
Dangerous Times in Out-of-the –way Places:  
MRI and Pulmonary Hypertension 

 
Helen Holtby MB.,BS. FRCPC 

Sickkids Hospital 
Toronto 

 
Case Report: 
A 2yr old boy presented for MRI of heart and spine.  He had been admitted to hospital 5 
days earlier via the ER with tachypnoea and had an episode described as “near arrest” 
(blue, ashen, poorly perfused) during blood sampling. He had an episode of syncope 2 
weeks previously. 
His mother had died in the preceding 6/12 of pulmonary hypertension.  
The presence of a cervical spine AVM was an incidental finding on his work-up but was 
felt to be significant enough to warrant further investigation despite concerns about the 
severity of his PHT and the anesthetic risk.   
He was taking digoxin, furosemide and docusate. 
The known hemodynamic findings were as follows: P136 SBP 99/69 RVSP 125+RAP 
Echocardiogram reports detailed that the right atrium was dilated and there was severe 
RVH.  Left ventricular systolic function was reported as good.  There was no PFO. 
This child had tolerated a previous (brief) anesthetic for CT chest during this hospital 
admission. 
 
Course of the Procedure: 
The patient was cared for by a senior member of the cardiac anesthesia team.  Anesthesia 
was induced with propofol and fentanyl and the airway was secured with a 4.5 
endotracheal tube, and positive pressure ventilation was commenced. Since no significant 
volume shifts or blood loss was anticipated there was a conscious decision not to use 
invasive hemodynamic monitoring.  Maintenance of anesthesia consisted of ventilation 
with 0.2% isoflurane  and a remifentanil infusion 0.05mcg/kg/min. The procedure took 
longer than anticipated and at approximately 2h 45 mins there was a request for apnoea to 
obtain some cardiac images.  A few moments later there was a single atrial ectopic beat 
followed by bradycardia and over the next several hours a prolonged effort was made to 
resuscitate and stabilise the child to no avail. 
 
Risk Factors for Pulmonary Hypertensive Patients: 
For adult patients: 
RV pressures greater than 2/3 systemic pressures and RVH 
History of syncope 
GA longer than 3 hours 
Major co-morbidity   
7% mortality reported for non-cardiac surgery (145 procedures 1991-2003) 
70% maternal mortality with Eisenmengers (and high fetal loss also) 
Outcome data for PAH in children: 
Median survival 10/12 



Calcium channel blockade, sildenafil, bosentan all associated with improved survival 
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