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Overvi ew

Ten fatalities have been identified as having occurred in Australian waters during
1975. There were two (2) breath-hold divers, three (3) Scuba divers and five (5)
hose supplied divers. Al the hose-supply divers were Professional inthe sensethat
they were so diving for their enploynent: thereis no evidence that any had received
trai ni ng, though special instruction was presunmably given to Case H5/75 before his
enpl oynent. His death, froma heart attack at the early age of 34, was not foretold
by the full “Diving Medical” given about el even nonths previously. |t could well
have been fatal to hi meven hadtheill ness occurred at the surface. Onthe admttedly
i nconpl et e evidence avail abl e it woul d appear that inall cases the victi mwas al one,
t hough that was not the critical factor. The causes included a shark attack, drink
conpetition spearfishing, total inexperience with scuba, failure to heed warni ngs
of danger, ill health and i nappropriate reaction to an out-of-air situation. Wen
consideration is given to the fact that this total of deaths covers the whol e of
Australia and the envi ronnent underwat er i s unsupporting of life, the extrene safety
of diving is worthy of coment.

Case Reports

Case BH1/75. This was the only fresh water fatality. The victim aged 30, borrowed
a speargun froma nei ghbour and went to a nearby river with his wife and one of her
friends. It was late afternoon before he started to dive at a spot well known to
him This gave tine for the party to refresh thensel ves, his consunpti on bei ng 10-
12 stubbies of beer. This explains his later cooment “I'’mtoo full, | can't hit
anything”. After a while he placed the speargun and spear shaft back on the river
bank and announced his intentionto nake one final diveinorder toretrieve the | ost
spear head. His failure to energe fromthe water caused al armand several sw nmers
triedtofind him The Police were call ed and one of themdived to investigate. The
victims armwas felt within a hol e beneath the bank.

Thi s hol e, about 4 ft 6 ins belowthe surface, was knowntothe victim Its entrance
was about 2 ft 6 ins diameter and the cavity extended beneath the roots of a tree
for about 6 ft. The policenan correctly avoi ded entering the cavity hinmself, pulling
t he body out wi t hout undue difficulty. It cannot nowbe known whet her he had entered
in search of the spearhead or through error.

Case BH 2/ 75. The Inquest report is not yet avail abl e but witness reports have been
used as basis of the comrents that follow The victi mwas aged 29 and presunmably
an experienced spearfishernman for this was a Chanpi onship Conpetition. The chief
wi t ness was on shore patrol with awal kietalkieandthe other wi tness was a conpetitor
at that tine al so ashore and talking to him The |latter commrented that a diver, to
whomwas attached a fl oat and diving flag by regulation line, seened to have surfaced
and i ndi cat ed need for assistance by waving his arns. The wi tnesses considered the
situation for atine but decided that no action was required. He was about 50 yards
fromt he nearest ot her di ver and 30to 40 yards fromt he beach. Athird personrenarked
that the swi nmer was no | onger visible sothe witnesses decided to swimout to offer
assistance if this was required. The first witness reached the float and pul | ed on
the Iine, thereby discovering that the diver was |ying unconsci ous on the sea fl oor
10- 15 feet below. There was no kel p or ot her possi bl e cause for entangl enent in the
area. Hepulledthevictimto the surface and commenced to tow hi mback to t he beach.
The trailing line entangl ed one of his feet and he woul d have been in peril had not

19



anot her diver arrived and cut himfree. EAR was comrenced on t he beach, but w t hout
success. The second witness had to del ay his assi stance because his bootees had to
be renmoved before he could safely swim The absence of efficient boat cover/buddy
di ver cover relegates the float to the function of a floating tonbstone and in no
way an aid to safety, save from boats.

Case SC 1/75. This 16 year old boy canme down fromthe country and hired diving
equi prent.  Neither he nor his conpanion, who also hired Scuba equi prent, had any
trai ni ng or experi ence of scuba diving. Wile his conpanionsat onarock, thevictim
entered the sea for his first dive. The newspaper report states that he dived once
to 40 feet, surfaced, dived again. Hi s body was not recovered till next day. Comment
i s superfluous.

