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WHAT ISAN ADEQUATE DIVING MEDICAL ?
Martin Sher
Introduction

The problem of what constitutes an adequate dive
medical isnot anew one, and has been discussed at SPUMS
meetings before! This talk is concerned more with the
attitude and philosophy of diving medicine. Doctors prac-
ticing diving medicine seem to be becoming more remote
from their clients, the divers. This cannot be agood thing,
and can lead to problems.

Thediving medical

Itispossibly inappropriatethat | am giving thistalk,
as | do no diving medicals and practice very little diving
medicine. However | have done alot of diving and | come
from Cairns, atown with apopulation of just under 100,000.

A lot of diving happensin Cairns (54% of the diver-
daysin Queensland, where conservative estimates place the
number of dives per year at over 250,000).2 | have many
discussions with medical practitioners, those in the dive
industry, and the diversthemselves, and possibly seethings
from a different angle to the usual diving medicine doctor.

While | believe that problems occur at all levels of
diving medicine, | havechosenthedivemedical toillustrate
thepraoblem. | must stressthat | acknowledgethe great work
being done by people, like Des Gorman, who are helping to
improve our understanding of the patho-physiology of div-
ing problems. | also fedl that the training of GPsin diving
medicine is essential. This talk is limited to medicals for
sportdiving. Professional divingisaseparateissue, and | do
not believe the two can be equated.

Asl have said before much of the problem with dive
medicals is with the attitude toward them. Is it not rather
strangethat other hazardous pastimes, such ashang-gliding,
mountaineering, parachuting, snorkelling require no medi-
cal, whilescuba-diving requiresan extremely stringent one?
The only other activity requiring a similar “pass or fail”
medical isapilot’slicence. | donot believethetwo areat all
comparable, as a pilot in trouble is likely to injure others,
whereasadiver isonly likely to injure himself or herself. It
isinteresting to notethat the pilot of an ultra-light aircraftis
only required to state that he or sheisfit to drive acar.

Having said that, | do recognize that because of the
unique nature of diving, that a dive medical is essential.
However it isrelevant that we are prepared to allow people
to undertake other hazardous pastimes without a medical.

Most of themedical conditionsrelevant to diving are
detectable by taking agood history (e.g. spontaneous pneu-
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mothorax, epilepsy, diabetes, asthma, medications). Infact
without an honest and accurate history many of these can be
undetectable.

Evenwiththe best divemedical on Earthitisimpos-
sibleto predict who may have a spontaneous pneumothorax
inthefuture. Until it occursoneisfit to dive but afterwards
nomorediving. Storiesof peoplehavingthoroughmedicals
and then having a spontaneous pneumothorax abound.!
Recently patent foramen ovalehasbeenlinkedtoanincrease
in neurologica decompression sickness (DCS).3* This
conditionisextremely difficult to pick up, even with expen-
sive and potentially hazardous tests. Y et the Editorial in a
recent SPUMS journal (Oct 1989) the suggestion is made
that testing for patent foramen ovale should be part of the
dive medical of the future. If present the person should be
declared Unfitto Dive.s> What of the 60,000-120,000 current
diverswho areexpected to havethiscondition, which occurs
in 15% - 30% of the population 7 Arethey retrospectively
unfit to dive ? How will they react when told ?

| think it is high time we admitted to ourselves, and
our clients, that we do not really know whoisfit, or isnot fit,
for sport scubadiving. We can provide valuable advice, but
unfortunately there are still more grey areas, than black and
white. Thespeciality of divingmedicineisinitsinfancy, and
very little of what we practice and preach is scientifically
proven. We seem particularly keen to find bandwagons to
jump on.

