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 Inhalation injury occurs when patients inhale superheated gasses, steam, hot 
liquids of products of incomplete combustion. [1]  Approximately 20% of patients 
admitted to the burn center can be suspected having experienced an inhalation injury. [2]  
Patients often exhibit an initial “honeymoon period” ranging between 24 to 72 hours 
prior to developing respiratory difficulty.[3]  Therefore, vigilance must be exercised.   
Initial emphasis is initially placed on securing the airway and making the diagnosis of 
smoke inhalation.  One cannot quantify the severity of inhalation injury.  Fiberoptic 
bronchoscopy has be determined as the “gold standard” for the diagnosis of smoke 
inhalation.  Bronchoscopic findings consistent with inhalation injury include:  
carbonaceous debris, mucosal pallor, mucosal ulceration, or mucosal erythema.[4, 5]  
Chest x-rays obtained shortly after injury are routinely normal, but are routinely obtained 
to evaluate endotracheal tube placement, as well as a baseline. 
 One must have a great deal of caution regarding the airway in patients with 
suspected smoke inhalation.  There is no role for the prophylactic intubation of these 
patients.  However, progression of facial and airway edema is progressive especially in a 
patient undergoing fluid resuscitation.  It is for these reasons, continuous monitoring of 
the airway in the burn ICU and early elective intubation as required.  
 There is no role for  treatment of smoke inhalation with either antibiotics or 
steroids.  Ventilator strategy will focus on limiting transpulmonary inflation pressure.  
Attempts will be made to limit PIP to less than 40 cm H20 pressure and the acceptance of 
permissive hypercapnia .[6-8]  Pressure limited modes of ventilation are preferred over 
volume-limited modes.[9]  When airway pressures remain persistently above 40 cm H2O, 
the adequacy of chest wall escharotomies will be reevaluated and consideration will be 
give to abdominal compartment syndrome (ACS).   Higher airway pressure might be 
tolerated due to decreased chest wall compliance, and the PIP might not accurately reflect 
true transpulmonary pressures.[10]   Inhalation therapy with nebulized heparin and 
acetylcystein will be started and continued for five days in those patients with smoke 
inhalation.[11]  High frequency percussive ventilation (VDR) may be used in patients 
perceived as having severe inhalation injury or as a rescue modality.  VDR ventilation 
has been shown to be beneficial in this group of patients.[12]  
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