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A 4-year-old boy underwent a tonsillectomy and

adenoidectomy for tonsillar and adenoidal hypertrophy. The

patient developed difficulty breathing after a nonbloody emesis

during the car ride home after surgery. The parents noticed a

mass in the patient’s mouth and brought him to the clinic. On

examination, he had normal vital signs with no respiratory

distress and a pulse oximetry of 98% in room air. His

oropharynx revealed a markedly edematous, nonerythematous

uvula, which was deviated anteriorly and resting on the tongue

(see Figure). The tonsillar beds were not bleeding. The rest of

his examination yielded normal results.

Isolated angioedema of the uvula is termed Quincke’s

disease.1 Causes include trauma, inhalation exposure, for

example, marijuana, general anesthesia, medication reaction

(angiotensin converter enzyme inhibitors), infections, and

hereditary angioedema.1-4

Most reports of uvular edema after ear, nose, and throat

procedures are caused by trauma.2 Trauma occurs from the

laryngoscope blade during intubation, owing to an

oropharyngeal airway, overzealous suctioning, twisting of the

uvula during endotracheal tube placement, entrapment of the
uvula between the nasal airway and the endotracheal tube, or
owing to pressure from a nasogastric tube.

The immediate treatment of uvular edema depends on the
degree of airway compromise. Intravenous line should be
established and intubation equipment set up at the bedside.
Medications used to reduce swelling include epinephrine,
diphenhydramine, cimetidine, and methylprednisolone. Patients
with suspected noninfectious cause, who do not respond to the
above medications, may have a complement deficiency and
should also receive plasminogen inhibitor e-aminocaproic
acid.3,4

Our patient received intravenous methylprednisolone,
diphenhydramine, and intramuscular epinephrine. He was
admitted overnight for observation and discharged home the
next day as his symptoms improved significantly. Our patient
was not tested for any underlying hereditary cause.
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