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Over view

Comorbidities can add additional complications to a patient undergoing
hyperbaric oxygen therapy. It is important to know when it is safe to
treat a patient and how the risk can be reduced to protect them. Pre-
treatment testing can rule out contraindications before the patient
begins HBOT. Working with your overseeing hyperbaric physician to
create the safest treatment protocol for a complex patient, can produce
better outcomes.




Comor biditiesthat poseariskandhow:

Chronic Obstructive Pulmonary Disorder (COPD) — COPD is a
respiratory disorder. Pulmonary barotrauma from lung overinflation is
a rare, but potential side effect of HBOT in patients that are at risk for

air trapping during decompression with active bronchospasm, mucous
plugging, and bullous lung disease.
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Comor biditiesthat poseariskand how:

Congestive Heart Failure (CHF) — CHF is a
condition in which the heart does not pump
blood as well as it should. Patients with CHF,
especially those with ejection fractions less than
30%, are at a higher risk for CHF exacerbation

and acute pulmonary edema during HBOT due

to fluid shift because of the pressure increase Right Left
ventricle ventricle )
and decrease. Patients should not be fluid Enlarged
Septum - ventricle
overloaded and a pretreatment, baseline Normal heart Heartfallure

echocardiogram may be considered.




Comor biditiesthat poseariskandhow:
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Comor biditiesthat poseariskandhow:

Long-Term Use of High-Flow Oxygen — Patients that utilize High-Flow
Oxygen regularly, are at an increased risk of Pulmonary Oxygen Toxicity
which could burn the lungs.
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Pr ocedure:

Complete hyperbaric consultation as normal but ensure the physician clearing the patient is aware of the patient’s
comorbidities.

Discuss the treatment protocol with the physician, such as treating at 2.0 ATA.
Make sure the pre-treatment testing that was ordered, has been carefully reviewed and signed off by the physician.

Obtain additional clearances if the hyperbaric physician has requested this be obtained from the patient’s specialist,
i.e., cardiac clearance from the patient’s cardiologist, pulmonology clearance from the patient’s pulmonologist, etc.

Watch the patient closely during treatment. Do not hesitate to abort the treatment if the patient exhibits any sign of
respiratory distress. Address any concerns with the overseeing physician, whether it is in pre-treatment vital signs,
after the treatment, or anything in between.




Safe Treatment Protocols

The clearing HBO physician will determine the treatment protocol. Dr. Serena and Matt Schweyer, Serena Group's
National Hyperbaric Safety Director, can work with the physician to answer any questions. The general
recommendation from Serena Group for patients that are not deemed “at-risk” is 2.4 ATA for 90 minutes with two
5-minute air breaks, with a rate set of 1.5 psi/min.

Why do we treat patients at 2.4 ATA? The deeper you go; the more Oxygen is driven into the body’s
compartments.

If a patient is deemed “at-risk” their treatment protocol should be modified. 2.0 ATA is a therapeutic treatment
pressure and does not require air breaks. Why should we treat “at-risk” patients at a lower pressure? We lower
the treatment pressure to decrease the likelihood of HBOT side effects.

When should you lower the rate set? Rate set should be lowered when patients are new to treatment and are still
adjusting to pressure differentials, as well as when patients have potential air-trapping diseases.







Question 1

A patient with a history of CHF comes in and the physician cleared them for
treatment. You take their blood pressure, and it is 220/108. Their BP at every
other treatment has been between 112-140 systolic and 70-90 diastolic. What
should you do, primarily?
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Answer 1

a. Dive the patient but keep a watchful eye.

b. Chart the BP and make sure the physician signs off on it when he/she completes the note.
c. Notify the physician for further instruction before diving the patient. (FIRST)

d. Wait 15 minutes and retake the BP.

e. Do not treat the patient that day.




Question 2

“At-Risk” patients should be treated at ?  ATA unless otherwise
determined by the clearing physician.
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2.0 ATA is a therapeutic treatment pressure and does not require air breaks.




Question 3




Answer 3

Congestive Heart Failure patients.
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Question 4

A patient with COPD and CHF, that has an Ejection Fraction of 40% can
NOT receive HBOT. TRUE or FALSE?

EJECTION FRACTION

What the Numbers Mean

NORMAL FUNCTION
55 to 70%

LOW FUNCTION
40 to 55%

POSSIBLE
HEART FAILURE
<40%




Answer 4

***CHF patients with ejection
fractions less than 30%
should be treated at 2.0ATA
and monitored closely
throughout treatments.
They’re at higher risk for
CHF exacerbation/acute

pulmonary edema during
HBOT.
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