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A rare case report of bifid or double uvula in a 45-year-old 
woman
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Introduction

Bifid uvula is an abnormal split or division in the uvula or 
tissue that hangs down at the end of soft palate in the roof of 
mouth. Compared to a normal one it has fewer amounts of 
mucosal tissue. It is commonly noticed in marker for submu-
cous cleft palate. It can be associated with problems of speech, 
swallowing and recurrent ear infections [1]. A bifid or bifurcated 
uvula exists in 2% of the white population [2]. Sometimes it may 
be associated with systemic problems like aneurysms in differ-
ent vascular beds like coronary, aortic or abdominal but it does 
not cause problems in view of airway management. Bifid uvula 
can be a manifestation of a rare disorder known as cornelia de 
Lange syndrome [3,4]. Cornelia de Lange syndrome is a rare 
congenital syndrome associated with bifid uvula and sub mu-
cous cleft palate that causes problems in airway due anatomical 
distortion [4]. It is a congenital anomaly characterized by dis-
tinctive facial dysmorphism (arched eyebrows, long eyelashes, 
small widely spaced teeth and microcephaly), primordial short 
stature, hirsutism, and upper limb reduction defects that range 
from subtle phalangeal abnormalities to oligodactyly [5]. This 

case report presents an unusual and intriguing instance of bifid 
uvula along with a discussion of its clinical significance.

Case report

A 45-year-old female weighing 50 kg, presented for pre-an-
aesthetic check-up for laparoscopic cholecystectomy. She was 
American Society of Anaesthesiologist’s –Physical status grade 
1 and while taking history, nasal tone was noticed in the patient. 
There was no history of difficulty in swallowing, breathing, pain 
abdomen. There was no significant family history present. Air-
way examination was normal except for full bifid uvula and few 
buck teeth in upper jaw with loose lateral incisors as shown in 
Figure 1. Ear nose and throat consultation was sought for na-
sopharyngoscopy examination of pharynx and palate due to its 
association with submucous cleft palate which was also unre-
markable. Her blood reports, ECG and chest X ray were within 
normal range. She was advised for brain and abdominal imaging 
because of its rare presentation of aneurysm but the patient 
refused due to financial constraints. No other clinical features 
were suggestive of any syndrome. Patient was cleared by the 
anaesthetist for surgery. She was pre medicated with Tablet Ra-
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nitidine 150 mg and Tablet Alprazolam 0.25 mg one night prior 
to the surgery. Intravenous line was secured using an 18 Gauge 
cannula. She was induced under stable vitals with inj. Fentanyl 
100 microgram, Propofol 100 mg and inj. Vecuronium 4 mg. 
Cormack-Lehane grade was 1 as shown in Figure 2. Intubation 
done with cuffed endotracheal tube measuring 7.5 mm internal 
diameter using videolaryngoscope in single attempt. Anesthesia 
was maintained with oxygen, nitrous oxide, sevoflurane and in-
jection vecuronium. Her surgery was smooth, without any com-
plications and was extubated with injection Neostigmine 2.5 
mg and injection glycopyrrolate 0.4 mg. She was then shifted to 
post operative recovery room and monitored there for 2 hours.

Figure 1: Airway examination.

Figure 2: Videolaryngoscopic view of Cormack-Lehane grading.

Discussion

The term bifid uvula means the partial or full bifurcation of 
the uvula. Submucous cleft palate shows malpositioning of the 
palate muscles and may result in velopharyngeal insufficiency, 
inability to form a seal with pharyngeal wall leading to frequent 
regurgitation, hypernasality etc [4,7]. Bifid uvula can be a warn-
ing sign of syndromes with internal anatomical or functional 
changes without any external manifestation as reported by Sa-
manta. In 2013, a 16-year-old boy with only bifid uvula under-
went for retinal surgery with failed awakening and extubation. 
CT revealed a ruptured aneurysm in the brain, following which 
immediate craniotomy and clipping were performed as a life-

saving procedure [2]. In the year 2017, Khasbage SD found an 
incidental bifid uvula in a 58-year-old man along with both of his 
sons showing familial predisposition [6]. Cornelia de Lange syn-
drome is a rare congenital syndrome associated with bifid uvula 
and sub mucous cleft palate that causes problems in airway due 
anatomical distortion. It may be associated with increased risk 
of schizophrenia, mild mental retardation, and chromosomal 
disorder [3,4]. Management may not be challenging in all the 
cases with bifid uvula but all the patients must be looked for 
any anatomical variation and features of associated syndromes 
as they can be easily overlooked.

Conclusion

This case highlights the need for thorough assessment and 
pre-anaesthetic check-up in individuals with this anatomical 
variation, continuous peri-operative vigilance. Detailed history 
of the patient along with complete family history should be tak-
en to rule out any genetic predisposition anaesthetists should 
be aware of its presence and potential implications of the com-
plications that may arise intra operatively.
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