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has no valves but thick muscular walls, may be in either
direction. 6
Where does this disparate collection of observations lead?

One possibility, recently discussed in Science, is that facial
expressions may help determine emotions rather than simply
reflect them.' If, indeed, intracranial haemodynamics are
influenced by facial muscular feedback' a host of bizarre but
universal mannerisms become biologically understandable:
thus, as a recent letter in the Lancet suggests, "when we
scratch we think."'7

E M R CRITCHLEY

Consultant Neurologist,
Royal Preston Hospital,
Preston PR2 4HT
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Christianity and the dying
The religious beliefs of patients dying of cancer will reflect
those of the rest of society. A minority will describe
themselves as "Church of England" but few of these will
have been regular churchgoers. Some are Catholics or
Nonconformists, and a few are Jews, Moslems, Hindus, or
Buddhists; many are agnostic or frankly atheist. By contrast,
the doctors and nurses working in hospices (both NHS and in
the private sector) include many practising Christians, some
of whom believe strongly in the church's "ministry of
healing."
What does that belief mean? At one end of the spectrum

are the charismatic healers who argue that Christ and his
disciples put great emphasis on their healing of the mentally
and physically sick and that patients can be cured when the
healer and the healed share the necessary quality of faith.
More central are those who have no wish to attempt faith
healing but who do believe that prayer may often be an
important source of strength for their patients and who hope
that before their deaths these patients will either gain or
regain a faith in a Christian afterlife. And at the other end of
the spectrum are those whose Christian beliefs sustain them
in their work but who see religious discussions with patients
principally as the province of the clergy and not the medical
profession.

All these points of view were represented at a conference
on "The Church's Ministry of Healing to the Dying" held

this autumn at St Catherine's College, Oxford, and attended
by roughly equal numbers of doctors, clergy, and nurses and
other health professionals associated, in the main, with
hospices.
The place of healing in medicine has become a controver-

sial issue with the growth of units offering patients with
cancer a "holistic" approach to treatment, ranging from
dietary manipulations to belief in the therapeutic value of
specific rituals such as the laying on of hands. The medical
participants at the conference were generally firmly opposed
to so called "alternative" regimens when these advised
patients to discontinue conventional chemotherapy, to
follow restrictive diets, or to take vast doses of vitamins.
They were equally opposed to theories of cancer which
encouraged patients to blame their illness on defects in their
personality which might or might not be reversible. On the
issue of healing, however, comment was less outspoken-
partly because of ambiguities in the use of language. Healing
and curing should not be considered synonymous, most
participants agreed. Healing implied deliverance from the
burden of suffering and alienation, whereas cure implied the
resolution of all signs of illness. "Healing the dying," said
more than one speaker, "is much more important than
curing organs."
The Bishop of Durham, Dr David Jenkins, had opened

the conference with a sparkling address in which he argued
that while there was no doubt that miracles occurred-
including healing-these were not decisive for or definitive of
Christian faith; miracles occurred outside the Christian or
any religion; and he thought the ministry of healing should
subordinate the extraordinary and the miraculous, accepting
them as rarities. Such an approach seemed in line with the
majority view: prayers for recovery were seen as out of place
in a hospice. Indeed Dr Robert Twycross, the convener of
the conference, presented several case histories showing that
such prayers were not just inappropriate for patients with
terminal illness but might distress both the patient and his
family. The concept of "informed consent" might be applied
here-surely the person prayed for has a right to be consulted
about the intention of the prayers.
Dr Sheila Cassidy, taking a text from Micah, asked doctors

to "act justly, love tenderly, and walk humbly"-and that
meant competence in symptom control, a non-judgmental
approach to patients (which may need emphasis as the
epidemic of the acquired immune deficiency syndrome
continues to grow), and a willingness to admit, for example,
that "I don't know why your child has cancer." Other
speakers admitted their anger-sometimes directed at God-
in the face of suffering that seemed purposeless. Yet there
was also agreement that sometimes suffering and pain could
generate spiritual growth. The weeks before dying could lead
married couples and family units to re-examine their rela-
tionships and talk honestly (often for the first time); remark-
ably often the survivor says that the last weeks were in some
ways the best in a long marriage.
One of the great contributions to medical care made by the

