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Abstract

(Blatteau JE, Lambrechts K, Ruffez J. Factors influencing the severity of long-term sequelae in fishermen-divers with
neurological decompression sickness. Diving and Hyperbaric Medicine. 2020 March 31;50(1):9-16. doi: 10.28920/
dhm50.1.9-16. PMID: 32187612.)

Introduction: Numerous studies have been conducted to identify the factors influencing the short-term prognosis for
neurological decompression sickness (DCS). However, the long-term sequelae are rarely assessed. The purpose of this
study to investigate the factors likely to influence the long-term prognosis.

Methods: Twenty-seven Vietnamese fishermen-divers who on average 9 (SD 6) years beforehand had presented with
neurological DCS and ongoing sequelae, were questioned and examined. The severity of the initial clinical profile was
quantified using a severity score. The long-term sequelae were clinically evaluated by looking for a motor or sensory deficit
or muscular spasticity, and by applying a severity score for the sequelae which focussed on gait and sphincter disorders.
Results: An initial severity score of > 15 is significantly associated with a risk of serious long-term sequelae [OR = 13.7
(95% CI 2.4 to 79.5)]. Furthermore, certain treatment practices such as in-water recompression to depths > 17 metres’
seawater breathing air are significantly associated with more serious sequelae. The practice of intensive non-standardised
hyperbaric oxygen sessions over prolonged durations (median 30 days [IQR 19.5]) delayed after the initial accident (median
4 days [IQR 6]) also seems unfavourable.

Conclusion: This study establishes a link between the initial DCS severity and the long-term sequelae causing severe gait
disorders and sphincter incontinence. Furthermore, this work suggests that certain detrimental treatment practices should
be modified. During this field study, we also found that it was possible to reduce sequelae of these divers by offering them
an individual programme of self-rehabilitation.

signs and recompression®'¢ are all factors to be taken into

consideration. The severity of the initial clinical impairment

Introduction

Decompression sickness (DCS) in scuba diving is the
consequence of bubbles linked to the presence of dissolved
gas, especially nitrogen, in the various tissues of the
body during exposure in a hyperbaric atmosphere.? The
neurological form of these diving accidents is common
and particularly feared because of its prognosis. The initial
clinical profile is polymorphous starting with the presence
of subjective neurological signs and moving on to the
appearance of signs of motor and sensory deficit that could
go as far as tetraplegia. Cognitive disorders are also possible
if the brain is affected.’

In the past, numerous studies have been conducted with
the aim of identifying the factors influencing the short-
term prognosis for neurological DCS. The initial clinical
presentation before treatment,*® the symptom latency
after surfacing®’® and the time elapsed between the first

seems to be one of the dominant factors in the prognosis
and the presence of short-term neurological sequelae after
the treatment in hyperbaric centre.'® However, to date
there are no studies considering the long-term sequelae of
neurological DCS and, in particular, the factors likely to
influence the severity of sequelae over the long term, which
should be studied.

For many years an NGO, AFEPS [French-Speaking
Association for Mutual Aid and the Promotion of Life
Sciences], has organised a programme of humanitarian aid
for Vietnamese fishermen-divers in order to prevent and
treat DCS."” However, not all fishermen have access to this
training and the populations of fishermen-divers continue to
be affected by many cases of DCS. An assignment devoted
to the evaluation and treatment of long-term sequelae from
neurological DCS was organised in April 2015 in central
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Table 1

Characteristics of the 27 injured divers studied
Characteristics of divers (z = 27) | Mean (SD)
Age (years) 38 (8)
Weight (kg) 59.7 (0.6)
Height (cm) 166 (6)
BMI (kg-m?) 22 (2.5)
Years of diving before the accident 12.7 (7)
Years since the accident 9 (6)

Vietnam, in Quang Ngai province. During this assignment
we studied a group of 27 randomly recruited Vietnamese
fishermen-divers, by attempting to retrace the clinical history
of the initial DCS until the fixation of long-term sequelae.