The question of asthmain diversillustratesthisvery
well. Asthmahaslong been an absolute contraindication to
diving. However where does one draw the line. To quote
from the SPUMS Journal “anyone who has a history of
asthma, even if it isonly a suspicion, now bears the burden
of proving hedoesnot haveasthma.”® Fromthesamejournal
there was an article reprinted from Diver where asthmatics
are allowed to dive if wheeze free. The author stated that
“our morelenient policy has proved itself over the years by
the absence of any recorded serious incidents involving
asthmatics’.°

In January 1990 an article appeared in the British
Medical Journal onthediving practicesof scubadiverswith
asthma. The authors circulated a questionnaire for divers
with asthmain the magazine Diver, which hasacirculation
of 38,000. They received 104 replies from asthmatics who
between them had logged 12,864 dives. Most took b,
agonists before diving. 22 wheezed daily. Most of the
asthmawasinduced by cold air, exerciseand alergy. Their
conclusions, “Our study suggeststhat the British Sub-Aqua
Club’s recommendation to divers.....not to dive within 48
hours of wheezing is safe”.** Thisisthe closest thing | can
find to a study paper on asthma. Whoisright ? | certainly
do not know, and | suggest no-one does. Also many
respiratory physiciansfeel smokingisworsethan asthma, as
it affectssmall airway closure, yet wedo not ban all smokers
from diving.
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| believe that | have shown that there are problems
with diving medicals for sports divers. Another problem |
believe is on the increase is diver dishonesty. Divers
conveniently forget they are asthmatic, epileptic, or what-
ever, for fear of failing themedical. | believe the reason for
thisislack of confidence in their doctors.

Suggestions

Dol haveany solutiontotheseproblems? Notreally,
but | can offer some suggestions:-

1 Honesty onthe part of thedoctor! Let usbefrank and
admit we do not really know all the answers. This can be
done in the form of an explanatory note given to every
intending diver. 1t might read something like this:

“The sport of scuba-diving takes place in an
environment entirely foreign to humans. The human
body is not designed to function, and especially not to
breathe, whilst underwater. The normal body copes
remarkably well with these conditions. However the
reaction to certain medical conditionscan bemuch more
marked than when on land.

Thisis why it is extremely important to fill out
your medical questionnaire, and answer any questions
the doctor might ask, accurately. If you have any doubts
askthedoctor. Itisonly withall therelevantinformation
that thedoctor can giveyou valid advice on whether you
should, or should not, takeup scuba-diving. Themedical
isnot strictly a“Pass’” or “Fail” test, rather it isto give
you adviceasto any increaseintherisk of divinginyour
case.

Itisobviously inyour best interest to mention any
pre-existing condition(s) you may have, or have had in
the past. Without this knowledge your doctor may not
warn you of any risk factors and give advice on how to
minimize them.

It is also important to note that even a thorough
medical may not detect several conditions that increase
the risk of diving, and that diving related illnesses can
occur in peoplewith no pre-existing problems. Theonly
way to be certain you will not have a diving related
illnessis not to dive.

Should you take up diving it is extremely impor-
tant that if you devel op some changein health status, e.g.
become asthmatic, you should contact a doctor experi-
enced in diving medicine for a further medical before
diving again. Inany caseitisagoodideato haveadive
medical every five years or so.

Remember theaim of adiving medical isto make
sureyou areaware of any risk factorsthat you may have,
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and to give advice on how to minimize them. Theonly
one put at risk by inaccurate or incomplete information
isYOU.

If your doctor warns against scubadiving, listen
carefully to the reasons given, as they are NOT in any
way related to general fitness. e.g. you may be a fit
triathlete and still have risk factors that make scuba-
diving ahazardous pastime. Make sure you understand
why you have been warned not to dive, if you do not, ask
the doctor to explain again”.

2 A standard dive medical questionnaire for history
taking. (Both these items should be available in several
languages).

3 An appropriate physical examination. For instance
should it include spirometry ?

4 | would do no further testing if the questionnaireand
examination are both negative.

5 We should think before ordering further tests. Inmy
opinion audiograms have no relevance in a sport diving
medical. If theclient would like abaselinethat would bean
acceptabl e reason.

