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Soft | enses are reasonably cheap and easy to
make. Wen | nean by cheap is that the price is
around $100 to $114 for a nornal spherical
correction. But these special astignmati smlenses
in Sydney are $184 a pair. And you really would
think twi ce about diving with them on, when you
have got a very good chance, if you fl ood your mask,
of losing them For unlike the conplete spherical
lens these lenses will float off easily. W can
make the sane | ens, conpl etely spherical with the
bal | ast just incorporated in a part that we woul d
normal |y cut off. However | find!l runintofitting
probl em

Sone attenpts have been made and are still
being nmade, and | am sure as time goes will be
successful, of making silicone |lenses. That is
using silicone rubber. The problemwi th silicone
rubber isthat it i s hydrophobic, it repels water.
We wer e at one stage toldthesewerethe ant’s pants
for people after a cataract operation. They are
easier to put in as the silicone lens is sem-
rigid. Because they are hydrophobic and repel
wat er the manufacturers put a chemical on the
out si de so that they woul d not repel water. |f you
do not you would get the tears sitting as little
ball's of water on the front of the contact |ens,
therefore interfering with vision. | was not the
only one involvedinthis trial and we prescribed
them After about ayear the patients all canme back
because t he cheni cal had cone of f the front of the
I ens. Which was enbarrassing when they had paid
$150 for a pair of contact |enses. At the nonent
attenpts are still being made, and sone have been
successful, toget thesesilicone el astomer | enses
insonme formthat we can put into peopl e that does
not have al | the di sadvant ages of the soft | enses.

The bi ggest di sadvant age of the soft | enses
isthat they dotake a fair bit of maintenance. W
have got to spend about 10 m nutes a ni ght | ooki ng
after themproperly, sterilizingthem |t does not
worry ne but it is atrial for sone people.

That is basically all | want to say about eye

problens of diving. As | said nost problens are
optical, not so much rel ated to nedi cal problens.

EAR AND DI VI NG

Dr Bill Hurst

I was asked to tal k toni ght about the ear. It is
very difficult to talk to a group like this on
t opi cs that we have had year after year, You al |

know j ust about as nmuch about ear barotrauma as |
do. So | thought | woul d change it around and tal k
about dizziness because npbst people tal k about
deaf ness.

THE EXTERNAL EAR

When water that is either above body
tenperature or bel ow body tenperature enters the
external ear convection currents are set upinthe
sem circul ar canals. This fools the ear because
the fluid is noving either up or down depending
whet her your are using cold water or warmwat er.
The vestibule on that side or the | ower canal on
that side thinks that thereis notion, and because
t he opposi te ear has not got an equal and opposite
stimulus it throws the conputer between the ears
into confusion. Then we becone dizzy. If in any
way you get cold water into one ear nore than the
other you may get a caloric response. This wll
last only a short time. It is a true rotating
nystagmus and it will settle down as the water
warns up. Things that will cause this are wax
bl ocki ng one ear or ear plugs. | put wax first
because no diver in their right senses puts plugs
intheir ears. You do occasionally get sone fool
who has been scuba di vingwi t h ear plugsinandthen
you have to fish a plug out of the ear about six
inches in. This causes quite a bit of trauma.

THE M DDLE EAR

You all know the problenms of descent and
ascent, Eustachi an tube obstruction and traumatic
perforation. Wen you get atraunatic perforation
there is exquisite pain, acute pain. Then you get
acaloric stinmulation. Youget painandimediate
verti go. Now the things that wll cause a
perforation are forceful auto-inflation, or nore
usual |y the fool who keeps goi ng down when he has
got pain in his ear. He keeps goi ng down, down,
down, and eventually it pops. He cones up
screamng like a Polaris missile. The sanme can
happen in ascent, this is the reverse Eustachi an
tube problem Usually it is a passive nechanism
inthat as you are coming up the air goes down t he
Eust achi an tube and escapes. | think that | might
om t di scussing | ocki ng on descent because sonmeone
m ght |ike to ask a question about that at the end
of the discussion.

