
Congratulations to Cornet and colleagues [1] for their 

article questioning the use of supplemental oxygen in 

medical emergencies. � ey raise the issue that although 

high-dose oxygen is the initial management for many 

conditions, data that hyperoxia may produce harmful 

eff ects continue to accumulate [1,2]. Additional to the 

poorer outcomes presented by the authors [1], increased 

mortality and morbidity are also seen in traumatic brain 

injury, asphyxiated neonates and cardiopulmonary 

bypass [2]. Clearly this is not only an issue for emergency 

care, but any area of medicine where supranormal oxygen 

tensions are experienced. In the critical care setting, use 

of extracorporeal life support devices such as extra-

corporeal membrane oxygenation for cardiorespiratory 

support may expose patients to unprecedented partial 

pressures of oxygen (even far above mechanical venti la-

tion) [3,4].

Current practice is largely based on optimal oxygena-

tion being unknown and instead adopts the assumption 

that maximal oxygenation is of maximal benefi t [1,2]. 

However, oxygen in excess to normal physiology has the 

potential to disrupt homeostasis and cause adverse 

eff ects. In order to establish best practice for oxygen 

supple mentation - a practice deeply ingrained in current 

medical techniques - clinical outcomes and pathophysio-

logical mechanisms for hyperoxic damage need to be 

delineated. � e authors raise the ethical issue of random-

ized clinical trials to test hyperoxia outcomes versus 

normoxia (as everything to date is retrospective analysis 

of outcomes). Although these data would be valuable in 

considering change, we present animal models as a more 

appropriate initial study to test the eff ects of hyperoxia 

before progressing to clinical studies [2,4,5].
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