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AN ATYPICAL EPISODE OF DECOMPRESSION
SICKNESS

Hamish Holland

Summary

A case is presented of a novice diver in whom
symptoms consistent with decompression sickness devel-
oped after diving to adepth of 7 metres of seawater (msw).
Resolution followed hyperbaric oxygen therapy.
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Introduction

The diagnosis of decompression sickness (DCS) in
diversisheavily dependent on the history with considerable
weight giventothediveprofile. Various" safe” decompres-
sion tables are published, and it is generally accepted that
symptomatic DCSis extremely rare following exposure to
pressureslessthan 2 ATA L

A caseispresented of anovice diver who devel oped
symptoms after shallow training dives, inwhom DCSisthe
only tenable diagnosis.

Case Report

Thepatientwasal6yearoldgirl, performingher first
training divesin the open sea. The dive series commenced
at 1300 hours, and consisted of two dives to amaximum of
7 metresfor 15 minuteseach, thena30 minutebreak andfour
descents to 4 metres maximum over 40 minutes. Thedive
profile was confirmed by her instructor, and the diveswere
uneventful.

By 1800 hours, she reported aching knees and jaw,
and afeeling as if her ears were not equalised. The pain
continued overnight and was sufficient to disturb her sleep.

Thenextday, thejaw waseasi er but her kneeshad not
improved. Inaddition, she had aheadache, pinsand needles
in both legs, and occasional sharp pains in ankles, wrists,
elbows and shoulders. She presented to her local hospital
that day, and was transferred to the Royal Darwin Hospital
(RDH) 2 days after her dives, arriving at 1330 hours.

Onarrival at RDH, shestill had aching knees, painin
her shoulders, and an occipital headache, but all other
symptoms had resolved.

The patient stated she normally enjoyed good health
apart from occasional attacks of tonsillitis. She had not
noticed any fever, rash, weakness or lethargy athough she
had been resting in bed since the day of the dives. She had
no abdominal pain, nausea or vomiting, and no urinary
symptoms. Shecomesfrom an areawhereciguateraoccurs,
and eatsalarge amount of fish, but no other family members
reported any malaise. She has had no previous episodes of
ciguatera.

On examination, she proved to be aert and fully
orientated, with no nystagmus, no limb weakness, normal
tone and no clonus. Reflexes, including plantars, were
normal and no sensory losswasdetectable. Shewasafebrile
with no skinrash and nolymphadenopathy. Respiratory and
cardiovascular examination was normal, as were her ear-
drums. Her joints displayed afull range of movement and
did not show swelling, tenderness or localised warmth.



Chest x-ray was normal. Her haematocrit was 0.43
(normal 0.36-0.47). Overtheprevious24 hoursshehad been
allowed anormal oral intakeaswell asreceiving onelitre of
cystalloidintravenoudly. Shehad been kept on 50% oxygen
for thistime.

It was decided to use hyperbaric oxygen treatment,
with table RN 62, as DCS was possible. At the end of the
second oxygen period, she still complained of knee pains
and headhache but these vanished during the third oxygen
period.

Symptoms did not recur and the patient was dis-
charged four daysafter her dives, and reviewed aweek later.
Negative results for RA latex, Epstein-Barr virus, Ross
River virus, and an autoantibody screen were obtained.

Discussion

The symptomsin this case are consistent with DCS,
and did resolve with hyperbaric oxygen, even though the
divedoesnot support thisdiagnosis. However, no evidence
wasobtained to support the alternatives of ciguatera, marine
envenomation and unrelated polyarthritis. Current theories
of DCS support the concept of “silent bubble” formation
possibly occuring with any decompression, bothintravascu-
larly and in the tissues. The safe depth of 10 msw merely
refersto the development of symptoms. It isto be expected
that some peoplewill either produce more bubbles, or suffer
symptoms with fewer bubbles, than most of the popul ation.
This assumption predicts that occasional victims of DCS
will be extremely susceptible and reinforces the statistical
nature of the divetable. Itisimpossibleto produce adive
table and say DCS will be eliminated by following its
guidelines.

Bubbleformationintissuespresumably causessymp-
toms by compression and ischaemia. Intravenous bubble
formation (asymptomatic) has been reported after 18% of
dives (depths ranging from 6-39 msw), but after 25% of
divesdeeper than 25 msw.? These bubblesare not sufficient
to cause symptoms of gas embolisation, however they do
cause complement activation in aproportion of the popula-
tion.2 Theriseinright atrial pressurewhich followsimmer-
sionwould encouragetransfer of thesevenousbubblestothe
arterial side of the circulation.* 37% of a sample of divers
with DCS showed right to left shunting through a patent
foramen ovale as against 5% of the normal population.®

It is apparent that anatomical and physiological fac-
tors predispose some diversto the devel opment of DCSand
these people should be very cautious about continuing their
diving careers.

In spiteof resistancefrom the patient, her family, and
thelocal diving fraternity, she hasbeen advised to accept the
diagnosis of DCSand told that in her casg, it isnot possible
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to state atime after which further diving will be safe.
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REVIEW OF 1000 SPORTSDIVING MEDICALS

John Parker

Introduction

A diving medical is a medical examination which
concludes in a professional opinion whether a person, by
reason of their present medical state, is in danger of ad-
versely affecting their health if they scuba dive.

Being aprofessional opinionit can bechallenged. A
doctor must be abletojustify hisdecisioninlight of current
medical knowledge and opinion.

Nomortality or seriousinjury isacceptableindiving.
Should aperson be placed inany risk of thisby their present
medical state, they must fail.

Should a person be more liable to suffer a minor
injury because of their medical state, then they must be
forewarned of the dangers and instructed how to avoid such
aninjury.