If youget atraumatic perforation while you
are diving, thetreatnent i s do nothing, unl ess you
have a di scharge fromyour ear. Strangely enough
if you get a perforation in salt water usually
there is no infection. This is true in the
Mel bourne waters. | amsure you would get a high
pl ankt on count i nthe nmi ddl e ear here and you woul d
probably get it infected. Certainly if you
perforate your ear in fresh water, as we see often
inwater skiers, then you can get a di scharge from
the ear only a couple of hours after that injury.
It isquite dramatic. In fact alot themcone in
and they think that thewater i s still draining out
of their ears fromthe incident. |If you get a
perforation you can al so get cold water pouring
intothe mddl e ear and the caloric effect is even
nore dramatic than it was when it just goes into
the external ear, because the cold water is cl ose
agai nst the vestibul e.



THE | NNER EAR

I think that we really should put a | ot of
thought totheinner ear. Fistulaformationisthe
in vogue condition with divers. ENT surgeons are
maki ng their nane on seeing these little pools of
perilymph. | think that we should be well aware
of the possibility of divers com ngin conplaining
of dizziness and deafness. | thinkreally thisis
the thi ng that we have to excl ude. But when trying
to exclude it, you have got the problemof trying
t o make up your m nd whet her thisis adeconpression
problem Andthisis very, very difficult as they
both have sinilar presentations, if there are no

other synptons apart from either dizziness or
deaf ness. | do not know how you can do it. ENG
(El ectronystagnmography) is not going to

differentiate, because you get the sane response.
So | think you have torely nainly on the history,
and j ust deternine whether this person has done a
di ve t hat exposed themto therisks of deconpression
sickness. |f they did, they shoul d be reconpressed,
because of the fact that their hearing will go and
their |labyrinthine function wll not return
wi t hout reconpression.

But if you feel reasonably confident that
your patient has a fistula of that their synptons
foll omed forced auto-inflationthenthey shoul d be
explored. It is avery sinple procedure. You can
rol | the drumback wi t hout causi ngtoo nuch trauma.
Then you see a little pool of fluid coming from
ei ther the round wi ndowor t he oval wi ndow. | have
no experience so for heaven’s sake do not ask ne
guestions about it. | understand that you scarify
the area and j ust stick a hunk of fat there and hope
that it stays there and does not float away. You
shoul d treat a fistulaas soon as possi bl e because
the hearing tends to deterioratewithtime. Afew
of themrecover, but apparently a lot of themdo
not. So get in there quickly.

Perhaps | shoul d briefly nmention the causes
of fistula. There are two theories that | would
accept. There are a couple of others that | think
are pretty airy-fairy. The first one is the
forceful auto-inflation, where you go down havi ng
a bit of trouble, or and all of a sudden you
equal ise and air real | y goes up t he Eust achi an t ube
and t he drumgoes boom [|f he has not perforated
his eardrumhe has pulled the ossicles right out
and that will naturally pull the stapes out of the

oval w ndow. That is pretty straightforward.
Also, if you get a lot of gas expanding in the
mddle ear as you cone up, that could do it.

Alternatively as you are descendi ng, the drumcan
be forced in to such a degree that it forces the
stapes actually into the vestibule. The other
mechani smis arisein CSF pressure com ng t hrough
t he cochl ear aqueduct. Wen you strain as you do
during Val sal va, it rai ses CSF pressure This cones
t hrough t he cochl ear aqueduct into the l[abyrinth
and you get the pressure pushing the stapes out.

M SCELLANEQUS CAUSES

These really probably are not true vertigo.
Syncope of ascent that i s duringrapidascent while

breat hhol ding, is due to poor venous return and
consequent poor cardi ac output.

Motion sickness is something we are not
really aware of. |f you go down over some weed,
turtlegrass or sonething like that, and watch it
goi ng backward and forwards, and you are just
hovering over it, it is very notion sickness
i nduci ng. That really is just a what we call
travel l ers’ nystagnmus being induced.

Chai rman (Dr John Kni ght)

Pet er Cohen ought to meet a ENT surgeon from
Mel bour ne who went diving in the Seychelles. He
had never been diving before. He did a resort
course, but nobody told himabout breathing out
into your nmask as you went down. He got down to
30" and coul d not see athing. So he cane up agai n.
He coul d see again. Once again he could not see

anyt hing. Wien | sawhi mthree weeks | ater his sub
conjunctival haenorrhages still obscured the
whole of the normally visible sclera. What

happened was t hat hi s eyes and t he surroundi ng sof t
ti ssue had been pushed into his goggles as he
descended.

Dr David Cossar delivered a paper on
sinuses. He outlinedthe devel opment, anat ony and
physi ol ogy of the sinuses and discussed the
problens caused by the changes of pressure
associated with diving.

