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2. PATIENT POSITIONING  

• Ensure adequate access to the casualty. Intubation is RARELY necessary in the position in which the injured person 
is found. The first task after deciding to intubate is to locate the most appropriate place to perform the procedure.  

• Patients should be extricated to a safe environment (facilitated by analgesia, sedation and regional anaesthetic 
techniques) e.g. to the roadside on an ambulance stretcher.  

• Intubation of patients on the ground is much more difficult and only very rarely necessary. 

• Prehospital anaesthesia should usually only be undertaken when the casualty is in the supine position with relatively 
easy and full access. The ideal position for intubation is on a stretcher or raised platform with 360 o access. (for 
example on an ambulance or retrieval stretcher with legs retracted (fully down) at the rear of a vehicle. An alternative 
is on a stretcher lowered to half-height with the intubator in a kneeling position. If the team plans to depart to 
hospital by helicopter then ideally emergency anaesthesia will occur next to the EC145 or inside the AW 139 (with 
the stretcher fully extended). Experience has shown that intubation inside an ambulance vehicle or confined space is 
more difficult and increases the chances of failure and therefore 360o access to the patient should be obtained 
where possible. A temporary airway adjunct may be useful whilst repositioning.  

Positioning the patient just outside the rear of a vehicle has several advantages including access to powered 
suction, additional lighting and oxygen supplies. A second ambulance stretcher is often available and can be used 
as an ideal workspace for equipment for an emergency anaesthesia. 

 

A second stretcher acts as an excellent work station 

 

• Complex extrication movements after anaesthesia are often difficult and the focus for management of 
trapped patients should be on maintaining oxygenation with rapid extrication if the airway is 
compromised, under airway adjuncts, supraglottic airway (SGA) such as the i-Gel, or in-situ surgical airway.  

• Intubation inside an ambulance may occasionally be necessary in severe weather conditions or threatening 
crowds and this procedure should be practised by all staff.  
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LARYNGOSCOPIST POSITION 

• Direct laryngoscopy is the process of bringing the glottis into alignment with the eyes of the operator and as such 
the doctor or paramedic performing laryngoscopy must maximise their position for laryngoscopy. If the patient 
cannot be moved from the ground then some of the choices include the following. You should try them to see which 
suits you best: 

o Kneeling – most versatile rough or soiled ground but often difficult to obtain a good view. 

o Lying Prone – gets the eye line right but may put the laryngoscopist at a mechanical disadvantage. 

o Left lateral Position – provides a good eye line and mechanical advantage and comfort may be 
improved with padding under the left elbow (such as a SAM splint). These techniques may be best 
practiced in scenario training. 

 

Lying 

 

Kneeling 

 

 