This work pursued several objectives. Firstly, we questioned
the divers about the initial symptoms and the methods of
therapeutic management. We then sought to identify the
main clinical and functional sequelae responsible for a
change in the quality of life of injured divers. Finally, we
sought to individualise the factors that could influence the
severity of these sequelae in the long term. Ultimately,
a self-rehabilitation programme was proposed for each
patient, under the guidance of a team made up of French
and Vietnamese practitioners, doctors, physiotherapists,
occupational therapists, and orthotists. The aim of this
programme was to enable former fishermen-divers to regain,
over the long term, a certain amount of independence, a place
in society and optimum standard of living, particularly due
to pain reduction.

Methods
POPULATION STUDIED

The study was approved by the institutional review board of
the health department from Qhang Ngai province.

The medical observations for 27 fishermen-divers who
presented a neurological DCS (diver characteristics in
Table 1) were performed after random recruitment organised
by the local people’s committees on the island of Ly Son
(n = 13) and in the village of Binh Chau (n = 14). It is
a community of fishermen-divers in Central Vietnam,
homogeneous both geographically and for lifestyle or diving
operating methods. Participation was voluntary without
commander involvement, and all provided informed consent
prior to participation.

Dives are organised from 10 to 15-metre-long boats, capable
of embarking eight to 10 divers, and equipped for open sea
navigation (Figure 1). Fishing seasons are mostly spent
around the Paracel Archipelago, several days sailing from
the Vietnamese coast.

The divers’ equipment is rudimentary, with some clothing,
a lead belt and, very rarely, a neoprene wetsuit and fins

(Figure 2). The water temperature varies from 22 to 30°C,
depending on the season. The divers breathe compressed
air from a hose placed directly in the mouth (Figure 3). The
boat is equipped with a compressor, the drive belt of which
is coupled to that of the boat’s engine. The compressed air
is sent to a small buffer tank from which four 60 to 70-metre
hoses exit and are placed in the diver’s mouth with a pressure
of 6-8 bars.

During these fishing scasons dives are carried out at a depth
between 40 and 60 metres’ sea water (msw). The diving
depth is known through use of a boat depth sounder. The
divers carry out two to four dives a day with two to three-
hour intervals between each dive. The dive time is in the
order of 30 to 40 minutes. The return to the surface takes
place slowly, between 10 and 15 minutes. Decompression
stops are carried out completely empirically with inadequate
depths and durations.

INITIAL CLINICAL PROFILE

All the fishermen-divers presented initial clinical signs
suggesting neurological DCS with spinal and/or cerebral
topography. The presence of a motor and sensory deficit of
the upper and/or lower limbs has been reported in all the
study subjects. Back pain that appeared early and of severe
intensity occurred in 45% of cases. The appearance of urinary
retention was reported in 70% of cases. There was initial
loss of consciousness in 27.5% of cases, with spontaneous
regaining of consciousness. The initial clinical severity
was assessed by a severity score validated for neurological
DCS,® especially the spinal forms (Table 2). The scores
were calculated retrospectively by the investigators based on
interviews with the divers. In this study, the calculated score
took into consideration the development of symptoms during
the six hours after the appearance of the first signs. None of
the divers received normobaric oxygen after surfacing, but
many divers carried out in-water recompression (breathing
air) at variable depths. The final score took into account the
evolution of symptoms after in-water recompression.

LONG-TERM SEQUELAE

Long-term sequelae were evaluated clinically by quantifying
the extent of the actual deficit (motor and sensory) by
an ASIA score,'® looking for spasticity, tone disorders,
the presence of tendon retraction, and by evaluating gait
disorders. For these evaluations, the investigating doctors
performed neurological exams. Injured divers were also
questioned about functional aspects, trying to determine the
level of change in the activities of daily life and the extent
of sphincter disorders.

