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The effectiveness of an endotracheal tube holder
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The security of the endotracheal tube (ETT)
is important in the anesthesia and intensive
care settings. Recently, an ETT holder instead of
an adhesive tape is frequently used to provide
the fixation of the ETT. There are some studies
that focused on the effectiveness of the ETT
holder in preventing displacement of ETT
compared to an adhesive tape (1, 2). I have
experienced the use of an ETT holder (E-holder,
KS medical, Bucheon, Korea) in many different
anesthesia settings and recognized its
usefulness and convenience other than ETT
security in the following specific settings.
Firstly, the ETT holder is definitely effective
for patients undergoing procedures that
frequently require the adjustment of ETT (or
double lumen tube) location including thoracic
surgery. The location of double lumen tube
needed for lung separation can be modified for
effective
ventilation
during
anesthetic
induction or surgery, and after position
changes. The tube can be easily relocated to
the proper place for lung separation and
effective ventilation by unlocking/relocking the
button of the ETT holder under flexible
bronchoscopic guidance (Fig. 1A), which can

facilitate the operative procedure to be
performed easily and quickly.
Secondly, the ETT holder can be useful in
procedures requiring the prone position (3).
Especially, it is useful in all circumstances
requiring the adjustment of ETT in the prone
position. For instance, it is definitely useful for
patients with Duchene muscular dystrophy
undergoing scoliosis surgery under prone
position. Adolescent patients with Duchene
muscular
dystrophy
frequently
have
tracheobronchial malacia. If so, the airway
pressure can be elevated due to the narrowing
of the lesion of malacia when changed to the
prone position (4). To overcome this problem, a
reinforced ETT should be relocated so that it
passes the narrowed tracheal lesion under
flexible bronchoscopic guidance (Fig. 1B).
However, the approach for this management is
somewhat challenging with the patient in the
prone position, and especially, the release and
refixation of ETT with an adhesive tape is very
difficult. The ETT can be easily relocated to the
proper place to overcome the narrowing part
of trachea by unlocking/relocking the button of
the ETT holder, which can prevent the risk of
respiratory complications associated with
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ventilatory difficulty and secure the safety of
patients.
Thirdly, the ETT holder is effective in keeping
the ETT in a midline position. This is especially
so when a flexible laryngeal mask airway
(Flexible LMATM, Wooyoung meditech, Seoul,
Korea; FLMA) is used because maintaining a
midline position of LMA is very important in
securing ventilation without leakage (Fig. 1C,
1D). Although an adhesive tape without a bite
block or oral airway may enable an FLMA to be
kept in a midline position, there is still a risk of

airway obstruction associated with the patient
biting an FLMA. Moreover, considering that an
FLMA displays a tendency to be pushed out
from the pharyngolaryngeal region if it is
positioned so that only a low grade sealing is
achieved, a tight fixation of the FLMA using the
ETT holder is very important.
I suggest that the ETT holder can enhance
the convenience of anesthesiologists while
providing more useful anesthetic management
to patients in the above anesthesia settings.

Figure 1: Use of an endotracheal tube holder in various anesthesia settings. (A) Repositioning of a double
lumen tube with a flexible bronchoscope in thoracic surgery. (B) Repositioning of an endotracheal tube with
a flexible bronchoscope in a surgery requiring the prone position. (C) Fixation of a flexible laryngeal mask
airway (a front view). (D) Fixation of a flexible laryngeal mask airway (a lateral view).
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