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Editorial
‘From darkness into light’: time to make awake intubation with
videolaryngoscopy the primary technique for an anticipated
difficult airway?
In this month’s issue of Anaesthesia, Kramer et al. present a study
that advances current practice for
awake intubation in a patient with
an anticipated difﬁcult airway [1].

Hitherto, this has usually been
achieved using a ﬁbreoptic ’scope,
but the study describes an approach
that could change this practice.
Kramer et al. randomly assigned
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patients with an anticipated difﬁcult intubation to either an awake
intubation using a ﬁbrescope, or
laryngoscopy using a C-MACâ videolaryngoscope with a D-BLADE.
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The authors concluded that the videolaryngoscopy technique was an
acceptable alternative and had a
comparable success rate. Given that
this echoes the ﬁndings of a previous study in a group of patients
with anticipated difﬁcult airways
[2], maybe it is time to re-evaluate
the way we think about awake intubation in general.
Many advances in medicine
come about when something that
was previously unseen becomes ‘visible’. One need only think of the
changes in anaesthetic practice
brought about by the use of ultrasound [3] or monitoring of neuromuscular blockade [4] to see that
this is so. In airway management,
we have progressed a long way
since the ﬁrst ‘blind’ nasal tracheal
intubations, ﬁrst by virtue of the
direct laryngoscope to bring light
into the darkness of the airway, and
later through the use of ﬁbreoptic
devices, extending our ability to see
beyond the epiglottis and larynx to
encompass the entire airway.
A parallel evolution has been a
trend to use these devices ﬁrst
under general anaesthesia, then latterly under topical anaesthesia in
‘awake’ patients, thus divorcing tracheal intubation from general
anaesthesia. This trend is further
illustrated by the application of
videolaryngoscopes. There have
been a number of case reports
[5–10] but very few studies [2, 11]
looking at this technique. The use
of a videolaryngoscope to facilitate
an awake oral or nasal intubation
has been shown to be of beneﬁt in
patients with a predicted difﬁcult
airway [5–10], in the obese [2, 12],
and in patients with peri-glottic
388
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tumours [10, 13], but Kramer
et al.’s study is the ﬁrst to compare
awake ﬁbreoptic with videolaryngoscope-assisted nasal intubation.

Fibrescopes for awake
intubation
We think there are several reasons
why awake ﬁbreoptic intubation is
relatively uncommonly practised.
Most anaesthetists agree that ﬁbrescope-assisted intubation is a challenging technique to learn [14]. In
addition, once learned, this skill
requires regular practice to maintain
[15]. Airway hyper-reactivity due to
inadequate topical anaesthesia, oversedation with restlessness, nasal
bleeding and, in case reports, progression of existing partial airway
obstruction to complete obstruction,
have all been reported as risks of the
technique [16–19]. All of these contribute, we think, to avoidance of the
technique. However, the alternatives
may carry greater risk. We think it is
not uncommon practice among
some anaesthetists to perform a
rapid sequence induction and ‘have
a quick look’ in a patient whose trachea is possibly – but not deﬁnitely
– difﬁcult to intubate. This is illogical, since rapid sequence induction is
itself a recognised risk factor for
failed intubation, and in a patient
with a predicted difﬁcult airway,
rapid sequence intubation is relatively contraindicated [20]. Because
difﬁcult intubation is, fortunately,
rare, this unusual approach nevertheless often results in success, but
the 4th National Audit Project
report (NAP4) is replete with
instances where it did not [21].
Anaesthetists may also fear that
ﬁbreoptic intubation may fail.

Although this is hard to deﬁne,
published series suggest a failure
rate of 1.2–1.5% [16, 17]. In Kramer et al.’s study, the planned technique was not possible in two out
of 50 patients (4%) randomly
assigned to ﬁbreoptic intubation.
However, the same failure rate also
occurred in the videolaryngoscope
group, because of persistence of the
gag reﬂex – a problem that has
been reported elsewhere [13].
Anaesthetists may avoid awake
(ﬁbreoptic) intubation for fear of
causing distress to a conscious
patient who remains fully aware of
the process of tracheal intubation.
Coupled with operator difﬁdence,
this may make anaesthetists reluctant to obtain consent from potentially suitable patients. Of course,
expert topical anaesthesia is the
mainstay of the technique, and
when used with appropriate analgesia and sedation, should be well tolerated. However, the details of
technique are vital in ensuring success.
The necessary equipment may
not be fully understood, or it may
be unavailable when needed.
National incident reporting systems
show that unavailability of equipment and user error were common
reasons for reporting critical equipment-related incidents [22, 23].
Finally, ﬁbreoptic intubation is
often seen as time-consuming.
Some, if not all, of these above
factors may explain the opinion of
reviewers for NAP4 [21], who cited
18 cases where an awake method of
securing the airway would have
been appropriate, but where the
anaesthetist had chosen the more
familiar, but riskier, option of ﬁrst
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inducing general anaesthesia, with
serious consequences [24].