Case SC 2/75. At 18 1/2 he was an enthusiastic and frequent scuba diver, with 3-
4 years experience of diving with others. He and a non-diving coll eague were sent
to a coastal town in connection with their regul ar enpl oyment, so he naturally took
hisdiving kit with him After a day-long journey they arrived at their destination,
going straight to their hotel for a four course neal. Following this the victim
dressed in his wetsuit etc and the two youths nmade their way to the harbour. 1t was
now ni ght. He had only to don his tank and he was ready to dive, his first solo and
possibly first night dive (the latter is conjecture). He entered the water about
hal f way along a wharf but shortly after this returned to the wharf to find his
conpani on agai n. He spoke to a passing sailor to ascertainthelikelihood of a noored
ore ship starting its engines. The reply was presunmably satisfactory because he
entered the water beside the shipwith the apparent intent of viewingits hull. Hs
prol onged failure to surface fromthis dive caused his conpanion to raise the al arm
(after 90 minutes). The initial police search was unsuccessful, but the body was
washed ashore el even days | ater. Mst of the equi prent had becone det ached and | ost
during the interval so could not checked. He was in good health.

Case SC 3/75. This was a planned C ub Di ve under i deal weather conditions on an old
and well known wreck lying in 50 feet of clear water. There were 10 actual divers
onthe hiredboat, some non-di vers and t he experi enced ski pper. The divers were paired
and t hei r nanes and water entry/exit ti nes noted on al og by a non di vi ng nenber deput ed
to the task. Such was the excellence of the visibility and the Iimted area of the
wreck that no true buddy-diving procedures were t hought necessary or followed. As
everyone coul d see everyone el se such cauti on was deened superfluous. This is comopn
di vi ng procedure one may think. There were nany artifacts beneath the sand, hidden
inlunmps of pitch-like material. Their collection was the object of each diver, and
all set-to with a will.

I't isthought that one of the di vers was usi ng hookah, the renmai nder scuba. One wi t ness
descri bed how he was approached by another diver, |ater thought to have been the
deceased, for help in opening a lunp of naterial. Shortly afterwards the w tness
made a hurried sol o ascent, reaching the dive boat in an exhausted condition. It
was this diver’s “buddy” who was shortly afterwards approached by the victim who
was nmaking signs to indicate that he was short of air and wi shed to buddy-breath.
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The victi mwas doubtl ess confident of his skill inthis matter because he had acted
as the “patient” in a recent Scuba Safety Skills conpetition which involved buddy
br eat hi ng and rescues. The donor diver was wearing a borrowed set, atw n hose unit,
t he absence of purge val ve nmaki ng sharing nore difficult than woul d ot herw se be the
case. After sone 5 minutes (?) of sharing, ascent was attenpted . The donor forebore
toinflate the victims buoyancy vest or drop his weight belt | est panic be caused,
but he indicated the need to inflate the vest and to drop the trophy bag. It was
found inpossible to ascend nore than 10-15 ft fromthe sea floor, which could be
expl ai ned by the fact that the bag was found to contain 45 | bs of souvenirs. Wen
the donor’s air supply began to fail the victimbecane unwilling to relinquish the
nout hpi ece so the donor decided to nake a free ascent. He dropped his own wei ght
belt and was preparing to ditch his tank al so when he found that he was fl oating free.
He surfaced exhausted, and hel d onto the anchor chain until the skipper reached him
inthe dinghy. He was then abl e to give the al armabout t he di ver bel owwi thout air.
Bef ore any real response could result fromthis information another diver surfaced
with the victinms body. This was rapidly taken into the boat and EAR started. The
rescuer had seen the deceased | ying on the sea floor, his nouth-piece floating free
bet ween his |l egs, the cord of the trophy bag lightly entangled init. The buoyancy
vest may have been inflated at this tinme. The weight belt and tank harness quick-
rel eases worked faultlessly and the body, free fromthe bag, ascended easily. The
victimwas aged 19. He had been diving with the club nonthly for 2 years and had
a“C cardcertification. He had dived on this weck on several previous occasions.
This tragedy quite possibly illustrates the “Tunnel vision of Thought” that can
afflict and bl i nker anyone under stress conditions. He was skill ed above t he aver age
i n buddy breat hing but coul d not use the tine gained to plan the necessary ditching
of his souvenirs and weight belt. His skill nmerely postponed his drowning. A tank
contents gauge, if consulted, woul d have saved him as al so woul d an awar eness t hat
one shoul d never dilly dally whenair isrunninglow for theonly placethere’ s plenty
nore of the stuff is at the surface.

