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1. INTRODUCTION

The practices of awake laryngoscopy without sedation and paral-
ysis without sedation are archaic and cause patient harm. The 
purposeful withholding of sedation during paralysis must be con-
signed to the depths of clinical practice and listed as never events.

Paralysis-only intubation (the practice whereby a paralysing 
agent is administered without anaesthetic, allowing the patient to 
maintain awareness during the clinical process) is almost never 
acceptable practice. Even in Cardiopulmonary Resuscitation 
(CPR), evidence suggests this practice decreases patient safety. 
Muscle relaxation ablates the patient’s ability to purposefully 
move, an important indicator of possible consciousness. Yet, 
despite the significant physiologic and psychological risks such 
practice poses to patients, literature suggests that this practice 
persists throughout the world. Crisis conditions in Brazil during 
the worst of the COVID-19 pandemic has led to a severe short-
age of sedatives, with patients reportedly being intubated by being 
tied to the bed or with the use of neuromuscular blockade with-
out sedation [1]. With no sedation available, clinicians have been 
forced to either torture their conscious patients, or allow them to 
die due to lack of ventilation. The documented patient harm and 
clinician moral distress from this disaster demonstrates that in 
well-resourced times, there can be no justification for harming 
patients in this way.

Our recommendation excludes two important scenarios: (1) 
Intubation in the immediate postnatal period for newborns with 
airway compromise/an immediate threat to life/born in cardiac 
arrest where time taken to site a line may lead to preventable neuro-
logical damage. (2) Awake fibreoptic intubation where the patient 
is consented, co-operative and the airway is prepared with local 
anaesthesia.

2.  LEARNING FROM DREW  
HUGHES’ DEATH

A 13-year-old boy, Drew Hughes [2,3], spent the final moments 
of his life awake and paralysed as he became increasingly hypoxic 
from a misplaced Endotracheal (ET) tube in the back of an ambu-
lance. Drew had suffered a head injury whilst skateboarding. A 
Computed Tomograph (CT) scan demonstrated a possible basilar 
skull fracture. His parents requested transfer to another hospital, 
and Drew was electively intubated as a precautionary measure for 
transport. Shortly after his intubation in the emergency depart-
ment, Drew’s sedation and paralysis wore off and he self-extubated. 
Drew was re-intubated and during transport, sat up on the stretcher 
and again self-extubated. He was aware enough to grab the arm of 
the paramedic and try to prevent them from giving vecuronium, 
before biting the finger of the Respiratory Therapist holding the 
endotracheal tube. He was given more paralytic medication with-
out sedation, and the subsequent intubation was unsuccessful. The 
unrecognized oesophageal intubation led to Drew’s cardiac arrest 
and death. This harrowing account highlights why giving adequate 
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A B S T R AC T
In this paper, we argue that paralysis-only intubation is almost never acceptable practice. We look at the evidence suggesting 
that this practice remains commonplace worldwide, its frequency has been exacerbated further by anaesthetic drug shortages 
secondary to the COVID-19 pandemic. We make a strong case that intubating a patient without sedation has such profound 
psychological and physiological risks that the practice is unethical and should be banned from medical practice with the 
exception of two clinical settings. These exceptions include (a) newborn intubation immediately after birth if there is immediate 
risk to life and (b) awake fibreoptic intubation whereby the patient has consented in advance, co-operative, and the airway has 
been prepared with local anaesthesia. We further argue that even in cases of cardiopulmonary resuscitation the practice impacts 
both on patient safety and clinician moral distress and as such in well-resourced times, there can be no justification for harming 
patients in this way. Formally labelling this practice as a Never Event is a way forward to homogeneously address the risks this 
archaic practice poses, both to our patients and to ourselves.
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sedation alongside any paralysing agent during intubation is criti-
cal for patient safety. Had Drew been properly sedated for intuba-
tion and transportation, this tragic chain of events may have been 
prevented. Primum non nocere (First of all, do no harm).

3. SCOPE OF THE PROBLEM

Despite the known physiologic and psychological complications of 
intraoperative awareness, paralysis-only and inadequately sedated 
intubation remains in practice worldwide.