COWMENTS
Dr John M ler

Apart fromthe nechani cal aspects of deal i ng
with the eye there are sonme ot her aspects that are
of inmportance not directly in ordinary diving but
in special sorts of situations. Particularly the
effects of oxygen upon retinal perfusion. As you
may know, if you have a patient breathing 100%
oxygen during a conpression and you continually
l ook at the retina through an ophthal noscope you
will see at a pressure that ranges somewhere
between 1.2 and 1.5 at nospheres absol ute a sudden
constrictionof thearteries and of the arterioles
intheretina. It seens to be a constant for the
sane person on a day to day basis but the nornal
range i s sonewhere between 1. 2 and 1. 5 at nospheres.
There are sone peopl e who arereal | y very sensitive
to this and showthe sane sort of retinal spasmat
very much lower partial pressures at sonething
like 0.75 and 1 at nobsphere absol ute of oxygen.

Now t hi s becones particularly inportant in
sone of the ol der age groups who are exposed to
these partial pressures of oxygenparticularly for
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relatively long periods of tine. These are
patients who are undergoi ng cycl es of hyperbaric
oxygen therapy, or sonebody, an elderly person,
under goi ng or taki ng part i na prol onged saturation
dive. Theresult fromthe prol onged reti nal spasm
appears to be a significant deterioration in
vision that nost times, but not always, is
reversible. Weseethisfrequentlyinthepatients
that we have with osteo-radio-necrosis of the
mandi bl e. These are pati ents who have had t unours
of the head and neck, had radiation therapy, and
then gone on to devel op osteonecrosis of the
mandi bl e. This particular conditionlends itself
to regeneration of the bone, due to presumably
revascul ari zation, wi th hyperbaric oxygen. These
peopl e have a significant deteriorationin vision
for afairly long period of tine, like upto three
mont hs. The occasi onal one stays w th pernmanent
injury tovision. Recently during one of our |ong
saturation nitrogen-oxygen treatments one of the
nurses we had in there underwent the same visual
deteriorationafter an exposure of six hoursto1l.2
at nospheres of oxygen. She is a wonan in her 50’s
who has been working for us for quite along tine
acconpanyi ng patients into the chanber. She was
exposed to air at 165 ft, for that | ength of tinme.
It took her about a week and a half to get a
significant return of vision. So that is one of
the elements that | think it is inportant to
recogni se, that there are things that can happen
at the back of the eye as well as the front of the
eye.

Coming tothe discussionof thingstodow th
the ear and in particul ar the nechani sns i nvol ved
and the history intrying to discrimnate between
a round wi ndowr upt ur e and vest i bul ar deconpr essi on
si ckness. The distinction has to be vital because
in vestibular deconpression sickness it would
appear that the ti me between t he onset of synptoms
and treatnent is absolutely critical. Andis very
short in the order of a maxi mumof 45 nminutes. So
t hat when t hi s happens you have t o nake t he correct
di agnosis otherwise the individual is going to
|l ose the inner ear on that side. These patients
who have lost an inner ear on one side then
conpensate over the succeeding weeks. So that
unless you do very precise testing they wll
frequently appear to be conpletely normal.

It isvitallyinportant that a personwho has
had a deconpression injury to one vestibule not
dive again if that person w shes to avoid being
made a cripple. Thereasonisif youw pe out both
vesti bul es you wi pe out the bal ance organs. Then
you have to rely entirely on your eyesight to
mai ntai n your bal ance and orientation. So you can
i magi ne that walking into a dark room becones a
real problemfor those people. Cosingtheir eyes
at any tineis areal problem You also appreciate
that, certainly inthelawcourts of North Amrerica
if not the | aw courts of the South West Pacific,
a customer who has a bilateral vestibular injury
can be nade to |l ook a very dramatically damaged
person in a court room

The distinction between a round w ndow
rupture and a deconpression accident rnust rest
primarily as Bill Hurst was saying on the history.
Al nmost invariably, at least in my experience,
peopl e who devel op round w ndow ruptures have
clearing problens on descent. | have not seen a
patient withthis sort of probl emwho does not have
a history of a clearing probl emon descent. |t may
not be avery major clearingproblem It isusually
associated with attenpts to clear. It is not
necessarily terribly painful, but sometinmesitis.
That history is the nain thingthat you can go on.
An indi vidual who has had a cl earing probl emand
subsequently goes on to devel op dizziness and
nystagnus following the dive. In fact nany tinmes
when i nner ear wi ndows rupture the person becones
so di zzy and so di sorientated that the dive has to
be aborted.