Case H1/75. This 40 year old diver made his living diving for scallops fromhis
boat. It is not known what know edge or traini ng he had or for howl ong he had practi ced
his craft al one, | eaving the conpressor working in the boat while he used t he hookah
supply below. One day he failed to return as expected and a search was made. The
boat was found with the conpressor stopped fromfuel exhaustion. The hookah airline
was over the side, leading to the weight belt and attached denmand val ve assenbly.
There was no trace of the diver hinself. The body was found floating the next day.
The aut opsy showed sever e pul nonary bar ot raurma and t hen drowned. He was still wearing
his fins and facenask when recovered. The reason for his naking a rapid ascent from
his 50 ft di ve cannot ever be known, but several suggestions have been offered. There
was the possibility that he saw a shark (there were said to have been sonme in the
areain previous days) or becone al arnmed t hrough i nterruptionof his air supply. This
coul d have occurred t hrough the conpressor running out of fuel, for the air reserve
tank was not connected and the engi ne was di sadvantaged by a nodification of the
exhaust outl et which produced increased back pressure. The correct nodification
woul d have beentoraisethe air inlet rather than tanper with the exhaust. The hose
was ki nkable but readily resuned function when tension was released. The quick
rel ease of the hose were too readily activated but in fact were not at fault. The
wei ght belt had so nany lead weights in it that the quick rel ease was very easily
wor ked; this could have led to the | oss of weight belt with the attached air hose
and denmand val ve wi thout the diver expecting any trouble. There was no non-return
val ve on the hose to protect the diver, but this fault al so was not a present factor.
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Case H 2/75. This abal one diver was apparently attacked and totally destroyed by
a shark, supposedly a white pointer, in 7-8 fathons of water, 20 yards off shore.
H s tender was | eft with one gl ove, a glinpse of afin, an area of bl oodstai ned wat er
and a hookah |line attached to a backpack with its thick rubber attachnents torn. No
shark was caught but there had been seals in the area and the suggestion was made
that the diver was nistaken for one of themby the shark. He was 37 years ol d.

Case H3/75. No inquest report is yet avail abl e concerning the death of this 19 year
ol d abalone diver. It is said that evidence of pro-existing di sease was noted at
t he autopsy but no other information is avail able.

Case H4/75. The last words of this diver were “She’ll be right!”, but such was not
to be the case. At 36 he had been earning his living by diving for 18 years and had
experienced aw de vari ety of jobs. He had al so suffered at | east two seri ous epi sodes
of deconpressi on sickness and been warned not to di ve deeper than 30 feet in future.
Thi s i nstruction he observed, not increasing hisrangeto 60 feet till he had a D vi ng
Medi cal in August of the last year. The linmitation was of a prophylactic nature,
based on di scussi on of hi s diving nethods vis avisdivingtables. Heregarded hi nsel f
as a careful diver, very safety conscious

He becane involved in the task of entering the part flooded ballast tank to free a
val ve when the tanker’s diving contractor asked hi mand another diver if they were
avail abl e for the job. The contractor ran his air conpressor froma boat al ongside
the ship and the divers were hose supplied with their air. They had the choice of
using their own nasks or those provi ded, choosing to use their own. The victimhad
a new mask but it was found | ater that he had used an ol d one. The tank hel d several
feet of water above the valve and there was a high concentration of petrol vapour
above this. The task and ri sks were expl ai ned to both di vers before the second di ver
entered t he tank and undertook the task. However the val ve remai ned cl osed because
it required nore turns to open than was often the case. Wiile he retired to shower
of f the petrol that was causing skinirritationthe victimpreparedto enter thetank
He ent ered t he t ank hol di ng hi s nask i n one hand and proceeded wi t h hi s descent despite
t he war ni ng shouts of the others present warning hi mof the dangerous funes. It was
only when he began to cough that he put on his nmask. Despite further coughing he
conpl eted his descent and entered the water, again refusing to return to the fresh
air on deck. It was soon observed that he was in trouble, holding onto the valve
stemfor support. The ot her di ver was summoned and i nmedi ately started tot he rescue,
m nus wet suit but using the second hose supply mask. The rescue attenpt failed
because this diver hinself collapsed shortly after reachi ng hol d of his coll eague’s
shoul der and wei ght belt. At this stage the ship’s energency breathi ng apparatus
was used by the First Oficer and both divers were renoved fromthe hold by rope.
This was a gall ant action by the First Oficer, and the crewal so worked efficiently
intherescue and the resuscitation attenpts. The second di ver recovered, the victim
did not.

