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Facilitates Awake Nasal Fiberoptic Intubation

 
Mark Goh, MD and Peter Lee, MD 

 
Introduction 
 
Airway management in patients with large, obstructing intra-
oral masses can be extremely challenging.  No established 
guidelines exist, and most recommendations come from anec-
dotal reports.  If pedunculated and readily accessible, some 
authors have attempted mass excision under sedation with 
immediate laryngoscopy and intubation thereafter.1 Others have 
reported manually displacing the mass from the oropharynx, 
either before or after induction, followed by a nasal or oral 
intubation attempt.2,3  Awake fiberoptic intubation around the 
mass is probably the preferred method for most providers,4,5 but 
may ultimately prove difficult depending on the size and 
location of the mass.  When such methods fail, a surgical airway 
remains the option of last resort.  
 
Case Description  
 
A 25-year-old male with no significant past medical history 
except occasional tobacco and cocaine use presented to the 
emergency department with 8 months of a progressively 
enlarging soft palate mass.  He was fearful of seeking care and 
therefore did not present earlier.   In the weeks prior to presenta-
tion he noticed progressive difficulty with phonation and 
swallowing.  Breathing was also increasingly difficult and opti-
mized by turning his head to the left.   
 
On exam his vital signs were normal including normal oxygen 
saturation on room air.  There was no drooling, stridor, or acces-
sory muscle use.  His voice was extremely nasal and muffled, 
described by head and neck surgery as a “hot potato” voice 
characteristically seen in severe tonsillitis or peritonsillar 
abscess.  The tongue and trachea were midline.  No cervical 
swelling or lymphadenopathy was noted.  There were frothy 
secretions in the oropharynx and a large mass that appeared to 
originate from the soft palate and uvula, occupying the entire 
posterior oropharynx behind the tongue. Flexible endoscopy by 
the surgeons visualized the glottis briefly with swallowing but 
the view was largely obscured by secretions and soft tissue. 
 
CT scan of the neck showed a lobulated homogeneously 
hypodense mass measuring 41 mm AP x 42 mm TR x 73 mm 
arising from the tip of the uvula and spanning the oropharynx 
and supraglottic larynx, query epidermoid cyst or less likely 
neoplasm given lack of enhancement  (Figures 1, 2). 
 
 

 
 
He was taken to the operating room for urgent mass excision.  
Nasal intubation was requested as surgery was planned via the 
transoral approach.  The anesthetic plan was to attempt awake 
nasal fiberoptic intubation around the mass and prepare for 
awake tracheostomy if unsuccessful. 
 
After placement of standard ASA monitors, his airway was 
topicalized with 4% lidocaine via aerosolized spray and 
nebulized inhaler to the bilateral nares and posterior oro-
pharynx.  A transtracheal injection of 4cc of 4% lidocaine was 
also administered through the cricothyroid ligament.  He was 
sedated minimally with 2mg of IV midazolam and 50 mcg of 
fentanyl.  His nares were topicalized further with 2% lidocaine 
jelly and 0.25% phenylephrine spray and were dilated serially 
with nasal trumpets. A 7.0 nasal RAE tube was introduced into 
the nares until its tip was estimated to be just above the 
oropharynx and mass. 
 
The fiberoptic scope was passed through the nasal RAE tube. 
Attempts to maneuver around the mass were unsuccessful.  Soft 
tissue was repeatedly encountered.  The patient remained co-
operative and conversant, and without prompting, reached his 
hand into the oropharynx, retched, and mobilized the mass 
himself, displacing it into the anterior oropharynx (Figures 3,4).  
The fiberoptic view of the larynx improved considerably, the 
scope was advanced into the trachea, and the tube advanced 
over the scope easily. End tidal CO2 was confirmed, and the 
patient was induced with propofol, sevoflurane, and rocuroni-
um.  Surgery proceeded uneventfully, the patient was extubated 
and taken to the recovery room stable.  Pathology of the mass 
showed benign spindle cell lesion, favor myofibroma (Figure 
5). He was discharged on POD1 in stable condition with his 
voice, breathing and swallowing considerably improved.  
 
Discussion 
 
Awake fiberoptic intubation remains a mainstay for airway 
management in cases of anticipated difficult airway,6 but the 
technique still poses challenges to providers.  In addition to 
achieving adequate topicalization of the airway, providers must 
also maximize patency of the upper, supraglottic airway so that 
the laryngeal aperture can be visualized and traversed during 
endoscopy.7 

 



  
 
Techniques vary, but most advocate use of some maneuvers to 
ensure that the tongue and epiglottis stay unopposed from the 
soft palate and posterior pharyngeal wall.8 These include jaw 
thrust, manual lingual traction using gauze, forceps, or tongue 
stitch, and even suction applied to the tip of the tongue.9  While 
effective, these maneuvers probably contribute to patient 
discomfort and anxiety in an already stressful situation, and 
may cause direct trauma if applied with excessive force.  When 
significant airway pathology obscures normal anatomy, these 
maneuvers may also prove ineffective altogether. 
 
Patency maneuvers are typically done by an assistant with little 
direct patient involvement.  Patient participation probably 
represents an underutilized technique to optimize airway 
patency.  Patients may be able to protrude the tongue them-
selves to keep it off the posterior pharyngeal wall.  Some may 
comply with instructions to suppress coughing and gagging, to 
inhale deeply for wide vocal cord abduction, or to swallow and 
clear secretions.  Those with obstructing lesions may favor 
certain positions which can be replicated during intubation to 
maximize airway patency. Some, like our patient, may be able 
to displace masses themselves in comfortable and atraumatic 
ways. 
 
Dynamic maneuvers should always be considered during awake 
intubation, some of which are best carried out by patients 
themselves.  Patient participation may reduce the need for 
uncomfortable or traumatic applied maneuvers. It may also 
compel providers to keep patients fully awake, thereby avoiding 
further airway deterioration that accompanies over-sedation.  
Self-directed maneuvers may ultimately help spare patients 
from a surgical airway, and may even prove to be life-saving in 
cases of complete airway obstruction.  
 
Figures 
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