There are situations where soneone coul d
have clearing problenms and go on to devel op
vesti bul ar deconpressi on sickness nmaybe and then
presents with exactly the sanethingw th ahistory
that is confusing. Dr Joe Farnmer at Duke, who
consults onal ot of these cases and who has i n fact
done al ot of the work descri bi ngthese mechani sis,
presently is consulting onalawsuit case whichis
precisely this. An individual has had clearing
probl ems, persisted, had a clean dive on the
bottom Subsequently he deconpressed and becone
dizzy. The question is whether or not he had a
round wi ndowr upt ure or whet her it was a vesti bul ar
deconpr essi on si ckness. The managenent is different
in each case. Reconpression on the one hand and
ot her met hods such as surgi cal repair onthe other.

So the distinction between the two things
must be made on the history. Statistically around
wi ndow rupture froma cl eari ng probl emis goingto
be much nore comon t han fromsone ot her cause from
the group of causes that Bill Hurst nentioned.
Secondl y, except under special circunstances,
again | cannot really quote the nunbers but | am
sayi ng essenti al |l y what ny experienceis, theonly
tinme | have ever seen a vestibul ar probl emdue to
deconpr essi on si ckness i s an ai r-di ving si tuation,
as opposed to a deep helium dive, it has been
associated with other synptons of deconpression
sickness. |In deep heliumsaturation, 1500 ft to
1800 it, this nmay be the presenting form of
deconpressi on sickness with no other synptons at
all. I know of a couple of people who had
irreparableinjury totheir inner ears as aresult
of that particular syndrome wi thout any other
synpt ons of deconpression sickness.

Wth regard to any of the air spaces in the
skul | that communi cate with our normal breathing
passages, including in a sense the conjunctiva,
may | remind you what Ed Lanphier taught in his
basic course on diving nedicine. That nobst of
these structures are surrounded by bony cages
whi ch are non-conpl i ant and t he only thi ng t hat can
real ly happen if you push it is that the pressure
will equilibrate. And the only way that it can
equilibrate is by bleeding. A very rapid
conpression, such as a submarine escape rather



than an ordinary descent in the water, can cause
these sort of problenms without very much pain but
wi th sudden equilibration by bl eeding.

Chai rman (Dr John Kni ght)

I would like to rem nd everybody that the
| atest SPUMS Journal (March-June 1980) contains
reports of a series of fistulae reported from
Norway and one fromt he Royal Victorian Eye and Ear
Hospital. That nan did not equilibrate duringhis
10' breath hold dive. He got giddy on the bottom
Just before | | eft Mel bourne a girl came back from
Vil a where she and her friend had dived. M girl
swor e she had no ear cl earing probl embut when you
asked her about it she only cleared tw ce on the
way down to 50'. And she had, clinically, a
fistula. The other girl had Peter Freemanlift the
eardrumand plugafistula. Sol thinkit is amch
nor e conmon t hing than peopl e have t hought in the

past and | think we are going to see them
Question: Dr John MIler
Bill Hurst what are the sequelae of an

untreated round wi ndow rupture?

Dr Bill Hurst
They ei t her get better, stay the sane or get
wor se. One of the treatnents of a fistula is

absolute bed rest and just let the fistula heal
itself. Evenwith surgical treatment the results
can be poor. Being a true surgeon, it stands to
reason that the | ater these peopl e are operated on
the worse the results are going to be. So if we
can operate onthempretty quickly wecanlimt the
damage t hat may be done fromthe | eak and hopeful | y
solve their problems for them

QUESTI ONS, ANSWERS AND COMMVENTS

Question: Dr Mke Davis
Bill, I had hoped that youwouldliketotalk
about the nechani smof reversed bl ock.

| thought that | wouldtell youalittle case
history of this particular problem that we had
quite recently in Christchurch. He was a very
conpet ent scuba diver. He had been diving for 20
years. He never had any trouble with his ears in
his life. He had had a perfectly ordinary dive
doi ng what we tend to do round Chri stchurch which
istryingtofindcrayfish. Bewasinacave having
had a maxi num depth of about 40'-45'". He was on
a cave at 10' getting a crayfish out right towards
the end of the dive. Canme the tinme to cone out of
the cave and to ascend. He was totally unable to
| eave t he cave because of a trenendous painin one
ear. He stayed there. His buddy, who happened to
be a doctor as well, coul d not understand what was

going on. This chap was just lyinginthe cave and
every time that his buddy pointed to his contents
gauge trying to get himto go up he said no by
shaki ng his head. Finally his air ran out and he
had to ascend. Hand over hand as slowy as he
possibly could to the surface and for the whole
tinme he was in excruciating pain.