I nvestigation reveal ed that the personal nmasks of both these casual -contract divers
were old and ill fitting. The victins mask | eaked when used in water, requiring
frequent clearing, because the feathered edge of the mask had becone worn and been
cut away. The masks were tested i n a gas chanber and both all owed the test tear gas
to enter. The second diver’s mask had an additional reason for ill fitting, for he
had several days beard growth present. Hi s collapse nay have been due to the
excitenment and rush of the descent into the tank to his colleague, plus the petro
vapour entering the nask. These masks are demand supply, not free flow, so vapour
within the mask is not imediately flushed away. 1t is obvious that the increased
necessity for a perfect air seal of the mask in a gaseous environment occurred to
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nei ther diver, accustoned as they were to regardi ng thensel ves as “divers” rather
t han “users of hose suppliedair” inthis particular job. Asenmantic error with fatal
consequences.

Case H5/75. This appears to have been a truly “unavoi dabl e” death. The diver was
aged 34, working froma bell (SDC) at 240 ft using a Heliumm x. He had a hot water
supplied wet suit and good comuni cations with the surface diving controller. He
had passed a “Diving Medical” examination in the early part of the year. The task
was heavy, requiring himto pass a somewhat inflexible cable twice round a broken
pi pe. Until theincident occurredthe nonitoringof respirationreveal ednil unusual .

H's failure to respond to orders and a change to a | aboured type of breathing caused
the surface control to request the diver/tender inthe SDCto investigate and report

what he found. The victi mwas found |ying on his back on the seafl oor, unconsci ous.

The t ender dragged the victi mback to the position of the SDC, whi ch was then | owered
to 5 feet fromthe sea bed. A block and tackle were attached in the SDC for such
emer genci es and t he hook was nowconnectedtothevictimsliftingharness. Thetender
had not only the exertion of pulling the victimbut had needed to di sengage the
trailing umbilical from some debris. The victimcould only be raised head and
shoul ders into the air space of the SDC. the mask and equi pment were there renoved.

The vi cti mwas no | onger breathing at thistime. Asthelower hatch coul d no be cl osed
the rate of ascent was according to the USN deconpressi on schedul e, halting at 120
feet to allow a standby diver to enter to assist the diver/tender already present.

Together they pulled the victimfully into the SDC and cl osed the | ower hatch, EAR
and ECC bei ng used al though they believed that death had occurred. The victinms
unmbi | i cal had been deliberately severed after a few feet of ascent as it had again
shagged on debris but |later testing reveal ed no failure of the hose or comruni cati on
links. After the SDCreached the deck the divers were brought to “40 feet” and t hen
straight to surface pressure and the SDC opened. They then proceeded to the main
deconpressi on chanber (DDC) whi ch was about 60 feet distant. This chanber has a | ock
for entry but no facility to mate the SDCto it directly. The tender suffered mld
“bends” pains in the | egs and arns of onset before | eaving the SDC on deck. The DDC
was taken to 70 feet, EAR and ECC bei ng conti nued until a doctor arrived and certified
that death had indeed occurred. The police were notified of the fatality and
i nvestigations started. The autopsy reveal ed that death was due to | schaem ¢ Heart

Di sease. No evidence was given of ill health preceding the fatal incident. There
was no equi prrent mal function and not hi ng t o suggest t hat anything further coul d have
been done to i nprove survival chance. There are two points of additional note. Wen
the diver/tender was notified that he had to don a mask and | eave the SDC he felt

di zzy and part fainted. This helater ascribedtothe sudden apprehension at realising
t hat he woul d be shari ng the sane hose supply gas as was being suppliedtothe victim
so any mstake inits conposition would effect himsimlarly. A nonment’s use of the
emer gency bib mask and a fewwords with the surface very rapidly revived hi mand he
made a good job of recovering the victim Hi s report of the effect of psychol ogi cal

factors is of great help. The other matter was the nention that the SDC and t he DDC
could not “mate”, a potential risk factor of inmportance. Sixty feet separation
bet ween t hem was quot ed.

