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Abstract

The i-gel has a thick airway tube and occasionally, achieving the airway can be difficult because of obstruction in the prone position.
The authors aimed at solving this problem and used a modified i-gel airway in the prone position for radiotherapy processes in
children.

Dear Editor,

The i-gel® (Intersurgical Ltd., Wokingham, UK) is a
single-use supraglottic airway device for use during gen-
eral anesthesia. The main components of this device are
a non-inflatable gel-like cuff that is claimed to achieve a
perfect fit to the pharyngeal and laryngeal structures, and
a thick airway tube with a gastric drain-tube orifice (1).
The i-gel is often used during minor surgeries with the pa-
tient in the supine position. The i-gel has been used in
the prone position by various authors in elective surgeries
(2, 3). However, with its’ thick airway tube, occasionally,
achieving the airway can be difficult because of obstruc-
tion in the prone position. To solve this problem, the re-
searchers of the current report use a modified i-gel airway
tube.

For a 6-year-old patient with a brain tumor and metas-
tasis to the spinal cord, 18 days of radiotherapy in the prone
position was planned. For the procedure, which would last
25 minutes, radiotherapy was to be carried out under gen-
eral anesthesia so that the patient would remain immo-
bile. The patient was placed in the prone position, with his
forehead and jaw on a hard plastic pillow. With this pil-
low, the distance between the floor and the patient’s face
was short, and could not be adjusted. When the i-gel was
placed, a part of it that remained outside of the patient’s
mouth was long and pressed against the treatment table,
thus, the patient could not be placed in the suitable posi-
tion with complete accommodation of the jaw and fore-
head on the pillow. When a laryngeal mask airway (LMA)
was placed instead of the i-gel, the LMA was pressed against
the treatment table, preventing ventilation because it was
folded. The problem could have been solved with a flexi-
ble LMA, yet, this was not available in a size suitable for a

pediatric patient. Therefore, the medical team were forced
to intubate the patient with a spiral number 5-mm inter-
nal diameter (ID) endotracheal tube (ETT). However, radio-
therapy was expected to last for 18 days, and due to being in
the prone position, the patient had to be intubated every
day. In order to prevent trauma associated with daily in-
tubation and extubation, the i-gel was modified to make it
more flexible. The i-gel was cut to size 2, just below the bit-
ing block and passed a number 5.5-mm ID spiral ETT from
the inside (Figure 1). The cuff of the intubation tube was in-
flated with 10 mL of air and fixed the tube tightly within the
i-gel. When the modified device was controlled, the i-gel
and the ETT were not separated, although a marked force
was exerted. On the second day of radiotherapy, with the
patient under general anesthesia, the modified i-gel was
used and the patient was moved to the desired position.
The 25-minute treatment session was completed without
any complications due to the spiral ETT and the flexible
characteristics of the modified airway device. After the pa-
tient was placed in the supine position, the i-gel was re-
moved by pulling it from the ETT.

In a previous study that was a source of inspiration
for the current researchers, Sanuki et al. (4) used Magill
forceps to remove a modified i-gel. They cut the i-gel to a
length of 5.5 cm, while the current researchers cut it to a
length of 10 cm, so that the i-gel was visible just below the
teeth and could be manipulated and handled easily (Fig-
ure 2). In addition, while Sanuki et al. (4) inflated the cuff
of the ETT with 2.5 mL of air, the current researchers did so
with 10 mL of air and attached the tube firmly to the i-gel.
They ensured that the tube was not separated from the i-
gel, although a considerable amount of force was exerted.
Due to these factors, the current researchers did not have
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Figure 1. I-Gel

to use Magill forceps.

Figure 2. I-Gel

In conclusion, for short-term procedures that will be
carried out with the patient in the prone position, unnec-
essary intubation may be avoided by means of a modified i-
gel. In short procedures such as interventions for common
tongue or lip injuries in children, by modifying the i-gel to
the desired size, the surgeon’s working area can be made
more comfortable and airway safety can be secured with-
out intubating the patient.
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