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capaéities 15% above average. These divers hold
their breath underwater and dive to only 15 to 20 ft
(5 to 7 m) although some go deeper using weights to
help them descend. Nevertheless they must retain
an exceptional degree of muscular control over their
breathing and use their respiratory muscles much
more than most people. A relevant study is that on
diving tank instructors reported by Carey et al.
(1956) who showed that men who worked regularly
underwater developed large vital capacities, and that
this volume increased at the end of a period of
underwater work. Vital capacities larger than pre-
dicted have also been found in competitive oars-
men, track athletes, and cyclists. We suggest that
four factors are responsible for commercial divers
showing the largest FVC. 1. Our group had been
working at depths to 1100 ft (340 m) and the
average length of experience was 7-1 years, hence
the stimulus to develop larger respiratory muscles
was greater. 2. The density of gas increases with pres-
sure and it is more difficult to ventilate the lung
(Maio and Fahri, 1967). At four atmospheres the
maximum peak expiratory airflow in exercising
subjects in a pressure tank was 266 litres/min while
at 15 atmospheres, a depth common to our divers,
it was 140 litres/min (Vail, 1971). Most divers have
been subjected to frequent high density gas breathing
and often worked manually at the same time. Only
caisson workers experience similar circumstances
but they usually only work in two to three
atmospheres absolute and do not breathe through
valve systems. It is also known that as gas pressure
increases there is a reduction in expiratory airflow
indices but that vital capacity and lung compliance
are unaltered. The mechanism of this increase in air-
ways resistance is related to the greater density of the
gas and is particularly marked when flow is turbulent
during the increased ventilation caused by physical
work. 3. The valve system of the breathing apparatus
increases the work of respiration in divers. All valve
systems increase airflow resistance, some systems
more than others. The free swimming diver has to
inspire against the spring valve which increases his
respiratory effort. Some systems are free flowing
while others operate on demand only. Even traditional
helmeted divers had to activate valve mechanisms. 4.
The modern diver wears a rubberised wet suit which
fits closely round the chest. Work must be done to
stretch this suit hence the respiratory muscles have
an additional burden and stimulus to hypertrophy
when stress is repeated almost daily.

We suggest that these four factors combine to
cause hypertrophy of the thoracic wall and dia-
phragm muscles. To support these views our data
show that the divers who go deepest have the largest
vital capacities. We have not measured the residual
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volume of our subjects so we do not know their total
lung capacities but in similar occupation groups, the
residual volume has been found to be normal and the
total lung capacity increased (Song et al., 1963). We
think our divers would fit into the same pattern. This
means the diaphragmatic excursion and/or the
thoracic wall expand more than normal. Since the
diver usually begins training in his late adolescence
and early twenties it is at a time when these tissues
can stretch.

The structure of lung parenchyma must also
change if the lung volume is increased. More lung
units could develop but this is unlikely in the age
range studied.

The FEV; is increased but not quite to the same
extent as the FVC, indicating that most of our men
have normal expiratory airflows. Only three have an
absolute value below 839%, of the predicted value and
they could have mild airways narrowing produced by
early lung disease, but they have no respiratory
symptoms or other abnormal physical findings. There
is a good, almost symmetrical, scatter of individual
measurements in the histogram but it appears that
the whole group is shifted slightly to the left com-
pared with the graph of FVC. The increase in FEV;
is not so great as the increase in FVC. This might be
an artefact produced by using a dry spirometer but
the machine has been shown to have a linear response
over the measured range. The subjects appeared to
give maximum effort, resulting in a true difference in
the two measurements. The FEV; is dependent on
several variables such as airways resistance, lung
recoil pressure, and respiratory muscular effort. The
last two factors have been discussed in relation to the
FVC and we think they are normal. Changes in air-
ways resistance remain important factors. The total
airways resistance depends on the number of airways
present, their length, and their combined cross-
sectional areas. There has been an increase in the
size of the lungs but it is unlikely that they have
developed extra airways, it is more likely that the
increase in length and/or in total cross-sectional area
is not quite as great as the increase in lung volume.
This would explain the different distribution patterns
of FVC and FEV;.

A reduced FEVi/FVC ratio is associated with
expiratory obstruction. While low values occur in
advanced chronic bronchitis it is less easy to decide
where the normal ends and the abnormal begins.
This division is even more difficult where the FVC is
increased above normal. If the reported normal
(Cotes, 1975) is taken and a standard deviation
allowed then our divers can be divided into those
above and below 759%;. Age was the only significant
difference in the two groups, those with a lower ratio
being older. This may simply reflect the decrease in
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FEV1/FVC with age although in absolute terms the
mean age was 29-2 years for those above 75%; and
30-2 years for the under 759 group, while the pre-
dicted FEV3/FVC ratio was almost the same. It
might also mean that those with a lower ratio have
chronic bronchitis although none of our divers
admitted to the regular production of sputum. We
do not know the smoking histories of our subjects
but it is thought that a majority do smoke.

Further information on this important finding is
required since it suggests a possible mechanism for
respiratory distress developing when ascending from
depth. Chronic bronchitis does not affect all the
airways equally, and some will be more obstructed
than others. Expansion of alveolar gas occurs as
divers ascend from depth, so that local areas of hyper-
inflation could occur. In some circumstances a gas
pocket could form and rupture into the pleural
cavity to produce a pneumothorax. This has occurred
in submarine escape training (Liebow et al., 1959).
More detailed investigation of the expiratory airflow
pattern of divers is required to answer this problem.

Our data do not show any relationship between
the presence of a reduced FEV;/FVC ratio and
factors relating to the diving environment. Neither
the duration of employment as a commercial diver
nor the maximum depth of operation appears to
influence it. These are crude indices of working
conditions but at least they are factual and deserve
analysis. Similarly the physical characteristics of the
men in the two groups show no significant difference.
It is often asked whether working as a diver for
several years has a detrimental effect on Lung func-
tion. We have not yet gathered sufficient longitudinal
data on individual divers to answer this question but
our data on the group as a whole show that there has
been no abnormal deterioration in lung function in
those who have been diving for several years. The
small reduction in mean vital capacities of those who
have been diving for more than 10 years could occur
as the result of their increased body weight. The
reduction in absolute terms is less than 500 ml and
they still have forced vital capacities larger than the
normal population.
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