When we exami ned his ear all you could see
was a blob of blood. Two days later this had
regressed and there was no apparent injury to the
ear drumat all. What we assuned had happened was
that air had actually tracked round the insertion
of the drumseparating the | ayers and evagi nati ng
t he squanous cel | outer | ayer of the drumdown i nto
the ear canal. By 48 hours later the drum was
normal . There was norupture. But one assunes that
he had a severe ear problem
Dr Bill Hurst

W't hout actual |y | ooki ng at the person’s ear
it is very difficult. Was it seen by an ENT
Surgeon? (Yes). Reverse Eustachi antube obstruction
presumably is due to bl ockage either by swelling
of the Eustachian tube lining or a plug of mucus
inthe Eustachiantube. It isdifficult tosee how
this guy could actually get a reverse bl ock when
he paused at 10'. | do not know. There is another
thing that one can get. You bei ng an anaest heti st
can appreciate that you can get subcutaneous
enphyserma. Wy not get it in the Eustachi an tube?

Chai rman (Dr John Kni ght)

| have a favourite theory about why these
reverse bl ocks happen. | think that these people
have a chroni cal | y unbal anced mi ddl e ear pressure,
just slightly bel owanbient all thetineduringthe
dive. This leads to a collection of fluidin the
m ddl e ear which | suspect clots and forns a cork

that is driven into the Eustachian tube by the
expandi ng gas on ascent. It is as good as any ot her
t heory.

Question: Dr John Knight

A man or worman who suffers from presbyopi a
and the arns are not | ong enough for themto read
their depth gauge. And they have to stand off the
tube wornms so far that they cannot really see the
fine detail. | know what | do, but | would Ilike
to know what the experts woul d suggest.

Dr Peter Cohen

One advant age of divingis that whenyou dive
there is nmagnification.

Dr John Kni ght
It is not

detail .
Dr Peter Cohen.

enough for me to see close up

O her than that there are standard | enses,
very smal | ones, that you can gl ue onthe f ace mask.
They do cone in varying sizes. There are
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avai |l abl e, advertised in Anerican Journals, stick
on ones that you can buy.

There i s just one point that | want to make.
Your col | eague who when he got to 30" coul d not see
his mai n probl emwas retinal artery spasm because
t he anbi ent pressure was j ust conpressing his eyes
conpletely. Short termit does not do any harm

Dr John Kni ght

He was not wearing a mask, he was wearing
goggl es and they were just pushed in.

Dr Bill Hurst

| borrowed a face mask from sonmebody and |
swamroundincircles all afternoon. He has atiny
littlelens down in the bottomcorner of the mask.
It is a one eye bifocal lens that enables himto
read his watch.

Chai rman (Dr John Kni ght)

Those of you who have seen nme diving wll
have noticed that | wear a pair of spectacles
outside ny mask. So | have a bifocal that | can
slide up and down the gl ass of the mask so that |
do not have to squint through one eye.

Dr Peter Cohen

John MIler nentioned a very interesting
thing that he found people who were exposed to
hyperbari c oxygen devel oped vi sual problens with
the retinal artery vasoconstriction that comes on
with raised anmbi ent oxygen pressure. The nopst
fascinating thing is that | have never heard of it
in adults. It has a very practical application
because with retrolental fibroplasia people run
around the neonatal paediatric units trying to
nmoni tor PaC2. And yet it occurs every year in any
maj or neonatal paediatric unit. Chi I dren who
develop retrolental fibroplasia wthout being
exposed to high oxygen tensions at all. Some are
even described as being normally born, normally
full termandstill gettingit. The hypothesis has
been advanced that just the change in oxygen
tension fromthe foetal pressures to atnospheric
pressures is enough to trigger the process.

Dr John M ler

I's that not the nechani smthat i s postul ated
for the shut down of the lenticular vessels?

