSG.

This case report demonstrated that we could successfully 

restore a relatively larger (2.5 cm × 3 cm) sized soft-palate 

defect using ADM. Traditional methods for surgical resection 

of benign tumors place a considerable burden on patients 

in terms of potential scarring, infection, and donor-site pain. 

We demonstrated that the use of ADM can successfully re-

construct defects that form after the surgical removal of be-

nign tumors, with considerable benefits including shorter sur-

gical time, lower medical costs, and the absence of complica-

tions or functional disabilities.
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