The severity of the long-term sequelae was evaluated
based on the Rankin score,'® modified and adapted to the
population studied, by taking into account gait disorders and/
or sphincter disorders; sequelae that are particularly frequent
in divers suffering neurological DCS (Table 3).
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Figure 1
Typical boats of the Vietnamese fisherman diver fleet

Figure 3
Diver with air supply hose. Note the lack of a demand valve

Figure 2
Diver about to enter the water. Note the rudimentary equipment
and lack of fins

Different clinical factors such as the severity of the
initial clinical presentation, the presence of motor and
sensory deficits, spasticity, or factors linked to the initial
management, such as in-water recompression or delayed
hyperbaric oxygen treatment (HBOT) were analysed to study
their relationship with the extent of the long-term sequelae.

STATISTICS

The statistical analysis was done with the Sigmastat 3.0
software program (SYSTAT Inc, Richmond CA, USA).
Parametric data are presented as mean (standard deviation
[SD]) and non-parametric data as median (interquartile
range [IQR] or range). Receiver operating characteristic
(ROC) curves were used to find the optimal cut-off
levels. Chi-square or Fisher tests were used to identify
significant predictive variables for intermediate or high
grades of long-term sequelae. Additional analysis with the
Mann-Whitney U-test or the unpaired ¢-test were also carried
out to compare continuous variables. Odds ratios (OR)
with 95% confidence intervals (95% CI) were calculated to
estimate the relative risks between groups. We also used the
Spearman correlation for the initial severity score and the
long-term sequelae score. Alpha for statistical significance
was set at P < 0.05.

Results
DESCRIPTION OF LONG-TERM SEQUELAE

Of the 27 subjects examined, 70.4% exhibited a motor
deficit. The deficit remained moderate with an average ASIA
score of 91.5/100. Eighty-nine percent of subjects presented
a sensory deficit for all modes, with an average ASIA score
of 184/224. Muscular spasticity in the lower limbs was
objectively present in 52% of subjects. Eighty-nine percent
of injured divers had gait disorders to a greater or less extent
compatible with proprioceptive ataxia i.e. spinal cord lesions
affecting deep sensitivity. Twenty subjects (74%) exhibited
gait changes that did not need external aid, but which were
augmented when subjects closed their eyes. Seven subjects
(26%) exhibited severe gait impairment necessitating
external aid, related to the presence of spasticity, hypertonia,
tendon retraction or motor and sensory deficit in the lower
limbs. Finally, 70% of subjects had urinary sphincter
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Table 2
Initial clinical severity scoring system for neurologic DCS
. . Score
Clinical parameter Descriptor
1(2(3(4|5|6
no *
Age>42y yes *
i no *
Back pain yes *
better *
Evolution before recompression | stable *
WOrsen *
) no *
Sensory deficit yes *
no *
Motor deficit paresis *
paraplegia *
] no *
Bladder dysfunction yes *
Table 3
Adapted Rankin Score for long-term sequelae for neurologic DCS
Score | Activities of daily life Gait disorders Sphincter disorders
| No limitation, minor No alteration at rest, tiredness during No
symptoms physical activities
Slightly limited, . . L . .
ety . Altered, but possible without Forced urination possible, partial
2 restrictions of certain . . . .
L external assistance control of intestinal transit
past activities
3 Limited Limited, but possible with crutches Partial urinary or anal incontinence
4 Requiring frequent Significantly limited, requiring Permanent urinary or anal
external assistance walking frame or external assistance incontinence
Bedridden, requiring Tmpossible to get out of bed without . Perlpanent urin.ar.y or anal
5 permanent external . incontinence requiring external
. external assistance .
assistance assistance

disorders and 48% anal sphincter disorders, with problems
of partial incontinence in the majority of cases.

