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Secondary Healing of Palatal Fistula by Simple 
Palatal Plate Obturator after Excision of 
Pleomorphic Adenoma- A Case Report

CASE REPORT
A 55-year-old woman presented with a complaint of swelling above 
her palate for the past six months. The swelling initially started as 
a pea-sized lump and gradually increased in size. She experienced 
occasional pinching pain of moderate intensity, occurring four or 
five times a week. Additionally, she had difficulties with swallowing, 
but there were no symptoms of halitosis or pus discharge from the 
site. Intraoral examination revealed a roughly 2×2 cm pedunculated 
swelling on the palate, which felt smooth to touch. Ulcerations 
were observed on the mucosa surrounding the swelling [Table/
Fig-1]. Palpation revealed that the swelling was firm and attached 
to the underlying bone. No palpable cervical lymph nodes were 
detected, and a needle aspiration performed on the swelling yielded 
negative results.

pleomorphic adenoma. The histopathological findings confirmed 
the presence of myoepithelial cells [Table/Fig-2a-c]. These findings 
were compared with the MRI results, which showed a well-lobulated 
mass on the hard palate, and the clinical examination, leading to 
a diagnosis of pleomorphic adenoma of the palate. A large local 
excision with a 1 cm clearance around the tumour was planned 
due to the MRI indicating scalloped bone erosion on the hard 
palate [Table/Fig-3].
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ABSTRACT
Pleomorphic adenomas are the most common benign mixed tumours of the salivary glands. They typically occur at the junction 
between the hard and soft palate, but can also be found in the upper lip, buccal mucosa, floor of the mouth, tonsils, pharynx, and 
retromolartrigone. The present case of a 55-year-old woman focuses on the use of a palatal plate obturator to treat a soft palatal 
fistula that developed after the removal of a pleomorphic adenoma from the palate. By applying a self-cure resin to the posterior 
border of the palatal plate obturator, the postoperative issue of a palatal fistula was successfully managed. To aid in the healing 
of the palatal tissue and provide a scaffold for the regeneration of the surrounding palatal tissue, relief was applied to the intaglio 
surface of the palatal plate.

[Table/Fig-1]: Pre-op photo showing tumour-like mass over the hard palate region.

[Table/Fig-2]: a) Preoperative MRI showing the presence of a well-defined 
 lobulated T2 hyperintense lesion over the hard palate (by arrow below); b) Low 
resolution histopathological image showing myoepithelial cells; c) High resolution 
showing eosinophilic cytoplasm and mesenchymal cells.

To assess the involvement of cervical lymph nodes and the hard 
palate, a Magnetic Resonance Imaging (MRI) of the neck was 
conducted [Table/Fig-2]. The MRI revealed scalloped erosion on 
the hard palate and a lobulated swelling on the inferior part of the 
hard palate.

An incisional biopsy was performed, which indicated the presence 
of myoepithelial cells with eosinophilic cytoplasm, suggestive of 
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a scaffold for palatal tissue growth. The palatal plate served as a 
supporting scaffold for the surrounding palatal tissue to grow.

During regular two-week follow-up appointments, the tissue 
surrounding the palatal fistula was de-epithelialised using a no. 
11 blade, and the interior surface of the palatal plate (contacting 
the tissue) was adjusted and appropriately trimmed to provide 
1 mm relief from the palatal tissue surface. This was done to avoid 
excessive pressure from the plate during the secondary healing of 
the palatal tissue [Table/Fig-8]. The palatal tissues were fully healed 
during subsequent follow-up visits after six months [Table/Fig-9].

Surgical Procedure
Nasoendotracheal intubation was used to induce and maintain 
general anaesthesia in a completely aseptic environment. A palate 
incision with 1 cm wide margins was made around the palatal 
tumour. A full-thickness flap was elevated, and a wide local excision 
was performed around the lesion on the hard palate using a 703 TC 
bur, leaving a 1cm clearance on the palate.

After the tumour was excised, a 3 cm surgical palatal defect 
remained. A primary repair for this defect was planned using the 
double palataloplasty method with 3-0 Vicryl suture material [Table/
Fig-4]. The patient was extubated once the suturing was completed, 
and postoperative follow-up was conducted [Table/Fig-4]. However, 
after two months, a postoperative complication in the form of a 
palatal fistula was observed [Table/Fig-5].

To avoid the need for a second surgical intervention to repair the 
palatal defect, a simple palatal plate obturator was considered. In 
order to prevent the rubber-based impression material from entering 
the nasal cavity during the impression-taking process, a gauze 
was placed on top of the rubber-based impression material with 
a custom tray before fabricating the palatal plate [Table/Fig-6]. The 
palatal plate was fabricated from this impression, with two clasps 
on the first premolar and first molar bilaterally [Table/Fig-6]. Initially, 
the palatal plate’s extension was short and did not cover the palatal 
defect. However, it was extended using self-cure acrylic material on 
the posterior border of the palatal plate to cover the entire defect 
[Table/Fig-7a,b]. The extended self-cure acrylic resin acted as 

[Table/Fig-3]: Intraoperative images showing the excision of the lesion.

[Table/Fig-4]: After re-approximation of the flap and presence of exposed bare 
bone over excision site.

[Table/Fig-5]: Postoperative wound dehiscence.

[Table/Fig-6]: Fabrication of a palatal plate.

