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EDITORIAL NOTE  ̶  October 2026 
 
The E-News is the monthly newsletter of CUHMA, the 
primary outlet to share news/announcements, upcoming 
events, abstracts of recent publications, job postings, 
professional perspectives, and images of relevant 
professional scenes. Submission of applicable content is 
welcome. New issues are released on the last business day 
of each month. Past issues are available at https://cuhma.ca. 
Direct correspondence to info@cuhma.ca.  
 

Neal W. Pollock, PhD 
Université Laval 
 
 
NEWS/ANNOUNCEMENTS 
 
Virtual Scientific Meeting 2026-2 Cancellation 
Conflicts have necessitated the cancellation of the CUHMA 
virtual scientific meeting scheduled for October 24. 
 
CUHMA Board of Directors Elections 2026 
The nomination period for the board of directors election is 
open from October 05 (0800 Eastern time) through 
December 07 (0800 Eastern time). Nominations (of other or 
self) should be sent to info@cuhma.ca. Open positions 
include president-elect, vice-president, secretary, treasurer, 
and director-at-large. Online voting will run from December 
09 (0800 Eastern time) through Wednesday December 16, 
2026 (2359 Eastern time). Further details will be shared in a 
separate communication and in future issues of the E-News. 
 
CUHMA Online Safety Seminar  
An online safety seminar was held on September 23. 
Andrew Melnyczenko presented "Examination of a 
hyperbaric chamber fire" to discuss the events, 
investigation, and findings related to the fatal chamber fire 
in Troy, MI in January 2025. The presentation and follow-
on discussion were captured in the program recording, 
which will be available for members on the CUHMA 
website. The session qualified for 2 Category B credits 
from the National Board of Diving & Hyperbaric Medical 
Technology (NBDHMT). We welcome suggestions for 
future seminar topics at info@cuhma.ca. 
 
 

UPCOMING EVENTS 
 
Divescapes Scuba Conference 2026 
The Divescapes scuba conference and exhibition will be 
held October 16-17 at the Evario Events Centre in 
Edmonton, AB. The Alberta Underwater Council program 
includes international speakers, workshops, and trade show 
booths. Visit: https://www.divescapes.ca.  
 
UMC Introductory Diving Medicine Course 2027 
Undersea Medicine Canada will offer a Level 1 
'Introductory Course in Diving Medicine - Fitness to Dive' 
June 07-11 in Halifax, NS. An optional half-day pre-course 
will be held June 06 for those wanting additional 
preparation for the program. Upon successful completion of 
the course, physicians will qualify as CSA Z275.2-15 Level 
1 Diving Medical Examiners and can have their names 
listed with the Diver Certification Board of Canada (DCBC) 
to conduct commercial diver medicals in Canada. This 40-h 
course has been accredited for 35 MAINPRO+ CME credits 
by the College of Family Physicians of Canada. The 
registration portal will open on January 15. Contact Dr. 
Debbie Pestell (drdeb1@ns.sympatico.ca; 902-225-8214) or 
visit: https://underseamedicine.ca for more information. 
 
 
RECENT PUBLICATIONS 
 
Aidara AW, Kassir S, Diene MN, Diop EHC, Leye-
Benoist F. Dental barotrauma and barodontalgia in 
divers: a comprehensive review for dental practitioners. 
Dent Traumatol. 2026 Sep 7. doi: 10.1111/edt.70131. 
Epub ahead of print. PMID: 42706753. 
Scuba diving exposes teeth, dental restorations and 
prosthetic devices to substantial hyperbaric mechanical 
stress. Dental barotrauma (pressure-induced structural 
injury) and barodontalgia (pressure-induced dental pain) 
are oral complications that remain underdiagnosed in 
routine dental practice, despite their capacity to cause acute 
pain, restoration failure and in-water emergencies. Gas 
entrapped within defective restorations, incompletely 
obturated root canals or poorly adapted prostheses 
responds to pressure change according to Boyle's law, 
generating forces that can fracture tooth structure or 
displace restorations, while barodontalgia reflects the 
activation of pressure-sensitive nociceptors within 
inflamed pulpal or periapical tissue. This comprehensive 
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review, reported with attention to the SANRA quality 
criteria, synthesises current evidence on the 
pathophysiology, clinical manifestations, risk factors, 
epidemiology and preventive and restorative management 
of these conditions. Reported barodontalgia prevalence 
ranges from roughly 10-19% in civilian and recreational 
diver surveys to markedly higher rates of dental or 
orofacial pain in some military naval cohorts. 
Epidemiological data are sparse, particularly from low- and 
middle-income countries, and no international dental 
professional body has issued clinical practice guidelines 
for divers. Evidence-based management centres on pre-
dive dental assessment, durable restorative seals and 
structured post-procedure diving-restriction protocols. In 
patients who actively dive, particularly those presenting 
with unexplained pressure-associated dental pain or 
recurrent restorative complications, dental practitioners 
should consider diving exposure as part of the clinical 
history and apply targeted preventive and restorative 
measures. Prospective studies and, in due course, 
consensus guidance would help reduce the burden of 
diving-related dental complications. 