Dr Peter Cohen

That is right.
Chai rman (Dr John Kni ght)

| wouldliketolet everybody knowt hat a I ot
of hi gh nyopes do dive One of Australia’s |eading
diving doctors is a high nyope and he is al ways
havi ng hi s mask st ol en by peopl e who find that they
can see very nuch better with his | enses than they
canwithnolenses at all. He has al sohadaretinal
detachment and he still dives. So it is very
difficult to persuade doctors to be sensible.

Dr M ke Davis

(One of t he nechani sns t hat has been post ul at ed
for fistula formation that we have not nentioned
is the Valsalva itself. One of our ENT Surgeons
has t hree cases of non-divers devel oping fistul ae
wi th manoeuvres which would probably increase
central venous pressure.

Many years ago he was visiting a renowned
French surgeon who specialised in the surgical
managenment of this condition and he assured his
visitor that he had 100% success. There were
certain things that he would not all owthemto do.
That very afternoon they sawa young | ady who cane
inwith a recurrence of her synptom The first
guestion that the French surgeon asked was whet her
she had had i ntercourse and she rather bashfully
admitted that she had. He said “Ah, well, what do
you expect?”

Chai rman (Dr John Kni ght)

One m ght say that too nmuch sex will not only
send you blind but make you deaf as well.

| was once asked to give an anaesthetic to
a man who had a fistula. He was a diver but he had
not burst his round wi ndow diving. He had burst
it lifting a stone at work. He worked in a
stonemason’ s yard. He picked up sonethi ng rat her
t oo heavy and fi xed hi s t horax and abdormen. Rai sed
his intracranial pressure. And bi ngo, becane
gi ddy and deaf. So evenif heis adiver it is not
al ways due to diving.

Question: Dr N ck Cooper

Wuld there be any point in surgically
draining an acutely painful sinus inmrediately
after the dive?

Dr David Cossar

I f one has a trocar and cannul a in the boat,
yes | think that woul d probably be the thing.

My partner George Gray tel |l s me t hat what you
dois that if there is a vacuumsituation and it
seens nore especially to relate to the frontal
sinus, because of the length of the fronto-nasal
duct, is you take a 3" nail and you clout the 3"
nai |l throughthe floor of thefrontal sinus. | said
to George. Well that is pretty good because you
woul d cure himeither way. |f you hit in too far
you do a pre-frontal |eucotony. So he will |ose
his pain either

Question (unidentified voice)

Do you think that surgery has a place inthe
treat ment of divers who have chronic problems with
their sinuses?

Dr David Cossar
| think that is a very real point. | think

that there is a justification for doing an
endonasal antrostomy on a person who has probl ems



of this nature if it
di vi ng.

is a recurring problem on
If their desire to dive is such that they
are prepared to undergo surgery. | think that it
woul d be better to cure the nucosal cause of the
bl ockage first. And | think that is nore likely
to be the conventional Iine of treatnment. | think
that there is a case that coul d be made for doing
an endonasal antrostomy on sone patients.

Question (unidentified voice)

What about using Quickenstet’s test and the
fistula test to distinguish between inner ear
wi ndow rupture and |abyrinthine deconpression
si ckness?

Dr John M ler
Labyri nt hi ne deconpr essi on si cknessisrare.

Dr Bill Hurst

Why do Qui ckenstet’s when you can get them
to Val sal va? That is going to elevate the CSF
pressure. | think that you are really going to
conmpound the problem For the fistula test you
apply pressure to the external ear canal in people
who have got t he chol esteatoma. |f the chol est eat oma
has actually eroded into the | ateral semcircular
canal increasing or lowering the pressure in the
ear canal istransferredthroughthe chol esteatong,
tothesem circul ar canal andthis causes di zzi ness.
It is certainly not as dramatic as you get with
getting a patient to Val sal va. However if you have

an intact drum you are not going to get vyour
pressure through the mddle ear. So | doubt
whet her the fistula test woul d work.
Chai rman (Dr John Kni ght)

VWi le the experts are arguing | wll make
some comments. The incidence of |abyrinthine

deconpression sickness in air diving is very | ow

indeed. |f we see one we are not going to see him
within 45 mnutes of it happening. The usual

interval between a diver getting giddy and
presentingis five days tothree weeks. So we need

not worry. W have got to | ook inside his ear and
curethe fistulaif he has got a hole and i f he has
not got a hole we cannot help him

Dr John M ler

To continue with that. However even though
there is nothing you can do for |abyrinthine
deconpr essi on sickness at the tine, you are going
to seeit. Wat you can do for the individual is
t o recogni se what has happened. And nake sure t hat
the patient understands the consequences of his
continuing to dive.