[Table/Fig-7]: a) Initial extension of palatal plate and presence of a dehiscenced 
wound; b) Final extensions of the palatal plate.
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DISCUSSION
Pleomorphic adenoma is one of the most common salivary 
neoplasms in the oral cavity. It primarily occurs in the palate, 
particularly at the junction of the soft and hard palate. It can also be 
found in other locations such as the upper lip, buccal mucosa, floor of 
the mouth, tongue, tonsil, and pharynx [1]. Pleomorphic adenomas 
usually present as hard, painless masses that grow slowly and may 
be accompanied by mucosal ulcers. Since the minor salivary glands 
are more concentrated in the palate, lesions originating from these 
glands often affect the soft and hard palate. These masses are 
typically solid or rubbery submucosal masses without ulceration, 
although occasional cases may exhibit surrounding ulceration [2].

The hard palate mucosa is tightly bound, giving the impression that 
it is fixed in nature. Pleomorphic adenoma tumours in the lips and 
buccal mucosa, on the other hand, are freely movable [3]. Diagnosis 
of pleomorphic adenoma is typically made through physical 
examination, histology, and cytology tests. These findings are often 
supported by radiographic results from Computed Tomography 
(CT) scans and MRI [Table/Fig-10,11] [2,4].

The median age is between 43 and 46, with a slight preference for 
women. The incidence is roughly 2-3.5 cases per 100,000 people 
in a given year. Physical examination, histology, and cytology tests 
are typically used to make the diagnosis of pleomorphic adenoma. 
Resorption pattern in the bone resulting from the lesion may appear 
cupped out. Pleomorphic adenomas typically do not invade the 

[Table/Fig-8]: Postoperative follow-up after 6 months.

[Table/Fig-9]: Post-op image after complete healing of the palatal defect.

[Table/Fig-10]: Dig representation of the presence of pleomorphic mass over hard 
palate [arrow].

[Table/Fig-11]: Presence of a bare bone [green arrow] and lesion at the junction 
between hard and soft palate [blue arrow].

underlying bone [4]. From a histopathological standpoint, pleomorphic 
adenomas have mixed histology and consist of three components: 
epithelial, myoepithelial, and mesenchymal. There are three histologic 
types of pleomorphic adenomas: myxoid (80% stroma), cellular 
(myoepithelial predominance), and mixed (classic type).

According to Krolls SO and Boyers RC, tumours with a prominent 
myxoid component tend to recur more frequently. Myoepithelial 
cells were identified as plasmacytoid cells, and there was also a 
significant amount of squamous metaplasia in the form of keratin 
pearls [5]. If the overlying mucosa has ulcers that are not caused by 
trauma or a biopsy, malignancy should be suspected [1]. The case 
report mentioned an ulcerated site over the lesion, which was due 
to a local irritant causing trauma. The biopsy confirmed the absence 
of malignant cells.

The best course of treatment for palatal pleomorphic adenomas 
is wide surgical excision, which involves the periosteum, mucosa, 
and surrounding capsule. To prevent recurrence, curettage of the 
underlying bone is recommended following wide local excision [6]. 
Therefore, as part of the treatment strategy, curettage is always 
recommended after wide local excision.



www.jcdr.net A Senthil Kumar et al., Secondary Healing of Palatal Fistula by Simple Palatal Plate

Journal of Clinical and Diagnostic Research. 2024 Jan, Vol-18(1): ZD04-ZD07 77

Due to features like absence of encapsulation, mixing with normal 
tissue, and pseudopodia, a clear margin of 1 cm is preferred in such 
cases. Reconstruction of the palate can be challenging. In cases of 
cleft palate or when there is inadequate tissue for primary closure, 
a double flap palatoplasty is usually performed [7]. Considering the 
functional and aesthetic goals of reconstruction will help determine 
the most appropriate strategy for the patient. Since the hard palate 
can be allowed to granulate, soft-tissue abnormalities of the hard 
palate are not a concern [8]. In the case described above, the 
plan to close the fistula using a palatal plate obturator [Table/Fig-
12] was chosen because it firmly adhere the palatal mucosa to the 
palatal surface and also serves as a scaffold for the posterior palatal 
surface.

weeks using a no. 11 blade to provide proper soft-tissue surface 
contact over the anterior region and a scaffold for the closure of the 
palatal fistula. Based on this, the palatal obturator was adjusted. 
At each appointment, the distal extension of the palatal obturator 
was checked to remove the pre-existing palatal defect [Table/Fig-
12]. The patient was instructed to keep this plate on until the next 
appointment, after which it was modified again to offer sufficient 
tissue relief. This helped prevent the need for a second surgery, 
which would have had its own negative cost and physical impacts 
on the patient.

CONCLUSION(S)
It is challenging for a maxillofacial surgeon to surgically repair a 
palatal fistula that occurs after the surgical excision of a pleomorphic 
adenoma or any other tumour from the palate. The use of a simple 
palatal plate obturator not only addresses the healing of the uneven 
palatal soft-tissue surface but also assists in the closure of the 
palatal fistula, eliminating the need for a second surgical procedure 
following palatal tumour excision.
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[Table/Fig-12]: Dig representation of the palatal plate with two clasps over the 
premolar and molar.
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EMENDATIONS: 6

Excision of a tumour from the palate often results in exposed 
denuded bone, and fabrication of a splint in such cases helps 
cover this denuded bone and acts as a scaffold for tissue growth 
[9]. The posterior palatal surface was de-epithelialised every two 
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