 
Ng BSM, Desai SR, Hwang NC. Cerebral Arterial Gas 
Embolism in Cardiovascular and Aortic Procedures: A 
Narrative Review of the Mechanisms, Diagnosis, 
Management, and Prevention. J Cardiothorac Vasc 
Anesth. 2026 Sep 4:S1053-0770(26)00881-5. doi: 
10.1053/j.jvca.2026.08.173. Epub ahead of print. PMID: 
42805827. 
Cerebral arterial gas embolism (CAGE) is an uncommon 
but potentially catastrophic complication of cardiothoracic 
surgery, extracorporeal circulation, mechanical circulatory 
support, and catheter-based cardiac interventions. During 
these procedures, gas may be introduced to the cardiac 
chambers, aorta, and cerebral arterial circulation through 
different mechanisms. Clinical presentation ranges from 
abrupt intraoperative hemodynamic and neurologic 
deterioration to delayed, subtle focal deficits emerging 
after an apparently uneventful emergence from anesthesia. 
As intracranial air is detectable on computed tomography 
in only a minority of confirmed cases, CAGE remains 
fundamentally a clinical diagnosis, and a high index of 
suspicion in the correct procedural context should not be 
delayed by or dependent on imaging confirmation. 
Immediate management prioritizes cessation of further gas 
entry, 100% oxygen, and hemodynamic optimization to 
preserve cerebral perfusion, with hyperbaric oxygen 
therapy representing the definitive treatment; outcomes are 
most favorable when hyperbaric oxygen is initiated within 
6 hours of symptom onset, although benefit may still occur 
with delayed treatment. Most mechanisms of CAGE-
inadequate deairing, direct gas introduction, and 
entrainment-are preventable through meticulous circuit 
vigilance, standardized deairing protocols, and human 
factor safeguards. Cavitation and unpredictable outgassing, 

however, may occur despite optimal technique, placing 
greater weight on early recognition. This review 
synthesizes procedure-specific mechanisms, presentation, 
diagnosis, acute and preventive management across cardiac 
and aortic surgery, mechanical circulatory support, and 
catheter-based interventions, with the goal of supporting 
rapid recognition and coordinated multidisciplinary 
response by the perfusion, surgical, procedural, and 
anesthesiology teams. Specific anesthesia considerations 
and the role of transesophageal echocardiography are 
discussed. 

 
Prevautel T, Castagna O, Gempp E, Blatteau JE, 
Demoulin R, Louge P. Negative static lung load and 
immersion pulmonary edema in healthy divers: the 
determinant role of breathing gas source position. Med 
Sci Sports Exerc. 2026 Sep 28. doi: 
10.1249/MSS.0000000000004159. Online ahead of print. 
PMID: 42804701    
Purpose: Immersion pulmonary edema (IPE) affects divers 
and swimmers across the age and fitness spectrum, 
including young, trained individuals, indicating that 
mechanical factors act alongside any cardiovascular 
predisposition. We hypothesized that an extreme negative 
static lung load (SLL), produced when the breathing-gas 
source sits shallower than the pulmonary centroid during 
prone swimming, increases extravascular lung water as a 
function of gas-source position rather than device type. 
Methods: This translational study combined a retrospective 
analysis of 21 rebreather-associated IPE cases in healthy 
professional divers (2009-2015) and a prospective cross-
over study in 15 healthy volunteers who performed a 
standardized 30-minute prone finning exercise in cold 
water twice: with an open-circuit system (near-neutral 
SLL) and a back-mounted rebreather (negative SLL). 
Extravascular lung water was quantified by ultrasound 
lung comets (ULC); inspiratory work of breathing (WOB) 
and mean hydrostatic load were measured in immersion 
with a pneumo-baro-tachograph across body positions. 
Results: All 21 cases (median age 32) occurred in divers 
free of cardiovascular disease with a back-mounted gas 
source generating negative SLL; 34% developed without 
exertion, and depth was not distinguishing (median 21 m, 
range 7-80). The prone position imposed a mean 
hydrostatic load near -32 cmH2O and an inspiratory WOB 
of approximately 3.3 J/L, versus 1.3-1.5 J/L when vertical. 
After diving, increased extravascular lung water (ULC >5) 
was more prevalent with negative SLL than open-circuit 
(80% vs 27%; McNemar P=0.008), despite a greater 
distance covered with open-circuit. Conclusions: An 
extreme negative SLL set by gas-source position is 
associated with markedly increased inspiratory loading and 
extravascular lung water, independent of exertion. These 
findings support continued consideration of SLL in the 
physiological evaluation and safety assessment of 
occupational life-support systems. 
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Schockaert G, Engelborghs S, Bochanen N, Tironi RM, 
Van Soest S, de Beukelaar T, Vanwanseele B, Willems 
R, De Smet S. Physiological responses during a maximal 
dry static breath-hold in a world champion freediver. 
Respir Physiol Neurobiol. 2026 Oct; 345:104617. doi: 
10.1016/j.resp.2026.104617. Epub 2026 Jul 4. PMID: 
42398641. 
Few studies have described physiological and cardiac 
rhythm responses to maximal voluntary breath-holding in 
elite freedivers. This case study presents minute 
ventilation, PETO2, PETCO2, involuntary breathing 
movements (IBMs; surface electromyography), SpO2, 
muscle and cerebral oxygenation (near-infrared 
spectroscopy), and cardiac rhythm changes 
(electrocardiogram) before, during, and after a maximal 
dry static voluntary breath-hold in a world champion 
freediver. Glossopharyngeal insufflation prior to the 
breath-hold increased forced vital capacity from 6.92 L 
(138% predicted) to 9.04 L (180% predicted). Compared to 
resting end-tidal gas pressures, the breathe-up in 
preparation of the breath-hold increased PETO2 (108 mmHg 
to 135 mmHg) and decreased PETCO2 (36 mmHg to 21 
mmHg). The breath-hold was 06'07" in duration, of which 
02'20" was spent in the easy-going phase and 03'47" in the 
struggle phase - the latter encompassing a total of 48 
IBMs. Throughout the breath-hold, PETO2 decreased to 38 
mmHg and PETCO2 increased to 65 mmHg. SpO2 
decreased from 97% to 73%. Muscle oxygenation 
decreased from 50% to 22%, whereas cerebral oxygenation 
remained relatively stable until the final ∼20 s of the 
breath-hold (∼68% to ∼62%). Heart rate variability-based 
markers of autonomic cardiac activity decreased during the 
easy-going phase, increased during the struggle phase, and 
normalized after. Asymptomatic bradycardia with 
competition between sinus bradycardia and junctional 
rhythm and (supra)ventricular extrasystoles manifested 
throughout the struggle phase and resolved after breath-
hold cessation. This report of a world champion freediver 
shows that a long voluntary breath-hold induced transient 
asymptomatic cardiac arrhythmias, likely linked to the 
physiological stress of extreme voluntary breath-holding. 

