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with a flexible tube with neither difficulty (Cormack 3 – Figure 3) [17]. 
The left femoral vein was punctured, and invasive arterial pressure 
measurement was installed in the right femoral artery (Figure 4).

The aortopulmonary window was corrected with aortoplasty 
and enlargement of the pulmonary artery at the site of connection to 
the aorta, by using primary suture (Figures 5-8). The infant received 
intraoperative red blood cell concentrate, platelets, albumin, and 
recombinant fibrinogen. The surgery was uneventful.

In the immediate postoperative period, massive bleeding trough 
the mediastinal tube was identified. Hemostasis review in the operating 
room revealed surgical site bleeding. The addition of an absorbable 
hemostatic agent stopped the bleeding, and the infant left the operating 
room after 2 hours.

The control echocardiogram evidenced closed aortopulmonary 
window, with no residual shunt, minimum aortic regurgitation, and 
mild overload of the left cavities with mild myocardial dysfunction. By 

Figure 1: Classification of aortopulmonary window adapted by Naimo with 
permission from Mori et al. [13] and Ho et al. [14]: (A) Type I – proximal defect; 
(B) Type II – distal defect; (C) Type III – total defect; (D) Type IV – intermediate 
defect. The right coronary artery ostium can originate from the proximal portion 
of the aortopulmonary window or nearby.

Figure 2: Operating table covered with the “egg-box” topper (1).

Figure 3: Cormack-Lehane classification [18]: (a) Grade 1 - Full view of glottis, 
easy intubation; (b) Grade 2 - Only posterior extremity of the glottis is seen, 
slightly difficult intubation, a mild pressure on the larynx can help; (c) Grade 3 - 
Only epiglottis seen, extremely difficult intubation; (d) Grade 4 - Neither glottis 
nor epiglottis seen, opt for alternative measures.

Figure 4: Infant properly positioned on the operating table, with pressure 
points well padded.
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placement, mild pressure should be applied, and the use of tourniquets 
should be avoided.

Bleedings

Patients with OI have increased capillary fragility, decreased 
factor VIII level, and defective platelet aggregation induced by 
endothelial collagen [27,28]. Bleeding can occur despite the normal 
results of coagulation exams, hindering the prediction of intra- and 
postoperative bleeding [29]. Thromboelastogram might not be useful. 
Thus, the infusion of platelets and hemostatic components is always 
recommended to those patients during surgery [30].

Malignant hyperthermia

Malignant hyperthermia is a pharmacogenetic disorder, whose 
crisis is triggered during general anesthesia by halogenated compounds, 
such as halothane, isoflurane, sevoflurane and desflurane, as well as by 
the muscle relaxant, succinylcholine. Anticholinergic drugs have been 
reported as possible inducers [31].

Patients are usually asymptomatic, and the crisis begins suddenly. 
The clinical signs and symptoms of malignant hyperthermia 
are progressive body temperature increase reaching up to 44°C; 
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