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The uvula is a vital organ of the craniofacial 
complex that is responsible for speech, swal-
lowing, and mastication.1

It develops from the muscular component 
of the fourth pharyngeal arch during the first 
6 weeks of life. Over the next 1 to 2 weeks, 
mesodermal tissues migrate and differentiate 
within the arch before organizing to form 
the specific muscle fibers that constitute the 
uvula muscle. It is the only intrinsic muscle 
of the soft palate; it is a paired, thin, sagit-
tally oriented muscle that occupies the most 
medial and nasal position of the soft palate, 
occupying the posterior three-quarters of the 
velum.2

Like other intrinsic muscles, its primary 
function is to modify shape, not position. This 
muscle contributes to velopharyngeal compe-
tence through both active and passive mech-
anisms. The primary macroscopic movement 
induced by the uvula is to shorten the soft 
palate. This produces a localized protrusion 
of tissue (muscular, glandular, and connec-
tive tissue) on the medial and nasal aspect of 
the levator veli palatini muscle, known as the 
levator eminence, which contributes to active 
velopharyngeal closure.2

A bifid uvula can occur in isolation or in 
association with a submucous cleft.1 The uvula 
is a delicate structure compared with the rest 
of the palate. During cleft palate repair, it 
can be difficult for surgeons to meticulously 
suture both hemiuvulae using the conven-
tional repair technique and achieve satisfac-
tory esthetic results.3

The esthetic reconstruction of the uvula 
is an important outcome measure from the 
parents’ perspective; therefore, it should be 
repaired during palatoplasty. The conven-
tional method for uvula repair involves 
suturing both hemiuvulae, which often results 
in a displaced, small, scarred, and shrunken 
uvula.4

Uvuloplasty techniques have been described 
to create a more esthetically pleasing uvula. 

Bithrey et al. described complete unilateral 
excision of one hemiuvula.4 The single-
hemiuvula-sparing technique offers excellent 
esthetic results and increases functionality. 
Resection of one hemiuvula is safe and phys-
iological.5 The primary uvuloplasty method 
using one hemiuvula has been widely used by 
various surgeons in South America.6

During surgical procedures for cleft palate 
closure, we frequently encounter difficul-
ties in closing the uvula. As mentioned by 
Chauhan et al., this surgical step is often 
difficult. Closing both hemiuvulae becomes 
a challenge for achieving adequate esthetic 
results.3 It frequently happens to us when we 
are repairing a palate, and according to what 
Bithrey et al. report, when we attempt the 
exact union of both hemiuvulas to generate a 
single uvula, it ends up lateralized, small, and 
deformed.4

We believe that the often underestimated 
functions of the uvula should be considered 
during cleft palate repair. Another important 
factor to consider, as Bithrey himself points 
out, is that esthetics are an important 
outcome measure from the parents’ perspec-
tive.4 According to reports by Rosell-Perry et 
al., this technique not only does not affect 
velopharyngeal function, but also reduces the 
space in that area, decreasing the possibility 
of hypernasality.7 8

In one of the operated cases diagnosed 
with submucous cleft palate with bifid uvula 
(figure  1A), we performed a palatoplasty 
using the Von Langenbeck technique. First, 
2% lidocaine with 1:100 000 epinephrine 
was infiltrated into the surgical area, and an 
incision was made from the upper left retro-
molar area. We followed the incision with a 
No. 12 scalpel blade over the palatal mucosa 
near the free gingiva up to the level of the 
canine. A midline incision was then made, 
and a tunnel was made between both inci-
sions. The medial incision was extended to 
the apex of the hemiuvula on the same side. 
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The nasal mucosa, oral mucosa, and muscular plane were 
then dissected. The same steps were then performed on 
the right side. Adequate hemostasis was achieved in each 
step.

The palate was closed with 3/0 absorbable polyglycolic 
acid suture, beginning with the nasal mucosal plane 
with simple inverted sutures, followed by closure of the 
muscular plane, achieving adequate closure of both 
planes. The oral mucosal plane was sutured posteriorly, 
and the uvula area was left for repair at the end of the 
procedure. It was decided to remove the right hemiuvula 
from its base because it was the smallest in volume and 
length. The left hemiuvula was repaired with two lateral 
sutures and one suture from the base of the hemiuvula to 
the deep muscular plane of the midline of the repaired 
soft palate (figure 1B) . The patient underwent short- and 
long-term evaluations, yielding satisfactory results both 
esthetically and functionally. The patient was referred 
for speech therapy. The patient underwent short- and 
long-term evaluations, yielding satisfactory results both 
esthetically and functionally (figure 1C). The patient was 
referred for speech therapy.

Based on our experience, we believe that hemiuvulec-
tomy for cleft palate repair may be a suitable alternative 
that reduces surgical difficulty and time with satisfactory 
esthetic and functional results. This surgical modification 
has indeed been described by some authors previously; 
however, it has been largely overlooked or infrequently 
considered. The contribution of this paper is to remind 
and raise awareness that this easy-to-perform technique 
can be carried out with less surgical risk, resulting in 
shorter surgical and anesthesia times, thereby reducing 
risks for the patient, minimizing exposure to anesthetic 
drugs, decreasing operating room time, and lowering 
costs, all while yielding very good and predictable results 
and avoiding the risk of uvular dehiscence. Therefore, 

it is proposed that this technique becomes the new gold 
standard for uvular closure during palatal repair.
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Palatoplasty using the Von Langenbeck techniquea was performed 
on a patient with submucous cleft palate with bifid uvula. (A) 
Preoperative image. (B) Transoperative image. (C) Postoperative 
image.
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