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High‑Risk Consent in Anesthesia: The Need of the Hour

Sir,
Many a times, we come across the situation where 
anesthesiologist has asked for high‑risk consent for the 
case to be taken up under anesthesia. What exactly does it 
mean? Patients who present for surgery may be at increased 
clinical risk for a variety of reasons. These include patient 
factors, availability of staff, resources, and timing and nature 
of surgery. Among the various risk‑stratification systems, 
the most important and commonly used one includes 
the American Society of Anesthesiologists  (ASA) status 
classification with its origin in 1963.[1] Healthy fit patients 
belong to ASA 1 and patients with mild and severe systemic 
disease belong to ASA 2 and ASA 3, respectively. ASA 4 
refers to incapacitating disease that is a constant threat to 
life. A moribund patient who is not expected to live beyond 
24 h with or without surgery belongs to ASA 5. The rate 
of postoperative complications was found to be closely 
related to ASA class with a mortality of 0.41/1000 for ASA 
1 increasing to up to 9.6–26.5/1000 for ASA 4 and beyond.[2] 
But, does merely classifying the patient into ASA class 
signify high risk and does it give adequate information to 
the patient undergoing major surgery involving a threat to 
his life? The answer is probably no. It was seen that ASA 
classification takes into account only the clinical condition 
of the patient whereas the duration, nature, and complexity 
of the surgery and a variety of other patient factors such as 
age, sex, and weight do not influence the class of ASA to 
which the patient belongs.[3] It was found to be more of a 
documentary evidence.

It was seen that a majority of legal suits imposed by the 
patient on the anesthesiologist has been due to the lack of 
adequate information during the preassessment checkup.[4] 
Any patient undergoing a procedure is exposed to a small 
risk of surgical mishaps and anesthetic adverse events, but 
these are generally insignificant and unpredictable events. 
In these patients, the routine “informed consent” for surgery 
and anesthesia should suffice. A regular informed consent is 
a critical part of the preanesthetic review and should include 
the nature of anesthetic plan, the material risks and benefits, 
and the alternatives to the plan. It is an interactive session 
between the anesthesiologist and the patient before he/she 
is being taken up for surgery. “High‑risk informed consent” 
comes to role when a “high‑risk patient” has to undergo 
a complex surgical procedure. What exactly constitutes a 
“high‑risk patient”? A particular subgroup of patients with 
multiple comorbidities in a decompensated stage are at risk 
of specific complications such as intra‑  and postoperative 
myocardial ischemia, respiratory failure, perioperative renal 
failure, and even cardiac arrest.[5] These are the patients in 
whom specific risk has to be explained in addition to the 
routine informed consent in terms of risk to life, morbidity, 
organ failure, and postoperative Intensive Care Unit stay and 
consent has to be obtained. Promoting realistic expectations 
in such patients enables the patient and the relatives to share 
a major part in the decision‑making processes. High‑risk 
informed consent also serves as a safeguard and provides 
a measure of protection for the anesthesiologist when the 
worst happens. Previously, a patient consent for surgery 
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was considered to have implied consent for anesthesia as 
well. However, today the growing threat of commercial 
litigation has led the anaesthesiologist to reconsider the 
need for a separate anaesthesia consent. In addition to the 
regular informed consent, identifying patients at high risk 
and explaining in detail the risks that accompany from taking 
up a frail patient for a difficult surgery and anesthesia and 
obtaining a “high‑risk informed consent for anesthesia” 
stands as the need of the hour.
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Optimising I‑Gel Size to Patient

Sir,
I‑gel  (Intersurgical Ltd, Wokingham, England) is a second 
generation supraglottic airway device launched in 2007. It 
has a noninflatable cuff that creates an anatomical seal by 
making a mirrored impression of the pharyngeal, laryngeal, and 
perilaryngeal structures. The size of I‑gel is selected based on 
patient’s body weight in accordance with the manufacturer’s 
recommendations, i.e., size 1.0 for 2–5  kg, size 1.5 for 
5–12 kg, size 2.0 for 10–25 kg, size 2.5 for 25–35 kg, size 
3 for 30–60 kg, size 4 for 50–90 kg, and size 5 for 90+ kg.[1] 
However, there is a considerable anatomical variation between 
individuals. As such despite being the proper size of I‑gel for 
an individual’s body weight, sometimes adequate airway seal 
is not obtained. The higher or next size laryngeal mask airway 
insertion is generally not possible unlike done in case of leaks 
in endotracheal (ET) tubes. Such cases are usually managed 
with either insertion of other supraglottic airway device or 
definite airway in the form of ET tubes.

A 35–year‑old male patient weighing 60 kg was posted for 
laparoscopic varicocele surgery after obtaining informed written 

consent. After premedication with intravenous (IV) fentanyl and 
midazolam, the patient was induced with IV propofol. Insertion 
of size 4 I‑gel was attempted after administering atracurium as 
a muscle relaxant, but it was not successful. The airway was 
secured with I‑gel of size 3. An appreciable leak was observed 
during volume control ventilation. On anesthesia workstation 
monitor, there was a difference of 175 ml between set and 
expired tidal volume. External laryngeal compression reduced 
the leak indicating the lack of proper contact between I‑gel and 
laryngeal inlet. Neck flexion achieved leak reduction equivalent 
to that with external compression and the discrepancy between 
set and expired tidal volume resolved. The flexion maneuver 
was found to be successful in several patients who had leak with 
allowable size of I-gel. The degree of flexion was variable in 
all patients and full range of flexion (up to 45°) had to be tested 
to define the appropriate position.

Studies have shown that flexion allows for higher 
oropharyngeal leak pressure.[2] We had also observed that 
flexion also reduces the amount of leak as evident by higher 
expired tidal volume. It may be due to an approximation of 
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