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A 70-year-old woman with a past medical history of chronic 
obstructive pulmonary disease presented to the hospital for 
computed tomography (CT)–guided biopsy of a new left lung 
nodular opacity (Figure 1) (Panel B). During the procedure, 
she developed dyspnea, dizziness, and a sinus bradycardia. It 

was noted on CT imaging that there was air in the descending 
aorta (Panel A, arrow), left ventricle (Panel C, arrow), and 
left ventricular outflow tract (Panel D, arrow). The procedure 
was aborted, and the patient was placed in a left lateral de-
cubitus position with Trendelenburg and supplemented with 
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Abstract
Air embolism should be treated promptly with high fraction of supplemental oxygen 
and repositioning to help facilitate reabsorption of the air bubble. Hyperbaric oxygen 
therapy should be given to those with severe disease.
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F I G U R E  1   Computed tomography 
(CT) during biopsy demonstrating multiple 
areas of intravascular air
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100% FiO2 by non-rebreather mask. She was transferred to 
the ICU for further monitoring. All symptoms were resolved, 
and the heart rate was normalized. Hyperbaric oxygen ther-
apy (HBOT) was considered; however, it was deferred since 
her symptoms were resolved and she was rapidly titrated 
down to nasal cannula. A repeat CT scan of the chest and 
head and echocardiogram were performed with no further 
air visualized. Patients with air embolism should be treated 
promptly with high fraction of supplemental oxygen and re-
positioning to help facilitate reabsorption of the air bubble.1 
HBOT should be administered to those with end-organ dam-
age, neurological deficits, or evidence of cardiopulmonary 
compromise.2
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