INITIAL TREATMENT METHODS

Seventy-eight percent of divers underwent early in-water
recompression (breathing air) after the appearance of the
first symptoms: the injured divers were sent back under the
water for a median duration of 50 min (range 10-480) and
to a median depth of 20 msw (range 8-50). Thirty-eight
percent of divers were sent to a remotely located hyperbaric
centre. The median time for access to a hyperbaric centre
was four days (range 3 h-30 d). The HBOT sessions were
particularly intensive with a median 30 days of HBOT
(range 8 d—6 months) with daily sessions lasting 3 h (SD
1.2) on 100% oxygen at 283.6 kPa (2.8 atmospheres absolute
[atm abs]). Treatment with rehabilitation, often combined

with acupuncture, was only performed in 48% of cases
over a period from several weeks to several months after
the accident.

FACTORS DETERMINING SEVERITY OF SEQUELAE
Clinical factors

The median modified Rankin score for sequelac was 2
(range 1-4). For the statistical analysis, two groups were
distinguished taking into account the extent of the change
in activities of daily life and the need for an external aid:
intermediate grade sequelae being scores of 1 to 2; high
grade sequelae being scores of 3 to 4 (no subjects achieved
a score of 5).
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Table 4
Clinical parameter association with the severity of long-term sequelae based on the adapted Rankin score (Intermediate grade = scores
1-2; High grade = scores 3—4). Data are number of subjects unless otherwise specified. M-W = Mann-Whitney U test

Clinical parameter Intermediate | High grade P-value

P n=15 n=12 (statistical test)
Initial severity score _
Median (IQR) 10 (5.7) 16 (1.5) P =0.023 M-W)
Initial severity score > 15 4 10 P =0.011 (Chi-square)
Presence of a motor deficit 10 8 P =1 (Fisher)
ASTA motor score
Mean (SD) 95.5(5.4) 92.5 (6.7) P =0.2 (t-test)
Bilateral motor deficit 3 5 P = 0.4 (Fisher)
Presence of a sensory deficit 13 11 P =1 (Fisher)
ASIA sensory score _
Mean (SD) 186.3 (28.6) | 189.3 (29.3) P =0.8 (r-test)
Bilateral sensory deficit 7 8 P =0.5 (Fisher)
Presence of spasticity 7 8 P =0.5 (Fisher)
Bilateral Spasticity 2 8 P =0.007 (Fisher)

Table 5

Treatment parameters significantly associated with the severity of long-term sequelae based on the adapted Rankin score (Intermediate
grade = scores 1-2; High grade = scores 3-4). M-W = Mann-Whitney U test

et e Intermediate | High grade P-values
n=15 n=12 (statistical test)
In-water recompression (Number of subjects) 9 12 0.02 (Fisher)
Depth (msw) of IWR (Median (IQR)) 10 (13.7) 22.5 (16) 0.004 (M-W)
HBOT (Number of subjects) 2 9 0.002 (Fisher)

Table 4 shows the results concerning the association between
the various clinical parameters and the severity of the
sequelae, split into intermediate and high-grade sequelae.

Furthermore, the presence of a sensory deficit was
significantly associated with the presence of proprioceptive
ataxia revealed by a gait disorder that was increased when
divers closed their eyes (P = 0.025, Chi-square test).

Aninitial clinical severity score of > 15 (threshold identified
by ROC analysis) was significantly associated with a risk of
serious long-term sequelae (OR 13.7 [95% CI 2.4 to 79.5]).
We also found a positive correlation (Spearman correlation
coefficient 0.4, P = 0.02) between the initial severity score
and the long-term sequelae score (Figure 4).

Factors linked to the initial treatment

Table 5 shows the analysis of the association between the
different methods of treating the initial DCS and the severity
of the sequelae. With an ROC analysis, we identified that
an in-water recompression depth threshold of > 17 msw
was significantly associated with a higher number of high
grade long-term sequelae (OR 20 [95% CI 3.3 to 120.3]).
A higher number of serious long-term sequelae for subjects
who received HBOT was found (OR 19.5 (95% CI 3.2 to
117.6); HBOT sessions over prolonged periods greater than
or equal to 30 days were performed in 72.7% of the cases.

Furthermore, the data given in Table 6 shows the absence of
a significant relationship between the severity of the initial
clinical profile and the performance of recompression in
water or HBOT sessions (Table 6).

