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A Case of the Soft Palate Reconstruction Using the Bilateral Palatal
Mucomuscular Flap and Pharyngeal Flap after Wide Resection
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= Abstract =

The soft palate of carcinoma limited to the uvular region is infrequent among oropharyngeal cancers. The or-
opharynx regulates swallowing and speech through dynamic motions. Failure to reconstruct after surgical resection
of the oropharynx structure can lead to permanent velopharyngeal insufficiency. Therefore, suitable reconstruction
is important in establishing proper functional outcomes while maintaining oncological safety.

We present a case of a 66-year-old male who was diagnosed with oropharynx cancer limited in the uvula accom-
panied by lymph node metastasis. After surgical resection, reconstruction was performed with the united arrange-
ment of bilateral palatal mucomuscular flap and superiorly based posterior pharyngeal flap. There was no aspiration
or reflux after feeding and epithelialization completely occurred after 1 month postoperatively. We report a success-
ful case that the reconstruction with the local flap described above could preserve proper oropharyngeal function
after primary surgery in small-sized oropharyngeal cancer.
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Fig. 1. Preoperative endoscopic image of the oropharynx can-
cer limited in the uvula.

Fig. 2. Surgical procedures of Soft palate reconstruction via bilateral mucomuscular and posterior Pharyngeal wall flap. (A-B)
Defect after surgical wide resection of a soft palate and dotted line on the posterior pharyngeal wall for the superior based
pharyngeal flap (A) and the elevation of the superior based pharyngeal flap (Asterisks) for making lateral ports (B). (C) Inverted
T-shaped incision line (Asterisks) on the soft palate for the bilateral soft palate mucomuscular flap. (D) After elevation of mucomus-
cular flap, flap sutured with 3-0 vicryl for tugging bilaterally was then rotated to the posterior pharyngeal flap. (E) Final post-

operative image.
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Fig. 4. VFSS (Videofluoroscopic swallowing study) at 14 days after surgery. No aspiration was seen during swallowing of thin,
thick, and fluid diet when raising or lowering the chin.
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Fig. 5. Schema of the Surgical procedures (A) The outline of the incision. The procedure in which the posterior pharyngeal flap
was elevated to the defect (red arrow). (B) The completion of reconstruction with both lateral ports of the pharynx. The rotated
posterior pharyngeal flap was sutured and embedded to be epithelized around the soft palate (black arrows).
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