Because i f he wi pes out the other labyrinth
he is in problens. | generally regard this as an
absol ute contraindication to continuing to dive,
one wi ped out |abyrinth.

Dr David Cossar

You keep on asking the novice to give his

opinion. Thisis abit hard for ne. | woul d have
t hought that if you had a fistulathroughthe round
wi ndow and you subjected the nmddle ear to a
signi ficant pressure change whil e wat chi ng t he ENG
you woul d get a dramatic response on the ENG

Dr Bill Hurst
| agree | have not seen this in the
literature. | would love to get sonebody with a

fistula and try it out on him

Question: Dr Janene Manner heim

Wth regard to retinal
with rai sed oxygen parti al
does it cone on?

artery constriction
pressures. How soon

Dr John M1l er

I't happens right as you go to pressure. You
do not havetowait for it at all. On conpression,
between 1.2 and 1.5 at nospheres usual |y, you just
see the arteries clanmp down. |t happens right
there. You can do it on yourself.

Question: Dr Mke Davis

Do they open up during the air breaks?

Dr John M1l er

| do not know. We do not gi ve our hyperbaric
oxygen patients air breaks. They are paying for
oxygen and they get oxygen.
Question: Dr Tony Slark
Abit nore onthis oxygen effect onthe eyes.

Isit useful at all in oxygen tol erance testing of
di vers?

Dr John M1 ler
I do not think so.
Dr Tony Sl ark

Is it a constant | evel of partial pressure
of oxygen whi ch causes the vasoconstriction that
remai ns constant for each individual throughout
his life?

Dr John M ler

I do not know if this persists throughout
life at the sane level but it certainly persists
for anonth at atime. Thisis the only |ength of
tine that | havel ooked at it andthe only situation
that ot her people have | ooked at it.

If youwll accept the nodel of the retinal
circulation being a mmcker of the cerebral
circulation then may be the brain circulationis
shutting down. And that happens. However recent

studies using fairly sophisticated |aser-type
techni ques, which can look at enzyme activity
whi ch are specifically oxygen |inked, show that

oxygen utilizationis normal. Oxygen deliveryis
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nor mal and perfusi on appears to be normal . Yet you
see thi s absol ute bl anching of the retina. There
are differences between the retinal circulation
and the cerebral circulation that are sufficient
to explain the difference.

Question: Dr John Knight

The man who did the very deep breathhold
record dive, Jacques Mayol, wore hard, airspace
contai ning, contact |enses. I wonder if Peter
Cohen knows anything of the technol ogy of this.
Because it woul d be very nuch easier to carry your
own private air pocket that did not fog up inside
your contact lenses than to have to keep on
swi shi ng wat er around i nsi de your mask so that you
can see.

Dr Peter Cohen

No comrent

PROPHYLAXI S OF MALARI A

Arecent letter to The Lancet (Novenber 15 1980,
p1079) fromthe nmedi cal conm ttee of the Hospital
for Tropical Diseases, London gives this advice.

“The following drugs are recomended for the
prevention of malaria:

“Adul t doses are given. Children under 1 year:
gquarter dose. Children 1-5 years: half dose.
Children 6-12 years: three-quarter dose.
Antimal arial drugs are safer than malaria in
pregnancy.

(a) Africa, Arab St ates, Paki stan, |India (except
Eastern India), Pacific |slands

1. Proguani| (‘Paludrine’) 200ng daily
(first choice), or

2. Chl or oqui ne 300ng weekly.

(b) Eastern I ndi a, Bangl adesh, Sout h- East Asi a,
Central and South America, Papua New Gui nea

3. ‘ Mal oprim (pyrimetham ne and dapsone)
one tablet tw ce weekly;, or

4. ‘Fansidar’ (pyrimetham ne and
sul f adi oxi ne) one tabl et weekly. Not
to be taken by persons sensitive to
sul phormami des. The manuf acturers do
not reconmmend Fansidar in pregnancy.

For further information see Preservation of
Personal Healthin Warmd inmates, published by the
Ross I nstitute of Tropical Hygi ene, Keppel Street,
London WCL.”