Discussion

Due to the use of specific scores this study has made it
possible to establish a link between the initial clinical
presentation and the severity of the long-term neurological
sequelae. The score for the initial clinical profile has been
validated in the framework of a multi-centre study.® That
study showed that patients with an initial severity score
higher than eight presented a higher risk of neurological
sequelae at one month (positive predictive value of 87%).
However, only the presence or absence of sequelae were
considered without quantification of the impairment. On the
other hand, clinical recovery was taken into account at one
month after the accident without necessarily assessing the
level of the impairment at one year or more. So, the present
study using a ROC analysis is the first to demonstrate a
significant link between an initial clinical score higher
than 15 and the risk of developing sequelae with a major
effect on the patient’s quality of life several years after the
accident. According to the Rankin classification we used and
adapted for the sequelae observed in the divers, the main
sequelae affecting the daily life of the divers are the loss of
independence in walking with the need to use a technical
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Table 6
Relation between the initial severity score and the number of subjects receiving in-water recompression and hyperbaric oxygen treatment
Score < 15 | Score 215

Treatment parameter n=13 =14 P-value

Number regewmg in-water 8 (61.5) 13 (92.8) P =008

recompression n (%)

Number receiving HBOT 4(30.7) 7(50.0%) | P=0.53

n (%)

Figure 4 limitations in walking (n = 7), treatment was concentrated on

Relationship between the initial severity score and the long-term

sequelae score. There is a positive correlation between initial

severity score (especially when greater than or equal to 15) and a

risk of severe sequelae affecting daily life (score > 2), especially
when the *P < 0.05

*
4 * 0 * * *
£
i
H y=0,114x + 1,0036
g
g
3 E * * * *
2 Initial severity score

Long term sequelae score

aid (crutches or walking frame), recurrent pain in the lower
limbs and back, and the problems of urinary and faecal
incontinence.

For gait disorders we have shown that these were mainly
linked to proprioceptive ataxia of variable extent observed
in 89% of cases, and routinely associated with the presence
of a deficit in the deep sensitivity of the lower limbs. For
subjects with severe gait disorders requiring an external
aid we observed that the change in gait did not seem to be
influenced by the extent of the motor and/or sensory deficit,
moderate in most cases, but rather by the presence of lower
limb spasticity, particularly when this was bilateral.

We have been able to put in place a rehabilitation programme
targeted at gait disorders and improvement in living
standards: pain reduction, increase in joint suppleness and
amplitude, stabilisation of deformations, etc. For subjects
who retained some independence in walking (n = 20),
the programme included learning specific exercises, in
the form of laminated sheets with demonstration photos
and explanation translated into Vietnamese. The exercises
involved muscle strengthening and stretching, and exercises
for proprioception and posture. Collective learning sessions
were organised as well as individual sessions, depending on
the specific needs of each patient.

For the most severely affected fishermen-divers with major

the use of and training in distributed technical aids (walking
frame, crutches). Exercises for rebalancing the pelvis,
lumbar relaxation and active or passive mobilisation of the
lower limbs, associated with specific muscle strengthening,
have been proposed. Finally, the advice of an occupational
therapy specialist has made it possible to promote lifestyle
and living environment and optimisation of movements in
particular.

An important aspect of this study concerns the assessment of
the traditional practice of in-water recompression on air after
the appearance of the first symptoms of DCS. The practice
of recompression is quite frequent in the communities of
fishermen-divers in emerging countries, which do not have
hyperbaric installations. However, the non-standardised
practice of in-water recompression is debatable, because
a number of complications are possible like drowning,
hypothermia or dehydration, and also its efficacy is difficult
to establish if there is no reproducible, uniform protocol.!*-!
Although some studies performed in different isolated
communities of fishermen-divers are in favour of in-water
recompression,?>? the results of our study demonstrate a
factor that aggravates and increases the risks of long-term
neurological sequelae. In fact, the practice of recompression
in very deep water breathing air over a long duration
contributes to an increase in dissolved gas (nitrogen) and
the formation of bubbles during decompression. Our study
shows a significant relationship between the in-water
recompression depth and the severity of the long-term
neurological sequelae. The number of high-grade sequelae
is greater for recompression depths > 17 msw.