Chest X-Rayshavebeen showntobeof littlevaluein
asymptomatic healthy preoperative patients and pregnant
women. 12

6 Get rid of the paternalistic attitudetowards divers. If
risk factors are present, explain what they are and why. We
should offer further testing asrequired, and suggest acourse
of action. Most choicesshould beuptothediver e.g. if there
isavague history of asthmaasachild, the diver should not
“bear the burden of proving that he does not have asthma’.
Rather thedoctor should explainthat thereissome increased
risk while diving, and that more information could be
obtained by other testse.g. histamine challengetest. If he
wishes to dive a note can be given, stating that there might
besomeincreasedrisk, specifically whileascending, that the
maximum ascent rate should be below 6 m/minute and that
out of air situationsarelikely to have dire conseguences. A
personwho has someunderstanding of hisor her risk factors
isafar safer diver than one who does not.

Insomecasesitisnecessary to declareaperson Unfit
to Dive. Then spending time explaining to that person
exactly why they are at risk, and the likely consequencesiif
they do dive, isessential. If thisisnot donethe person often
goes to another doctor and devel ops selective amnesia.

Changes over theyears

In conclusion | would like to note changes that have
occurred since | took up scuba diving in the mid 70’s.
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Then we did not have octopus regulators, buoyancy
compensatorsand contentsgaugeswereararity asweredive
medicals. Neither portablerecompression chambers.nor the
DES network was available.

Aspart of thetraining we had to do free ascentsfrom
40, 60 and 100 feet.

Theoretically this should be arecipe for disaster, but
the accident rate did not seem any higher. In fact air
embolism seemed less common. |sthe increase due to the
use of buoyancy compensators ?

| am not recommending areturn to the bad good old
days, butitisimportant torealizethat herearealot of divers,
and diveinstructors, who trained in that era. Many of them
have medical conditions that would not be acceptable in
today’ s diving medical. These people are highly sceptical
and may advise friends not to mention certain conditions,
e.g. asthma, when going for amedical. Thisisareal recipe
for disaster. Articles by people who are sick of over-
regulation, and not convinced of the benefits of it, are
appearing in the diving press, and even in the SPUMS
Journal.

The other change has been in the doctors practicing
diving medicine. Then it wasthe Navy, and some doctors
whowerescubadivers. Now many doctorsarebeingtrained
to do dive medicals who have little or no experience in
diving. While| think it is wonderful that more people are
being trained in diving medicine, | do not think it is neces-
sarytoinstil the* passandfail” mentality. Therearesomany
grey areas in diving medicine, that to rigidly enforce opin-
ions on these doctors cannot be right.

| have mentioned diver dishonesty afew times, and
| believeitisontheincrease, certainly in Cairnsand | would
imagineelsewhere. Thecauseis, | believe, the paternalistic
attitude encouraged by the pass or fail approach to dive
medicals. Therereally isseldom needtofail people, if risks
are adequately explained, and problems emphasized they
will make the decision not to dive anyway. This does not
cover the grey areas, but there the decision should be left to
the diver after afull explanation by the doctor.

If we adopt this attitude it will lead to increased
confidenceinthemedical profession, and those peoplewith
some increased risk will at least have insight into their
problem and how to minimizerisks. Thismust bebetter than
people “forgetting” to mention that they are epileptic, or
being scared to take a puff of Ventolin before diving, which
is sadly what we are seeing now.

The argument that this attitude will lead to people
suing their doctors does not seem logical. How can one be
suedif oneinformstheclient of therisksand theclient makes
the decision to dive? | would have thought that someone
would be morelikely to sueif he had been passed fit to dive
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and then developed a dive-related problem. This group
wouldincludethe 100,000 odd diverswith apatent foramen-
ovale. Alternatively what if an overseaspersonisfailed, and
then suesfor the cost of thetrip plus psychological damage,
quoting the BMJ article on asthma?w

A magjor benefit of my suggested approach is that
some valid studies could be done. At present some people
considered unfit to dive are by-passing the system (by
changing their history) and diving. We do not know how
many. By and large these are the same people who would
dive even after therisks are pointed out. Y et inthese cases
wecould attempt to document figures, and have somefollow
up. Valid studies would no doubt prove the correctness of
thestricter medical attitudes. Thesewould then be based on
studiesdone on sport divers, and be of far morerelevanceto
sport diving than studies on military divers or submariners.

Conclusion

As with other hazardous pastimes the decision to
participate in diving should be |eft to the diver.
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