The literature shows widespread use of inadequate sedation or 
paralysis-only intubation in all age groups and in multiple parts 
of the world. In adults, Weingart et al. [4] found that less than 
half of 1.07 million patients undergoing endotracheal intubation 
in American emergency departments between 2006 and 2009 
received sedative drugs. The 2021 ED-AWARENESS Study [5] 
found that 2.6% of ventilated patients in their cohort experienced 
awareness in the emergency department. Chong et al. [6] found 
that despite implementation of a sedation guideline in their hos-
pital, 18% of their patients received a long acting paralytic without 
concurrent sedation.

In children, a 2012 case series in Pakistan showed that 42% of 
children were intubated without any medications and 2% were 
intubated with paralysis-only in the emergency department [7]. 
In 1998, Cook-Sather et al. [8] in comparing awake versus rapid 
sequence induction for patients with pyloric stenosis concluded 
controversially that infants could be safely intubated either awake 
or after anaesthesia and neuromuscular blockade. This led to let-
ters to the editor [9] of Anesthesia and Analgesia from one group 
who were “disappointed that….awake intubation is still regarded as 
routine practice” and another [10] who questions on what basis the 
authors recommended that “when experienced pediatric anesthesi-
ologists are available, anesthetised and paralysed tracheal intubation 
is recommended for otherwise normal infants with pyloric stenosis”.

Awake intubation remains a prominent option in current diffi-
cult airway guidelines for paediatrics. Huang et al. [11] suggested 
in 2016 that the need for an awake intubation (defined by gastro-
esophageal reflux disease or airway obstruction at rest) should 
be ruled out before induction of anaesthesia whilst maintaining 
spontaneous ventilation. Raj et al. [12] recommended considering 
awake intubation alongside potential tracheostomy for those with 
a Colorado Paediatric Airway score of 16, indicating incompati-
bility with life without an artificial airway. The World Federation 
of Societies of Anaesthesiologists has recommended inhalational 
anaesthesia as their technique of choice for those with known diffi-
cult airways in their anaesthetic tutorial [13].

4.  PHYSIOLOGICAL SEQUELAE

There are both physiological and psychological consequences to 
such actions.

Awake intubation in any age is associated with tachycardia or bra-
dycardia, hypertension and oxygen desaturation [14,15]. Millar and 
Bissonaette [16] compared 13 neonates intubated either awake or 
with a thiopental and suxamethonium induction, demonstrating 
that intracranial pressure was increased in those who were intubated 
awake. Negative pressure pulmonary oedema has also been described 

as a potential hazard of muscle relaxants in awake infants. Warner  
et al. [17] described two infants who received vecuronium with 
inhalational anaesthesia. Oedema was attributed to paralysis of the 
muscles protecting the upper airway before there was significant 
depression of inspiratory muscle activity from the relaxant or inha-
lational agent. Intubation without sedation has been associated with 
poorer neurological outcomes in a study of 21,242 patients with 
trauma and Glasgow Coma Score (GCS) of less than 8 [18]. The prog-
nosis of other groups of patients in this context remains unknown.

Topulos et al. [19] intubated four volunteers with only vecuronium 
and mechanically ventilated them. All described the process as 
extremely uncomfortable, three of the four requested pain relief at 
the end of the experiment and all four felt ill for 12–24 h after-
ward with feelings of muscle ache, fever, cough and sore throat. 
There were psychological sequelae including nightmares, anxiety, 
and preoccupation with death. Common sedatives, such as ket-
amine, midazolam, and propofol, are effective in preventing such 
awareness but the doses will depend on patient demographic (child 
vs adult) and clinical condition (reduced accordingly in cases of 
shock/cardiovascular instability).

