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Intubate the grossly obese patient in the sitting position 
 
The following technique is based on a position I was taught to employ for rigid bronchoscopy for 
pulmonary toilet in patients recovering from thoracic surgery.  This terrifying experience was 
obtained shortly after graduation.  The procedure was performed "behind the curtains" in a large 
multi-bed surgical unit and antedated my selecting anesthesia as a career; the few occasions on 
which I performed this maneuver left a lasting impression.   
 
The position as taught required the patient to sit almost straight up leaning against the back of the 
bed.  I stood on a wooden chair and leant over the bed to aim the bronchoscope vertically down 
or, on occasion, down and back towards my knees.  To my amazement  the bronchoscope always 
found its way into the larynx and the combined effect of stimulation and suction appeared to do 
more good than harm.  Part of the advantage of the posture was attributed to the descent of the 
diaphragm, mediastinum, and larynx; this lengthened and straightened the upper airway to 
facilitate visualization.   
 
Some fifteen years later I was assigned the task of anesthetizing the grossly obese for gastric 
stapling.  Experience with the first few cases indicated: a) it was awkward to position and 
reposition these patients on the operating table (or tables - we sometimes employed two side by 
side); b) it could be hard to visualize the larynx to intubate these patients;  c) elevating the top 
half of the table facilitated intubation but was only accomplished slowly and with difficulty. 
 
The following procedure was then adopted:  The patient was positioned initially with the table 
back steeply sloping upwards to approximate the sitting position.  The head was further 
supported on as many folded sheets as could be accommodated by the patient.  I stood on the 
wooden chair that I had been taught was required for this technique.  Pre-oxygenation was 
followed by induction with thiopental and succinylcholine, laryngoscopy with a Macintosh 3 
blade, and orotracheal intubation.  The sitting position ensured that adipose tissue on the anterior 
chest wall fell out of the way of the laryngoscope handle and the descent of the larynx optimized 
the view for intubation.  The table was then lowered to horizontal for surgery.  In a small series 
of some twenty cases no difficulty was encountered during intubation.   
 
We rejected the alternative strategy of using the sitting position only when, and if, difficulty was 
encountered because of the difficulty in achieving the sitting position quickly in this group of 
patients.  This sitting (or semi-sitting) position has been used for intubation frequently by the 
author subsequently.  It is recommended as a technique worth considering for adults when faced 
with difficulty visualizing the larynx, and in gross obesity in particular.   

Submitted by "Grog" 
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Dental Floss secures the endotracheal tube.  
 
This is a technique for ensuring endotracheal tube stability during surgery on the head and neck.  
Instead of using wires or sutures, which can cost at least $5 a piece, wide, waxed dental floss is 
an excellent substitute.  To secure the endotracheal tube, the dental floss is passed around one or 
two teeth and tied securely.  Next, an "air knot" is tied about half an inch away from the tooth 
(teeth).  Finally, the floss is passed several times around the endotracheal tube and tied again.  . 
 
The dental floss is safe and strong and provides a cheap, atraumatic, alternative to wire.  It 
enables the anesthesiologist to control the position and security of the tube while freeing the 
surgeon to go and scrub. 
 
Obviously, patients with poor dentition may not be candidates for this procedure.  A thorough 
history of caps, etc., should ensure that such teeth are avoided.  We have used this technique 
many times during face lifts and oral surgeries.  It works wonderfully.   
 
Credit must be given to Ms. Deborah Dach, CRNA, who first gave birth to this idea and began 
implementing it in our operating rooms. 
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