These results are consistent with the prevention programme
initiated several years ago in these fishermen-diver
communities, proposing to perform in-water recompressions
with oxygen breathing at a shallow depth instead of deep air
recompressions for neurological DCS.!"1%

An unexpected result concerns the practice of HBOT
sessions. Our study seems to show a potentially detrimental
effect of these HBOT sessions if they are delayed after the
initial accident (median time to HBOT of 4 + 6 days), without
a standardised protocol. In fact, a higher number of serious
long-term sequelae for subjects who received HBOT are
observed, and this result seems minimally influenced by
the degree of severity in the initial clinical profile. There are
very few studies, which have evaluated the efficacy of HBOT
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sessions performed late after a DCS (median four days in
our study). Some studies seem inclined towards a worse
clinical recovery when the delay is more than 24 hours.!%-1214
However, other studies show a definite benefit in performing
late recompressions after more than 48 hours.>?" In these
studies the HBOT was short with an average total number
of one to two sessions,”? or more if residual symptoms
existed.” It involved a majority of Type 2 accidents with
about only 20% to 40% of severe forms and a cure rate
greater than 60%. Thus, it is difficult to compare these results
with our series, which only concerns neurological DCS with
high initial clinical severity and sequelae. However, the
benefit of repeated HBOT sessions over an extended period
may be questioned. In our study the HBOT was continued
over prolonged periods greater than or equal to 30 days in
72.7% of the cases with daily sessions of 3 + 1.2 hours with
100% O, at 2.8 atm abs. This intense, prolonged practice
does not correspond to western standards, which generally
recommend no more than ten additional HBOT sessions
after DCS, with the implementation of early rehabilitation by
physiotherapy. In our study the repeated sessions probably
caused tiredness and lower efficacy of rehabilitation, often
considered to be optional or forgotten.

Seriously injured fishermen-divers should be subjected
to an early, adapted rehabilitation programme with
physiotherapy and occupational therapy. We think that it
is also possible to improve the sequelae of DCS in these
patients later by offering them a personalised programme
of self-rehabilitation. To be effective this programme should
target exercises adapted to each subject by combining muscle
strengthening and stretching with proprioception exercises.

We acknowledge that the results should be interpreted with
caution. Indeed, the number of subjects included is small and
does not allow for a multivariate analysis. Moreover, it is a
retrospective study, which consequently may be a source of
selection bias. The in-water recompression depths and times
were obtained by interviewing the divers and thus subject
to memory error. Because the outcome of serious DCS is
highly variable even in the absence of treatment, it is possible
there is a significant population of previously injured divers
who resolved completely, which were not captured by this
study. We hope that the analysis performed on two different
sites, using standardised clinical scores has reduced these
potential biases a little.

Conclusion

For the first time this study has made it possible to establish
a link between the initial DCS clinical severity and the
presence of long-term neurological sequelae, which
have an impact on the patients’ quality of life. The most
frequent long-term sequelae are gait disorders related to
proprioceptive ataxia. The change in the quality of daily life
is linked to the presence of urinary or faecal incontinence
and severe walking impairment often linked to bilateral
spasticity.

Furthermore, our study suggests changing certain practices,
which could aggravate the prognosis for these diving
accidents, in early and later treatment. We support the firm
and definitive abandonment of deep in-water recompressions
in favour of shallow in-water recompressions with
oxygen.!7202!

References

1 BertP. La pression barométrique. Recherches de physiologie
expérimentale. Paris: G. Masson; 1878. French.

2 Francis TJ, Mitchell SJ. Pathophysiology of decompression
sickness. In: Brubbak A, Neuman TS, editors. Bennett and
Elliott’s physiology and medicine of diving, 5th ed. London:
WB Saunders; 2003. p. 530-56.