During cardiac arrest, clinicians reasonably assume patients lack 
consciousness due to insufficient cardiac output. However, highly 
effective chest compressions may lead to regained consciousness, 
a phenomenon known as CPR Induced Consciousness (CPRIC), 
leading to physical manifestations of consciousness, such as eye 
opening and limb/trunk movements, speaking, etc. In a study from 
Australia [20] CPRIC was associated with a statistically signifi-
cant increase in survival to hospital discharge. The use of vasodi-
latory sedatives (such as benzodiazepines and opioids) or muscle 
relaxants during resuscitation increased mortality. Studies are 
currently underway to determine if administering sedatives with 
more cardiovascularly stable profiles (like ketamine) during CPR 
will prevent CPRIC without the deleterious effects seen with other 
sedatives. While we cannot yet effectively prevent CPRIC during 
resuscitation, utilizing paralytic medications alone is deleterious to 
outcomes, and places patients at greater risk for preventable psy-
chological sequelae than consciousness alone.

5. PSYCHOLOGICAL SEQUELAE

The NAP 5 project [21] from the Royal College of Anaesthetists in 
the UK investigated anaesthetic awareness, noting that accidental 
awareness during general anaesthesia can lead to post-traumatic 
stress disorder. Distress from awareness was most common when 
the patients had experienced paralysis alone or pain and paralysis 
together. Two patients believed that they were actually dead at the 
time of the intraoperative awareness due to experiencing paralysis. 
About 79% of patients who experienced distress had a moderate 
severe long-term impact on their psychological health. In the sum-
mary of the NAP 5 report, it concluded that “catastrophic interpre-
tations of awareness experiences … were strongly associated with 
serious longer-term sequelae. An experience of paralysis was import-
ant in this respect – more so than pain – in causing patient distress.” 
The American Society of Anesthesiologists’ Anesthesia Awareness 
Registry reports patient experiences of fear, anxiety, suffocation, 
sense of doom, sense of impending death, or similar reports that 
indicated emotional distress whilst experiencing awareness during 
anaesthesia. In their cohort, thirteen patients (20%) reported that 
their experience was denied, or that they were blamed [22].
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Studies by Blussé van Oud-Alblas et al. [23], Malviya et al. [24], 
and Lopez et al. [25] did not find significant psychological sequelae 
among children. However, in the Wake Up Safe dataset, Lee et al. 
[26] report, 11 of 14 cases of self-reported intra-operative aware-
ness experienced harm, with five of those patients requiring the 
attention of a psychiatrist or psychologist.

In patients experiencing cardiac arrest, CPRIC is an increas-
ingly recognised harmful phenomenon [16,27]. Data remains 
rare [28], but available data indicate around 40% of survivors 
of CPR recall events which occurred. In 2014, a prospective 
trial (AWARE) [29] interviewed 140 survivors of cardiac arrest 
finding that memories had one of seven themes: fear, animals/
plants, bright light, violence, déjà vu and family. About 2% could 
explicitly recall seeing and hearing actual events which took 
place during the resuscitative effort. AWARE 2 recruitment is 
currently underway [30] looking at whether patients can recall 
specific noises and images played to them during cardiac arrest. 
Further case reports have led to calls in some areas for consider-
ation of sedation protocols for those in cardiac arrests [31,32]. 
If patients experience events during CPR, NAP 5 would suggest 
that induced paralysis would make this experience worse, whilst 
muscle relaxants are unlikely to be of benefit in patients with no 
airway reflexes. For non-survivors of CPR who are conscious, 
we worry their last experiences of consciousness are painful and 
traumatizing.

There are also historical accounts of children being ventilated with 
paralysing agents alone and no sedation for conditions like teta-
nus. Accounts of children subjected to this brutal practice provide 
insight into the trauma. “The boy had periods of emotional outbursts 
after coming off the ventilator during which he cried often and showed 
signs of frustration …” [33]. Thankfully, medical practice has moved 
on from looking after ventilated patients using paralysis alone so 
there is no long-term outcome data on patients that have received 
long-term paralysis-only ventilation.

The discovery that paralysis agents had neither sedative nor anal-
gesic qualities was first discovered by Dr Scott Smith, a resident 
who received d-turbocurarine under monitoring by colleagues 
[34], leading to change in common anaesthesia practice. Some phy-
sicians describe their battle with the ethics of subjecting patients 
to paralysis-only intubation. A few of these clinicians subjected 
themselves to paralysis-only intubation so that they could experi-
ence what patients have been going through [35]. These clinician 
accounts describe the immediate and lasting trauma experienced 
by having awareness during intubation, adding to the long list of 
evidence that paralysis only intubation is harmful to patients.

