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I ntroduction: Pediatric anesthesia departments are actively involved in creating sedation and anesthesia
servicesin radiology departments (1). The MRI suite is considered a potentially hazardous environment
and conflicting information exists in fatality reporting (2). Despite risks of MRI, there seemsto be
under reporting of mortality in the medical literature (3). We sought to determine the incidence of death
in MRI reported in the non-medical literature.

Methods: An extensive search queried non-medical journals, legal, news and businesses sources using
the LexisNexis Academic® Database. Searchable terms entered into all news category fields included
“MRI,” “death,” “children” and “fatality.” A secondary search was also performed with EBSCO® and
NewsBank® databases with the same searchable items. No medical journals, databases or any other
source were searched.

Results: We found 10 deaths reported in the non-medical literature (1993-2005); 3 pediatric and 7 adult
patients. We categorized deaths into 4 groups. management (screening, not following safety guidelines),
missile (flying metallic objects), monitoring (improper patient monitoring) and medical (over-sedation,
drug-related incidence).
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Discussion: MRI-related fatalities have been reported in both the medical and non-medical literature.
We found discrepancies of MRI-related desths reported in the non-medical literature and the medical
literature. This suggests a more frequent occurrence of MRI-related deaths reported in the non medical
literature because litigation may be involved (4). Other contributing factors include an increased
likelihood of breaching safety guidelines secondary to higher patient volume and sicker patients. Most
MRI deaths seem preventable, thus deeper understanding of risk in MRI must be studied.
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