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Introduction:  A 30 month-old, 11.5kg girl presented with a 2 week history of dry cough. She was 
physically active with no symptoms of respiratory compromise. The Chest x-ray showed considerable 
opacification of the right lung and a shift of heart and mediastinum to the left. CT revealed a large right 
lung mass and slight deviation of the Trachea. 
 
Intra-operative course: Patient’s O2-Saturation on arrival was 100% on room air.  After a smooth 
intravenous induction with 30mg of Propofol, 25mcg of Fentanyl and 6mg of Rocuronium the patient was 
intubated using a 4.5 ETT. An A-line was placed in the left radial artery. 
Anesthesia was maintained with Sevoflurane, O2 and air, Rocuronium and a total of 125mcg of Fentanyl.   
She was placed in the left lateral decubitus position.  During thorascopy the  pressure dropped precipitously 
by 20 mmHg as the surgeons manipulated the tumor mass. Bright red blood appeared in the ETT and hand 
ventilation with 100% O2 and repeated ETT levage and suctioning was commenced. The right main stem 
bronchus was ligated to halt blood spilling into the dependant lung. A pneumonectomy was performed due 
to the huge bulk of the tumor. Post pneumonectomy the ABG was 7.3/301/38/20/100%/-7.The estimated 
total blood loss was 200ml (EBV 900ml) and  150ml of packed RBC were transfused. The child was 
successfully extubated at the end of the procedure and made an unremarkable recovery. Histology of the 
tumor revealed a hamartoma. 
 
Discussion: Lung isolation techniques in small children are not routinely used for thorascopic biopsies. 
This is because the potentially catastrophic consequences as pertained to in this case, are fortunately rare for 
these diagnostic procedures. Furthermore the relatively simplicity of the placement of a Univent or 
endobronchial tube in a larger child(1,2), is not matched in this younger age group(3). The smallest custom 
made system available in the USA, is the Arndt system with a 5 Fr bronchial blocker. This will pass through 
a 4.5 mm ID tube, however airway pressures will rise if it is used in a 6.0mm ID tube or smaller. 
Furthermore there are other options described for small children like the Double lumen tube by Marraro(5). 
However the limited availability of this option has restricted the clinical use. Traditionally in this younger 
group a Fogarty catheter has been used as a bronchial blocker to achieve lung isolation. This case 
underlines the debate as to whether we should prepare for lung isolation in all thorascopic procedures. 
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