3 Francis TJ, Pearson RR, Robertson AG, Hodgson M, Dutka
AJ, Flynn ET. Central nervous system decompression
sickness: latency of 1070 human cases. Undersea Biomed
Res. 1988;15:403-17. PMID: 3067433.

4 Dick AP, Massey EW. Neurologic presentation of
decompression sickness and air embolism in sport divers.
Neurology. 1985;35:667-71. doi:10.1212/wnl.35.5.667.
PMID: 3990967.

5 RossJ, Stephenson RN, Gooden DJ. Factors associated with
poor outcome in decompression illness [Abstract]. Undersea
Hyperb Med. 2000;27(Suppl):43.

6 Blatteau JE, Gempp E, Simon O, Coulange M, Delafosse
B, Souday V, et al. Prognostic factors of spinal cord
decompression sickness in recreational diving: retrospective
and multicentric analysis of 279 cases. Neurocrit care.
2011;15:120-7. doi: 10.1007/s12028-010-9370-1. PMID:
20734244.

7  Aharon-Peretz J, Adir Y, Gordon CR, Kol S, Gal N,
Melamed Y. Spinal cord decompression sickness in
sport diving. Arch Neurol. 1993;50:753-6. doi: 10.1001/
archneur.1993.00540070065017. PMID: 8323480.

8 Ross J, Watt SJ. The relationship between the severity of
decompression illness and symptom latency [Abstract].
Undersea Hyperb Med. 2001;28(Suppl):70.

9  RiveraJC. Decompression sickness among divers: An analysis
of 935 cases. Mil Med. 1964;129:314-34. PMID: 14169233.

10 Kizer KW. Delayed treatment of dysbarism: a retrospective
review of 50 cases. JAMA. 1982;247:2555-8. PMID:
7069921.

11 van Hulst RA. Analysis of ten year diving casualties 1979-
1989, diving medical centre, The Netherlands [Abstract].
Undersea Biomed Res. 1990;17(Suppl):144.

12 Ball R. Effect of severity, time to recompression with
oxygen, and re-treatment on outcome in forty-nine cases of
spinal cord decompression sickness. Undersea Hyperb Med.
1993;20:133-45. PMID: 8329940.

13 Ross J, Sayer MDJ, Trevett AJ. The relationship between
time to recompression treatment and clinical outcome for
decompression illness treated in Scotland [ Abstract]. Undersea
Biomed Res. 2007;34(Suppl):269.

14 XuW, Liu W, Huang G, Zou Z, Cai Z, Xu W. Decompression
illness: clinical aspects of 5278 consecutive cases treated in
a single hyperbaric unit. PLoS One. 2012;7(11):e50079. doi:
10.1371/journal.pone.0050079. PMID: 23185538. PMCID:
PMC3503765.

15 Stipp W. Time to treatment for decompression illness.
Research Report RR550. Norwich (UK): Health and Safety
Executive Books; 2007. p. 1-29. Available from: http://www.




16

16

17

18

19

20

21

22

23

Diving and Hyperbaric Medicine Volume 50 No. 1 March 2020

hse.gov.uk/research/rrpdf/rr550.pdf. [cited 2019 June 14].
Blatteau JE, Gempp E, Constantin P, Louge P. Risk factors
and clinical outcome in military divers with neurological
decompression sickness: Influence of time to recompression.
Diving Hyperb Med. 2011;41:129-34. PMID: 21948497.
Blatteau JE, Pontier JM, Buzzacott P, Lambrechts K,
Nguyen VM, Cavenel P, et al. Prevention and treatment
of decompression sickness using training and in-water
recompression among fisherman divers in Vietnam. Inj Prev.
2016;22:25-32. doi:10.1136/injuryprev-2014-041464. PMID:
25991710.