Coment

These cases are fewconpared to the | arge nunber of divers at risk, but any avoi dabl e
factors are worth consi deration. Undoubtedly many “near m sses” have occurred. The
reports are made on the basis of information at present available. This is always
i nconpl ete, sonetines grossly so. It is hoped that readers will recogni se t he val ue
of considering these tragedies as anirror to conmon di ving practices and so i nprove
safety to even higher levels. It is hoped al so that they will recogni se that w t hout
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nore full and truthful reports of incidents of all types this investigation cannot
achieve much. All reports are treated as confidential, all the informationinthis
report being avail able fromopen sources with a little trouble. The confidentia

reports assist in better understanding the underlying factors that influence the
outcome of incidents. It is noted that the holding of an inquest often clarifies
matters witten in depositions. The practice of not holding an I nquest when the
fatality seems “a natural death” is correct but regretted because nmany matters
effecting the understandi ng of why the outconme was fatal remain for ever unresol ved.
The function of the Coroner as an inportant link in the prophylaxis of accidenta

deathis worthy of further enphasis. |Inconsideringthese cases further one can divide
theminto breath-hold, scuba, hookah and deep diving. The ignorant solo diver wll

al ways be a probl emand wel | representedinany acci dent survey. Suddenill ness cannot
be predicted but the availability of assistance may critically effect its outcone.
Those who organi se breat h-hol d spearfishing conpetitions should be aware that the
conpetitors are at greater risk of hyperventilation blackout than are the ordinary
sport spearfishers. It should be apparent by now that a one-for-one check on
conpetitorsistheonlyeffective safety node, a surface cover requirenent that shoul d
be obligatory however difficult this my be to apply. Conpetition deaths are NOT
to be regarded as “unavoi dabl e acci dents”.

The C ub dive (Case SC 3/75) brings out two points. First, it is not sufficient to
go through the notions of safe diving, one nust actually dive safely. The buddy
procedure was only given |lip service, as is probably a very common natter in diving
everywhere. The | ack of knowl edge of one’'s air reserve status is a negative safety
factor, at least two of the divers on this dive running short of air. The second
point is of wder significance, concerning the very philosophy of Enmergency
Procedure. This diver had been involved in recent exposure to testing of divers in
rescue and buddy breathing, yet he died. 1In the emergency situation he reacted in
the wong nmanner. An “overlearning” is required evidently so that one cannot help
but react by a stop-think-ascend deci sion over-riding all other thoughts. Here the
t hought seized-up at the getting of air stage, forgetting the inperative need to
surface. Thisis simlar to a deep dive fatality in a previous report. The failure
to drop the weight belt and trophy bag and i nflate the buoyancy vest were aspects
of this inappropriate response. Undoubtedly ANYONE coul d do t he sanme under sinilar
conditions. So please PLAN NOWNfor your next accident.

That conmerci al and amat eur users of hookah are bl asé shoul d be no surprise. Until
di saster strikes there is no skill required to use the apparatus. The resultant
emer gency ascent can be relied upon to cause the occasional fatality frompul nonary
barotrauma. Those who sel | such hookah appar at us shoul d advisetheir clientstolearn
sonet hi ng about diving. It is remarkable, and a conplinent to the equi pnent, that
so few fatalities do occur.

O her points have been noted in the case reports. It is hoped that the statenents
of fact and opi ni on are both accurate and hel pful. Further details on these and ot her
cases are of interest and comments are wel cone.
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PRQJECT Sti ckybeak

Further reports are al ways wel come and will al ways renain confidential as to source
and victim Cases are wel conme whether serious or mnor. O the greatest interest
are reports of i nstances where an Energency Situation either occurred or seenmed | ikely
to occur. Conments and additional advice concerning cases in this or previous
Provi si onal Reports are wel cone.

Pl ease wite to: Dr DG \Wal ker
PO Box 120
NARRABEEN NSW 2101
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