Videolaryngoscopes for
awake intubation
However, the videolaryngoscope
may now offer solutions to some of
these perceptions. It appears to be
easier to learn to use. In order to
reach competence with ﬁbrescopeguided intubations (> 90% success
rate within three minutes), the
anaesthetist needs some 25 intubations [17]. To reach the same level
of competence with videolaryngoscope-guided intubations, the anaesthetist needs between one [25] and
six intubations [26]. Koyama et al.
[27] demonstrated that tracheal
intubation using a videolaryngoscope is faster and easier than intubation using the ﬁbrescope or
Macintosh laryngoscope with gumelastic bougie.
Further,
videolaryngoscopeguided intubation is becoming
widely used and thus is gaining the
advantage of familiarity and experience, especially in an emergency,
where the stress of using unfamiliar
equipment is more keenly felt.
Videolaryngoscopes are also freely
available, cheaper and more versatile, allowing use in a greater number and wider variety of patients.
In terms of patients’ comfort
and experience, adequate topical
anaesthesia is vital for the success
of any ‘awake’ technique; there is
still uncertainty about the level of
sedation required to make awake
videolaryngoscope-guided intubation acceptable to patients [14]. The
patients in Kramer et al.’s study
reported no signiﬁcant difference in
satisfaction between the groups,
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which is perhaps a little misleading
in that no patients could recall the
procedure in any case. Similarly,
Rosenstock et al. [2] reported no
difference in the levels of patients’
discomfort between awake videolaryngoscopic and awake ﬁbreoptic
intubation. Markova et al. [13] used
‘light’ levels of sedation in patients
with compromised airways and
reported high levels of patients’
acceptance of awake videolaryngoscope-guided intubation. However,
as noted above, the acceptance of
this method of intubation is likely
to be inﬂuenced more by the adequacy of topical anaesthesia than
the level of sedation [28].
With regard to the time taken
to perform intubation, Kramer
et al.’s study showed that it took on
average one minute less to intubate
with a videolaryngoscope; again,
this ignores the time to prepare the
patient and anaesthetise the airway.
With either technique, though, it is
possible to prepare the patient in a
‘holding area’, in the same way as
might be done for regional blockade, with little loss of operating theatre time.
Further potential advantages
are inherent in the design of videolaryngoscopes and their intubation
technique. First, laryngoscopy creates space within the airway, allowing for effective aspiration of
secretions and blood from the airway under direct vision. Second, the
created space within the airway aids
administration of atomised local
anaesthetic to the glottis and trachea under direct view through the
videolaryngoscope. Third, when
using a videolaryngoscope, placement of the tracheal tube is
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observed throughout the intubation
process, reducing the potential for
airway trauma. This is in contrast
to blind insertion of the tracheal
tube through the larynx, as occurs
with a ﬁbrescope [29]. In turn, this
may reduce risk of impingement of
the tube at the arytenoids [30, 31].
Fourth, videolaryngoscopes provide
a ﬁxed, wide view of the glottis that
aids recognition of airway landmarks in the presence of both normal and distorted anatomy [13, 32];
there is no diminution of view associated with advancing the ﬁbrescope
towards the glottis. Lastly, videolaryngoscopes can be used for preoperative airway assessment in
awake patients, in order to assess
the need for awake intubation [33].
However, in common with all
airway management techniques,
awake
videolaryngoscope-guided
intubation alone is not going to be
suitable for all patients with a
known difﬁcult airway: it is unlikely
to be a panacea. Intubation with
the videolaryngoscope could not be
achieved in two out of the 50
patients assigned to this device in
Kramer et al.’s study. Current
videolaryngoscopes lack the adaptability of modern ﬁbrescopes. The
insertion and subsequent manipulation of the videolaryngoscope blade
relies on the pre-existence of a
space within the airway; they may
not, for instance, be appropriate in
patients with limited mouth opening (Kramer et al. excluded patients
with a mouth opening < 14 mm).
This limit is extended to 18 mm
[31] or 25 mm [9] when using
videolaryngoscopes with a tube
channel. In addition, in patients
with a space-occupying lesion
389
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within the oral cavity or pharynx,
insertion of the videolaryngoscope
blade into the airway is likely to be
difﬁcult or impossible. Thus, the
skill of awake ﬁbrescope-guided
intubation remains a vital one for
anaesthetists to use when indicated.
There is also perhaps the issue
of matching the type of videolaryngoscope to the type of airway
difﬁculty. Not all videolaryngoscopes would be suitable for the
technique of awake intubation
described in the published paper.
The common feature of videolaryngoscopes is they can ‘see’
around corners and provide a clear
view of the glottic opening [25, 34].
However, they differ in the blade
design and method of use [34]. For
example, videolaryngoscopes with a
Macintosh-like curved blade without a tube channel (such as the
C-MAC D-blade used in Kramer
et al.’s study) are quite likely to
require some form of airway
adjunct, such as a stylet [2, 11], tracheal tube introducer [35, 36] or
ﬁbrescope [6] to aid tracheal tube
placement. On the other hand,
videolaryngoscopes with a tube
channel, such as the Pentax Airway
Scopeâ and Airtraqâ optical laryngoscope, are more commonly used
without the need of an airway
adjunct [9, 10, 13, 37]. Although
there is a suggestion that a videolaryngoscope with a tube guide may
offer a few advantages over videolaryngoscopes with an anatomically
shaped blade but no tube guide
[38], the evidence is lacking on the
most appropriate type of videolaryngoscope for awake intubation.
As in other areas of airway management, the crucial issues affecting
390
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the choice of device are multiple
[39, 40].