 
Sokolowski-Wojnicki SA, Wojnicki MJ, Räisänen-
Sokolowski AK. The effect of hyperoxic environment on 
lung function and myopisation in an extended closed-
circuit rebreather diving expedition. Diving Hyperb 
Med. 2026 Sep 30; 56(3):294-302. doi: 
10.28920/dhm56.3.294-302. PMID: 42743569. 
Introduction: Repetitive closed-circuit rebreather (CCR) 
dives subject the human body to a hyperoxic environment. 
Prolonged oxygen exposure can lead to lung abnormalities 
and myopic shift. The aim of this study was to analyse the 
effects of a 31-day period of repeated CCR dives on divers' 
lung function and visual acuity. Methods: The CCR divers 
recruited for the study were participating in a research 

project in Chuuk Lagoon, Micronesia. Weekly 
measurements included lung function using spirometry and 
visual acuity with a Snellen chart. Oxygen exposure was 
calculated using multiple models. The impact on 
spirometry was tested by comparing the values before and 
after the expedition and by running regression analysis 
against accumulated oxygen exposure. Results: The divers 
(n=12) performed a total of 173 CCR dives with mean 
(SD) maximum depth of 38 (13.9) msw and dive time 101 
(38.8) min. The daily oxygen exposure limits for unit 
pulmonary toxic dose and central nervous system toxicity 
were respected. One diver had a decrease in multiple lung 
function parameters. Another developed spirometric 
evidence of mild obstruction by the end of the expedition. 
However, there were no statistically significant changes in 
spirometry results. Visual acuity showed fluctuations 
throughout the expedition, but no overall trend. 
Conclusions: Diving expeditions can be executed safely 
when respecting the guidelines for oxygen exposure. 
Reasonable oxygen exposure does not seem to 
significantly affect lung function or visual acuity. 

 
 
 
CUHMA-ACMHS is the Canadian voice for the advancement of 
hyperbaric and diving medicine throughout our country and 
beyond. Our activities include continuous medical education for 
physicians, nurses, respiratory therapists and anyone involved in 
the fields of hyperbaric and diving medicine. We are also 
promoting dissemination of clinical research, publishing position 
statements, liaising with related professional associations and 
government agencies. Our main goal is advocating on behalf of our 
patients. Our vision is to be the reference for the development and 
delivery of hyperbaric and diving medicine in Canada and beyond. 
Our mission is to promote excellence in hyperbaric and diving 
medicine through leadership in education, promotion of best 
practices and advocacy for our patients. Our values are excellence, 
leadership, collaboration, communication, and integrity. 
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