6.  WHY IS THIS COMPLICATION COMMON 
AND WHAT ARE THE BARRIERS TO 
QUALITY IMPROVEMENT?

Literature data on inadequately sedated or paralysis-only intuba-
tion is scarce. On his blog “The Resus Room U.S.” [36], Andrew 
Merelman suggests the reasons for poor sedation and analgesia of 
intubated patients include a misunderstanding of paralytic medi-
cations, a misunderstanding of the duration of action of induction 
agents, a fear of sedating critically ill or hemodynamically tenuous 
patients, and laziness.

Expert clinicians should have a firm grasp on the pharmacologic 
properties of the medications they administer. While we doubt 
clinician “laziness” is a primary reason for this practice, a lack 
of appreciation for the severe negative implications of awake 
paralysis may contribute. Fear of sedating haemodynamically 
tenuous patients is a genuine concern that may lead healthcare 
professionals to utilize paralytic medications without sedation. 
Administration of sedatives may lead to vasodilation and an 
expected drop in blood pressure. In very unstable patients such as 
those with sepsis and cardiomyopathy, administration of a stan-
dard dose of a sedative without administration of other agents to 
support blood pressure may precipitate severe hypotension, and 
even cardiac arrest.

In healthcare, especially emergency medicine, anaesthesia and 
intensive care, we regularly perform procedures in suboptimal 
conditions. Experts in these fields have the skill set to care for this 
population effectively and should use their considerable exper-
tise to mitigate complications, including awareness. For example, 
pre-emptive use of vasoconstrictors such as noradrenaline and 
metaraminol may be utilised to offset the expectant vasodilation 
from sedation. The use of agents which result in minimal changes 
in blood pressure (such as ketamine) and volume expansion may 
also optimize conditions. If knowledge on this issue is lacking in 
pre-hospital settings, sharing of such knowledge should be priori-
tized to enhance excellence in pre-hospital care.

7. A NEVER EVENT

Never events refer to serious adverse events which must be 
reported. The event must be unambiguous, serious, and prevent-
able, typically defined by patient death or serious harm. Such 
events require reporting so they may be analysed and help focus 
prevention efforts. Never Events described by the National Quality 
Forum in the USA include (amongst others) wrong site surgery 
and patient death or serious injury associated with a medication 
error [37]. National Health Service (NHS) Improvement in the UK 
lists transfusion of ABO incompatible blood products and mis- 
selection of high strength midazolam during conscious sedation 
amongst its Never Event list [38]. Australia (Sentinel Events) [39] 
and New Zealand (Always Review and Report Events) [40] have 
their own similar equivalents.

We believe intubation without sedation in conscious patients, 
paralysis-only intubation and leaving a patient on long-acting neu-
romuscular blockade without sedation should be added to each of 
these national lists.

These events are preventable through expert care. The NAP 5 audit 
demonstrates that awareness whilst paralysed can have a devastat-
ing psychological effect on patients. CPRIC data suggest paralytic 
medications during CPR decreases survival to discharge. Even par-
ticipants who volunteered to be intubated with paralysis-only were 
left with anxiety, nightmares, and a preoccupation with death. Yet, 
these events continue to occur to this day.

8. CONCLUSION

The practice of intubation without sedation, paralysis-only intuba-
tion and long-acting neuromuscular blockade without concurrent 
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sedation are harmful practices with potentially devastating con-
sequences. The intervention to prevent such harm is simple and 
effective. When paralytic medication is clinically indicated, it takes 
minimal time to draw up an anaesthetic to complement paralysis. 
Intubating patients awake causes real harm; it is time to consign the 
practice to the past.
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AUTHORS’ NOTE

Dedicated to Drew Hughes and his family, with gratitude for allow-
ing us to use his story. We hope this is the first step in consigning 
paralysis only intubation to the past.
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