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3. CASE REPORT - DECOVPRESSI ON SI CKNESS

Presenting Synptons

A Queensl and di ver, aged 29, presentedto his |ocal hospital with
severe pains inthe left armand forearm abdonen and chest, of five
hours duration. He had al so noticed an area of parasthesia over the
left maxillary and frontal region. He desired to urinate, but could
not succeed in this.

Past History

This i ncluded an anterior spinal fusion in 1969, and a previous
di ving accident resulting in severe epigastric painlasting four to
five hours, during 1966.

Diving Details

As far as can be ascertained the dives perfornmed that day were
as foll ows:

At 0730 he dived for about 40 minutes to a depth of 14 fathons,
for sal vage.

At 0900 for 35-40 mnutes at 14 fathons (salvage). An attenpt
at staging at the 10 feet mark for 20 m nutes was not carried out,
as the energency or reserve supply fail ed.

The third dive was perforned at approximately 1000 for 25-30
m nutes at 14 fathonms. This dive had to be termn nated when the diver
was conpelled to do a free ascent, as he ran out of air. A newtank
was used each tine for the dives, and he was di ving wi th conpani ons
who had no synptons. The gas supply cane fromthe sane source.

At approxi mately 1030 he perfornmed a series of “staging dives”
in which he descended to 14 fathons, slowy, stayed on the bottom
for an undisclosed tine, but used half a tank of air in a gradua
ascent. He then went down a fewnore times to undi scl osed depth for
undi scl osed tines. Five aqualung tanks were used. This group of
di ves was used as an attenpted reconpression therapy.

t ons

Following the third dive he arrived on the surface “al nost
unconsci ous”, with severe chest pai n and dyspnoea. Painsintheleft
wri st and el bowcomenced 2-3 mnutes later, andit was t hese synptons
that pronpted the attenpts at water reconpression. The descent
produced mld relief, however this was changed to extrene pain as



5.

he surfaced in each case. On exam nation at the District Hospital
t here were no gross physical signs, apart fromthe patient’s general
stat e of apprehensi on and confusi on and di sconfort. It was thought
that there was no bl adder able to be percussed, and that the |eft
armrefl exes appeared hypertonic. The left armwas difficult and
pai nful to bend. An area of nunbness to sensation was noted over
the left maxillary area. |V Valiumwas given, and repeated w t hout
synptomatic relief.

Exam nation Prior to RCC Treat nent

The pati ent was consci ous, co-operative, but drowsy. He was in
consi derabl e pain and di stress.

Respi rati on There appeared no abnornmalityintherespiratory
tract. The FEV1 o/ VC was 5.0/5. 7L.

Loconotor Pain was related to the | eft shoul der, el bow and
wist, with less severe pain involving the right arm (between
shoul der and el bow). Difficulty in novenent was encountered, but
the range was full.

Alinmentary There was considerable pain in the abdonen,
mai nl 'y suprapubi c. The patient had nanaged to pass urine once, with
considerable difficulty. He also noted increased borborygm,
verified with auscultation.

Neur ol ogi cal The patient had a frontal headache, wth
nunbness over the left maxillary and frontal regions. The only
abnormalities on CNS exam nati on were a past pointing with the | eft
hand, m ssing the nose by about two inches, increased reflexes
especially in the right knee, gross weakness of the left hand,
Ronberg’ s sign present (falling consistently and rapidly backwards
to his left side), and (?) nystagnus.

O hers There were no skin mani festation, areas of i schaem a,
| ynmphatic obstruction or signs of shock. Application of pressure
to the pain sensitive areas, via a sphygnomanonet er cuff pressurised
to 250 mm Hg, produced no change in pain sensitivity.

Tr eat nent

The pati ent was pl aced on an oxygen enri ched m xture, andthe transfer
via a pressurised aircraft was arranged for the 600 mle tripto a
| arge reconpression chanber. Wth the mni num of novenent by the
i ndividual, this transfer was carried out and he arrived at the PCC
at approxi mately 0200 on the foll owi ng day, viz, 15 hours after the
start of synptons. Aninitial attenpt was nade to obtainrelief using
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t he shorter oxygen tabl e, designed by Worknman. The patient did not
obtain significant relief of synptons after 10 m nutes at 60 feet
depth on O, and thus he was continued on the |onger O table (285
mnutes). Conplete relief was obtained with this therapy, and the
pati ent was taken fromthe chanber, asynptomatic, approxinmately 24
hours after the first dive comrenced. In the subsequent 24 hours
the patient had to be constantly nonitored to maintain his relief
fromsynpt ons, by the use of different O m xtures. This was achi eved
wi thout difficulty.

| nvesti gati ons

Unfortunately few investigations could be carried out in this
particul ar case, but there were no abnornmalities noted in the serum
enzynmes (LDH, CPK, SGOT, SGPT).

Furt her Treat nent

The patient was sent back to his home, with the provision that
he nmust not travel in commercial aircraft, that he nust remain at
rest for sone days and that there nmust be no further diving or flying
for a m ni num of one nonth.

Provi si onal Di agnosi s

This patient, according to the signs listed just prior to his
bei ng reconpressed, had deconpressi on si ckness invol ving the upper
i nbs, the abdonmen and the cerebel |l um

Coment s

1. It is about tinme that divers stopped relying on their energency
supply for deconpression staging.

2. The duration and depth of the dives far exceeded that expected
to produce deconpression sickness.

3. The diver’s attenpts at deconpression staging were grossly
i nadequat e. Water reconpressionusually | eaves t he pati ent worse
than it finds him and especially if one attenpts it with an
i nadequat e gas supply and a demand val ve system

4. The possibility of a high cervical spine bend, of worry to his
| ocal and receiving nmedical officers, necessitated the constant
supervi sion of the patient duringtransport, withthe ability to
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i ntubate and take over respiration needed at all stages.

The necessity to use aircraft pressurisedto ground |l evel isre-
enphasi sed, if air transport is used.

The post RCCtreatnent i s considered at | east as i nportant as the
reconpression in achieving a satisfactory final result.



