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Appendix 1 – All data retrieved from the clinical record for audit purposes
Commercial diver / Sport diver (delete as appropriate)
Patient Name ________________________________
Date of Birth ________________________________
Unit Number ________________________________
Patient Address (Use patient addressograph if possible)

_________________________________________
_________________________________________
_________________________________________
Post Code ____________

Name of patient’s GP _______________________________
Address _________________________________________

_________________________________________
_________________________________________
Post Code ____________

Source of Referral
Relapse ____
Self referred ____
Hospital Unit Name _______________________

Location _______________________
GP referred Name _______________________

Location _______________________
Emergency services ________________________________
End of last dive
Date ___/___/___ Time ___:____ am/pm
Onset of symptoms
Date ___/___/___ Time ___:____ am/pm
Presentation to medical services
Date ___/___/___ Time ___:____ am/pm
Admission to ARI/HMU
Date ___/___/___ Time ___:____ am/pm
Start of primary treatment
Date ___/___/___ Time ___:____ am/pm
End of primary treatment
Date ___/___/___ Time ___:____ am/pm
Discharge from hospital ___/___/__
Letter to GP sent            ___/___/__
Final diagnoses_____________________________________
__________________________________________________

Working Diagnosis on Referral
CAGE _____
DCI Type I   _____ Type II _____
Partial drowning _____
Ommitted decompression _____
Barorauma _____
Non-diving _____
Initial symptoms
No signs or symptoms _____
Pain only _____
Sensory involvement _____
Motor involvement _____
Ataxia _____
Nausea/vertigo _____
Cerebral involvement _____

Clinical progression on admission
Resolved _____
Improving _____
Stable _____
Deteriorating _____
Therapy before admission
Oxygen _____
intravenous fluids _____
steroids _____
Other (detail) ______________________________
Presentation at hospital/HMU
Pain site ______________________________
Skin involvement ................ Y / N
Respiratory involvement ..... Y / N
Neurological involvement .... Y / N

Sensory _____
Motor _____
Bladder/rectum _____
Vestibular _____
Cerebral _____

Primary Treatment
Table 6 no extensions ____

extension at 18 m ____
extension at 9 m ____

Table 4 ____ Table 7 ____ Cx 30 ____
He/O2 saturation ____ HBO ____
Complication of treatment
Ears ___ Pulmonary ___ CNS ___
Other (detail) ___________________________________
Response to Primary Treatment
No initial signs or symptoms and no clinical change ___
Complete resolution of signs and symptoms ___
Major improvement in signs and symptoms ___
Moderate improvement in signs and symptoms ___
Slight or no change in condition ___
Relapse after treatment ___
( for treatment of relapse start another form)
Inspired oxygen monitored during treatment Y/N
Investigations
PFO Positive / Negative
Psychometry Positive / Negative
Other: (detail) ___________________________________
_______________________________________________
HBO sessions given after primary treatment Y/N
Condition on Discharge
Complete resolution ___
Mild pain or sensory residua ___
Residual motor involvement/ataxia ___
Urinary catheter ___
Cerebral residua ___
Follow-up
none required ___
at home ___
return visit required ___
follow-up appointment made Y/N


