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Presence of dense beard in patients is often not welcomed 
by anaesthesiologists. Some people wear beard for religious 
reasons, while others consider it an insignia of respect, and as 
a result they do not consent to shave even on life threatening 
medical grounds. Besides posing a difficulty during ventilation 
and intubation, facial hair also limit reliable tube fixation. [1] 
The adhesive tape, used commonly, cannot stick on such 
patients. Other methods such as tying around neck with 
gauze bandage or plastic tubing may lead to venous return 
obstruction in neck veins. Moreover, visibility of tube is 
also obscured by the beard. Intraoperative repositioning 
of obscured endotracheal (ET) tube is cumbersome.[2,3] 
Anesthesiologists have tried diverse methods, such as use 
of sterile drapes, oxygen tubing and surgical sutures, for the 
purpose.[4]

We present an innovative way of fixing the ET tube in such 
bearded individuals by using easily and commonly available 
material. We administered anesthesia to a 65-year-old male 
patient, with a beard, for percutaneous nephrolithotomy. 
The patient’s positioning for the procedure posed a high 
risk of tube displacement and difficult accessibility of 
the tube during the procedure. A 500 ml plastic bottle 
of an intravenous fluid was cut open into a rectangular 
piece. A centre slit of approximately the diameter of the 
ET tube was cut out. Two side holes were cut near the 
longitudinal margin [Figure 1a]. It was ensured that the 
side holes were not very near the margin as they could cut 
through the plastic. After intubation of the trachea, the 
tube was temporarily secured with the bandage. Thereafter, 
the tube was engaged into the slit of the rectangular 
piece [Figure 1b]. The tube was secured using tape over 
the plastic rectangle [Figure 1c]. Next, the whole unit 
consisting of the rectangular piece and tube was secured 
using the bandage tied to the side holes on the rectangular 
piece [Figure 1d]. The benefit of using the rectangular 
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Figure 1: Method of tube fixation
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shaped plastic was that it served as a smooth surface 
over the beard to secure the tube. This technique can be 
used safely to secure the airway of individuals with beard 
without any risk.
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A 40-year-old man with a 5-day history of ‘painful throat’ and 
dysphagia diagnosed to have acute epiglottitis with abscess 
was posted for drainage under anesthesia. The patient was 
febrile (101.9°F) with a respiratory rate of 24/min, pulse of 
92/min, and BP 100/50 mmHg. In the upright position, the 
patient had an audible mild stridor and oxygen saturation was 
98% on room air. Auscultation of lung fields revealed normal 
breath sounds. Epiglottic abscess was diagnosed by indirect 
laryngoscopy and a lateral radiograph of the neck which 
showed the thumb sign [Figure 1]. Blood count revealed 
leucocytosis (16,000 cells/mm3) with neutrophilia (72%).

Under cover of ceftazidime 1 g i.v., the patient was brought to 
the operating room for immediate drainage of the abscess and 
securing the airway. Awake fibreoptic nasal intubation was 
planned with a surgeon in attendance for possible emergency 
tracheostomy. Topical airway anesthesia was planned. Cotton 
pledgets soaked with lignocaine 2% solution were used for 
nasal mucosal anesthesia. Pharyngeal surface anesthesia was 
achieved with metered dose lignocaine 10% spray (10 mg/ puff, 
four puffs) administered trans-orally in the sitting position. Oral 
topical viscous lignocaine solution gargle was not possible as 
the patient complained of painful throat. 2 ml lignocaine 4% 
was injected trans-tracheal for laryngeal anesthesia. Naso-
tracheal intubation was performed with 7.0 mm I.D. cuffed 
endotracheal tube (Portex, Smiths, U.K) using fiberoptic aid.

The patient had tolerable discomfort but intact swallowing 
reflexes resulted in trauma and minimal bleeding from the 
oropharynx. Intubation was however achieved without 
rupturing the abscess. Suctioning and additional injection of 
3 ml lignocaine 4% from the side port of the bronchoscope 
was done before advancement of the endotracheal tube. Total 
duration of fiberoptic intubation was about 10 min. After 
confirming the endotracheal tube placement, the anesthesia 
was induced with thiopentone 250 mg, vecuronium 4 mg, and 
fentanyl 100 mcg intravenously. Anesthesia was maintained with 
nitrous oxide:oxygen (66%:33%), isoflurane and intermittent 
positive pressure ventilation. After the procedure, neuromuscular 
block reversal was achieved with neostigmine 2.5 mg and 
glycopyrrolate 0.5 mg. The patient was shifted to the post-
anesthesia intensive care unit with the endotracheal tube 
in situ and breathing spontaneously. Humidified oxygen was 
administered for 2 h through T-piece. In addition to intravenous 
antibiotics, dexamethasone 8 mg i.v. was administered twice daily 
for 5 days. Blood culture did not reveal any specific pathogen.

Clinical recovery was uneventful. The patient was extubated on 
the fourth day after the “cuff leak test” was positive, implying 
the absence of any soft tissue swelling and obstruction. The 
postextubation [Figure 2] period was uneventful and the 

Access this article online
Quick Response Code:

Website: 
www.joacp.org

DOI:   
10.4103/0970-9185.83710

Acute epiglottic abscess in 
adults: Still a challenge!

Sir,
Assistance of an Anesthesiologist for airway management in 
acute epiglottitis is often sought, although administration of 
anesthesia for epiglottic abscess drainage in an adult is rarely 
needed. The last two decades have witnessed an increase in 
the incidence of both acute epiglottitis and epiglottic abscesses, 
necessitating a more frequent role for an anesthesiologist in the 
management.[1] The difficult airway scenario associated with 
this condition and the risk of total occlusion of the larynx and 
pharynx are well known. The management of acute epiglottitis 
and associated airway compromise is clearly documented.[2] We 
report successful management of an acute epiglottic abscess, but 
with a minimally traumatic endotracheal intubation.
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