hospice movement has been its demonstration that patients
with cancer can become reconciled to the prospect of death
and so may die without distress. Such peaceful, accepting
deaths are not, however, confined to patients with religious
convictions. Indeed the conference was told that atheists
commonly die contentedly while-paradoxically-some life-
long Christians die in distress. Yet despite this evidence some
of those present seemed unshakeable in their belief that the
only way to a peaceful death lay through religion.
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Dame Cicely Saunders has often emphasised that the
modern hospice has its historical roots in the mediaeval
institutions which took in the poor, the sick, and the
indigent-in a non-judgmental way. That tradition of giving
has been maintained in the modern setting, with all its
technological innovations. She reminded the conference,
however, that patients and families should know they were

equally valued whether they believed or not. The inheritors
of the Christian tradition recognise this, bringing to their
work in hospices concern with realism and love but not
piety-and remembering, too, the pagan maxim, primum
non nocere.

TONY SMITH
Deputy Editor, BMJ

Regular Review

Medical problems of sport diving

JAMES D M DOUGLAS

Sport diving is now so popular that there are about 50000
scuba divers in Britain (scuba is an acronym for self
contained underwater breathing apparatus). About 1500
commercial divers work in the North Sea, but their medical
care is strictly controlled by law and is provided by a few
specialists in diving medicine. Sport divers, on the other
hand, do not come under the same legal control, and they
may attend any doctor working in general practice or an
accident and emergency department. General practitioners
may also be asked to examine people planning to join a sub
aqua club or to deal with simple problems such as aural
barotrauma.

Furthermore, any doctor working in general practice or in
an accident and emergency department may be asked to see a
diver with vague symptoms after a dive. All such clinicians
ought to know the signs and symptoms of neurological
decompression sickness-a condition which will cause per-
manent spinal paralysis if not promptly and adequately
treated. Missing the diagnosis might easily result in litiga-
tion.

This article is concerned with the problems which affect
shallow water divers, who dive using air to a maximum depth
of 50 metres. They include sport, harbour, clam, scientific,
and police divers. The British Sub Aqua Club and Scottish
Sub Aqua Club set high standards of training and dive
practice for sport divers in Britain. Their continued volun-
tary vigilance in improving safety standards for their sport
is an example to many other adventure sports. Despite
their efforts, however, each year there are about 12 deaths
and 70 episodes of decompression sickness requiring recom-
pression.

Immersion phase

Water conducts heat 25 times more quickly than air. A
diver is, therefore, usually in negative thermal balance
despite wearing a wet suit or dry suit for thermal protection.
Thus after only 40 minutes' exposure during the summer
months in Britain at an average sea temperature of 11°C a

diver may be shivering with the cold despite wearing a wet
suit. The heat loss may be accelerated on the surface by wind
chill while riding around in fast inflatable boats.
One of the most common hazards in sport diving is to be

swept away from the boat in deteriorating weather condi-
tions.
The diver will be supported by his life jacket and be partly

insulated against the cold by his wet suit, but by the time he is
recovered he will almost inevitably be hypothermic. At that
time insulation of the head and neck is particularly important
as this is the area of greatest heat loss. The victim should be
rewarmed in a bath, if one is available within a few minutes,
but it should not be hotter than the rescuer can keep his own
hand in. He should be removed from the bath as soon as his
temperature has reached 36-5°C (rectal) or he is clearly
recovering rapidly. ' During rewarming the core temperature
may initially keep dropping, and when the rectal tempera-
ture reaches 32°C there is a real danger of ventricular
fibrillation and cardiac arrest. Failing a hot bath, a warm
room or even a sheltered place with plenty of blankets will
enable almost all mildly hypothermic people to recover.
Throughout the warming, the patient must be kept flat as
postural hypotension in the upright position may precipitate
ventricular fibrillation.

Descent

With practice using a snorkel a diver can hold his breath to
10 metres. Self contained underwater breathing apparatus
uses a compressed air cylinder carried on the back; its
pressure is reduced with a demand valve so that the pressure
of the air breathed by the diver is exactly equal to his
surrounding water pressure.
The water pressure increases by one atmosphere absolute

for every 10metres, so that the pressure ofthe air breathed by
the diver has to be increased by one atmosphere for every 10
metres that he descends. At a depth of 30 metres the diver has
to breathe air at a pressure of four atmospheres absolute.
Boyle's law states that if the temperature remains constant
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