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Awake Tracheal intubation

Airway Topicalisation

Endoscopy skills



Awake Airway Management

• Fibreoptic bronchoscope
• Videolaryngoscope
• Direct Laryngoscope
• Fibreoptic Stylets
• Supraglottic airway
• Tracheostomy



Why airway complications?

• Poor assessment of risk
• Failure to plan for Failure
• Lack of institutional preparedness
• Failure to use awake tracheal intubation 

when indicated
• Multiple attempts at intubation leading can’t 

intubate can’t oxygenate
4th National Audit Project of The Royal College of Anaesthetists and Difficult Airway   Society



Awake Fibreoptic intubation (AFOI)

• 18 patients in whom   AFOI might have offered 
advantages over intubation under general 
anaesthesia

• 15 reports where AFOI was attempted but 
unsuccessful due to associated complications

• Fibreoptic intubation was omitted when 
indicated

4th National Audit Project of The Royal College of Anaesthetists and Difficult Airway   Society



NAP4 recommendations

• Where Fibreoptic intubation is considered 
the optimal method of securing the 
airway, an awake technique should be 
considered unless contraindicated. 

4th National Audit Project of The Royal College of Anaesthetists and Difficult Airway   Society





2011    2022

Over 5 years 675 patients were reported



391/675
= 58%



Advantages of awake technique
• Maintains airway patency
• Spontaneous breathing
• Airway protection
• Easier intubation
• Cardiovascular stability
• Neurological monitoring



Awake Tracheal Intubation
• Awake FOI

• Awake  Videolaryngoscopy

• Combined FOS & VL



Awake Tracheal Intubation
• Device selection/ skills
• Topicalisation



Advantages of flexible Fibrescope
• Flexibility
• Continuous visualization
• Less traumatic
• Can be used for oral and nasal intubation
• Can be used with other devices- via SAD or 

in combination with videolaryngoscope



Awake Videolaryngoscopy compared to FOI
VL FOS

Technical skill Easy Manual dexterity

Equipment set up Easy Complex

Procedure time Shorter Longer

Tube passage Under vision Blind

Tube size Any 6 to 6.5



• 12 RCTs

• Intubation Time: Videostylets < Videolaryngoscopes < FOS

• No difference in first pass success rate

• They were clinically comparable for ATI



This is a clear indication for awake nasal fibreoptic



Causes of difficult airway 

• Boney features

• Soft tissue pathology with no airway obstruction

• Soft tissue pathology with airway obstruction

Endoscopy - easy

Endoscopy- mild difficulty

Endoscopy moderate to severe 
difficulty



• Patient preparation
• Equipment/ drugs  preparation
• Oxygenation/ monitoring
• Local anaesthesia to upper airway & sedation
• Endoscopy and local anaesthesia to lower airway
• Railroad the tube
• Check the tube position: Two point confirmation
• Secure the tube
• Induce anaesthesia

Awake Fibreoptic Intubation



Patient Preparation
• Airway assessment
• Explanation / leaflet
• Reason for awake technique, Safety aspects, sedation,  

local anaesthesia & complete sleep once tube position is 
confirmed



Awake  FOI

Awake Videolaryngoscopy

Oral route Nasal route







Local Anaesthesia

• Nose-nasopharynx
• Pharyngeal wall
• Base of the tongue 
• Vallecula / Epiglottis (VL)
• Above the vocal Cords
• Below the vocal cords

Mackenzie  technique



Mackenzie I. A new method of drug application to the nasal 
passage. Anaesthesia1998; 53: 309–10.



Lean body weight
• https://tinyurl.com/LBWUHCW

For males:
eLBM = 0.407W + 0.267H - 19.2

For females:
eLBM = 0.252W + 0.473H - 48.3

The Boer Formula:1

Maximum lidocaine dose: 9mg/kg of LBW

https://tinyurl.com/LBWUHCW


Conscious sedation
Aim :
Patient comfortable, sedated but obeys verbal
commands and has amnesia for events



sTOP



Sequence of events FOI
• Sign in
• Monitoring
• IV access
• Midazolam 0.5 to 1 mg
• Glycopyrolate 100-200 mcg
• Remifentanil TCI: 3-4 ng/ml
• If nasal route: co-phenylcaine spray 
• 1st stage Mackenzie = 3- 4 ml 4% lidocaine
• 2nd stage Mackenzie (synchronized with inspiration)= 3- 4 ml 4% lidocaine
• Above and below the vocal cords-Epidural catheter = 2 ml of 4% lidocaine
• Position the FOS above the carina
• Railroad the tube
• Confirm tracheal  tube position= 2 point confirmation

Awake  FOI

Awake Videolaryngoscopy

Oral routeNasal route





Difficulty in railroading the tube 

Bevel facing posteriorly 
reduces impingement 

Anterior 



Difficulty in railroading the tube 



Awake  FOI

Awake Videolaryngoscopy

Oral route Nasal route





Successful awake intubation
• Airway Assessment and planning 
• Back up plan 
• Explanation and consent 
• Oxygenation/monitoring 
• Good topicalisation 
• Conscious sedation 
• Good endoscopy technique 
• Choice of tracheal tube and railroading
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Awake  Fibreoptic Intubation Training



Awake  FOI

Awake Videolaryngoscopy

Oral route Nasal route













Sequence of events- Videolaryngoscopy
• Sign in & Monitoring
• IV access & Midazolam 0.5 to 1 mg
• (Glycopyrolate 200 mcg is optional)
• Remifentanil TCI: 2-4 ng/ml
• 1st stage Mackenzie: 4 ml 4% lignocaine (to base of tongue, soft plate, tonsillar pillars)

• 2nd stage Mackenzie: 4 -5 ml 4% lignocaine (0.5 ml spray with each breath synchronised with inspiration)

• Laryngoscopy
• Vocal cords & Tracheal LA=1-2 ml of 4% lignocaine (catheter through tube or MADgic device 

if required,  with good 2nd stage Mackenzie, this may not be required)
• Advance the VL & tracheal tube
• Capnography to confirm the position



Key takeaways
• In an anticipated difficult airway awake 

tracheal intubation has highest safety profile

• Fibreoptic bronchoscope and 
videolaryngoscopes can be used in isolation 
or in combination.



Resources

To download course materials  and for free 
airway lab sessions
www.mededcoventry.com

Coventry Airway Lab Course Resources 
(mededcoventry.com)

http://www.mededcoventry.com/
https://emea01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mededcoventry.com%2FCourses%2FAnaesthetics%2FAirway-Lab%2FResources&data=05%7C02%7C%7Ce10b73af63c040ea63ba08dc88787248%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C638535298129056585%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=O8WqB0gLch0GMLQQXxvUsxQGR5bK9HVacMOBIqs1bf8%3D&reserved=0
https://emea01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.mededcoventry.com%2FCourses%2FAnaesthetics%2FAirway-Lab%2FResources&data=05%7C02%7C%7Ce10b73af63c040ea63ba08dc88787248%7C84df9e7fe9f640afb435aaaaaaaaaaaa%7C1%7C0%7C638535298129056585%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=O8WqB0gLch0GMLQQXxvUsxQGR5bK9HVacMOBIqs1bf8%3D&reserved=0
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