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atm abs for pacemakers and 4.9 atm abs for ICDs, but
vary by manufacturer and model. 2) ICD defibrillation
during HBO, has not been reported, nor tested. 3) If
there is an 1CD discharge (defibrillation) in the presence
of lead damage, ignition could occur. We advise that
present-day 1CDs should be deactivated before HBO,

therapy (monitoring the patient and the capability for
defibrillation would therefore be important).
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BACKGROUND: Delayed ventilation from
emphysema or lung bullae may increase risk for
pulmonary barotrauma during decompression from
hyperbaric oxygen (HBO,) therapy,’ which can be
lethal.> However, recommendations about quantifying
risk of HBO, in patients with delayed ventilation are
lacking.

METHODS: Patients with lung disorders (emphysema,
asthma, radiation therapy, pneumonia, trauma, surgery,
smoking history) and referred for HBO, had chest
radiography and if abnormal, or clinical suspicion
for delayed ventilation, also had xenon ventilation
scanning. Pulmonary function tests (PFT) and high
resolution CT were done if clinically indicated.
RESULTS: From 1/2005 to 2/2006 we identified 19
patients at risk for delayed ventilation. Fifteen patients
had abnormal chest radiographs (radiation scarring,
wedge-resection, traumatic pneumatocele, pneumonia,
nodules, or pleural effusion). Nineteen patients had
ventilation scans. Eight patients had PFTs: obstruction-
6, air-trapping-2, hyperinflation-1, normal-1. Seven
patients had chest CT scans showing air trapping,
nodules, granulomas, COPD, emphysema, or fibrotic
changes. One patient with bullous emphysema (xenon
washout >40 minutes) was excluded from HBO,
treatment because of lung and cardiac risk factors. A
second patient with delayed ventilation healed her wound
without HBO,, and a third had a normal ventilation
scan. Sixteen patients with delayed ventilation (mean
+ 1SD = 7.844 4, range 2 to 18 minutes) were treated
with HBO, (425 hyperbaric sessions) without adverse
events. HBO, therapy was discontinued early (session
#15) secondary to breathlessness in one, and in another
due to reevaluation of risk/benefit after 4 HBO, sessions.
Twelve of 16 patients with delayed ventilation >5 minutes
were decompressed slowly. Six of these 16 patients with
reversible airflow obstruction were given bronchodilators
immediately prior to each HBO, treatment.
CONCLUSIONS: Patients with delayed ventilation

may be treated with HBO,. Bronchodilators may
improve ventilation in some. HBQ, was not offered to
the patient with lung bullae, so we cannot extrapolate

these results to bullous disease.
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BACKGROUND: There has not been a systematic
review of treating intubated, critically ill patients in
monoplace hyperbaric chambers, yet some critically ill
patients may need hyperbaric oxygen (HBO,} therapy
delivered within monoplace chambers.

METHODS: From 1986 to 2006 we reviewed records
of all critically ill, intubated patients treated with HBO,
in Sechrist 2500B and 3200B monoplace chambers.
Patients were ventilated with the Sechrist 500A or
the Omni-vent ventilators. They were sedated and
occasionally paralyzed. Data is reported as mean:SD
(range).

RESULTS: Baseline characteristics: | 82 patients (1,281
HBO, sessions in intubated patients) in 61 females, 121
males; age=44+19 (2-83) years; 90 with necrotizing
fasciitis, 44-CQO poisoning, 14-crush injury, 10-gangrene,
7-AGE, 4-mucormycosis, 4-arterial insufficiency, 4-
failing flaps, 4-osteomyelitis, 1-radiation necrosis. Until
1995 we did myringotomies in 66 patients and from
1995 did not do them in 116 patients. Of 108 patients,
the APACHE 11=17.6+7.5(6-44). The average number of
IV lines per session = 3.8+1.8 (1-11). Of 154 patients,
27 died from their disease or withdrawal of support.
Complications necessitating decompression included:
Cardiac arrest (post-HBO, hypoxia-1, VT/VF-1);
hypoxemia with air breathing-2; arterial line/connectors-
5; ventilator circuit-8; ventilator malfunction-2; seizures-
3; air-trapping-4; inadequate sedation-5; arrhythmias-4
(35/1,281=2.7%).
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