Potential error in the use of
AEDs during an in-flight
emergency

To the Editor: In their recent case re-
port regarding the use of an automated
external defibrillator (AED) on a
transatlantic flight, Katis and Dias' il-
lustrate several important issues relat-
ing to the use of AEDs that educate us
about this emerging trend of AED im-
plementation on aircraft, in shopping
malls and even at golf courses.

I feel it is important to clarify one
important point, however. In the in-
flight emergency case documented, the
authors suggest that a potential error in
the use of the AED led to “inappropri-
ate intentions to start CPR in a sponta-
neously breathing patient with a pulse.”
This inappropriate action resulted from
a message on the AED display screen.
The problem is, there was no indication
to use the AED device. In the case de-
scribed the machine performed cor-
rectly, but the operators did not.

AEDs currently deployed on aircraft
in North America are not approved for
use on a patient with a pulse, breathing
or with other signs of life. In fact, given
that this patient is described as having a
pulse of 55 beats/min, a blood pressure
of 90/60 mm Hg and a respiratory rate
of 12 breaths/min shows that there are
contraindications to placing the device
on the patient or to even powering on
the device. The guiding principle of
AED use is that they are only designed
to shock rapid, unstable rhythms such
as ventricular fibrillaton or ventricular
tachycardia, neither of which would be
present as described in this case.

As the deployment of these lifesav-
ing devices becomes more common in
our community centres and shopping
malls it is the responsibility of all
physicians, regardless of area of prac-
tice, to be current in CPR and the use of
AEDs. In fact, many aircraft now carry
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a fully stocked medical kit, which in-
cludes a hand held rhythm monitor and
a full ACLS drug complement.

Although I commend every physi-
cian for assisting during in-flight emer-
gencies, be aware that flight crews nat-
urally assume the physician will be
knowledgeable in all facets of emer-
gency response. I do agree with the au-
thors, who recommended larger screens
and universal voice prompts, but [
would add one stronger recommenda-
tion. Peer into your wallet and answer
the following questions: Are you cur-
rent in your CPR? and Have you re-
ceived an orientation to the use and
limitations of an AED? If not, I suggest
you familiarize yourself with these de-
vices and download the latest ACLS al-
gorithms to your PDA so the next time
you hear, “Is there a doctor on board?”
you are not surprised when an AED
and fully stocked medical kit arrive at
your side.

Allan Holmes, MD
Royal Columbian Hospital
New Westminster, BC
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Considering air embolism

To the Editor: 1 would like to commend
Dr. Tang for her excellent discussion of
paradoxical embolism consequent to
arterialization of venous thrombi
through a right-to-left shunt.'

A related phenomenon, paradoxical
air embolism, has been of interest to the
diving medicine community, since it
may account for at least some cases of
“undeserved” neurological decompres-
sion sickness occurring on relatively
conservative dives within the limits of
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standard dive tables.* Venous gas bub-
bles forming after normal dives are
usually filtered and eliminated harm-
lessly in the pulmonary vasculature;
however, there remains a chance that
bubbles can pass across a patent fora-
men ovale, present in perhaps 28% of
the general population, into the arterial
circulation.* This is a separate mech-
anism from cerebral air embolism, oc-
curring secondary to pulmonary baro-
trauma in divers who breath-hold on
ascent from scuba dives.

There have also been many cases of
iatrogenic arterial air embolism re-
ported in the literature following inad-
vertent air injection at central line
placement, vascular interventions in the
catheterization lab, or surgery.’

It is important that emergency physi-
cians consider the possibility of air em-
bolism whenever neurological symp-
toms present after any dive or potential
vascular misadventure. The treatment
for suspected arterial air embolism, re-
gardless of cause, is prompt hyperbaric
oxygen therapy.

John Fitz-Clarke, MD, PhD
Hyperbaric Medicine Unit
Queen Elizabeth 11

Health Sciences Centre
Halifax, NS
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