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and amikacin along with saline gargles, steam inhalation 
and gargles of viscous lignocaine intermittently. The 
patient continued this treatment and the symptoms 
slowly abated with more than 50% recovery on day 4 
[Figure 2]. By the time he was discharged on day 7, his 
symptoms had almost completely resolved. Examination 
of the throat revealed normal‑sized uvula with minimal 
congestion and no ulceration.

Traumatic uvulitis has been reported in adults after 
general anaesthesia due to endotracheal intubation[3] or 
laryngeal mask airway,[4] as well as after endoscopy.[5] 
The injury to uvula is likely due to compression of the 
uvula against the surrounding structures, leading to 
ischaemia, inflammation and necrosis.[3] The incidence 
of post‑operative sore throat after tracheal intubation 
varies from 14% to 50%, so also hoarseness. Contributing 
factors include the size of the tube, cuff design and 
pressure, variation in skills and techniques between 
anaesthesiologist and the subjectivity of the symptom of 
sore throat in individual patients.[6] It may also occur after 
aggressive oro‑pharyngeal suctioning.[7] The prevention 
of secondary infection should be considered in such 
cases; hence, a wide‑spectrum antibiotic prophylaxis 
is indicated. Analgesia and anti‑inflammatory therapy 
is necessary as the pain is severe. Specific treatment 
such as antibiotics and antiviral drugs are controversial 
but important to prevent secondary infection. Uvular 
ulceration and necrosis may also occur due to prolonged 
procedural time such as in neurosurgery. The patient’s 
haemodynamic status as well as unusual anatomy of 
the oral cavity may also contribute. An ulcerated uvula 
may necrose or become infected and may represent a 
source of unexplained infection post‑procedure.[4] Apart 
from conservative management, proper counselling 
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Uvula is a small tongue‑shaped piece of tissue hanging 
from the posterior aspect of the soft palate. It is made up 
of soft connective tissue covered by an epithelium and 
is highly vascular.[1] It prevents micro‑organisms from 
entering into the digestive tract. It is prone to inflammation 
and the condition is known as uvulitis, which presents 
as breathing problems, choking sensations, discomfort 
in the throat and in the surrounding areas, difficulty in 
deglutition, snoring, fever and change in voice. General 
anaesthesia is a very rare cause of injury to uvula and 
we present such a case.[2]

A 25‑year‑old male, a diagnosed case of right temporal 
glioma, underwent right temporal craniotomy and 
tumour excision at our institute. He had no significant 
past medical history, was a non‑smoker and there was 
no history of recent upper respiratory tract infection. 
His airway was graded to be Mallampati Class  I 
during pre‑anaesthetic check‑up. In the operation 
theatre, tracheal intubation was done using a size #4 
Macintosh laryngoscope blade and an 8.5  mm  (ID) 
cuffed endotracheal tube. Intubation was smooth 
and achieved in the first attempt. The intra‑operative 
period was uneventful. In the post‑operative period, he 
was electively ventilated till the next morning, in the 
Intensive Care Unit  (ICU). The patient was extubated 
after ascertaining the criteria for extubation, following 
which he complained of throat discomfort. He was 
given steam inhalation, and he further complained 
of foreign body sensation in the throat along with 
difficulty in swallowing. Examination of the throat 
using a laryngoscope revealed a congested, swollen 
and elongated uvula with a necrosed tip [Figure 1]. The 
patient was reviewed by a laryngologist, who considered 
the possibility of a uvulitis due to trauma induced 
by endotracheal tube. The patient was advised for 
intravenous injections of antibiotics such as ceftriaxone 
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 Figure 1: On examination, a congested, swollen and elongated uvula 
found with necrosed tip
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of the patient is of great importance as uvulitis can be 
extremely distressing.

We would like to conclude by drawing emphasis on the 
two factors that are pertinent to this condition, namely, 
the size of the endotracheal tube and the purpose of its 
placement. The need for endotracheal intubation beyond 
the operation room should also have a bearing in our 
minds, especially in the setting of the ICU.[6]
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Figure 2: Day 4 with more than 50% recovery after the patient was 
put on conservative management
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