Fattal C, Leblond C. [Assessment of functional abilities,
handicap and quality of life in patients with spinal cord
injuries]. Annales de readaptation et de medecine physique
: revue scientifique de la Societe francaise de reeducation
fonctionnelle de readaptation et de medecine physique
2005;48(6):346-60. doi: 10.1016/j.annrmp.2005.03.006.
PMID: 15935508. French.

Blatteau JE, Jean F, Pontier JM, Blanche E, Bompar
JM, Meaudre E, et al. Decompression sickness accident
management in remote areas. Use of immediate in-water
recompression therapy. Review and elaboration of a
new protocol targeted for a mission at Clipperton atoll.
Ann Fr Anesth Reanim. 2006;25:874-83. doi: 10.1016/].
annfar.2006.04.007. PMID: 16860525. French.

Mitchell SJ, Bennett MH, Bryson P, Butler FK, Doolette DJ,
Holm JR, et al. Pre-hospital management of decompression
illness: expert review of key principles and controversies.
Diving Hyperb Med. 2018;48:45-55. doi: 10.28920/
dhm48.1.45-55. PMID: 29557102. PMCID: PMC64678.
Doolette DJ, Mitchell SJ. In water recompression. Diving
Hyperb Med. 2018;48:84-95. doi: 10.28920/dhm48.2.84-95.
PMID: 29888380. PMCID: PMC6156824.

Farm FP, Hayashi EM, Beckman EL. Diving and
decompression sickness treatment practices among Hawaii’s
diving fishermen. Sea Grant Technical Paper Report No.:
UNIHI-SEAGRANTTP-86-001. Honolulu (HI): University
of Hawaii; 1986.

Gold D, Geater A, Aiyarak S, Juengprasert W, Chuchaisangrat

B, Samakkaran A. The indigenous fisherman divers of
Thailand: In-water recompression. Int Marit Health.
1999;50:39-48. PMID: 10970270.

24 Blatteau JE, Pontier JM. Effect of in-water recompression
with oxygen to 6 msw versus normobaric oxygen breathing on
bubble formation in divers. Eur J Appl Physiol. 2009;106:691—
5. d0i:10.1007/s00421-009-1065-y. PMID: 19424716.

25 Cianci P, Slade JB, Jr. Delayed treatment of decompression
sickness with short, no-air-break tables: review of 140 cases.
Aviat Space Environ Med. 2006;77:1003-8. PMID: 17042243.

26 Hadanny A, Fishlev G, BechorY, BerganJ, Friedman M, Maliar
A, et al. Delayed recompression for decompression sickness:
retrospective analysis. PLoS One. 2015;10(4):e0124919. doi:

10.1371/journal.pone.0124919. PMID: 25906396. PMCID:
PMC4408070.

27 Lee HC, Niu KC, Chen JS. Therapeutic effects of different
tables on Type II decompression sickness. J Hyperbaric Med.
1991;6:11-17.

Acknowledgements

We thank Corentin Boucher, Brian Charbel, Emilie and
Marie Hofman, Jean-Michel Pontier for their active participation
and unconditional support during this mission. We thank
Dr Nguyen Van Mui for the preparation of this mission
and also our interpreter, Phan Thanh, and our colleague’s
Dr Sang, Nguyen Tien Dung and Tran Dung Ahn. Our
thanks also go to Dr Pierre Nguyen, founder of AFEPS,
and Dr Georges Michel, current president of the AFEPS.

Conflicts of interest and funding: nil

Submitted: 09 August 2019
Accepted after revision: 24 September 2019

Copyright: This article is the copyright of the authors who grant
Diving and Hyperbaric Medicine a non-exclusive licence to publish
the article in electronic and other forms.

Advertising in Diving and Hyperbaric Medicine in 2020

Companies and organisations within the diving, hyperbaric medicine and wound-care communities wishing to advertise
their goods and services in Diving and Hyperbaric Medicine are welcome. The advertising policy of the parent societies
appears on the journal website: https://www.dhmjournal.com/

Details of advertising rates and formatting requirements are available on request from:
editorialassist@dhmjournal.com