Keeping up skills
The potential danger of using this
new technique to replace the ﬁbrescope for awake intubation could be
a signiﬁcant loss of experience and
skill with the latter method, which
may be a particular problem when
intubation using indirect laryngoscopy is not successful or is contraindicated. However, rather than try
to develop and maintain proﬁciency
in both techniques within the existing group of patients, one option
would be to expand the indications
for awake intubation by whichever
technique. This is largely dictated
by custom, and the expectations
and prejudices of anaesthetists and
patients. In Heidegger et al.’s series
from Switzerland, the indications
for awake ﬁbreoptic intubation
included: an anticipated difﬁcult
airway; cervical spine problems with
a ‘full stomach’; space-occupying
lesions in the mouth and neck
including abscesses; a body mass
index (BMI) > 35 kg.m 2; poor
dental status; polyarthritis; avoidance of neuromuscular blocking
drugs; and induction of anaesthesia
in patients with increased cardiac
risk [17]. We suspect that this is a
much broader range of indications
than most UK departments would
use, though adopting the BMIbased criterion alone would render
many patients eligible at a stroke.
Awake intubation for training purposes may also be a valid indication, provided patients are in
agreement.
Further research could usefully
help deﬁne which videolaryngo-

scopes are best for awake use, conﬁrm that oral awake intubation is
feasible with the technique, and
explore patients’ perceptions of
awake techniques in more detail.
Practically, however, a ‘difﬁcult airway’ is a common descriptor signifying, but not distinguishing
between, a range of conditions.
(Some have even argued that a ‘difﬁcult airway’ does not exist, rather
only a range of ‘complexity factors’
[41]). As such, no single airway
device will satisfy all clinical situations or the preferences of all
operators and patients; furthermore, one would expect from
‘expert’ anaesthetists that they
would have a ‘repertoire’ of techniques at their disposal, and draw
on the appropriate one(s) as
needed [42, 43]. Nevertheless, we
feel that awake intubation is reaching the point where it can be considered as a primary airway
management technique that we
should teach new trainees in
anaesthesia, in the same way that
we teach rapid sequence induction.
It should also be more widely
practised amongst their seniors.
The more frequent use of videolaryngoscopes in patients with normal airways, and a broadening of
indications for awake techniques,
will help us achieve this. We look
forward to an ‘Age of Enlightenment’ in airway management.
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